
COl\lP:\RlSO\ OF TIIE PROI.-ILI·: OF P.\TIEf\TS \Vl'I II ,\Cll'IT A!\D 

TRA\�ILNT PSYCHOTIC DlSORDER ,\'\D SCHIZOPHRF\L\ SEE� ,\T TIIE 

l!NIVERSITY COLLEGE HOSPITAL, IBAl) .. \!'i, \IGERIA 

(200(,-20 l 0) 

01.li\'O\'II B.:\BAFEMI ES,\\

i\1B.BS(lhadan) F\V.\CP

UNIV
ERSITY O

F IB
ADAN LI

BRARY

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



CO\·IP.\HISO'\ OF TIii·: Pl{OFII.F OF P.\TIF\'TS \\'ITII .-\('Fl'!�.-\ ,I) 

TR.\i\'�IFNT PS\'CIIOTIC l>ISORIJFI{ .\\'D SCIII/.OPJI!{l·:.'\f.\ Sl::F .'\'  

:\TTIIL lll\l\'Fl{SIT\' COI.Ll ·'.CF IIOSPIT.-\I.. IB.\D.-\.1\1, J\'IGLl�L\ 

(200(,-20 I ti I 

B\ 

OLUYOMI ESAN 

!\·fB. BS (lhadan) 

\'f:itric Numhtr: (,10] 7 

.\ DISSFKL\ 110:\ Sl B.'\IITITD IN PARTI \L JTLFI_U .. \·lU\T OF TIIE 

l{h)l:!rn::vn:I\TS FOi{ TIii·: l>FCJUT OF \1.\STl<:RS 1\1 EPIDE\1101.0C\'

TO TIIF (}FP \lfl'l\'JF'.\T OF El'!l>Li\1101.0C\' 

i\H:DIC.\I. ST-\TISTICS :\ND, 1-:�\'ll{ONJ\·IE;\TAL IIE ;\LTII, 

COI.LH;J,: OF .\lEl>IClNE, l;�l\'FHSIT\' OF IB.-\D:\� . 

.-\liCl ST 2011 

ii 

UNIV
ERSITY O

F IB
ADAN LI

BRARY

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



DEDICATION 

This work 1s dl'dic.itcd to thl' God .-\lmr:6hty, 111) rNh:1:mer anu king who made it 

possible. 

iii 

UNIV
ERSITY O

F IB
ADAN LI

BRARY

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



CERTI FIC..\TION

I his is to ccrtit)' that Olu)-Ollli Babal<mi Esan C'lrri<d uut this pr<>.ieCt irt the Departmem uf
Epidemiulugy and .\•kdical �totistics. Faculty ,,f. Public Health. College of Medicine.
Univt'rsit� <.if lhadun . 

, \\\OLE

(l\fBBS, .I\ISt, FJ\1( ·p1 f. FWACJ')

iv 

1ilf;{,,z__,---�-�--L_
Datt· 

UNIV
ERSITY O

F IB
ADAN LI

BRARY

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



ACKNOWLt::DG EMEN·r 

I \\ish to express my prgfound gr::ititucle to Dr (.V1rs.) 0. J. Fnwok fo r her thorough guidance and 
support throughout the period of the project. 

:'1) heartfelt gratitude goes to all my teachers J?r L.V. Adekunle. Dr r. 0. Ajayi. Dr A.A. 

Fatiregun. Dr M.D. Dairo. Dr B.O. Adcdokun. Dr .1.0. /\kinyerni in the Faculty of Public Health. 

\I) special gratitude goes lo my senior colleagues. Prol~ssor 0 Gurt~je. Professor 0 Bai: t'\HJ. 

'and Professor (Mrs.) Om igbodun withoul \.\hose supporl and understand ing this \\'Guld no! hme 

been n reality. Special mention of course has lo he made to 111) colleagues Bibi Iola. Victor and 

1 olu. I also thank Toun for her love and support. 

Abo\ e all . [ thank God nlmiglity for his grace. 111ercy \\ isdom and favour granted me throughout 
the period or rny studies. 

V 

UNIV
ERSITY O

F IB
ADAN LI

BRARY

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



SUMMAR\' 

r'\cule :1nd transient psychotic disorders (ATPD) are d istinct I·ro111 schizophrenia. 1-lO\\e\'er ver:,. 

little research has been done on th is disorder in low income countries \\ here the magnitude is as 

1rn1ch ~1; ten times the incidence in the cle\'eloped countries. .'\ study that \\Ould 

idcn t i (\ 1\:haracte ri ze the soc iodemograph ic and c lin ical differences between the t\\O disorders 

\\(Hild till some or the gnps in k1~owledge about the disorders. 

In ,1chi1..'\ e the al1.> rcmen1ioned nbjecti\ es a relrospecti\'e n:-\·ic\\ or the records n i' patien ts \\ ith 

.,.\ rJ>I) and schizophreni;:i "as clone. Sociodemographic and c lin icn l dau, of all new patients \,ith 

,111 u11tn:;1tL't:I 1irst episode or ATPD seen m the Universi ty Co l lege H ospi tal Ibadan bet ,\ee11 the 

fo~t 01· .lan11ar:,. ~006 and 3 1 
s
, 01· December 20 10 were extracted using ::i pro lc.lrma. Information 

uilkckd included age ,i t first episode. sex. mmiwl st,1tus at presen tation. employment status . 

r.1mil:,. h i '>t<>r) oi' menta l illness and psychopathology <1t presenta tion . 

Dming the Ii\\? year period. :260-l ne\\ patients aged bet ween 18 and 65 -" ea rs were seen at the 

1>s:,.ch i,11r:,. cl inic. There were 706 subjects with schrtophren ia uncl 208 su l'.jec ts \\ i th A I PD 

1·L·prL·sen1i11g 27."~
0

" :rnd 8.0% ( l)roportinnal morbid i t) r:itc) of al I 1he cases seen re:-,pecti\ c ly. ur 

thcsr. 2-l~ subjt·c ts \\ ith Schizophrcn i,1 and 12-l su l'.jec ts \vith A l"PD 111c1 the inclusi@ criteri:1 

,111,I \\L·re rt-cru i ted into the st udy. Patients w ith ATPD (46.8°/i,) \\ere rnon.: li~el_\ to present 

bdo,\ 1l1L· age ot·2s )ems compared 10 pat ients wilh schizophrenia (30°/11) (P <0.01 ). Excitement 

\\.is more i.:0111 111 011 -in /\ TPI) ( 17.2%) co111parecl lo schizoph reniu ( I 21½1) ( P<-O.O I). 

s11spici,)usness \\US more common in suhjects with schizophrenia (20.2%1) comprnccl Lo A rru 

((>.5° o) ( P< .. 0.0 I ). The presence of nq!.:Hi, e symptoms espec ial ly blunted ~,ffcc t ( 18 5°0 \ s. -l.0°0. 

1
1 

t).(l I I. cn111tiu11al withdrawal ( I 0. 7% vs. 0.8%. P<O.O I) pass i \ e social \\ it hclrmval ('.::(>.3% ,·s. 

3.2°'o. P·,0.01) \\ere highl) sugges1ive of schizophren ia rather than;\ I PD. A lso the presence or 

an.\icty ( 15.5°,;1 vs. 22 6%. P<O.O l) 8nd uncoopera tivcness ( 1-l.5% \ s. 7.0 % P= 0.02) \\'ere 

-;ig11ilic;111tl) more likely to be A l"PD than schizophrenia. Poor orientation (3].\)C\, ,s. 18.5", 

P' 0.0 I). disturbance or\ oli ! ion (20.2°)0 \ s. 8. 1 % r)<O.O I ). and preoccupation (32.9°;) \ s. 18.5°/"· 

P 11 0 1) \\L'rc ll1Prc eurninon in Schi7opli renin. l\·1ea11 age of onset \\<IS similar hL'l\\t't'n p,11ienh 

\\ itl 1 ::ichi70plnenia and A I Pl) (~9.J vs. 29.:5 years. P 0.2) 
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according to re ligion. presence of the symptoms or delus ions . hallucinatory behaviour. 

conceptu::i"I disorganization. grandios ity. hosti lity . somat ic concern .tension . depression act ive 

:-.lH.:ial " ithd ra,, al and poor impulse control. Differences which may be important in 

differen tia ting bet,\.een the t,,o included the obser", ation that ATPD ,,ere more likely to present 

belo,\ ~5 years compared .to Schizophrenia. excitement as a symptom ,,ns more common in 

;\ TPD. The presence or anx iety ::ind uncooperativeness ,,·ere more sug!:!-estive of ATPD than 

schizophrenia. Suspic iousness ,,vas more common in Schizophrenia compared to ATPD. The 

presence of negc1tive S) mptoms especially blun ted affect. emot ional withdrawgi l and passiw 

social ,,·ithdr::l\\al was sign ificant ly more common in schi zophren ia. Poor orientation. 

disturbance or , ·ol it ion. and preoccupat ion vve re more common in schizophrenia than A TPD. 
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CHAPTER ONE 

I NTROD UCTION 

I. I B!\ CKG ROl fND IAFOR.\1 ATlO~ 

Psychusis rders to mcmal· d isorders in which the thoughts . afkcti\·e response. abi lity to 

recognize rea lity. and abili ty to communicate and relate to o thers are sufficient ly impaired to 

interfe re gross!), with the capaci ty to dea l with real ity (Sadock and Sadock 2007). In a psychot ic 

state. a person's capncity _to recognize reality is impaired (American Psychiatrrc Association 

2000) It abo interferes ,\·ith the ind ividual's capacity to deal ,\·ith life·s demands. Psychosis 

manifes ts as halluc inations. delus ions or both. The spectrum of PS) chotic disorders includes 

Schizophrenia. Schizophrcniform disorder. Schizoaffective disorder. Acute and trans ient 

ps) chotic disorders (A TPD) and Delusio na l diso rdei· (American Psychiatric Association 

2000).Schizophren ia is typ ically chronic and could be recurrent (Marneros et al. 2003).,,hereas 

the AT PDs tend to be bric!' and recun:enl. J·lo\\'e, er. thei r clinical lemurcs are frequent!) 

indistinguishable " ·hen they present ac ute ly for the lirst time .. The fundamental featu res of 

Schi10phren ia are a mi:--;ture of dist ingu ishing signs and symptoms tha t have been present for a 

sign ificant punio11 of the time du ring a one month period or ::,honer if successful!) treated. These 

signs and ": rnptoms are associated \\'ith marked soc i,il or occupational d) sCunction. The 

S) mptoms irn oh e a range of cognitive and cmotionol dysfunctions such as perception. 

inf'erc'ntial think ing. language. Jluency and producti\ ity of'thought'and speech. hedonic capacit). 

vo lition. driH: and attention (American Psychiatric Association 2000). 

The r'\lPDs present "ith a sudden onset or at least one ot· posi ti,·c ps) chotic S) mptoms such as 

ddusillns. hallucinations. disorganized speech. or gross!) d isorgani1.ed or ca tatonic behaviour. 

:-\11 episode lasts M least one da) but less than three mon ths and the ind ividua l returns back to the 

pre, ious le, el of functioning( World Heal th Org::inia11ion 1993: Amcric;.m Psychiatric 

. .c\ssociation 2000). Psyd1otic disorders contribute signilicant l_', to the globa l burden of di sease 

(World Health OrganiLation 201 1) even though they are relat ively rare. l.ifr time prnalence of 

p:-.)chotic di-.;o rders in Finland is about 3.5% (Perala et a l. 2007) \\hile the inc idence in England 

is 3-L8 per l(/0 000 perso11-:ears (Kirkbride et al.1006) .The main burden ofps)chotic disorders 

is due to Schizophrenia. f'irs tly. because.it usually has its onset in earl\ adulthood. (Sndock and 
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Sadock 2007) and secondly because of its chronicity and persist ing symptoms despite optimal 

treatment .About 75% of persons\\ ith Schizophrenia- ha\'e relapses and cont inued disability. and 

one third foil to respond to standard tremment(Smith et al. ~009). 

1.2 PROBLEM STATEMENT 

There is a current interest in the contribut ion or the Non Commun icable Diseases (l\:CDs) 10 the 

global burden or diseases. This group of diseases. present ly has a statl]S of an epidemic and is the 

leading cause of death globally. kil ling more people each year than all other causes_ 

combined( World Health Organizat ion '.20 1 l ). Of the 57 mil lion deaths tha! occurred global! : in 

2008. 36 million (about two thi rds) m:rc cl ue to NC'Ds. and o,·er 80% of these deaths occurred in 

lo" and middle income countries( World Heal th Organ izat ion 20 I I ).Fur!herrnore. ·1he burden or 

these cliscnscs is rising fostest among lower-income countries ::ind populations includ ing ;\Jigeria. 

O,·cr a quarter o i' these deaths occur before the age of GOyears. 

l\kasurcd in DAL Ys. in the :2004 \\.'HO Global l~urden 01· Disease report(\\ orld Health 

Organ izat ion 200'-1). Neuropsychiatric conditions accounted !o r 13.1 % of the globa l burden of 

dise .. isL:_ "hile Schi7ophrcnia alone .. 1ccountcd for 1.1 %. Schizophren ia is a serious di sease and is 

i-csponsiblc- l(,r pre,·entable morbidity and morta l it:,. The \\·orlcl"·ide pre,·aknce or Schizophrenia 

is about I 
0

-~, ( [lcr,ila ct al. 2007). Age of lhc first episode is lower among men (Sadock and 

Sadock 2007). The peak age of onset is I() to 25 ) ea:;; for men and 25 to 35 years fo r 

\\limcn(Sadock and Sadock 2007). The burden is higher in men. because in !his age range 

majorit) of· rnak sufferers are unmarried. and would ha,·e at ta ined on ly a modest lcwl of· 

educ~llion. ,\ lo,, le, cl or education unfortunately a lso limits the job opponunitics (Kessler ct al. 
2008: I .ee et a l. 20 I 0). 

lncli, iduals ,, ith sch izophrenia hm e a '-1.9 % lifetime risk or suicide ( Palmer et al. 2005 ). 

\fortalit\ is also increased because or medical illnesses. due to a combination of unhea lth} 

lifcst:, les. side effects or medication. discrimi nat ion b) medica l doctors including psychiatrist 

((;r,1 :, :2002 )and decreased health care (Saha et al. 2007). In r-\TPD. the risk or harm to se lf and lo 

others increases \\'ith each ep_isode of ATPD .(Jorgensen and Mmtensen 1990) . · I lence in 

patients \\'ith either condition there is an excess morta li ty ri sk compared\\ ith that nf the general 
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populoiion. This excess mo,t1idity and mortality risk becomes particularly mo,·e strik ing I(ir 

pa lients "i1h A TJJD in a developing country like Nigeha where Sludies show 1ha1 the pre, alcnce 

of A TPO cou ld be IO times highe,· 1ha11 in developed countries (Susser and \Yanderling t 994 J. 

SclHZophrenia and A Tl'J) patients also experience being stigmatized. This is '111 additional social 

burden for sufferers of both cond itions and the people w110 care for them. 

Apan from 1he burden on 1he individuaL there is a major burden of care 1ha1 family members 

ha,·e to bear because !here is no national social welfare and community rehabil italioo 

prog,·.Jmmes fo r the mental ly ill in l\1geria. This bui·den is higher lhan nhat care givers of 

p.Hicn1s "ith nlher chronic diseases such as cancer h"·e to bear This burden is corrnbonr1ed 11' a 

stud J com p.Jring care gi, er burden of psychial ric pal ients and cancer pai icn ts in N igeri<1, the 

authors found ihat caregiver burden was significantly higher among relatives of pa1ic111s "i1h 

psychosis( Ohaeri 200 I ). t n ti ,iancial lcnns. the mean annual impac1 of serions men ta I i I lness in 

N 1geria in 2003 was est ima fed at 60.126 Nairn (US$ 463 )while al the level of the soc ie1 l the 

annua I impact ;vas 21.6 bi II ion Nai ra ( US$ 166. 2 111 i I I ion)/ Esan cl al. 2012 ). This suggests tl"" 
such men la I d iwrders have cnonnous negative impact on eami ngs both at ihe ind i, ·id ual and 
"<iciL·tal b·i.:-1 in N igeria. 

1.3 .JUST[ l<'ICATrO J\: 

One of lhc most cl ,,, llcnging issu,·s that psych ia1 rists liice is di lforent ia1 i ng bet ween ATP D and 

)ch i,upl11·c11ia "hc11 they presenl acutely for 1he lirst lime, rhe 11ced to d1f/Crenliate bciwec11 1hc 

In o cu11d i lions becomes particu I arl y important "hen 1·ela1i, cs of patients request i II fom1ation on 

the prognosis or a sudden onset of a psychotic illness in their relative. Schi,ophrenia stands out 

prom i ne111 I y "ith regards lo being SI i gn,al izcd. I fence ma k iog a correcl diagnosis is crucial lo 

·" <lldi ng sl igma1 i7al ion and discri 111 i 11a1 ion or patients The d ura1 ion of t(l I low up tr,·atn1ent is 

also a reason In be able to dilfrreniiatc between both mema l conditions. Schizophrenia requires 

fnng te,m tremmcnt "hereas ATP D rcq ui res a shorter duration of !real n1cnt. Hence co1Tcc1 

diagnosis is impor1ant lo guide P.Hient care and management. Needless long tenn e,posure 10 

,1111 i I'S) chut ics. result ing from a liiil ore 10 d is1i nguish be{" cen the I no d isorilers coo Id be m oided 

if clinic<tl rn1d e1)idemiolo!.!,ical features are taken into consideration in makin!.!. c.1 dia!.!.nosis. The ... ... ... 
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ne,·d r or co,...ect cl i nica I diagnosis is pa rt icular! y important in Sub-Saharan A liicu "here heaill1 

care resources are inadequa te and scarce. Thus, it would be bendicial to both the patient and 

health care prm·ider to dislinguish between the I\\O disorders in a lov. resource setting like Nigeria. 

, \ close study of the di trerence bet ween both conditions "i 11 also a,d the i mplemcntation of 

approp,·iate prog.-ams and policy 10r people li vi ng with mental illness. This is apart from the fact 

that it promotes mental health wh ich is one of the components of Priniary Health Care. the health · 
Cctre S.) slcm of the country. 

1.-1 A IM 

I his stud, auns to identifj, sociodemographic and clinical difJCrcnces betneen patients "ith 
\ I PD and SchiLophrcnia. 

S!'ECI Fl(' OBJECTIVES: The specific objeu ives are lo: 

1. 

') 

, 
) 

Comp1rrc the sociodcm,,graphic charac teristics oJ' the two groups o 1· patients 

Compare the distribution of psychopathology between the t \.\O groups ":- p1rt ien ts. 

kkn t i 1; ,nc ioden 1ograph 1c and cl in ica l foe tors associated 11i th schizophrenia and A rru. 

I.S llYl'OTfIESES 
I. 

I here is no ,; gn i Ii eant di Jfrrencc In age of onset bet" een pat icnt s with A TPI) and those 
\\ i1h Schi/ophrenia 

' Th11 e is no di ll<rence rn the soci6dernograph ic characteristics bet II ecn paJ ients II i th 
.:\ I Pi) and those with Schizophrenia. 

3. 'f he re rs no d i llt'rence in the distribution of psychopathology bel\,ecn patients II it h 
1\ /'PU and tho.se \\ ith Schizophrenia. 

1 Schrzophrrnia and ATP I) 11 i I I each have i 11dq1e11dent J>redic t i 1·e foct ors 
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CI IAPTEI{ TWO 

LITTERATuRE REVIEW 

2.I ACUTE ANO TRANSI ENT PSYCHOTI C D-ISORDERS 

2.1.1 ll istory of Acute and Tninsicnt Ps~1chotic Disonlcrs 

Acute nnd transient Psychotic disorders originated from the concept of rcacti\'e or psychogenic 

ps) chosis. This "as widely used through most of the :20th century in the Scandinavian countries 

for a rna_jor group of the so~cal led · · runc tional ps) choses ... separate from manic depressi\'e 

psychosis and schizophrenia. l(arl Jaspe rs described specific criteria for the diagnosis of reacti\·c 

ps~ chosis. including the presence of an identi ti able nncl ext remely traumnt ic st ressor. a close 

t\·l,Hion bct\\ ecn the st rc .... sor and the development of PS) cho;:;is. a genera II) benign course 01· the 

pS) cliotic episode <-llld a tendency to full 1-cco,·er") (Sadock and S;:idock :2007 ). 

E, er :--.ince the in troduc tinn or International Cbssification or Diseases. Tenth l{e, ision. ( ICD-1 OJ 

and l) iagnn::-tic ,rnd Statistical l\'i~lllu,tl of Mental Di: nn.krs Founh l--:.clition (0S.'v1 JV). the 

re.ict i,L· ps)choses hme been re;:i lk1L:1 led as acute and transient pS)chotic disorders \\i th 

;1sstlcia tcd acull' stress and Brief Ps) cho tic Disorder ( 13 PD ) respccti,·cl:. 

Currently. The Diagnostic and SU.1t ist ical :\11anual or l'v1enta l l)isorckrs. Fourth l:d ition. Te:--.: t 

Re, isiun (DSM-IV-TR) describes brie r ps.)chot ic disorder based .primarily on duration or 
S_\rnptnms. US J'vl-lV defines bric!' PS)Chotic disorder ,is nn illness last ins. r, •m l)lle da) lo one 

month. ,, ith an c, cntual return lo the premorbid lcH~I or 1·unclioning..( :\meric.:in Psychiatric 

As-;oc i,11io11 ~000) .Similarly !CD I O describes the J\ -1 PDs as a hetcrogcneou ... group or disorders 

characterized b) 1he acute onset or psychotic symptoms such as delusions. hallucin;:itions. and 

perceptu"il disturb<1nces :.111J· b) the sc,·c re dis ruption or ordinar-' behm iour. Complete recover~ 

usu:111-' occur., "ithin ;i It:,\ munths. often ,, ithin a le,, ,,eds or eH·n da-' s. It howc,-cr states 

th:11 thl.' disorder rmr: ur rna) not be nssociated "ith acute stress( \,\'orld l lealt h Orgrn1izatit)n 
1993). 

Alt hough _.; ·1 Pl) lrns n high concordnnce with the DSM iV HPD. the ATPDs e:--.:tcnds beyond the 

limits or DSM-JV BPI) and inc ludes a subgrt~up ·of DSJ\.1-JV Schizophrcnit'orm disorder. 
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I 

2.1.2 Epidemio logy of A T PO 

XI I'll is generally considered to be rare based on data fro111 "estern Europe and the Uni1e;J 

slates (Sad,,ek et al. 2007).ln a study that examined a 6-year analysis of readmission patterns of 

all subjec ts listed in a Danish psychiatric central register !he incidence of A TPD was 9.6 per 100 

01/IJ among pafients admitted or treated in ou tpatient se rv ices. (Castagnini et al. 2008). The 

inc,dence in developing countries such as Nige ria might 1101 be as low . This is because the 

incidence in the deve/oping-co,11111) setting is about I 0-fold ihe incid~nce in the indus1rial i2ed­

counlrJ Sell ing ,(Susser and Wanderling 1994 )_ Nevertheless, the incidence and prevalence of 
c:i..;L·s !hat du no! come lo clinical at!en tion nre unknown. 

1·1,,s, s1 udies report th,u ATPIJ has a female preponderance IS usscr and Wander! ing I 99S 

Marneros et al. 2000: Pillmann e1 al. 2001: Pillmann et aL 2002; Marneros 2006) In an inpatient 

stud_1 of consec u1 i ve patients JUI lilling DSM-IV cri teria for A TPD in Halle, Gern1any"_ 8 1 % ol 

the patic111, «ere· ,·eportcd lo be females This is al va rianc,· with a study in . Qatar ( ad,-, eloping 

coun lry I b, Sha l1ou1 ct al which IOund no sign i fica1i1 di 11erc11ce i 11 I he li·equency o ( A I PIJ 

hct<1ecn 111ales and fe males (Sha /tout el al. 1007) Fur1her111ore_ Singh ct al fo und the rate of 

Al /'I) in men to he almost doub le that in women with a male lo /Onialc ratio of I 87 (Singh d al. 2004). 

lnd i, idu, rl s "ilh pre-existing personality disorders are predisposed to the de,'elop111en1 <>f 

.11 NJ. I/"" e, er_ the ,\ 1 l'Ds are 11 01 rela ted tn any particular type or Persona Ii ly Disorder 

/.lorgcnsen ei al. 199(,: ;\ meriean Psi chi at ric Assoc iation 2000: Ung ,c11-i and M ullcn '.'000) 

\ "ll'Ds ma,· b,· rdmed lo ;\ffccti,c Disorders, whereas other e, idence suggests that ii may be 

dilfrrenl Ii-om both Schizopli,·enia and Affective Disorders_ They arc c1inrncterized by marked 

a nee," c di st u rbanccs ( Ma rneros ct a I. 2 000: M arneros ct a I. 2 00 5) and a nx, e ty ( M arnc ros et al 

1005: I.au et al. '.'OOCJ) wi lhi 11 an episode co111pared n-i th Sch i znphren ia _ The A TPl)s are more 

<\>111>111111 io people "ho have experienced a major cultural clwnge Lau c1 aL.(2009) sho<1cd that 

ATPl)s n-c-re two times 111ore con1111on in Poreign <1orke,·s from the Fi lipines co111parcd lo local 
l'hi11es, Honien or sin1ilar age for this illness (Laue, al. 2009) 
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ATPDs may appear in adolescence or early adul thood. Lhe average age al onset bei ng between 25 

and 35 years (American Psychiatric Associatron 2000: Pil lman n el al. 2002). Age at first ep isode 

in A l'PD is simil8r to Lh at of pat ients " ·ith posit i,·e symptoms or schizophrenia (Pi llmann et rd. 

2002). The age of onset in industrial ized countries are higher than in developing:- countries 

(Sadock et al. 1007). 

Persons \\ho ha, e gone through major psychosocial stressors and negative life events are al an 

increased risk of the ATP Ds (Beighley er al. 1992: Mal hotra 2003 : ;\~arneros et a l. 2003:. Sadock 

et al._ 2007). Marneros et al showed that compared with the normal popu lat ion patients with 

ATPD had a significantly higher prevalence ofa · ·broken home .. situation prior to the -onset or 

,..\TPD(Marneros et al. 2003). Si rn ila rly. Beighley et al found a temporal relationshi p between the 

tll1se1 L) i' stressors and the den:lopment of ATPD among /\ir Force rec rni ls (Bcighle) et al. 1992). 

While there is e, idence to show that no significant difference exists bet,,,een rnarri ed and single 

persons with respeci to the development of A TPDs(Shallout ct al. 2007).marital problems have 

'·,een iden ti fied as major stressors in the development 01· A TPDs ( Lau el al. 2009). · 

2.1.3 J\ctiologyofATPO 

l'he cause of brief psychot ic disorder is unkno" n. I lowever A T r'Ds can be tri ggered b) a 

distinct!~ st ressfu l e, en t or by ch ildb irth. It can also occur for no apparent reason at al l. There is 

sornt: e, icknce that BPI) is related to mciod disorders; ho,,,e,-e r, thi s assoc ic1tion is considered 

contt'l)\ t: rsial People \.\ ith personality diso rders may ha"e a biological or psychological 

ntlncrahil it y for the de,·c lopment of' psychotic symptoms especial ly those wi th borderline . 

sch iLoid . schizotypal or paranoid traits(.lorgensen el al. 1996: American Psych iatric Association 

2000: llnQ,ari and Mullen 2000; Sadock el al. 2007) . -

The post-partum period is a high risk period fo r the de, elopment of the ATP Os. The frequency 

of post-partum psychoses is evaluated at I to 2 per 1.000 bi rths (Tabbane et al. 1999) 

Similarly . antenatal exposure to stress increases the ri sk of ATPD in the post partum period. 

Primiparit) . pre, ious ps) chiatric his1ory. antenatal complica tions. caesarean sect ion. perinatal 

death and ha, ing a . female baby have been sho\\ n 10 be associated "iih high psychiatric 

n1t1rbid it, in puerperium ( Singh and Kaur 2000). 
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Some people may have a genclic vulnerabili ty to A TPD(Das et a l. 1999: Malhotra 2003) and 

ATPD occurs more ti-equen-t ly in people \.\'i(b family members w ho ha\ e had A TPD (tv1alhotra 
:!003 ). 

2.1 ...l Clinical Features of ATPD 

l he symptoms or A TPDs include an acute onset of delusions, hal lucinations, incomprehensible 

or incoherent speech, or any combination or these. The time in terval between the firs t appearanct> 

or any psychot ic S) mpto111s and the presentcit ion of the ful ly developed disorder should not 

e\cced l \\O v,eeks.( \Vorld Health Organizat ion 1992). Labile mood, confusion and impaired 

a!len[ion may be common at the onset of ATP Os compared lo other chronic psychiatric disorckrs 

\ uch as Sch i/Ophr~nia. f lov,·e\·er these should not meet the criteria fo r organical ly cnused 

cloud ing of'consciousness and mood diso rders respec tively. The distu rbance cannot be due to the 

din:'Cl phy~ iologic,11 effects of a substance or drug (such ns a prescription medicat ion. or an illicit 

drug like cocaine). or n genera l medica l condi tion (American Psychi,ttric Association 2000). 

Ch:1rac terist ic symptoms in the A TPDs include emotiomil \ Olntil ity. strange or bizarre behavior. 

scre~1mi 11g or 111utcness, and impaired memory fo r rece nt events .Some 01· the symptoms ma_\ 

su~gcs t ~1 diagnosi\ of del irium and \\a rrant a medical work up.(Sadock et al. 2007)./\lthough 

there is usually the presence of a st resso r. it is not essent ial in its diagnosis . 

2. 1.S Diagnosis of ATPD. 

I lit' diagnos is or the .L\TP Ds is based on .!he follow ing ci-iteria in the !CT) I 0( World 1 lealth 
( )rg,rn i/at ion 1992 l 

I An acute onsd o r· delusions, hallucinations, incomprehensible or incoJ1erent speech. or an> 

comhi na (i on ol' these . The time i11Lerval between the first appea rance or any psychotic symptoms 

,11 1d the 1m~scnlat in11 of the folly de\ duped disorde r should not exceed l\\O \\eeks. 
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2. lftransient states of perplexity. mis identification, or impairment of attention and concentration 

arc present. they do not fulfill the criteria for organically caused clouding of consciousness. 

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

recurrent depressive disorder. 

:t. No evidence of recent psychoacti-¥e substance use suffic ient to fulfill the criteria of 

intoxication. harmful use. dependence or withdrawal states. 

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

nervous system 

2. l.6 Treatment of A TPD 

There are only a few studies on A TPDs to guide e\ iclcnce-based treatment recommendations and 

clin .cal managl'ment .HO\vcver evidence-based treatments for other psychotic disorders are 

appli"cable for the short-term resolution of ATPD syrnptom·s (Kane et al. 2003). Treatment fo r 

the A TPr)s usually includes psychotherapy. pharrnacotherapy or both. Hospitalization may be 

neccssury f0 r evaluation and safety if the symptoms are se\'ere or if there is a risk that the person 

be a cbnger lo self or to others. Furthermore, long-te rm moni toring is important to evaluate for 

relapse. assess for conditions that may precipitate a referral to a mental health professionaL and 

to ensure adherence to treatment. 

Medication: Antipsychotics may be prescribed to control psychotic symptoms and terminate an 

episode of ViYC hosis. Antipsychot ics are a chemically diverse but. pharmacologically similar 

class of drugs used to psychotic disorders. Examples include chlorpromazine. clozapine. 

risperidone. olanznp ine. quetiapine, ziprasidone. aripiprazole. sertindole. zotepine. 

Psychotherapy provides an opportun ity to .discuss the stressors and the psychotic episode with , 

the sufferer. It also helps in the exploration and development of coping strategies. 

Psychotherapy: Psychotherapy helps the person ide-ntify and cope with the situation or event that 

triggered the disorder. 
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2.2 SCJIIZOPIIRE~lA 

2.2.1 I li-.tor! of Schizophrenia 

The \\Ord Schizophrenia was coined h) Eugen Bleukr in 1907. but the disorder ht1s probcibly 

accompcinied humans throughout its \.\hole hi-.;t~lr) . Ihe \\'Ord was intended to descrihe the 

separation of function hct\\een personality. thinking. mcmur). and perception. It \\US first 
\ 

identilied as a discrete mental illness hy Emil Kracpelin in 1887. who had used the word 

dementia prnccox to deline it. Eugen 1"31eull! r used the word schizophrenia for the lirst tin,e in 

191 1. 

Schizophrenia historical ly has been found in many cultures. It can he traced in v\.l"ittcn 

documents to the old Pharaonic Fg)'pl. as for back as the second millennium before Christ. 

Hindu descriptions of schiLOphrcnia dates back to approximately I-WO BC. A Chinese tc,t 

entitled I he 'i ellO\.\ 1-:,mperor·s Classic of Internal ~1cdicinc. written around 1000 BC, described 

S) mptoms of insanit). dementia. and seizures. Demonic or supernatural posse'ision \\as often 

implicated as the cause of -..uch psychotic beha,·iours .. \ stud) into the ancient Greek nnd Roman 

literature showed that although the general population probably had an ::l\\arencss or psychotic 

disorders. there v,as 110 condition that ,vould meet the modern diagnostic criteria for 

schiLophrcnia in these ')Oc ietics. Earl1 theories supposed that mentc1I disorders were caused h) 

e, ii possess ion of the body. and the appropriate treatment wa:-. then exorcising these demons. 

thn)ugh various means. ranging from innocuous treatments. such as exposing the patient to 

certain t) pe-., of music. to dangerous and sometimes deadly means. such as releasing the e\ ii 

spirits b) drilling holes in the patient"s skull. 

The 17th centut) sa"' the beginnings of psychiatric hospitals in Europe. \\'ith these hospitals 

came attendants and medical supervisors and the bir~1 of psychiatry. 

Beginning in the l 8
111 

• century. increased importance was placed on thorough and precise 

descriptions of abnormal mental processl.!s. The 19th century SH\\ a sudden increase of 

information about the body and mind. l:.vidcnce \\US mounting that mental illness was caused b1 

disease in the brain ~fter a link had been found between general paresis .of the insane and 

S) phi I is. Biologic aetiologies of menta l illness were adopted and separate i I lnesses identified. 
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It was in this 19
th 

century that Schizophrenia emerged as a medical. condition worthy of study 

and treatment. T,vo major figures-in psychiatry nncl neurology who studied the disorder ·were 

Emil Kraepelin and Eugene Blcu ler. In addition. Benedict More l a French psychiatrist used the 

term ··derncnce precoce· · to describe what -is presently known as Schizophrenia .The term 

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

(Sadock et al. 2007). 

2.2.2 Epidemiology of schizophrenia 

Se\ era! reviews show that there is variabi I ity in the prevalence of schizophrenia (Torrey 1987: 

Saha et al. 2005 ). In a systematic review by Saha et al . which included l 72 1 prevalence 

estimates from 188 studies and 46 countri es. the median point prevalence. period prevalence 

and life time prevalence estimates were 4.6. 3.3 and 4.0 per I 000 persons respectively. The 

authors also reponed the lifctirne morbid risk of schizophrenia (UvIR) as 7.2 per 1000 persons. 

L\lR is the probability of a person developing a disorder during a specified period of their ltfe 

or up to a specified· nge. There was at least a fivefold difference between· the smallest and the 

largest \'alucs in these est imates. The esti1r.ates are higher than the lifet ime estimate of 5.5 per 

I 000 b) Coldner er al (2002) but lower that, the lifetime estinrntes of 8.7per I 000 by Perala et 

al (2007) and 6 per 1000 by Kessler et al (Kess ler et al. l 994) at though the estimates by Kessler 

et al included schizophreniforrn disorder. schizoaffcctive disorde r. delusional disorder and 

at; pica! psychosis . 

In keeping with the trends of a highe r incidence of schizophrenia among migrants, the re 1s a 

higher prevalence of schizophrenia among migrants(Saha et a l. 2005). It has been SL!ggcstcd that 

the high1..'r pre\ alcnce is due to the !'act that migrants pre l~rentially recci\·e schizophrenia 

di:1gnoscs because of cu ltural misconst ruction und/or language dirticulties. \lonethckss. proof in 

support ot· this belief is not com-incing. Foll<)\\-up studies hmc shown no e\ idence of' greater 

dia,g.no-;tic instc1bility O\ cr time among migrants versus 11011-mig.rants (Takci ct al. 1998: Harr ison 

cl al. I 991) ). 

In contrast to the observed differe nce in incidence across gender (McGrath et al. 2004). there are 

no differences in gender with regard to the prevalence of schizophrenia(Saha et al. 2005) . 

Prevalence esti1T1ates have been_ commonly found to be similar among males and females 
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Goldner et al (2002). It has been suggested that the disparity between i11cidence and prevalence 

could be related to compliance with treatment and higher rates of suicide completion in men than 

in women Ochoa et al (2012). 
_. 

Reported pn~\·alence estimates of schizophre~1ia are less in developing compared to developed 

countries ( Saha et al. 2005) This lind i ng was corroborated by the study by Mcgrath et al 

(McGrath et al. 2008) who found the med ian estimates in developed countries compared to 

less - de\ eloped countries to be 3 .3 \-S. 2.6 per I 000 rcspecti vel y 

There is 8 sig:ni ficanl positive correlation between lati tude and the prevalence or schizophrenia. 

Prevalence estimates from sites in the high-latitude band are significant ly higher when compared 

with IO\.\er hands (Saha ct al. 2006; Kinney et al. 2009). Some explanations have been proposed 

for this relationship. Fi rst is the pre- or perinatal exposure to some adverse environmental factors 

that are associated with higher latitudes (Kinney et al. 2009). Another is the trend for patients 

with schizophrenia to be mort prone than controls to be born in the winter, rather than other 

seasons. The prevnlence of schizophrt>nia increases with latitude and severity ·or winter climate 

(Da\ i~s e l al. 2003) and becom,::._ stronger \\'hen factors such as n family histot") or the 

disorde r(O'Callaghan et al. 1991: Kinney et al. 2000) is correc ted for. 

2 .2.3 Aetio logy of S ch izophren ia 

Like man: non communicable diseases there arc many etiological factors associated with 

sc hi zophrenin. E\·idcnce abounds on the etiology of schizophrenia from the point of vie"" of 

genetics. Biochemistry. neuropatho logy, neuroimaging. psychophysiology, immunology. 

soc iologirnl and family dynamics. 

Genetics 

There is a genetic contribution to all forms of schizophrenia. The odds of a person deve loping 

schizophrenia are associated with the closeness of the relat ionship to an affec ted relative. As 

such whereas the prevalence of schizophrenia in the general population is about 1 %. the 

prevalence foi· a non twin sibling of a schizophrenia pat ient is 8%. for a dizygot ic twin of a 

schizophrenia patient it is 12% whi le fo r a rnonozygot ic ·twin of a schizophrenia patient it 

increases to 47%. (Sadock et al. 20071 
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Adopri,·e studies assesses ho,~ much genetic influences weigh against environmental 

-influences by examining rates of schizophrenia in adopted-away offspring of schizophrenic and 

of normal parents. Such stud ies show that between 10 per cent and 13 per cent developed 

schiLophr~nia while none of the adopted offsp ri ng of normal par'en ts developed schizophrenia. 

( Buckl'ey et al. 2005 ). 

Neuroc/1 en1isf1J' 

Dopamine hypothesis postulates that dopamine over activity in mesolimbic pathways is 

responsib le for rhe deve lopment of schizophrenia. Evidence in support of this hypothesis 

includes the abi lity of Amphetamine to induce a schizophrenia-like psychosis _(Amphetamine 

increase::; dopam ine release in the brain). Second ly, Antipsychotics block Dopamine receptors 

.This correlates with the clinical effectiveness of i\ntipsychotics. furthermore, post-mortem 

studies show increased dopamine and dopamine receptors in caudate nucleus and nuc leus 

accumbens of patients vv ith schizophrenia. Apart from Dopamine, Serotonin Nor adrenaline, 

Gama amino butyric acid (GABA) have·been implicated in the etiology of schizophren ia. 

Neuropatholog)l 

There is a decrease in brain weight of pa tients with sch izophrenia compared wi th normal 

subjects. There is also a reduction in an terior poste ri or length of patients with schizophrenia 

compared with normal subjects. This probably supports a view that schizophrenia is a 

neurodegencrat ive disease. 

Neuroimagi11g 

Computerized Tomography (CT) studies show non-specific ventricular enlargement and cortical 

sulcal prominence in subjects wi th schizophrenia. Similarly, Positron Emission Tomography and 

Magnetic Resonance Imaging studies show that fronta l and temporal lobes are major sites for 

abno rmali ties in pat ients with schizophrenia. Recent proof favors genera lized cortical tissue loss 

and functional disconnectiv ity in the brains of patients with schizophrenia. Mathalon et al. . 

200 1(Mathalon et al. 2001) found that patients with chronic schizophrenia exhibited accelerated 

frontotemporal cortical gray matter decline and cortical sulcal and lateral ventricular expansion 

This suggests that there may be progressive tissue loss in patients with active schizophrenic 
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illness. Structural bra in anomal ies occur in patients :vith schizophrenia. Even though these 

anomalies are sligh t- yet they reproducible Shenton et al.. 200 I (Shento1i et al. 200 I) in a 

rcvie\,, of MRI fi ndings in schizophrenia from 193 peer rev iewed MRI studies found 

,entricular enlargement (80% of studies reviewed) and thi rd ven tricle enlargement (73% of 

studies rev iew·ed). There is · also preferential involvement of med ial temporal lobe structures 

(74% of studies reviewed). wh ich inc lude the amygdala. hippocampus. and parahippocarnpal 

gyrus. and neocort ical temporal lobe regions (superior temporal gyrus) (100% of studies 

rniewed). When gray and white matter of superior temporal gyrus was combi ned. 67% of 

studies reported abnormali ties. Family members with high risk of develop ing schizophrenia also 

sbo,, similar but more sublle brain changes (Lawrie et al. 2002) . 

life Events 

There is a strong rela tionship between the vulnernbility in a person and the abi lity of stressors to 

tither induce or aggravate the symptoms of sch izophrenia. This is known as the Vulnerabi lity­

stress models of schizophrenia. 

Fami~r Dynamics 

There is a poss ible aetiological ro le of fam ily relational style and development of schizophrenia. 

Adoptees at high genetic risk are significantly more sensitive to adverse (compared to healthy) 

rearing patterns in adoptive families than are adoptees at low genetic risk (Tienari et al. 2004). 

De1•elop111e11ta/ Theories 

Studies sugges.t that deve lopmental factors play a ro le in the etiology or sch izophrenia. The 

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

developing schizophrenia is greatest fo r ind ividuals born in late winter and early spring. 

2.2.-t Clinica l Features of Sch izophrenia 

There are no pathognomonic signs of schizophrenia .However, certain symptoms could suggest 

schizophren ia. Schneider's First-rank symptom_s (F RS). in the absence of organic il lness. signi fy 

schizophrenia. These inc lude 

I. Aud ible thoughts. 
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2. Third person hallucinalions. 

3. Hallucinmions in the forni of a commeniat"). 

4. Somatic pnssivity experiences. 

5. Thought withdrawal or insert ion. 

6. Thought broadcasting. 

7. Feelings or actions experienced as under the control of an external force. 
8. Delusional perception. 

Second-rank symptoms have less diagnostic significance they include other disorders of 

perception. sudden delusional ideas, perplexity. depressive and euphoric -changes etc. 

Schneider· s FRS have been very influential, but have Ii mitations first Specifici ty - occur in other 

·tllnctional psychoses· about 20 per cent in psychotic depression and 40 per cent in acute 

mania. Secondly about 20 per cent of chronic schizophrenics nc,·er showed FRS. 

2.2.5 Diagno~ is of Schizophrenia 

The International Classification of Disease,. I 0th edition ([CD I 0) criteria from the World 
Health Organization) for diagnosis of includes 

A minimum of one very clear symptom ( and usually two if less clear-cut) from groups (a)- ( d) 

below. or symptoms from two of the groups ( e)-· (h). which have been present for most of the 
time during a period of one month or more: 

(a) Thought echo. insertion, withdrawa l. and broadcasting. 

(b) Delusions of control_ influence. passivi ty: delusional perception. 

(c) Hallucinatory voices of running commentary. third-person discussion, or other tvpes of 
voices coming from some part of the body. 

(d) Persistent delusions of other kinds that arc culturally inappropriate and completely 
impossible. 

(e) Persistent halluc inations in any modality: daily for weeks/months. or accompanied by half 

formed nonaffective delusions. or with persistent overvalu~,d' ideas. 
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(I) Breaks in thought fluency. i.e. incoherence, irrelevant speech, neologisms. 

(g) Catatonic behaviour: exci tement, stupor. mut isrn, posturing. waxy flexibili t), negativism. 

(hJ Ncgati\'c S)-lllpto111s: apathy. paucity or speech. blunted emotions. social withdrawal: not due 

t9 depression or ncuroleptic medication 

(i) A significant and consistent change in the overall quality of some aspects of personal 

behaviour (loss of interest. social withdrawal, aimlessness) 

2.2.6 Treatment of Schizophrenia 

Antipsychot ics are the mainstay of the treatment of schizophrenia ho\vever , psychosocial 

interventions psychotherapy enhance the clin ical improvemcnt(Sadock et al. 2007). 

Antipsychotics medications reduce the psychot ic symptoms of schizophrenia and usually allow 

the patient Lo function more eJfecti\'ely and appropriately. However they do noi cure 

schizophrenia or ensure that there wi II be no further psychotic episodes. The large majority of 

penple with ~chizophrenia show substant ial improvement when treated with antipsychotic drugs .. 

If 11tipsyclro1ic Jl1edicatio11s 

Antirsychot ic medication can be classified broadly into two groups as the conventional (typical) 

antirsychorics such as haloperidol. chlorpromazine. rhioridpzine and the nevver atypica l (second­

generar ion) antipsychotics: such as c lozapine, risperidone, olanzapine, quetiapine. ziprasidone, 

aripiprazole. serti ndole, zotepine. 

Electroco11v11lsive Tlrerapy (ECT) 

Electroconvulsive therapy may be helpful in catatonic states (Tharyan and Adams 2005). The 

symptoms may improve vvith the add ition of an antidepressant medication. 
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l\l'chosocial Treatments 

Ps)chosocial treatments aim fo maximize abilities and minimiLe disab ilities(Bustillo et al. '.WO!). 

Components include cognitive retraining. cns1s management, education. vocational 

rehabi litation. fami ly therapy. group therapy. social skills tr3ining. 

PsJ·clJotherap_1· 

In the treatment of schizophrenia ,psychotherapy is supporti ve. practical, problem-oriented. and 

encourages compliance (Spauld ing and Nolting 2006). Cognitive-behavioral Lherapy is 
ad\'l)Calecl for persistent delusions. 

Relwbilitatio11 

Rehahilitntion plan in patients being managed for schizophrenia may include vocational 

counsel ing. job training. problem-solving and money management ski ll s, and social skills 
training. 

2.3 COMPARISON OF ATPD AND SCHIZOPHREN IA 

The ATPDs genera lly have good outcomes (Marneros et al. 2003: Singh et al. 2004; Pillmann 

and \forncros 2005). They are also recogn ized in both The International Statistical Classificat ion 

of Diseases and Related Health Problems I 0th Rev ision ICD- 10 (World Health Organization. 

I 99:::!) and The Diagnostic and Statistical Manual of Mental Disorders. Fourth Edition (DSM-IV) 

(American Psychiat ric Association. 1994) as distinct from schizophrenia and affect ive psychoses 

such as mania or depression with psychotic features. 

Unlike Sch izophrenia. ATPD is relatively under researched. There is therefore a dearth of 

inlormation on the disorder especial ly in the deve lopir~g countries where it has been shown to be 

'rela ti vely common (Marneros et al. 2003; Shaltou t el al. 2007). The results from avai I able 

studies on ATPD show that it is an infreq uent diagnosis in psychiatric fac ilities (Marneros et al. 

2000; ·Pillmann et al. 2001: Marneros et al. 2003). For example. the study by Pi llmann et al 

among inpatients at a psychiatric facility found that only 4. 1 % of patients treated for psychotic 

disorders or a major affecti.Ye disorder had A TPD. Schizophrenia is a relatively common 
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p~ychotic disorder having a lifetime prevalence ot· about I ~o (Perala et al. 2007) , its pre\·alence 

is the sa1n.e in men and women. Prevalence in migrants is usuatly significantly higher than to 

natin.:-bom individuals. and estimates from less deve loped countries are nlso significantly lower 

than those Crom both "emerging" and "de\ eloped" countries (Saha et al. 200-5 ). A TPD however 

is not as commo11'as Schizophrenia and it has a lifotirne prevalence of' 0.05% (Perala et al. 2007). 

/\ TPD is also relati\"ely more common in the develop ing world. The incidence of ATPD in the 

cle\'t::loping-country setting was found to be about I 0-folcl the incidence in the industr ialized­

count ries (Susser and Wandcrling 1994 ). ATPD unl ike Schi7.ophrenia has a female 

preponderance (Susser and Wanderl ing 1994; Marneros et al. 2000: Pi llmann et al. 200 I; 

Pi llmann et al. 2002: Marneros et al. 2003: Marneros 2006). ln an inpatient study of consec~1tive 

patients fulfilling criteria for ATPO in Halle, Germany. 81 % of the patients were reported to be 

fema les. This is at variance with a study in. Qatnr (a de\ e loping country) by Shallout et al which 

found no signilicant di ffcrence in the frequency of A TPD between males and females(Shaltout 

et al. 2007). 

tvfany studies from high income countries have found patient outcome of ATPD to be better than 

those or patients \vith Schizophrenia. (Susser(:{ al. 1995: rvlal hotra 1003: Marnero<., et al. 2003: 

Singh et a l. 2004: Shaltout et al. 2007).The few reports from low income countries have found 

simi lar resu lts (Guinness 1992: Okasha et al. 1993). 

Pat ients \\ ith ATPD arc more like ly to have a fami ly history of ATPD rather than a fami ly 

history of Schizophrenia (Das et a l. 1999: Malhotra 2003) . This probably further substantiates 

the belier that it is a distinct from schizophrenia. At onset ATPDs have a short prodrome 

conJpared to schizophrenia (Marneros et al. 2000: Marneros et a l. 2002) and the average 

duration or the il lness ol~ ATPD is typica lly shorter .rang ing from two to fou r months (Mojtabai 

et al. 2000). Most cases or A TPD occur in early adulthood ( 16-29) years. The study in Qatar 

reported tha t no case of A TPD occurred among the 174 in patients treated in a hosp ital over a 

Se\'en yea r period(Shaltout et al. 2007). 

Patients with ATPD us ually ha\e a bette1 prernorbid function ing compared to pat ients with· 

Schizophrenia (Pil lmann et al. 2002: Jager et a l. 2003: Marncros et al. 2003: Marneros 2006). 

Patients with Schizophrenia often have an impaired functioni ng prior to the onset of the first 

episode (Strous et al. 2004).lt is more common for patients with ATPD to have a negative life 
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e\ent or stressors preceding an episode or illness, than pat ients with schizophre_nia (Marneros et 

al. 200~: Malhotra 2003: Marneros et al. 2003). These reported stressors are variable and may 

range from mar ital problems, to being a fore igner (Lau et al. 2009).Even though both A TPD and 

S~hizophren ia have many features in common there are differences in psychopathology. The 

de lusions that patients \\ ith Schizophrenia exhibi t are la rgely stable: however. the delusions in 

A 1 PD are characterized by rapidly changing topics. A TPD also tends to have a higher 

prevalence of anxiety and presents more often wi th marked affective disturbances within an 

episode compared with Schizophrenia (Marncros et al. 2000: Marneros et al. 2005). 
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CHAPTER THREE 

METHODOLOGY 

3.1 STUDY SETTING 

The stud; area was the Psychiatry Unit of the University College Hospital (UCH), Ibadan. UCH 

is an 812 bed teaching hospital located in Ibadan. South-West Nigeria. The estimated population 

of South West Nigeria is about 28 million (Nat ional Population Comm ission N igeria 2006). The 

hospital receives referrals specifical ly from health facilities in the South West geopolitica l zone 

of Nigeria and frequently from al l geopol itical ?ones of the country .The hospital also provides 

teniar::,. and quaternary hea lth care services for the country. The Department of Psychiatry is one 

of the major specialties in the hospi tal. It 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 di stributed between the 

(\,\O wards: The department has 9 consultants. 17 resident doctors and 32 nurses that run the 

acti\'ities. The Records section of the department is located in the male ward and is manned b) 

~1,,e trained records officers who run a 24 hour shift. The Section of Medical Records in the 

Department of Psychiatry classifies all the psychiatry cases based on ICD- 10 diagnoses. Data of 

all the paticms who were admitted in the ward or seen in the outpatient clinics of the department 

dming this period were collected. Only case records re\'iewed by a consultant psychiat rist were 

included in the study. 

3.2 STUDY DESIGN 

This was a compnratLve study. It was also a case series in which a review of case notes of 

patients with a firs t episode of Schizophrenia and A TPD was carried out. All consecutive 

patients during this period that met the ICD-10 criteria for ATPD and Schizophrenia were 

r~cruited into the study. 

20 

UNIV
ERSITY O

F IB
ADAN LI

BRARY

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



J.3 STUDY POP l 'LATIO!\ 

l he stud:, population consisted of ne,v male and female adult patients aged bet v-,een 18 years and 

65 ) cars seen during the period from I st of .lanuar) 2006 to 3 I st December 2010. Total sampl ing 

\\els done fo1: all cases that met the criteria for A'I PD and Schizophrenia during this period. 

3.-t INCLUSION CRITERIA 

l . ICO IO criteria for A TPD or Schizophrenia (Criteria in Sections 2.1 .5.and 2.2.5 

respectively) 

2. Patien ts in first ever episode of psychot ic illness. 

3. Patienrs that have not be-en treated with anti psychotics. 

3.~ EXCLUS ION CRITERIA 

I. All cases vvith incomplete records or missing ke1 vJriables. 

3.6 SAMPLE SIZE DETERMCNAT ION 

l he sample size was calculated to ensure that the number of case records reviewed was adequate 

to make valid inferences. The formula used was: 

n - (Zu + Zrii (n1 (1 1t1)+ 1C2( l-1C2)) 

ci2 
\\ here 

t\ is the minimum sample size to be studied in each group. 

· Z., is the standard normal deviate corresponding to a type I error rate (2 sided le\'el of 

significance of 5% "" 1.96) 

7.~r i:-, the standard normal deviate correspond ing to a one sided beta error of 5% (96% power) -

1.645 

rr ,-= proportion of females in schizophrenia=50% (Saha et al. 2005) 

n,=- Proportion of females in A TPD~78.6% (Marneros et al. 2003) 
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Calculation: 

Zc, 1.96 

/ 21, (at 96°·0 power) =- l .645 

TT 1 - 50% = 
7(~ = 78.6% =-

() 0.286 

Zu 1 7 211 - 1.96+ l .645 

(Z"+ Z2ri):? = 3.60s2 

0.5 

0.786 

= 3.605 

= 12.995 

) 

n -,, (Zu 1
- Zii) - (n: , ( l - rr1) + n:2 ( l-n2)) 

82 

n ~,J.00(0.5(1-0.5) +0.79(1-0.772 

0.29] 

66.2 

To adjust for non-respons~. 

N( s } 

-----------
1-r 

r - estimated non- response rate == l 0% or O. l 

at 10% ~ 6(,c~ 

0.9. 

~n.J 

Hence minimum sample size was =73. 

3.7 DATA COLLECTION 

Sociodemographic and clinical data were extracted from the case notes of patients using a case 

record form. The c,:a::.e record form co llected data on age at first episode, sex. marital status at 

presentation, employment status, family history, psychopathology at presentation. 

SociodemOgraph i c data were ex tracted by two research assistants after three weeks of training by • 
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the Principa l Investigator. The clinical data were ~xtrac tecl by the investigator. Data v,:as 

co llectcdoveraperiod of lOweeksfrom February 1 to Apri l 14,2012. 

3.8 D:\TA MANAGEMENT AND ANALYSIS 

Data cleaning and coding ,vas done daily by the invest igator. Data entry and analysis was clone 

using the Statist ical Package for the Social science!> (SPSS) version 16.0. 

Descripti ve 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 

,·ariables. Chi-Square test and Student-t test were used to test for signi ficance between 

qualita tive variables and differences between means respec tively. Logistic 1egression was used to 

identif'y independent factors assoc iated with schizophren ia and A 1 PD. 
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CHAPTER FOUR 

RESULTS 

Ber\veen I st of .January 2006 and 31st of December 201 I. 2604 new pntienrs aged between 18 

and 65 years were seen at the Clinic. There were 706 subjects with schizophrenia and 208 

subiws with A TPD representing 27.2% and 8.0% of all the cases seen respectively. Subjects 

who had received some treatmen t or who were not first episode cases were excluded. For the 

patients with schizophrenia, 233 patients \,Vere not first episode patients while 230 patients of the 

remainder although were first episode, had been treated at other mental health fac il ities befoi:e 

presentat ion at the UCH. As such. 463 subjects were excluded from the schizophrenia group 

(Appendix I). For the subjec ts with A TPO. of the 208 new patients. 54 were not first episode. 

\,·hile JO though first episode patients had received prior 1reat111ent: as such these 84 patients 

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

ATPO \\'ere recruited into the study. This represented 9.3% and 4.8% of the number of nev, 

patients that \\'ere seen at the department resrective ly i. e. proportional morbid ity rate for 
schizophrenia and A TPD respectively. 

~-1 SOCrO-OEMOGRAPHIC CHARACTERJSTJCS. 

Table I describes the sociodemographic characteristics of the su~jects with A TPO and 

Schizophrenia respectively. Over 70% of all the cases seen in both A TPD the Schizophrenia 

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

females in both groups (P==0.91 ). Majority (72.6%) of the subjects with ATPO had the first 

episode of A TPO between the ages of 20 and 39 years. Likewise. majority (79.5%) of the 

su~iec ts wirh schizophrenia had the_ first episode of ill ness at the age of 20-39years. A 

significant!) higher propo,1ion of subjects who had A TPD (46.8%) presented below the age of 

25 years compared lo those that had schizophrenia (30.0%) (P<0.0 I). There was a sign ificant 

association between occupation and diagnoses (P<0.01 ). A significantly higher proportion· of 

subjects with schizophrenia (16.9%) were unemployed compared to patients wi th ATPD (4.2%) 

(P<0.0 I I There was also a significant association between marital status and diagnosis ( P<O.O I). 
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Sub.1ec t, "ith Schizophrenia had a significan tly higher proportion of subjects who were 

divo rced. "idowed or separated ( I I. 9%) co111pared to su~jects with A TPO ( 3 .2%) ( P<O.O I ). J n 

bo th groups abou t 60% of the subjects were single M,Uority of the pat ient, with Schizophrenia 

I 5 I. I% J had at least tertiary educat ion whi le most of the ATPD ( 5 8. J % ) group hud at most a 

secondary education. J n both groups over 75% of the subjects were Christians (P~o. 73 ). 
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Table 1 Comparison of the soc iodemographic charncterjstics of subjects with untreated 

firs t ep isode of ATPO an(! Schizophrenia seen at the Univcrsit) College Hospital Ibadan 

between .January 2006 to December 2010. 

Van;:ib le 
Dependent Vnriable 

(% \~ithin diagnosis) 

ATPD SCH IZOPI IRENIA 
11 (%) 11 (%) --- - -------

Age at presenta tion 
()' ea rs) 

:::o 
20-29 

30-39 
-10--19 

. .:-50 

Gender 

l\lale 

Fenrnk 

Ocrnpatio11 
Ski l led 

Sc:111iskilled 

Unsk ilk:d 

Unc111plo:c:d 
Stucknt 

Le, el or Education 

No 1-·ormnl Education 
Pri11 ,M\ 

St:1:011dar_1 

Ten1 a1') 

Marital Status 
Single 

Married 

Di\Orced ' Widoll'ed ' 
Separilled 

Religion 

Christ ian it'., 

Islam 

9 (7.3) 

71(57.3) 

19 ( 15.3) 

20 ( 16.1) 
5 (4.0) 

61(50.8) 

63 (33 .8) 

35(29. 70) 

22( 18.60) 

12( I 0.20) 
5(4 .20) 

-14(37.30) 

5 (4.00) 

17( 13.70) 
55(4-1.-10) 

47(37.90) 

73 (58 .90) 

-16(37 .90) 
5 (3 .20) 

94(75 .80) 

30(:24.20) 

I I (4.5) 

I 16 (-17 7) 

80 (32.9) 

26 (IO 7) 

IO (4.1) 

125 (5 1.4) 
118(48.6) 

5 I (25.40) 
51 (25.00) 

12(6.00) 

34( 16.90) 
53(26.40) 

6(2.60) 

28( 11.90) 

8 I (34.50) 

120(51.10) 

150(61.70) 
64(26.30) 
29( 11.90) 

185 (77 7..J ) 

54(22.60) 

26 

x- P- value 

13.94 .-:0 .0 I* 

0.0 I 0.91 

16.4 I <0.01 * 

5.91 <0.12 

I 0.67 <0.0 1 * 

0. 12 0.73 
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!'able 2 sho\\S the comparison of means. The mean age at presentation for the A TPD and -

Schi1:opbrenia groups \vere 29.5 (S.D 9.6) nnd 30.8 (S.D 8.8) respectively (P ::::Q.2).There was no 

signilicnnt ciiflercncc in the age at onset between A TPD and schizophrenia in males 

19.6 1(S.D.9.-i6) vs. 31.75(9.16) (P=0. 1--l) and also in females ·29.38(S.D.9.79) vs. 

16.96(S.D.7.57) (P =0.06). The mean age of onset of the subjects with ATPD was 29.5 (SD 9.6) 

years ,,hi le for the schizophrenin subject-; it wns 29.3 (S.f) 8.7) (P=0.20). 
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Table 2 Comparison of means between subj ects with untreatcu firs t epis_otle of ATPD and 

firq episode of Schizophrenia seen at the t; nive1·s ity College Hospita l lbatlan between 

.Janua t) 2006 to December· 2010. 

-- -- ---- --- ------- -
· VARIABLES(Years) --------- --· --------

A"! PD SCI II ZOPHRENIA T-TEST P-VALL:E 

Mean(S .D.) Mean (S .D.) 
- ---- -- -- -- -- -- -·- -i\gc at presentation 29.50(9.60) 30.9(8.80) -1.29 0.20 

Ag.ca t onset (,-\II) 29.50(9.60) 29.3(8.70) 0.21 0.20 
Age at onset ( Male) 29.61 (9.46) 31.75(9. 16) -I .47 0. 1-i 
Age at onset ( Female) 29.38(9. 79) 26.96(7.57) 1.87 0.06 

umbers or years of education 11 .50(4.40) 12.0(4.80) -1.04 -0.53 
--- ------- --- --- ---·--- ------- ------- ---
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-t.2 CLl'\ICAL CIL\RAC'I tRISTIC ~ 

I hirt\ one -;ubjcc1s (27.2%) of the paticn1s \\,ith ,\ 1 PD had a rdatiH: with a famil: histor) of 

11 11;·111al illness. \\ hile in the subjects \\ ith SLhiwphn:ni::t. a similar proportion (25.2%) had a 

1:1111ilv histnr: or mental il_lncss (P=O. 71 ). In bolh groups a majorit1 (64.5% and 82. 5% 

rcspccuvel)) of tho::.e that had a family histL)ry of mental illness ,,ere first degree 

1\:l,1t i \t~S( p 0. I()). 

l'abk 3 sho,,s the distribution or positi,e psychotic S) mptoms in both groups. In both groups the 

111,qorily h:,d delusions and conceptual disorgan i?ation as part of the presenting symptom. A 

s1 gniticantl) higher proportion of subjects ,,ith schi1.0phrenia haJ excitemcnt(l7.7% ) as part of 

the presenting syrnptom compared to su~jccts with A TPO ( 1.2%)(P 0.0 I ).Grandiosity 1,,1,as 

pr1..·s1..·111 in 12.1 <yo of rhc subjects with schi1nphrenia compared to 6.6 % or the subjects with 

,\ I Pl) Susp1ciousncs-s ,,as three times more common in the p.iticnts \\ i1h schiLophrenia (20.2'1/;,) 

w111pared lo tlie patien ts\\ i th A'l PD (6.5%) (P<0.0 1 ). 
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Table 3 Comparison of Positive Psychotic Symptoms between subjects with untreated first 

episode of ATPD and Schizophrenia seen at the University College Hospital Ibadan 

between January 2006 to December 20 l 0. 

Pos itive Psychotic ATPD n (%) SCHIZOPHRE\llA x~ P value 

Symptoms n (%) 

Delusions 77(6'.2.10) 156 (64.20) 0.16 0.69 

Conceptual 82 (66.10) 142 (58.40) 2.04 0.15 

Disorganization 

Hallucinator) Behavior 61 (49.20) 124 (51.00) 0.11 0.74 

rxciternent 22(17.70) 3 ( l.'.20) 35.24 <0.01 * 

Grandiosity 15 (12.10) 16 (6.60) .., '.., 
.) ·--' 0.07 

Suspiciousnes'.':> 8 ( 6.50) 49 (20.20) 11.77 <0.01 * 

Hostility 44 ( 35.50) . 93 (38.30) 0.27 0.60 
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rabk 4 shows the comparison of negative psychotic symptoms between both groups. f\ 

signilic.:intl: higher proportion or subjects \,\,ith schizophrenia 18.5% (45) had blunted affect 

cumpari:d t() 4.0°10 (5) of subjects v,ith f\lPD. This association \.\US significant (<0.01 ). A 

. · signiC1cantl::, higher proportion or subjects \\ ith schizophren ia 26.3 % ( 64) had passive social 

,,ithdrawnl compared to subjects ,,ith .A.TPD 3.2% (4). 
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Table -l Comparison of Negative Psychotic Symptoms bch, cen subjects with untreated first 

ep isode of ATPD and Schizophrenia seen at the llniversit~· College 1-lo.-; pital Ibadan 

bch, ecn January 2006 to December 2010. 

l\egative Ps:vchotic ATPD 
-----

SC I IIZOPHRFNIA x.: P,alue 

Symptoms n (%) n (1%) 
- ------- -- - - - - -- - - --- -

Blunted .. \ffect 5 (4.0) 45(18.5) 14.64 <0.01 * 

Emotional\\ ithdrav,al I (0.8) 26(10.7) I l.80 0.01 * 

Passi, c social \\ ithclrawal 4 (3.2) 64 (26.3) 29.052 <0.01 * 

Lack() [' spontane ity l (0.8) 9 (3. 7) 2.6 0.11 

Stereotyped th inking 2 ( 1.6) 6 (2.5) 0.28 0.60 
-- --
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Table 5 Compai,ison of General Sy mptoms b etween subjects with untreated firs t episode 

of .\TPD and Schizophreni a seen ;1t the l lnivcrsity College Hospital Ibadan between 

.January 2006 to December 2010. 

Gcncn1I symptoms 

Somati c concern 

An:--ict:, 

Tem,ion 

Depression 

Unc( ,uperativeness 

Llnu::.ual thought content 

l )isoric11rat1on 

Poor attention 

Lack ofjudgment and i1 1sight 

Disturbance of vo l ition 

Poor lrnpube control 

P1·eoccupat ion 

Acti,e socia l n,,oidance 

AT l'D lo/o) SCI IIZOPHRCNI,\ 

(%} 
--- -- --- - - ·-

l 2(9.7} 19(7.8} 

44(35.S) 55(22.6) 

19(15.3) 22(9.1) 

l I (8.9) 31(12.8) 

18(14 .5) 17r,.O) 

9(7.3) 31 (12.8) 

13(10.5) -19 (20.2) 

59 ( 16. l) 79 (21.5} 

-:-9(63.7) 17 1(70.<-I) 

l 0 ( 8 I) 49 (20.2) 

42 (33.9) 113(-1 6.5) 

23( 18.5) 80 (32.9) 

3 (2.4) 7 (2.9) 

34 

x~ P vnlue 

-- ----
0.3 7 0.55 

6.88 0.0 I* 

3.25 0.07 

l .22 0.27 

5.38 0.02* 

10.90 0. l l 

5.48 0.19 

7.9-1 0.0 I * 

1.68 0.2( 

8.91 <0.0 l '" 

5.37 0.20 

8.-10 <0.01 * 

0.66 0:79 
- -----
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. .t.3 FACTORS THAT INDEPENDENTLY PREDI CT SCHIZOPHRENIA 

l abk si:-.:. shows Lhe l'actors that are independent]) predicti\,C of schizophrenia fo llowing logist ic 

rcgr~·ss1on. Suhjccts abo\ e 25 years are about three times more likely to have schizophrenia 

compared to those belO\\ the age of 25 .This was stat istically significant (P-0.02). -rhcre \Vas a 

significant relationship between occupational status and schizophrenia. Subjects who had 

semi ski !led occupation v\crc twice li ke ly to ha\·e schizophrenia than to those who were engaged 

in a sk illed occupation. Subjects \Vho were unemployed were four times more likely to have 

schizophrenia than lo those who had skil led employment (P=0.04). With regards to the 

symptomatology of schizophrenia, subjects wi th suspiciousness. emotional withdrawal. and 

preoccupation v\Cre more likely to be schizophrenics than those who vvere not. Also. subjects 

v,ho had excitement poor attention were less likely to be schi,ophrenics Lhan those v\.ho \\ere 

not. 
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Table 6: Factors that" ere predi~tive o f Schizophrenia after logis tic regressio n. 

Age at presentation 

Bel\m 2~(REF) 

/\bo, e 25 

Occupation 

~"ilkd( REF) 

'.::>c 1niskilkd 

l lnski l kcl 

lJnemplo:-,cd 

Student 

M,lrit.ll Status 

\i11;;k(RCI) 

\larrit'd 

Dinm.:ecl \, iclowecl/scparatccl 

s~ mptoms or schizophreni a 

F.,c iternen t 

~11:-.p ic il~ll:;nc::;s 

Blu nted 

Cml•t ion,1 1 "ithdr,l\\ ,ii 

Pa:,sin.~ soc ial" ithdra\\'al 

An\iet::, 

Uncoopera tiveness 

Pn\~r nrtention 

Disturbance of Volition 

Preoccupation 

Odds ratio 

1.0 

2.:16 

1.00 
') ~, 
L-.J .... 

0.95 

3.60 

0.85 

I 00 

0.58 

2.36 

0.07 

3.2') 

5.00 

38.83 

1 5.04 

0.60 

0.-12 

0.-l8 

1.01 

2 .04 

95'1/., C l o f Odd.s Ratio 

1.18 

1.02 

0.29 

I.OS 

0.33 

0.27 

0.64 

0.01 

1.29 

1.60 

1.90 

4.08 

0.31 

0. 15 

0.27 

0.37 

1.02 

36 

5.15 

5.27 

3.15 

12.26 

2. 17 

1.19 

8.67 

0.34 

842 

I 5.61 

795.62 

55 .48 

1.12 

1.17 

0.88 

2.73 

-l . 10 

P-Vnluc 

- ------ ---- -

0.02 "' 

0.04* 

0.94 

0.04* 

0.73 

0. 13 

0.20 

<0.01 * 

0.0 I * 

0.07 

0.02* 

<0.01 * 

0.11 

0.10 

0.02* 

0.99 

0 .04* 
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-t.-t FACTORS THAT JNDEPEN DE"'TLY PR ED ICT ATPO. 

r abk sc, en '>hows lhe factors that are independent!) predictive o!' ATPD follO\\·ing logistic 

rL·grl'S'>inn. Subjects ubo, e 25 years arc about three tirnes less like!::, to hnve ;-\ TPD compared to 

tho:-;e belo" the age of 25 .This ,vas st~1ti st ically significant (P -0.02). There ,vas a sign il~cant 

relationsh ip between occupational status and ATPO. Subjects who had semiskilled occupation 

\\Cre (\\ice less likely to ha\'e ATPD compared to those ,,ho "ere engaged in a skilled 

nccupat1un. Subjects ,, ho vvere unernployed 'v\erc four times less likel) to hm.e A TPD than to 

those ,,ho had skil led ernployment. With regards to the S) mptornntology, sub_jccb with 

e:-.c itement. and poor attention more like ly to have ATPD than those v\hO did not have such 

sym.ptoms. Simi larly subjects who were suspicious, had blllnted alTect. passive social withd rawal 

or ,,ho had preoccupat ion were less li ke ly to have a diagnosis or· ATPD than those who did not 

ha, e such S: rnptorn:; . 
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T .i bk 7: Factors t ha t w er e predictive of ATPD us ing log istic reg ress ion. 

\ 'aria hie Odds Rati o 95.0 '1/., C.I. for Odds Ratio P- Value 

·---- ------ -- ·---
Age al presenta tion 

Bel(•\\ 25 1.00 

A b11, e :: 5 .406 0.19 0.85 0.02* 

Occupation 

Ski lled (REF) 1.00 
Sern i..,ki ll ecl .43 .19 0.98 0.04* 
l 'n~killcd 1.05 0.32 3.4 8 0.93 
Linemployed 0.28 0.08 0.95 0.04* 
~ludent 1.1 8 0.46 3.03 0.73 

Marit;1l status 

Sing.le ( REF) 1.00 
fVL1rr ied 1.76 0.84 3.69 0.13 
L) i\ (ll·ced ,\\'ido\\ eel/separated 0.42 0. 12 1.55 0.20 

S) mptorns or ATPO 
L.,c itement 15.30 2 91 80.40 <0.0 1 * 
Su..,pic iousness 0.30 0.1 2 0.78 0.0 I* 
8 Iunted affec t 0.20 0.06 0.62 0.01 * 
1-.mnril)llcll ,, ithdra,, al 0.03 0.02 0.53 0.02* 
Pass ive soc ial withdrawal 0.07 0.02 0.25 <0.01 * 
An,ict) 1.70 0.90 .., 1, 

_) , "'"'- 0. 11 
U ncooperat iveness 2.38 0.86 6.59 0. 10 
Poor <1tte111io11 2.07 1.14 3.75 0.02* -
Di~turb:rnce or Voli ti on 1.00. 0.37 2.68 1.00 
Preoccupat ion 0.49 0.24 0.98 0.04* 
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CIIAPT[ R FI Vt<: 

DISCUSSION 

:-.1 SOClODF:MOGRAPHICS 

I his sample of untreated first ep isode i\TPD and Sch izophrenia represents the clinical patient 

p(lpulatic1n ot· patients \,\ ith ATPD and Schizophrenia respective!) in lJCH respecti,ely. It 

inc luded all consecutively diagnosed cases of untreated first episode of ATPD and SchiLophrenia 

seen during a five year period in a Nige rian teaching hospital. About 5% of all new patients that 

\,ere seen at the department had ATPD. This is in sharp contrast to findings from Europe and 

No rth 1-\ rnerica where A TPD has been shown to be a rare occurrence (i'vlarneros ct al. 2003; 

Marneros et al. 1003: Sadock et al. 2007). About l 0% of all the new cases seen were untreated 

first episode of schizophrenia while 27.1% of a ll the ne\\ cases were diagnosed as schizophrenia. 

Healy et al (20 12) that found 64% of subjects admitted in North \Vales were schizophrenia or 

schizoaffec tive disorder. Although the study (Healy et al. 2012) focused on admitted pa tients and 

inc luded schizo::il'fective disorde rs. The figures reiterate the enormous burden of schizophrenia 

on the society and especi::i lly in a low economy country like Nigeria. 

Cher 70% of the ~ub_jects in both groups had the first episode of illness bet,veen the ages of 20 

and 39 years l hi s age at onset in the A TPD su~jec ts was si milar to the commonest age range or 

rrc:sen tation of l 6-29 years by Shaltout et a l (2007) in a Qatar a developing country li ke Nigeria. 

Sim ilarly the modal age range of onset in the schizophrenia group was with in the peak age onset 

o l' I 5 to 35 years commonly reported (Saclock and Saclock 2007). In line with previous studies 

that found no significant difCerences between A TPD and Sch izophren ia \Vith regards to the age 

or onset (P illmann ct al. 2002; Marncros et al. 2003; Marneros et al. 2005) this study also found 

no significant diffe rence in the age of onset between patients with ATPD and patien ts with 

Sch izophrenia .The mean age of onset of the subjects with A TPD was _29.5 years whi le fo r the 

schizophrenia subjects it vvas 29.3 yea rs. However, compared to the result in this study the 

authors or both studies (both conducted in Europe) fo und a highe r mc::in age .of onse t of 35.8 

years and 35.Jyears fo r ATPD and Schizophrenia respectively. Nevertheless the same trend of a 

sl ightly- higher age of onset of ATPD above Schizophrenia was observ.ed in our study. As such 

age at onset did no t differentiate between A \·po and schizophrenia. The public health 
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implicat ions or the lower age of onset of both schizoph ren ia c111d 1\ TPD compared to that in 

I urope are a high pre, a lence of' i:Jsychotic disorders 01. the sociely since schiLophrenia is a 

din>nic di smdcr 1"11c impl ication of th is is increased demand and u ti I izal ion or mental health 

lilcil i1 ies. inc reased mental hca llh needs by lhc populace \\ ilh a consc,1uen1 increased spending or 
scarce resources on mental health. 

l nlikc the age or onset. the age at presentation in th is study discriminated bet\,cen ATPD and 

Sch izophrenia. \Vi th respect to a firs t episode of illness, ATPD \Vas significantly more like!) lo 

present bc l()\\ the age of 25 yezirs compared to Schizophrenia. This linding is in keeping \\ ith 

the epidemiology of schizophrenia with an average age of onset of I 5-35 years.(Sadock ct al. 

2007) Following the deseg regat ion of age of ~)nse t by sex, neithe r A.TPD nor schizophrenia 

shn" cd a ,; , l'fo rcn1 iai ion in age or onse t hy ses . Th is is at Ya rianee wi th reports or a higher age or 
onse t 01· sclii/ophrenia in females. 

C'un trar,:, to pre, ious studies that found nrnrked lcm,de prepondernnce in AI PD (Susser and 

Wande r! i ng I 994 : Marncros et al. 2000: Pi llmann et al. 2002: Marncros el al. 2003 ). This study 

l<H111d an equal gender represcntmion in both groups. The finding or zin equal frequcnc: of ;\ TPD 

bcl\,cen males and fe111ales is hov\C\ 1.:r in keeping \\ith rhe reports by Shaltout e t al (2007) in c.1 

stud-' carried out in Qatc.1r. A common factor to all the stud ies that round a preponderance or 
tC111alcs in A TPD is lhnt they were al l eonduc lcd in Europe or in the L'nitcd Slates. This linrling 

ndcb \\ eigh t to the lindings of cross-cul tu ral differences in th~ inc idence of ATPDs (Sanorius et 

a I. I 978: Susser and Wander! ing 1994 ). It may also suggeSI thm epidem iolog, or ATP I) ma: 

differ\\ ith geographic sites. Whether this is true needs l'urther cxplorntion: Ho,ve, er it h~1s been 

sho\\n that comparnble to the relati onship bet \veen latitude and the incidence or certc.1in disorders 

such t) pc I diabetes (Holick 2004 ) the re is a signi firnnt posit ive assoc iat ion bet,\een latitude mid 

the incidence of certai n psychotic disorders (Sziha et c.1I . 2006). Schizophrenia howe,er, un like 

ATPD does not show gender diffe rentiation "i rh regards to inc idence (Leung and Chue 2000). 

A comparison or the occupational stzi tus betv,1een ATPO and schizophrenia revealed some minor 

d i fterences. A signi fican tly higher proportion or subjects wi th schizophreni c.1( 16. 9%) \-Vere 

une111plo)ed at the time of presentation compared to ATPD ( 4.2%).This trend was also fou nd 

among subjects at fo llow up in a study by Pillmann et al (2002) (Pillmann et al. 2002) No 

sign ificant di fferences were observed with regards to educnTional level. This res ult confirms the 
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findings from earlier investigat ions by l'vlarneros cl al (2903) and Pillmann et al (200:2) that 

educational level did no.t distinguish between schizophrenia and ATPD. With regards lo -

~·mplo) 111en1 and educa tion .Gui nness (1992) found an over-representat ion of education and paid 

cniplo) ment in the ATP Os com pared with schizophrenia (Guinness 1992).In keeping with. the 

linding'.:> by Guinness, subjects with ATPO in the current study had a higher proport ion of 

--ubjec ts in emplo:ment compared to subjects wi th schizophrenia. 

Patients \,\ith schizophrenia have lower rates of marriage (Watt and Szulecka 1979) In this study 

suh_jccts \\ ith schizophrenia were more likely lo be single. whi le A TPO subjects were more 

likct) to be married. This is however at variance with the study by Pillman et al (2002) that 

showed that being married did not diffe r signi-ficantly between the A TPD group and 

schizophrenia group. A bivariate analysis in the current stud, showed that compared to ATPO. 

subjects ,,\,ith schi:wphrenia were sign ificant ly more like l1 lo be divorced. \,\,ido\\Cd or separated. 

This could be due to the fac t that patients with schizophrenia have poor social skil ls and are less 

likely 10 be in or maintain a he terosexual relationshi p(Watt and Sz.ulecka 1979). Separation and 

ch orce cotild also be a consequence of the ill ness when pa rtners cannot cope wi th the stress 

associ~1tcd \\ ith heing married to spouses with mental illness. 

A comparison of the psychotic features between both groups revea led that delusions and 

halluci nat ions were freq uent in both groups. This is expected because bo th symptoms define a 

psychotic diso rder. It was also not surprising that there were no signi fi cant differences in both 

groups with regards to the proportion that presented with halluci nations and delusions . 

Excitement was significantly more common among sul~jects with A TPD this incl uded teatures 

such Js agitation,. pressured speech, excessive arousal and hype1:activity. Similarly 

suspic iousness was signi ficantly more common in sch izophrenia compared to ATPD (20.2% vs. 

6.5%) Features classi fi ed here included distrus tfulness. persecutory ideas~ hnervigilance, 

delus ions of persecution. Both Excitement and Suspiciousness consti tuted some of the most 

importan t dirfercnces regardi ng the phenomenology of A T PD and Schizophrenia in th is study. 

Expectedly . and in keeping with previous studies, negative psychotic symptoms such as blunted 

affect ,emotional withdrm,val ,passive social withdrawal were s ignificantly more. common in 

Schizophrenia This corroborates the findings by' Jager et al (2003). This feature _rejterat_es Jbe 
: ..; .:-

importa nce of negative psy~hotic symptoms in the diagnosis of schizophrenia in bo1~ tlt:~' ICD-Jp 
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and l).~/1-1-1 V "here the presence of ncgati ve sylllplollls is highly suggestive of schizophrenia 
(WorJJ I lealt/1 Orgallization 1993; American Psychiatric Associalion 2000) 

A comp,irison of general (non psychotic) SJlllpto111s between the two g1:oups revealed solllc 

dilfrrcnces_ Ansiety and uncooperat ivene.ss were significantly lllOre comlllon in the A TPO group 

"hilc poor orientation_ disturbance of volition, preoccupation were significantly more commo" 

in the Schizophrenia group, Similarly, a five year prospective study that explored 

ps ychopa t/10 Io gical di ff erenccs bet wee" -~ TP D aJ1d Sch izophrenia M arneros et al (2 00 5) 

concluded that the most important dif1Crences between A TPD and schizophrenia were a higher 

frequenci of rap idly changing delusional topic, a rapidly changing mood and an,,iety in ATPO 

colllpared to schizophrenia_ This study corroborates this finding as well, It is however important 

to note that differences ill ps J ch o pat ho I ogy are not su l1i c i en t to distinguish bctwec n ATP I) as an entity c111d schi7ophrenic1. 

Logistic regression identified certain foctors as predictive of schizoplu-enia_ Symptoms sucl1 as 

Clllotional wi t!1drawa/, passive social withdrnwal are part or the symptom cluster known as 

negative sympton1s o/' schizophrenia (American Psychiatric Associat ion 2000)_ As such it was 

e,pec1ed thnt such sy111pton1s would predict schizophreni,t Scully et al (2002) showed that the 

,iver·age age at presentation of first episode or schizophrenia was 31 4 years_ This is in keeping 

with ti1e findings in this study that showed that age c ,, presentation above 2 5 years was predictive 

o /' schizophrenia_ It is well es tab/ i shed that pco p le with sch izo ph ren i a have , n arkedl y -high rates 

or u nem p Io _,me II L There is a !so evidence of associations bet ween high rates o /' ui\eii,p Io yni en t 

and greater sylllpton1at<>logy (R11111say et al, 20 I 2 ),Si 111 ilarly, in th is study unelllJ)fofed su~/ects 

Hen, lour 1imes more likely to be schizophrenics than subjec ts Who have skilled occupation 

\\'hisman _and Baucolll showed that relat ionship discord is associated with :meota l ill hea_lt/1 

Fur the rn 10 re, i I was shown I hat married peo p I e have better , n en ta/ and phys, ca/_ hea I th than their 

non married counterparts (Whisman and Baucolll 20 I 2; Whisman et al, 20 I ;2).ln this curr_e11t 

study, subject:i 1.ho were Widowed. divo«ed, separated were twice more likely than those vy/10 
l 

~\ere single to have 

schizophre11ia_ Conversely, being 1nan ied was Protective -,a~ai11e,t schizophrenia This however did 11ot attai11 statist ical sig11ifica11ce 

'rhe factors that were predictive <if ATPD included exci tement and poor a_ttention_ Subjecis Whb 
liad these sy111p1oms were more likely to receive a diag11osis of ATPO compared to those Who 

··=-. 
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did nut hm e such symptoms. Excitement is an affective symptom. This fi nding is in keeping 

,, ith reports by Marneros et al (2000) that/\ TPD showed marked affecti vc symptoms compared 

tu schizophrenia. 

Mental il l hea lth such as ATPD and schizophrenia has a significant impact on a range of 

outcomes. This includes reduced educational accomplishment. greate r risk of suicide.substance 

misuse. antisocial behaviour. and early pregnancy. Individuals with mental illness also 

e:\perience increased levels of physical illness and reduced li fe expectancy. In economic terms. 

ps) chotic disorders matter significantly. At the national lcvcL treatment expenses can be high 

and the loss of labour due to its chronicity cnn make a substantial den t in a country"s product ive 

capacity. 

One strength o f this study is that it has used a re latively large sample size for the ATPD group. 

Previous studies used much smaller sample sizes for exnmple in Germany. Pillrnann el al (2002) 

used ~6 patients. also in Germany, Pil l man et al (200 l ) used 42 patients, in Denmark, Jorgensen 

et al (1996) used 51 patients, in Ind ia. Susser et al ( 1995) used 46 patients (Susser et a l. 1995) 

.As such this study has more power lo detec t a diffe rence compared to the earlier ment ioned 

studies. Secondly. si nce ATPOs are common in the less deve loped countries the findings of this 

study are more generalizable in Africa compared to previous studies which were done in Europe 

and America. Hence this is one of the fi rst studies on ATPD in Africa. 

The results of this study should be considered io the context of its limi tations. Fi rst this was a 

revie\\ of case notes as such missi ng information is not uncommon with such studies. However 

for subjects vvho had lengthy fol low up at the cl in ics or who had more tha11 one episode of 

illness and presented at our cl inics, several sociodemographic data were obtait1ed fro m the case 

note at such follow up and latter episodes Consequently there were ve1·y ·few mi~sing 

' sociodemographic data . Secondly. the diagnosis of ATPD and Schizophrenia were not made 

,,.ith standardized diagnostic research instruments. These are structured and sem i sti·uctu;·ed 

interviews based on diagnostic criteri a such as ICDlO crite ria fo r Schizophrenia. 'They help to 

standardize a subject cohort. An example is the Structured Clinical Interview for DSM IV 
(SClD): However each case of A TPD or Schizophrenia recrui ted in to the study was reviewed by 
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l" o s pee i a! i s1, lirstJ y do ring the Ii rs l episode and second J y. at l he commencemem of U1i s stud} . 
' . . hJ !he principal i111 estiga1or. Cases tha! did not 1nee, lhe criteria \\ere excluded. 

·1 hirdlJ it is possible that some cases of A TPI) 11crc classilicd as schizophrenia and vice versa. 

Random 111 i sci ass i lica tio n re so I ls in an u nderes li In ate or the difference between the t "O groups 

while differentia l misc lassificat ion can either overestimate or underestimate the true difference 

be l oee n l he two groups de pending on the si l oat ion. This l y pe of hi as was 111 i ni rn i zed by ensuring 
a ~nod method of ensu ri ng diagnosis by two specia lists as earlier stated. 
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S.2 COi\CLUSION 

This li\-e) car compmative revie\., of case notes of patients\\ ith a first episode of schizophrenia 

and those with a first episode of ATPD revealed that 9.3% and 4.8% of the new patients seen at 

lhe clcpµrtment or psychiatry UCH were untreated first episodes of schizophrenia and ATPD 

rcsp~cti\ ely. Over 70% of this new untreated firs1 episode cases were between the ages of l 5 and 

.1-1 ycurs. The mean age at presentation for patien ts with Schizophrenia and A TPD were similar. 

1\TPD and Schizophrenia were alike in many ways. This similarity included the age of onset. 

gender distribution of the disorder, mean number of years of formal education. distribution 

according to rel igion. presence of the symptoms of delusions , hallucin~tory behaviour. 

conceptual disorgan ization. grandiosity. hostility . somatic concern ,tension . depression active 

social '" ithdrnv\a] and poor impulse control. Differences which 1nay be important in 

differen tiating between the two include the ohservation that ATPD were more likely to present 

belov, 25 years compared to Schizophrenia. excitement as a symptom Vvas more common in 

ATPD. The presence of anxiety and. uncoopera tiveness was more suggestive of ATPD than 

~ch i.wph1·cnia. Suspic iousness was more common in Schizophren ia compared to A TPD. The 

presence o~· negative symptoms especially blun1ed affect, emot ional withdrawal. passive social 

,, ithdrawal was signiJicnntly more common in schizophrenia. Poor orientation. disturbance of 

,·n lition. and preoccupat ion were more common in schizophrenia than A TPO. 
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S.> RECOMME.'-l0ATIONS 

I he fo lkming recornrnet1dations v,ere mack based on the results ol'this study 

Clinicians should bear in mind that compared to Europe and America. in Nigerians. 

.A. rPD has a slightly differential pattern of risk of illness compared to schizophrenia. This 

includes a lower mean age of onset an equal pattern or risk fo r ATPD in women. These 

<lifkrences should be taken into considerat ion ,.vhen discussing prognosis of an acute 

onset of a first episode of psychotic disorder with family members of· a sufferer. 

' There is need for fu11hcr cross-cultural research on the A TPD in 1-\ fricans .There is also 

the need to replicate the find ings of this stud1 using a prospective approach. 

3 Public health physicians need to sensit ize the populace on the differences in the signs and 

symptom:-- bet,,-een ATPD and schizophrenia. This is important in predic ting the course. 

de,·ising long term treatment promoting mental health and reducing stigma. 
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APPENDIX 1 

-
A COMP AR ISON OF THE PROFILE OF PATIENTS WITH ACUTE AND TRANSIENT 

PSYCHOTIC (ATPD) DISORDER AND SCHIZOPHRENIA AT THE UNIVERSITY 

COLLEGE HOSPITAL ~BADAN (2006-2010). 

I Study Number 

2 Hospital Number 

3 Diagnosis 

4 Date of assessment/ 

presentation 

5 Age at presentation 

6 Age at onset 

7 Gender I Male \ 2 female 9=Not Stated 

8 Employment status I Employed 12. Unemployed J 8 Not Stated 

9 Occupation 

10 Marita l status I .Si ngle/ 4.Divorced 

Never married 

2.Married 5.Widowed 

3.Cohabiting 6.Scparated 

I 
11 Religion I .Christianity 

I---
2.ls larn 

3.Others(Specify) 

'--·- - · 

12 Highest level of education I .No Formal 2.Primary 3.Secondary 4.Post 5.University 

Education secondary 

13 Number of years of education 
,___ 

14 Admission smtus Inpatient \ Outpa~ient 

15 Date of onset of symptoms 17.1 Duration of il lness before presentation 

16 Date of onset of psychotic 18.1 Duration of psychosis befo re ' 

episode. presentation ; 

' 
17 Date of admission(lf admitted) 19.1 Duration of admission 

18 Date of rem ission 

19 Date of discharge(! f Admitted) 

- I I l Diag,nosis 
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I 20 ramily history of similar I Yes' I Who? 

I Mental-illness No 2 

~ 
2 I Psychopatho_logy 

presentation 

22 Mental State Examination 

3 

at Psychopathology 

1---------- -----1 I---=--------+----------------------! 
Parameter 

~ 

1 Appearance 

2Mood 
1-

3 Affect 
1--

4 Speech 

5 Thought 

a)Form 

b)stream 

c)content 
----- -· 
d)Possession 

f- - ---
6 Perception 

~-Orientation 

a)Time 

b)Place 

c)Person 

8 Attention 

I ' /Concentration 

9 Abstraction 

10 vlemory 

II Intel ligence 

12 Judgement 

------------- --i 

Average r Below 

I average 

---
Above 

average 

t--.., 11 mpaired 

I..> Insight ----, 

Normal 
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No Insight I Partial 

Insight 

Full 

Insight 

I 

I 
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APPE;'\DlX 2 

F low chart showing patients recruitment procedure. 

Schirn1>hrenia= ?06 

Tota~numberof 
patients that 

visited UCH I or the 
hrst lime=2604 

L 
I 

D 
I 

noses= 1690 
l Other pwchiatric 

Mot First Episode 
First Episode 

I \ llotfirstPpi\ode= I I First episode of 
schizophrenia= 

l __ 
=2 3 ~(Excluded) 

I 

First episode of 
schizo1>hrenia but 

t1 eated = BO 

473 

I 

S4(Excluded) ATP0=154 

I 

U11t1et1ted Fil st 
e1>isode of 

schi~ophrenia = 
243 
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First episode ol 
i:i.TPO but ti eated = 

30 

I 
I 

Untreated first 
episode of ATPO 

: 124 
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