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Koro-LikeSymptomsin a Man Infectedwith the Human ImmunodeficiencyVirus

1SOBELHEYMANand THOMAS A. FAHY

A 32-year-oldmanpresentedwithkoro-ilkesymptoms
In association with a depressive Illness and HIV
infection.
British Journal of Psychiatry(1992),160, 119â€”121

The psychiatric syndrome koro is characterised by
a conviction that the penis is shrinking; this is usually
accompanied by intense anxiety and fear of impending
death. In its classic form the phenomenon is culture
specific to South-Asian Chinese people, to whom it
is known as suk-yeong (Yap, 1965a). In non-Chinese
subjects, koro usually occurs in the context of
another psychiatric disorder, and the symptom
typically resolves once the underlying illness has been
treated (Berrios & Morley, 1984).

This report describes koro-like symptoms in a
32-year-old man, in association with a depressive
illness and infection with the human immunodefi
ciency virus (HIV).

Case report

A 32-year-oldman wasbeingseenregularlyin a clinicfor
sexuallytransmitteddiseases(STD),followingseroconversion
with HIV four years previously.He remained physically
asymptomatic and there was no evidence of lymphaden
opathy, infections, or neurological complications. His white
cell count, includingT-helpercell count, was normal, as

was a cranial computerisedtomographyscan. In the past
he had twice contracted syphilis and had several gonorrhoea
infections, and he was seropositive for hepatitis B.

For the fiveyearsprecedinghis psychiatricadmissionhe
had experienced self-limiting episodes of low mood, and had
been receivingsupportivecounsellingfrom a psychologist
attached to the STD clinic. He had no other psychiatric
history before this admission, which was initiated by his
counsellorwhenhe becameseverelydepressed.At the time
of admission the patient gave a two-month history of
disturbed sleep with early morning wakening, decreased
appetite, diurnal mood variation, absence from work, and
suicidal ideas.

Before admission he had a good employment record. He
livedalone, but had manyfriendsand enjoyeda full social
life. Family relationships had been strained since he
disclosedhis homosexualityas a teenager. His father had
died ten years earlier, before reconciliationcould occur.
Sincethe age of 16he had multiplemale sexualpartners,
but had neverformeda lastingrelationship.Followingthe
disclosure of his HIV status he abstained from sexual
activity for one year, partly as a response to feelingsof
anxiety and guilt, as well as fears that he might transmit
the virus to others. He graduallyresumedsexualactivity,
but at a reducedintensity,until the yearbeforeadmission,
whenhe becameinactiveagainowingto diminishedlibido.

His pre-morbidpersonalitywasthought to showfeatures
of sensitivityto criticismand rejection,need for approval,
extremeconcernwithhis physicalappearanceand health,
combined with a wariness of forming confiding relationships.
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However, he established a network of friends and
acquaintances, several of whom had died from the acquired
immunodeficiency syndrome (AIDS) during the previous
five years.

On admissionthe patient found it difficult to talk, and
rarely made eye contact. He was anxious and depressed,
weeping and shaking, and described feelings of worthless
ness and guilt in addition to the biological features of
depression referred to above. He expressed feelingsof anger
and lossabout the deathof hisfriendsaswellas fearsabout
the future course of his own illness. He described his sense
ofloss as a feelingthat he wasactuallyshrinking.His score
on the BeckDepressionInventory(BDI; Becket ci, 1961)
on admission was 34 (severely depressed).
Afteroneweekinhospital,heconfidedsomeconcerns

about his physical condition. He was worried about his skin
(virtuallywithoutblemish),whichhe feltwasabout to erupt
intoacnebecauseofitsexcessiveoiliness.He demanded
an expert opinion but the dermatologist discovered no
abnormalities, and reassured him about his condition.
However, the patient was deeply dissatisfied with the
consultationand requestedfurther investigations.He also
held a transient belief that his brain was dehydrating, but
was eventuallyconvincedthat this wasan impossibleidea
related to his depression.

The patient's third abnormal belief was that his penis
had gradually been shrinking over the previous three
months. He felt that it mightdisappearcompletely.He did
not believethat he woulddie if his penisdisappeared, but
he wasclearlyanxiousand distressedabout his condition.
He had not made any attempts to hold onto his penis, but
did admit to looking several times daily to ensure that it
had not disappeared. He had no explanationfor whythis
might be happening; in particular he did not accept that
this might be related to his depression or anxiety, nor did
he relate the symptom to any physical concerns about
infection or contamination. Physical examination was
normal.He remainedunshakeableinthisbeliefuntilshortly
before his discharge.

During his two-month admission he was treated with
dothiepin (150mg a day) and had twice-weekly counselling
sessionswitha trainedcognitivetherapist.Hissleeping
patternimprovedrapidly,followedbysomeimprovement
indiurnalmood variation.Feelingsofhopelessnessand
angercontinued,but withdiminishedintensity,and suicidal
thoughts receded. On discharge his BDI score was 14.
Medicationwas continued and the patient maintainedhis
improvement as an out-patient; at eight months there was
no evidence of a relapse of any abnormal beliefs.

Discussion

This patient did not exhibit the complete classic
psychopathology of koro, lacking the fear of
imminent death (Yap, 1965a). Traditional South
East Asian folk beliefs about the consequences of
sexual excess or misdeameanours are the source from
which the classic symptoms emerge (Yap, 1965a).
These features are incomplete in most of the 30
Western cases reported in the psychiatric literature.

All of these patients were convinced that their
genitals were shrinking, but few believed that this
would lead to inevitable death (Berrios & Morley,
1984). The use of the term â€˜¿�koro'in these cases is
inappropriate, and they should instead be referred â€˜¿�@
to as â€˜¿�koro-likestates' (Berrios & Morley, 1984). We
do not think the term â€˜¿�genitalretraction syndrome'
suggested by Edwards (1984) and Anderson (1990)
is suitable, as it suggests organic rather than
psychological disturbance. â€˜¿�Koro'should be reserved
to describe cases where the complete syndrome
presents in an environment where it has an
established cultural significance.

A high rate of accompanying psychiatric morbidity
also distinguishes those with koro-like states from
cases of true koro. The most commonly reported
illnesses include anxiety states, schizophrenia, and
depression. Kraepelin (1921) characterised such
beliefs as typical hypochondriacal delusions of severe
depression. Our patient's beliefs surfaced in the
context of a well defmed affective disorder. The
belief in penile shrinkage emerged in conjunction
with two other abnormal beliefs concerning bodily
change. These beliefs had a strong hypochondriacal
component, were mood-congruent, reached delusional
intensity at times, and resolved when his mood lifted
following effective treatment.

What distinguishes this patient from other cases
in the literature is his HIV seropositivity. Groups at
high risk of HIV infection are also at increased risk
of current and lifetime affective disorder (Perry et
a!, 1990). In a study of 192 patients with HIV
infection, 30Â°lohad psychiatric disorders, most
commonly affective disorders (King, 1990). Somatic
preoccupations were common among King's sample,
and such beliefs were associated with psychiatric
illness. Little information has emerged from
population studies on the type of somatic concerns
which patients report, and it is not clear if these
symptoms are clearly related to the individual's fear
about progressing to the more serious phase of HIV
infection.

Our patient had always been health conscious. The
prominence of hypochondriacal beliefs in his illness
suggests that this characteristic was a major patho
plastic influence. His history of venereal and HIV
infection may have increased the likelihood that
hypochondriacal beliefs would focus on his penis.
These concerns may also have been exaggerated by
observing the normal physiological changes in penile
size which occur in depression and anxiety. Oyebode
et a! (1986) used plethysmography to show that
increasing anxiety levels in a patient with koro-like
symptoms precipitated significant changes in penile
circumference.

I
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The patient with true koro also exhibits manifest
hypochondriacal features (Yap, 1965a,b). We propose
that somatic awareness and health consciousness may
be the common clinical feature in patients who suffer

_ koro and koro-like states. In true koro these concerns

are exaggerated and moulded by culture-bound ideas,
whereas in koro-like syndromes the fmal presentation
is generated by psychotic or anxiety-related beliefs.
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Sodium Vaiproate as an Antidepressant

L. I. KEMP

A patient with chronicdepressionrespondedto
treatment for her major depressive episodes, but was
leftwitha dysthymlawhichwaseventuallyrelievedby
anticonvulsants. Sodium valproate may be of use in a
rangeof affectivedisorders.
British Journal of Psychiatry (1992), 160, 121â€”123

Resistant depression is â€œ¿�symptomaticnon-recovery
for a period of two years or more and may be a
sequel to one or more episodes of major depression
from which the patient does not recoverâ€•(Cassano,
1983). The prevalence of such a disorder is estimated
as being 12â€”15Â°loof psychiatric patients (Scott,
1988). Patients are often severely handicapped by
their illness, and it is frequently necessary to try
various regimes of treatment to fmd the one to which
any particular patient will respond.

The use of sodium valproate in the treatment of
bipolar affective and schizoaffective disorders has
been documented (Post & Uhde, 1983; Calabrese &
Delucchi, 1990). It ranks alongside the more
commonly used carbamazepine as a useful alternative

or adjunct to mood-stabilising therapy with lithium
carbonate (Klosiewicz, 1985). The psychotropic
properties of anticonvulsants was first noted by
Kubanek & Rowell (1946), who used phenylhydantoin
in patients with mania or schizophrenia and observed
a higher rate of recovery among the manic patients.
Sodium valproate has also been used in the control
of episodes of mania (Emrich et al, 1985). Its
usefulness has been reported in patients who have
suffered ongoing affective disorders following closed
head injuries, even in the presence of a normal
electroencephalogram (Pope et a!, 1988).
A literaturesearch has failedto show any

published data on the effect of sodium valproate in
resistant unipolar depression. A patient is reported
for whom anticonvulsant medication provided the
answer to resistant depression.

Case report

A 38-year-oldwoman hadfirstbeenreferredforpsychiatric
assessment at the age of 22. She had been adopted in infancy,
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