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Movement Disorder in Never and Minimally Treated Nigerian
Schizophrenic Patients

ROBIN G. McCREADIE and JUDE U. OHAERI

Two hundred and forty-two Nigerian schizophrenic patients (63% male, 37 % female), whose
mean age was 42 years and length of iliness 12 years, were examined for movement disorders
using the Abnormal Involuntary Movements Scale, the Simpson and Angus Parkinsonism Scale
and the Barnes Akathisia Scale. Twelve patients had never received antipsychotic medication;
and none of these had dyskinesia. Dyskinesia was found in 5 of 49 patients (10%) who had
taken medication throughout the course of their iliness for a total of up to 3 months, 13 of
74 (18%) who had taken medication for 4-12 months, 14 of 41 (34%) for 1-5 years, and
29 of 66 (45%) who had taken medication for more than 5 years. Of 77 patients who were
receiving antipsychotic medication at the time of examination, 9 (12%) had Parkinsonism
and 12 (15%) akathisia. Examination of the patients’ mental state by the Positive and Negative
Syndrome Scale showed an association between dyskinesia and positive, but not negative,

schizophrenic symptoms. Nigerian patients showed a low level of negative symptoms.

Over 30 years before the introduction of antipsychotic
drugs, Kraepelin (1919) wrote:

‘‘The spasmodic phenomena in the musculature of the
face and of speech which often appear are extremely
peculiar disorders. Some of them resemble movements
of expression, wrinkling of the forehead, distortion of
the corners of the mouth, irregular movements of the
tongue and lips, twisting of the eyes, opening them wide
and shutting them tight, in short those movements which
we bring together under the name of making faces or
grimacing; they remind one of the corresponding
disorders of choreic patients. . . . The outspread fingers
often show fine tremor. Several patients continually
carried out peculiar sprawling irregular, choreiform,
outspreading movements which I think I can best

’ 9y

characterise by the expression ‘athetoid ataxia’.

Kraepelin did not quantify what he meant by “‘often
appear’’, and said nothing about how long the
patients had been ill. A similar description nowadays
would be taken for ‘tardive’ dyskinesia, believed to
be associated with the administration of antipsychotic
drugs (American Psychiatric Association Task
Force, 1980).

In support of Kraepelin’s description of dyskinesia
occurring in the absence of medication, Owens &
Johnstone (1980) found movement disorders in 27
of 52 never-medicated British patients; their mean
age was 68 years. In a more detailed study of 47 of
these patients (Owens & Johnstone, 1982), where the
assessors were not blind to medication status, there
were few significant differences in prevalence and
severity of abnormal movements in this group when
compared with those with a history of treatment with
neuroleptics. In contrast, no movement disorders

were found in 50 never-treated schizophrenic patients
in Morocco whose mean age was 24 years and length
of illness 11.8 months (Chorfi & Moussaoui, 1985).
However, again, the assessors were not blind to
medication status. A similar finding was reported in
28 newly psychotic never or minimally treated
American patients (Kane et al/, 1983).

In the present study we report the prevalence of
movement disorders in chronically ill Nigerian
schizophrenic patients of early middle age, who were
assessed blind to medication status. We describe also
the relationship between movement disorders and
abnormalities of mental state.

Method

Although psychiatric services in Nigeria are slowly
developing, resources are still scarce. In a country of about
90 million people there are approximately 50 trained
psychiatrists, most of whom work in the southern states
(Odejide & Ohaeri, 1990). A psychiatric hospital such as
Yaba, with 500 beds, is the only one that serves Lagos, a
city of 7-9 million people. Furthermore, there are no
insurance schemes, either national or private. All care,
including medicines, must be paid for; the cost of a week’s
supply of an antipsychotic drug such as chlorpromazine,
600 mg daily, is equivalent to two weeks’ wages for a
‘junior’ worker. It is clear, therefore, that some schizophrenic
patients may never receive treatment or will have been
undertreated.

Identification of patients

Patients were examined in four places. Dawanau
Rehabilitation Centre in Kano, Northern Nigeria, has
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approximately 400 residents. Admissions are from two
principal sources. Some patients are brought to the centre
by relatives, visited once and then usually abandoned.
Others are so-called ‘raided’ patients; from time to time
the authorities ‘raid’ the streets and remove to the centre
those homeless vagrants who appear to be suffering from
mental illness. The principal source of medication at
Dawanau was from relatives who buy what is prescribed
by the psychiatrist. All patients had case records that gave
details of medication prescribed. Wudil Rehabilitation
Centre, Northern Nigeria, has about 40 male patients. It
is deep in the countryside and contains mainly ‘raided’
patients. The only source of medication is an intermittent
supply by charitable organisations. There were no case
records. Majidun Rehabilitation Centre, outside Lagos in
Southern Nigeria, has 400 residents. Most patients are
‘raided’. Medication is supplied mainly by charitable
organisations. Yaba Psychiatric Hospital, Lagos, has 500
in-patients and has regular out-patient clinics. Medication
is readily available and is paid for by relatives. All patients
in Majidun and Yaba had case records with details of
medication prescribed.

Assessment

The patients’ current mental states were assessed using the
Positive and Negative Syndrome Scale (PANSS; Kay et al,
1987) by one of us (JUO), a Nigerian psychiatrist who
is fluent in Yoruba and English. Patients in the south were
interviewed in English or Yoruba. Patients in the north,
largely Hausa speaking, also were interviewed by the same
psychiatrist through an interpreter using a semi-structured
interview in Hausa. The original interview in English was
translated into Hausa, back-translated into English, and
final modifications made (copies available on request). On
the basis of symptoms elicited at the interview, history from
the patient, and examination of case records, a DSM-III-R
diagnosis (American Psychiatric Association, 1987) was
made. Only patients with a diagnosis of schizophrenia were
included in the study.

Movement disorders were assessed by the second
psychiatrist (RGM). Most Nigerians in the south had
at least limited or ‘pidgin’ English, and examination
proved easy with limited help from an interpreter.
Hausa-speaking Nigerians in the north were examined
with the help of an interpreter. Dyskinesia was assessed
by the Abnormal Involuntary Movements Scale (AIMS;
US Department of Health, Education and Welfare,
1976), Parkinsonism by the Simpson and Angus Scale
(Simpson & Angus, 1970), and akathisia by the Barnes Scale
(Barnes, 1989).

Practice sessions where both psychiatrists together,
but independently, assessed English-speaking patients’
mental state and abnormal movements took place before
the study proper began, to ensure that they were agreed
as to what constituted abnormal symptoms and signs.
During the study proper, both psychiatrists at the time of
assessment were blind to the other’s assessment. The
assessor of movement disorders was blind to the medication
status of the patients.
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The following social, demographic, and clinical data were
also recorded: age, gender, age of onset of illness, and year
of first contact with the psychiatric facility. The parents
of a few patients had never told them their date of birth;
in these cases an estimate of their age was made through
reference to important Nigerian events (for example,
patients’ school grade at the time of outbreak of the
Nigerian civil war). Age of onset of illness was defined as
the time of first appearance of positive psychotic symptoms,
using information obtained from patients, from their case
records, and from relatives (recorded in the case notes).
Where patients gave an inadequate history and no
information from relatives was recorded in the case notes,
the age of onset of illness was taken to be the age at first
contact with the psychiatric services. Medication histories
were obtained from case records, with the exception of
Wudil (see above); the psychiatric nurse in Wudil explained
that a charity donated chlorpromazine so that each resident
would receive 200 mg nightly for two to three weeks each
year. The total length of time that a patient had been
exposed to antipsychotic medication throughout the course
of the illness was measured; the maximum daily dose was
also recorded and converted to milligrams of chlorpromazine
equivalents (Davis, 1985).

Results

Two hundred and forty-two patients were examined in
October-November 1992. There were 152 males (63%) and
90 (37%) females. Their mean age was 42 years (s.d. 13
years), mean age of onset of illness 31 years (s.d. 10 years),
and mean length of illness 12 years (s.d. 8 years). The gender
distribution, age, age of onset, and length of illness for the
patients in the four different centres are shown in Table 1.

In Dawanau Rehabilitation Centre (n=67) no patients
were receiving antipsychotic medication at the time of
examination. Ten patients (15%) had dyskinesia as defined
by Schooler and Kane Criteria (Schooler & Kane, 1982);
that is, movements were rated ‘moderate’ in at least one
or ‘mild’ in at least two of the seven individual areas
assessed by the AIMS. No patient had Parkinsonism,
defined by Simpson & Angus (1970) as a score of more than
0.3 on their scale. None had akathisia, defined as a score
of at least two on the Barnes Global Scale.

In Wudil Rehabilitation Centre (n =23, all males) none
were receiving antipsychotic medication at the time of
examination. Four patients (17%) had dyskinesia, one (4%)
had Parkinsonism, and none had akathisia.

In Majidun Rehabilitation Centre (n = 84), the patients
examined had either never had antipsychotic medication
until the calendar year of the study, or had had access to
medication at least two years before the study began.
Nineteen (23%) had dyskinesia, six (7%) had Parkinsonism,
and two (2%) had akathisia.

In Yaba Psychiatric Hospital (n = 68) all patients examined
had been il for at least five years and had access to antipsy-
chotic medication. There were three groups: those attending on
one day at an out-patient clinic (7 = 22); those in an admission/
medium-stay ward (n=31); and those in a long-stay annexe
(n= 18, all males). Twenty-eight (41%) had dyskinesia, seven
(10%) had Parkinsonism, and two (15%) had akathisia.
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Table 1
Age, age at onset, and length of iliness in Nigerian schizophrenic patients

Rehabilitation Age: years Age at onset: years Length of iliness: years
centre or hospital
Male Female Male Female Male Female
mean s.d. range mean s.d. range mean s.d. range mean s.d. range mean s.d. range mean s.d. range
Dawanau 35 10 20-60 40 12 25-65 27 10 13-55 34 13 18-63 8 4 1-17 7 4 2-16
Wudil 41 11 29-65 - - - 32 10 20-55 - - - 9 2 5-16 - - -
Majidun 42 12 16-65 43 13 22-66 31 9 33-48 35 1115-63 11 6 1-23 9 5 1-21
Yaba
out-patients 36 8 30-51 46 1231-63 23 6 14-31 30 1118-52 13 6 6-20 16 8 7-28
in-patients 50 19 24-75 55 13 29-78 29 11 15-53 32 9 18-54 21 13 7-40 23 9 5-40
annexe patients 48 10 28-65 - - - 31 9 19-45 - - - 17 9 6-30 - - -

Patients who had dyskinesia (n = 61) when compared with
those without dyskinesia (n=181) were older (1=5.59,
P<0.0001), had been ill longer (¢=6.54, P<0.0001), and
had been receiving medication longer (¢ =4.64, P<0.0001)
and at a higher maximum daily dose (#=3.41, P=0.0008)
(Table 2).

The relationship between medication and dyskinesia was
examined further in the following way. Patients were
divided into five groups: those who had never received
antipsychotic medication (n = 12); those who had received
medication for a total of up to 3 months throughout the
course of their illness (n=49); for 4-12 months (n="74);
for 1-5 years (n=41); and for more than 5 years (n = 66).
Table 3 shows the prevalence of dyskinesia and also the
mean age, age of onset of illness, and length of illness in
the five different groups in the four centres. Dyskinesia was
found in no patients who had never been exposed to
antipsychotic medication, in 5 (10%) of those who had
taken medication for up to 3 months, in 13 (18%) of those
who had received medication for 4-12 months, in 14 (34%)
for 1-5 years, and in 29 (45%) for more than 5 years
(x*=26.20, d.f.=4, P<0.0001). When the five groups
were compared for mean age and length of illness it was
found that there were significant between-group differences
for both variables (analysis of variance, F=6.82 and
33.10, respectively; P<0.0001). Subsequent #-tests using
Bonferroni’s correction showed that the only group that

differed from the others was the one where patients had taken
medication for more than 5 years; patients in this group
were older (P<0.0001) and had been ill longer ( <0.0001).
When the first four groups were examined separately, the
difference in prevalence of dyskinesia remained statistically
significant (x*=11.87, d.f.=3, P=0.008).

When patients with and without dyskinesia were
compared within each of the first four groups on the basis
of age and length of illness, there was a trend for patients
with dyskinesia to be older. However, the only statistically
significant difference was in the 4-12-month exposure group
(Table 4, t=2.10, P=0.03). When the fifth group (those
who had received medication for more than § years) was
examined it was found that those who had dyskinesia (n=29)
were significantly older (Table 4, =5.00, P<0.0001), had
been ill longer (Table 4, =4.82, P<0.0001), and had been
on medication longer (mean 135 months v. 109 months,
t=2.10, P=0.04) than those who had no dyskinesia (n=37).
The two groups did not differ in age of onset of illness or
mean maximum daily dose of antipsychotic medication.

Seventy-seven patients were receiving antipsychotic
medication at the time of examination, and had done so
on a regular basis for nine months prior to examination.
The mean daily dose (mg chlorpromazine equivalents)
at the time of assessment was 477 (s.d. 479). Nine of
these patients (12%) had Parkinsonism and 12 (15%)
had akathisia.

Table 2
Patients with and without dyskinesia

Patients with Patients without

dyskinesia (n=61) dyskinesia (n=181)

Gender

male 38 (62%) 114 (63%)

female 23 (38%) 67 (37%)
Mean (s.d.) age: years 50 (14) 40 (11)
Mean (s.d.) age at onset: years 33 (1) 30 (10
Mean (s.d.) length of illness: years 17 (10) 10 (6)
Mean (s.d.) length of time on antipsychotic medication: months 68 (64) 30 (51)
Mean (s.d.) maximum daily dose of medication: mg chlorpromazine equivalents 684 (531) 468 (380)
Mean (s.d.) PANSS score

positive symptoms 15 (7) 12 (5)

negative symptoms 12 (8) 12 (8)

general psychopathology symptoms 24 (7) 23 (6)
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Table 3
Dyskinesia and length of time on medication

Rehabilitation centre or hospital Length of time on medication

0 up to 3 months 4-12 months 1-5 years >5 years
n No. with n No. with n No. with n No. with n No. with
dyskinesia(%) dyskinesia (%) dyskinesia (%) dyskinesia (%) dyskinesia (%)

Dawanau 8 00 17 1 (6) 21 3 (14 21 6 (29) - -
Wudil - - 22 3(14) 1 1 (100) - - - -
Majidun 3 0 (0) 9 1011) 51 9 (18) 17 7 (41) 4 2 (50)
Yaba

out-patients - - - - - - 2 1(500 20 7 (35)

in-patients 1 01(0) - - - - - - 30 14 (47)

annexe patients - - 1 0 (0) 1 0 (0 1 0 (0 12 6 (50)
Total 12 00 49 5(10) 74 13 (18) 41 14 (34) 66 29 (45)
Mean (s.d.) age: years 45 (14) 39 (11) 41 (12) 39 (1) 49 (14)
Mean (s.d.) age at onset of illness: 37 (14) 31(11) 31 (10 30 (1) 30 (9

years
Mean (s.d.) length of illness: years 8 (6) 8 (4) 9 (5 9 (5) 19 (9)

The PANSS produces a separate score for positive
schizophrenic, negative schizophrenic, and general psycho-
pathology symptoms. Scores for different groups are shown
in Tables 2 and 5. Patients who had dyskinesia did not have
significantly different scores on negative and general
psychopathology symptoms than those without dyskinesia;
however, they had higher positive symptom scores (t=3.51,
P=0.0005). Also, patients with Parkinsonism did not have
higher negative scores than those without Parkinsonism.
When Nigerian patients were compared with a cohort of
schizophrenic patients (n=52) living in Nithsdale, south-
west Scotland, who were slightly younger (mean age 38 years
(s.d. 11), t=2.24, P=0.04) but who were similar in gender
distribution (63% males, 37% females) and in length of
illness (mean 14 years (s.d. 10) ), the Nigerian patients had
significantly lower scores on negative symptoms (¢ =4.00,
P<0.0001) and general psychopathology symptoms (¢=4.91,
P<0.0001) (Table 5).

Discussion

Comment is necessary on the determination of age
of onset of illness and thus length of illness. In a
developing country where psychiatric facilities are

Table 4
Medication, age, length of iliness, and dyskinesia

scarce and the mentally ill are likely to be taken first
of all to a church or to a traditional healer (Jegede,
1981), the use of date of first visit to a psychiatric
facility as date of onset of illness is unreliable.
Therefore, we use the date of onset of positive
symptoms, as reported by the patient or relatives,
as the date of onset of illness. However, where a poor
history was obtained, date of contact with the
psychiatric facility had to be used. It is not surprising,
therefore, that the mean age of onset, 31 years, is
greater than that in another Nigerian study, namely
25 years (Ohaeri, 1992), in which the year of onset
of symptoms was determined more accurately. It
must be emphasised, therefore, that the mean length
of illness in the present study, 12 years, is a
conservative estimate. The present study, however,
confirms the earlier age of onset in men, found
previously in Nigeria (Ohaeri, 1992) and in developed
countries (reviewed by Lewis, 1992).

We found no evidence of dyskinesia, as assessed
by the AIMS, in schizophrenic patients who had
never been treated; and a gradient of increasing
prevalence of dyskinesia, from 10% to 34%, with

Length of time Mean (s.d.) age: years Mean (s.d.) length of Table 5
of medication —— iliness: years Scores on the Positive and Negative Syndrome Scale
Patients  Patients  Patients Patients (PANSS)
with with no with with no iqeri i ith i
dyskinesia dyskinesia dyskinesia dyskinesia PANSS score nge(t’l,a: 2’):;')0 nts  Nit s:i;l: gg,t lents
No medication - 45 (14) - 8 (6) Mean (s.d.) Mean (s.d.)
Up to 3 months 47 (14) 38 (100 9 (6) 7 (4)
4-12 months 47 (12)* 40 (12) 11 (5) 9 (4) Positive symptoms 13 (6) 13 (5)
1-5 years 40 (12) 38 (11) 10 (5) 9 (5) Negative symptoms 12 (8) 16 (8)
More than 5 years 57 (12)*** 42 (11) 25(9)*** 15(7) General psychopathology 24 (6) 29 (7)

*P=0.03; ***P< =0.0001.
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increasing length of exposure to antipsychotic
medication, from up to three months to up to five
years, in patients who were of a similar age and who
had been ill for a similar length of time. The findings
are more in line with the previous study of newly ill
patients (Chorfi & Moussaoui, 1985), where no
movement disorders were found in untreated patients,
than in the study of elderly patients (Owens &
Johnstone, 1980, 1982), where the majority of
untreated patients had movement disorders. Our
study suggests, therefore, that in a group of patients
mainly in early middle age and ill for many years,
the illness per se is not a contributory aetiological
factor to movement disorders; medication and the
length of its administration are important factors.

It is noteworthy that four of the five patients who
had taken medication for up to three months and
who had dyskinesia had received their medication
intermittently over the years; it has been suggested
that intermittent therapy may increase the risk of
dyskinesia (reviewed by Goldman & Luchins, 1984).

The patients who had received medication for
more than five years were different from the others
in that they were significantly older and had been
ill longer. The prevalence of dyskinesia (45%) in this
group is at the upper end of the range (12.3-37.4%)
found in a large survey in the USA (Kane et al, 1988).
The mean age of patients with dyskinesia in this
group, 57 years, compared with the mean age of
patients without dyskinesia, 42 years (and a similar
trend in the four other medication groups), supports
previous findings that increasing age is associated
with an increasing prevalence of dyskinesia (Kane
et al, 1988).

Age may exert its effect in at least three ways.
Firstly, ‘spontaneous’ dyskinesias may be found in
the elderly; in two studies (Bourgeois e al/, 1980;
Varga et al, 1992), 10% and 18%, respectively, of
non-schizophrenic elderly people had oral dyskinesia;
in another study that examined mostly patients who
also had dementia, the figure was 37% (Delwaide
& Desseilles, 1977). Secondly, the ageing brain may
be more sensitive to antipsychotic medication.
Thirdly, elderly schizophrenic patients, by definition
(if one excludes late paraphrenia), have been ill for
a very long time; perhaps length of illness measured
in decades rather than years is a factor. In this
context it is noteworthy that Kraepelin (1919),
although he did not mention age or length of illness
in his description of dyskinesia (see Introduction),
described the end state ‘‘manneristic dementia’’:
‘“They make singular gestures, affected bows, walk
and eat in a manneristic way, shake hands with their
thumb or two fingers, smack their lips, and click
their tongue’’.
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The two other movement disorders assessed were
Parkinsonism and akathisia. The prevalence of
akathisia (15%) in patients receiving regular anti-
psychotic medication was similar to that found in
a community of schizophrenic patients living in
Nithsdale, south-west Scotland, assessed by the same
rating scale (18%) (McCreadie et al, 1992a). The
prevalence of Parkinsonism, however, was less (12%
v. 27%). We have no good explanation for this,
especially as the mean daily dose of antipsychotic
medication was not inconsiderable (477 mg chlor-
promazine equivalents). Also, we have no reason to
suspect that compliance was poorer, especially as all
patients assessed (with the exception of 22 out-
patients at Yaba) were in-patients. One possibility,
highly speculative, relates to obstetric care. In the
Nithsdale survey a strong association was found
between Parkinsonism and a history of obstetric
complications (McCreadie et al, 1992b). Possibly
fewer Nigerian patients in the present study had a
bad obstetric history when compared with Scottish
patients, because babies experiencing complications at
birth in a developing country are less likely to survive.

Studies of the association between ‘tardive’
dyskinesia and schizophrenic symptoms have found
conflicting results. Dyskinesia has been associated
with negative symptoms in some studies (e.g.
McCreadie et al, 1982; Waddington et al/, 1987; Brown
& White, 1992) but not others (e.g. lager et al 1986;
Bartzokis et al, 1989; Gold et al, 1991), including
a Nigerian study (Gureje, 1989). In the present study
the association was with positive symptoms. A
possible explanation is that patients with positive
symptoms are more likely to receive antipsychotic
medication and thus develop dyskinesia.

There were few negative symptoms. Symptoms of
Parkinsonism sometimes may be confused with
negative schizophrenic symptoms (Prosser et al,
1987), and thus the low prevalence of Parkinsonism
in the present study might explain the low negative
symptom scores. However, this is unlikely because
patients with Parkinsonism did not have higher
negative scores when compared with those without
Parkinsonism. A more likely explanation is that
patients with marked negative symptoms, such as
social withdrawal and poor rapport, may well have
been selected out of the present sample by early
death. Patients with no contact with relatives (the
majority in the present study) and with marked
negative symptoms would find survival difficult in
a country where one has to work to live. Previous
studies of Nigerian schizophrenic patients also have
noted the preponderance of positive symptoms and
the relative uncommonness of negative symptoms
(Sartorius et al, 1986; Katz et al, 1988; Ohaeri, 1993).
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We conclude that dyskinesia found in young and
middle-aged schizophrenic patients is likely to be
secondary to antipsychotic medication and not part
of the illness. The aetiology of dyskinesia in elderly
patients remains obscure.

Acknowledgements

The authorities at University College Hospital, Ibadan, facilitated
Dr McCreadie’s visit. We thank the Federal and State Authorities
in Nigeria for allowing us access to patients; Dr E. Ringo and
Dr O. Lawal for co-ordinating the study in northern and southern
Nigeria; and Mrs M. McCormick, Mrs T. Buisson and Mrs F.
Adeleye for secretarial assistance. The study was made possible by
the active co-operation of the patients, whose cheerful good humour
in the face of appalling adversity was a lesson to us all.

References

AMERICAN PSYCHIATRIC AsSOCIATION (1987) Diagnastic and Statistical
Manual of Mental Disorders (3rd edn, revised) (DSM-III-R).
Washington, DC: APA.

AMERICAN PSYCHIATRIC AssOCIATION Task Force (1980) Tardive
dyskinesia: summary. American Journal of Psychiatry, 1317,
1163-1172.

BarnEs, T. R. E. (1989) A rating scale for drug induced akathisia.
British Journal of Psychiatry, 154, 672-676.

BARrTZOKIS, G., HiLL, M. A., ALTSHULER, L., et al (1989) Tardive
dyskinesia in schizophrenic patients: correlation with negative
symptoms. Psychiatry Research, 28, 145-151.

Bourceois, M., BouiLH, P., TiGNoL, J., et al (1980) Spontaneous
dyskinesias vs neuroleptic-induced dyskinesias in 270 elderly
subjects. Journal of Nervous and Mental Disease, 168, 177-178.

Brown, K. W. & WHITE, T. (1992) The influence of topography
on the cognitive and psychopathological effects of tardive
dyskinesia. American Journal of Psychiatry, 149, 1385-1389.

CHorFl, M. & Moussaoul, D. (1985) Les schizophrenes jamais
traites n’ont pas de movements anormaux type dyskinesie
tardive. L ’Encephale, 11, 263-265.

Davis, J. M. (1985) Antipsychotic drugs. In Comprehensive
Textbook of Psychiatry (eds H. 1. Kaplan & B. J. Sadock).
Baltimore: Williams and Wilkins.

DEeLWAIDE, P. J. & DesseiLLEs, M. (1977) Spontaneous buccolinguo-
facial dyskinesia in the elderly. Acta Neurologica Scandinavica,
56, 256-262.

GoLp, J. M., Ecan, M. F., KircH, D. G., et al (1991) Tardive
dyskinesia: neuropsychological, computerized tomographic, and
psychiatric symptom findings. Biological Psychiatry, 30, 587-599.

GOLDMAN, M. B. & LucHins, D. J. (1984) Intermittent neuroleptic
therapy and tardive dyskinesia: a literature review. Hospital and
Community Psychiatry, 35, 1215-1219.

GURESE, O. (1989) Correlates of positive and negative schizophrenic
syndromes in Nigerian patients. British Journal of Psychiatry,
155, 628-632.

IAGER, A. C., KircH, D. G., Jestg, D. V., et al (1986) Defect
symptoms and abnormal involuntary movement in schizophrenia.
Biological Psychiatry, 21, 751-755.

Jecepg, R. O. (1981) A study of the role of socio-cultural factors
in the treatment of mental illness in Nigeria. Social Science and
Medicine, 15A, 49-54.

KANE, J. M., WOERNER, M., WEINHOLD, P., ef al (1983) Epidemi-
ology of tardive dyskinesia. Clinical Neuropharmacology, 6,
109-115.

189

. & LIBERMAN, J. (1988) Tardive dyskinesia: preva-
lence, incidence and risk factors. Journal of Clinical Pharma-
cology, 8 (suppl. 4), 52S-56S.

KATz, M., MARSELLA, A., Dusg, K. C., et a/ (1988) On the
expression of psychosis in different cultures: schizophrenia in
an Indian and in a Nigerian community. Culture, Medicine and
Psychiatry, 12, 331-355.

Kay, S. R., FiszeIN, S. & OPLER, L. A. (1987). The Positive and
Negative Syndrome Scale (PANSS) for schizophrenia. Schizo-
phrenia Bulletin, 13, 262-273.

KRrAEPELIN, E. (1919) Dementia Praecox and Paraphrenia (translated
by R. M. Barclay). Edinburgh: E. & S. Livingstone.

Lewis, S. (1992) Sex and schizophrenia: vive la difference. British
Journal of Psychiatry, 161, 445-450.

MCCREeADIE, R. G., BARRON, E. T. & WinsLow, G. S. (1982) The
Nithsdale Schizophrenia Survey. II. Abnormal movements.
British Journal of Psychiatry, 140, 587-590.

, ROBERTSON, L. J. & WiLes, D. H. (1992a) The Nithsdale

Schizophrenia Surveys. IX. Akathisia, Parkinsonism, tardive

dyskinesia and plasma neuroleptic levels. British Journal of

Psychiatry, 161, 793-799.

, HaLL, D. J., Berry, L., ef a/ (1992b) The Nithsdale Schizo-
phrenia Surveys. X. Obstetric complications, family history
and abnormal movements. British Journal of Psychiatry, 161,
799-805.

OpEJIDE, A. O. & OHAERI, J. U. (1990) The existing psychiatric
care facilities in the nation. In Strategies for Integrating Mental
Health into the National Primary Health Care Scheme (eds J. D.
Makanjuola, A. O. Odejide & A. O. Erinosho). Lagos: Federal
Ministry of Health.

OHAERI, J. U. (1992) Age at onset in a cohort of schizophrenics
in Nigeria. Acta Psychiatrica Scandinavica, 86, 332-334.

(1993) Long term outcome of treated schizophrenia in a
Nigerian cohort: retrospective analysis of 7-year follow-ups.
Journal of Nervous and Mental Disease, 181, 514-516.

Owens, D. G. C. & JoHNsTONE, E. C. (1980) The disabilities of
chronic schizophrenia: their nature and factors contributing
to their development. British Journal of Psychiatry, 136,
384-395.

& (1982) Spontaneous involuntary disorders of
movement. Archives of General Psychiatry, 39, 452-461.

Prosser, E. S., CserNANsKY, J. G., KapLAN, J., et al (1987)
Depression, Parkinsonian symptoms, and negative symptoms in
schizophrenics treated with neuroleptics. Journal of Nervous and
Mental Disease, 175, 100-105.

SARTORIUS, N., JABLENSKY, A., KORTEN, A., et al (1986) Early
manifestations and first contact incidence of schizophrenia in
different cultures. Psychological Medicine, 16, 909-928.

ScHOOLER, N. R. & KANE, J. M. (1982) Research diagnoses
for tardive dyskinesia. Archives of General Psychiatry, 39,
486-487.

SimpsoN, G. M. & Angus, J. W. S. (1970) A rating scale for
extrapyramidal side effects. Acta Psychiatrica Scandinavica,
suppl. 212, 11-19.

US DEePARTMENT OF HEALTH, EDUCATION AND WELFARE (1976)
Abnormal involuntary movements scale (AIMS). In ECDEU
Assessment Manual (ed. W. Guy), pp 534-537. Rockville, MD:
US Department of Health, Education and Welfare.

VARGA, E., SUGERMAN, A. A., VARGA, V., et al (1982) Prevalence
of spontaneous oral dyskinesia in the elderly. American Journal
of Psychiatry, 139, 329-331.

WADDINGTON, J. L., Yousser, H. A., DoLPHIN, C., et al (1987)
Cognitive dysfunction, negative symptoms, and tardive dyskinesia
in schizophrenia. Archives of General Psychiatry, 44, 907-912.

*R. G. McCreadie, DSc, MD, FRCPsych, Director of Clinical Research, Crichton Royal Hospital, Dumfries
DG1 4TG, Scotland; Jude U. Ohaeri, MB, BS, FMCPsych, FWACP, Head, Department of Psychiatry,

University College Hospital, Ibadan, Nigeria
*Correspondence
(Received March 1993, accepted May 1993)

https://doi.org/10.1192/bjp.164.2.184 Published online by Cambridge University Press


https://doi.org/10.1192/bjp.164.2.184



