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Tm paraphrenias raise a number of problems common to many other disorders
in the field of psychiatry, and their solution might therefore advance knowledge
in a number of directions. The relationship between paraphrenic, paranoid and
schizophrenic illness has long been disputed, and no view at present commands
general acceptance. It has seemed to us that these controversies have often
turned upon unacknowledged assumptions as to whether clinical, prognostic or
genetic criteria, or all of these, were to be employed to decide the issue.

Ina descriptivesensethetermhasbeenappliedbycontinentalandEnglish
authorstoa condition,arisingusuallyinthefourthorfifthdecadeoflife,in
which paranoid delusions and hallucinations are prominent, but the affective
volitional and intellectual aspects of the personality remain fairly well preserved
despite a chronic course. It is customarily distinguished from paranoid schizo
phrenia on the grounds that typically schizophrenic symptoms are absent. It is
also considered distinct from paranoia, where the delusions are very well
systematized and hallucinations do not occur. Yet when the later course of the
illness is taken into account, many of these points of distinction fail, since, as was
found by W. Mayer (1921), after a few years more than half of patients with
paraphrenia do exhibit typical schizophrenic symptoms, and nearly all of a
group of patients with paranoia were found by Kolle (1931) to have primary
delusions, which are widely regarded as pathognomonic of schizophrenia.
Kolle'sstudiesalsoshowedgeneticaffinitiesbetweenparanoiaand schizo
phrenia, since among the children typical cases of schizophrenia were six times,
and among the sibs, three times as common, as in the average population,
thoughlesscommon thanamong therelativesofschizophrenics.Theresulthas
beenthatchronicdelusionalstateswithorwithouthallucinosisarenow regarded
by many authoritiesasmildformsofschizophrenia,attenuatedand modified
by certainconstitutionalfeatures.In theAmericansystemof classification
paranoiaishoweverclassifiedamong theparanoidstates,whichareregarded
asâ€œ¿�reactionsâ€•,schizophrenia,includingtheparanoidform,beingspecifically
excluded.

The term â€œ¿�paranoidreactionsâ€•is widely used to cover a group of conditions,
mostly of short duration but sometimes chronic, arising in circumstances of
adversity, characterized by paranoid and referential ideas, often with hallucina
tions, but lacking the nuclear symptoms of schizophrenia. The personality is
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often over-sensitive, prone to suspiciousness or otherwise abnormal. These
reactions have been observed during imprisonment, among aliens and refugees,
in the deaf or disfigured, during adolescence and the period of involution, in
compensation cases, in folie a deux and in infections and intoxications. In some
of these conditions family studies have also shown some increase over expecta
tion in the risk for schizophrenia among relatives.

When paranoid delusions commence in old age, they are generally believed
to be due to senile or arteriosclerotic changes in the brain. Yet, as the above
account shows, the aetiology of paranoid psychoses is complex. In the paranoid
reactions and the chronic delusional states genetic and other more general
constitutional factors interact with exogenous ones to produce the mental illness
and even in schizophrenia itself the studies on twins by Slater (1953) and on
social factors by Hollingshead and Redlich (1953) and by Hare (1956) have
focused attention on the contribution made by the environment.

In this study, â€œ¿�lateparaphreniaâ€• is used as a suitable descriptive term,
without prejudice as to aetiology, for all cases with a paranoid symptom-complex
in which signs of organic dementia or sustained confusion were absent, and in
which the condition was judged from the content of the delusional and hallucina
tory symptoms not to be due to a primary affective disorder. Provided these
criteria were satisfied, no case showing a paranoid psychosis was excluded. In
the result, cases were found to have more or less well-marked schizophrenic
symptoms, and a small proportion exhibited no hallucinations. The material
was studied as one group in order to see what related factors emerged as the
most significant and consistent. Different varieties would be identified if this
proved possible, and their aetiology studied.

Special importance was attached to follow-up of the cases to determine the
rate of mortality and the incidence of cerebral disease.

In the course of these studies we became aware that many patients were
solitary, eccentric, isolated and difficult individuals and that these characteristics
had been very long-standing rather than imposed by an illness of recent onset.
They therefore presented a particularly favourable opportunity for investigating
the phenomenon that has been rather crudely called â€œ¿�socialisolationâ€•. In
addition to schizophrenia, where a failure of social communication was first
suggested as a factor in causation by the researches of Faris and Dunham in
Chicago (1937), the mental disorders of migrants, minority groups, the deaf and
those who attempt and commit suicide have been frequently attributed in part
to a social predicament of this nature. An aetiological role has been attributed to
social isolation in these diverse settings largely on the strength of statistical
associations elicited in the course of epidemiological research. The network of
cause and effect is difficult if not impossible to disentangle in these enquiries.
The essential complement to them is the detailed investigation of small groups of
cases, for, until confirmation has been adduced from study of the life histories
of actual patients with mental illness, the role of â€œ¿�socialisolationâ€•as a cause of
psychiatric disorder must remain conjectural. This investigation has therefore
sought to define consistencies in a group of intensively studied cases. To exclude
as far as possible the likelihood that we were dealing in any consistencies
defined with the effects of selective bias created by entry to hospital, or some
other irrelevant contingency, the findings have been compared with those in
cases with affective and organic psychosis aged 60 years or more admitted to
hospital during the same periods.

The main questions we set out to investigate in the late paraphrenias were
to what extent social isolation or difficulties in social communication were
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peculiar to this group of old age mental disorders, what role they could have
played in causation, what relationship they bore to genetic, psychological, social
and organic factors, and finally, what part any of these factors could have played
in the postponement of breakdown until old age, a result which would be highly
desirable for schizophrenic disorders as a whole.

MATERIAL

This was obtained from two sources, but the diagnostic criteria were in
each instance those described above.

(1) During the period 1951 to 1955 patients aged 60 and over admitted to
Graylingwell Hospital, Chichester, were examined by one or both of the authors
and allocated to various diagnostic groups (Roth, 1955). During this time 42
patients consisting of 39 women and 3 men were diagnosed as â€œ¿�latepara
phreniaâ€•.All but 6 of these patients have been followed up for at least five years
and it has also been possible to obtain detailed social and family histories for
the large majority, and in the remainder, information about the circumstances
in which the illness developed.

(2) The records of all patients aged 60 and over admitted to the Psychiatric
Hospital, Stockholm, during the period 1931 to 1940 were examined by one of
us * and as a result 57 patients of whom 48 were women and 9 men, were
diagnosed as suffering from paraphrenia with onset late in life. As part of a
clinical and genetic study these cases were all followed up until death or until
June 1956, and in addition a family investigation was made into the incidence
of psychosis amongst the relatives. Information was obtained from members
of the families and from the Parish Registers, which are exceptionally complete
in Sweden. Since the Psychiatric Hospital was a teaching hospital the case
records were unusually complete in regard to such items as previous illness,
personality, and social and domestic circumstances about which information
is sometimes lacking in mental hospital records.

In both hospitals cases with paraphrenia formed about 10 per cent of all
admissions aged 60 years or more. The age and sex distributions are shown in
Table I. The mean age was about 70 years and women predominated, in excess
of the population figures. Only 7 cases had been previously admitted to a mental
hospital but in every case except one this took place after the age of 60. The
duration of illness varied from a few weeks to 20 years, but in the majority
symptoms had been present for less than two years and in no case was the onset
before the age of 55.

TArn..s I
Age and sex distributionof paraphreniccases

Graylingwell Stockholm
(1951â€”1955) (1931â€”1937) Total

M F BS M F BS BS
Age Bracket
60â€”64.. .. 1 9t lot 1 20 21 31t
65â€”74.. .. 0 17 17 6 20 26 43
75â€” .. .. 2 13 15 2 8 10 25

Allages .. 3 39 42 9 48 57 99
t One female aged 59.

* D.W.K.K., during tenure of Fellowship from the Mental Health Research Fund

London.
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CLINICAL PICTURE

1.Thebackgroundoftheillness
(i) The social setting of the illness appears, as will emerge from the data

tobepresented,tobeboundupinanumberofwayswiththefactthatthelarge
majoritywerewomen,ofwhom overhalfwereunmarried.The sexdistribution
isstrikinglydifferentbothfrom thepopulationfiguresstandardizedforage
(accordingtowhichintheStockholmcases21malesand36femalesinsteadof
only9 malesand48femalesmighthavebeenexpected),andfromthatfoundin
schizophreniawhenitoccursearlyinlife,wheretheheavierincidenceisamong
males.The predominanceoftheunmarriedinbothsexesisalsogreatlyin
excessofexpectation.InStockholmtherewere36unmarriedpatients,compared
with the 11 that might have been admitted according to the population figures,
and only8 marriedpatientsinsteadof 26 expected,whileat Graylingwell,
althoughthepredominanceofunmarriedpatientswasnotsomarked,17of39
women weresingleandonly11married.

A thirdpointisthatinbothseriesover40percent.ofthepatientswere
livingalone,some inprivatehousesorflats,othersinroomsinlodgingsor
hotels. Patients with paraphrenia were far more often living alone at the time
theyfellillthanthosewithaffectivedisorder(12percent.)orthosewithorganic
psychoses (16 per cent.).

It is of course possible to be living alone yet to be in close touch with
relatives,friendsorneighbours.Butcarefulenquiryshowedthatallexcept2
or possibly 3 of the Graylingwell paraphrenics who were living alone were
indeedâ€œ¿�isolatedâ€•ina socialifnotinan actualsense,whereasonly5 ofthe26
patients with affective disorder who were living alone were isolated. It is true
that inS of the latter the information was insufficient to allow a definite conclu
sion to be drawn, but over half were certainly in close or regular touch with
other people and some were in daily employment, ran boarding-houses or
frequently visited relatives. Among the paraphrenics only one was working and
one other was in regular contact with a sibling.

As regards the 11 married women, one had lived alone in isolation since her
husband's admission to a mental hospital many years previously, and another
lived with an ageing taciturn man in an isolated rural cottage. In two cases the
husbands shared some of the patients' delusions, so that in four instances at least
the husband was a remote, ineffectual or submissive partner. Another patient
had remarried shortly before her psychotic breakdown. Four of these five
patients were childless, and the children of the fifth were living in a different
partofthecountry.

In Stockholmtherewereinsufficientdatatomake a comparisonofthe
frequency of social isolation in the different groups. But if admission to hospital
through the agency of the police or other authority is evidence of lack of contact
with relatives, then, as Table II shows, this was much commoner among un

T4@u@II
Mode of admission to hospital among married and widowed patients

in Stockholm
Affective Organic Paraphrenic All Groups

Police, etc. .. 2 11 18 31
Othermethods* 49 39 31 119

Total .. .. 51 50 49 150
x1=l6@53 df=2 P=<0@0l

* i.e., admitted at own request or through petition by relatives or by transfer from a

general hospital.

https://doi.org/10.1192/bjp.107.449.649 Published online by Cambridge University Press

https://doi.org/10.1192/bjp.107.449.649


1961] BYD. W. K. KAYANDMARTINROTH 653
married and widowed paraphrenics than among the affective and organic
groups.

Whether in their social isolation the patients were the victims of accidental
circumstances or of their own life-long peculiarities of personality will be
discussed at a later stage.

Although a few of the patients with paraphrenia were relatively well off, and
all social classes were represented among them, some account must also be taken
of the fact that (whereas nearly all had at one time been in regular employment)
many were living currently on small State pensions or National Assistance in
straitened or insecure circumstances. Although the social consequences of
ageing are no doubt the lot of many in the aged population, we believe that
these, as also the general decline in health and vigour associated with senescence,
fell with special severity on this group of paraphrenics, consisting as it did
predominantly of women, of the unmarried, and of those without close family
or personal attachments.

(ii) Physical health. General health did not seem to differ from the norm
for a population of similar age. Exceptionally good vigorous health was noted
in several cases, and serious physical disease was uncommon, a fact which is
clearly in accord with the practically normal lifespan of the Stockholm cases.

Special attention was given to the occurrence of sensory impairment and
central nervous system disease of focal type. Visual defect, found in some 15
per cent. of cases (in about half of these of severe degree) was not more frequent
than in control groups of comparable age, and seems only occasionally to have
played a part in promoting persecutory ideas, as in the case of a totally blind
woman aged 84, who lived in a Home, where from time to time she had attacks
of noisy and abusive behaviour when she accused the staff of stealing her
possessions.

At Graylingwell some impairment of hearing was found in as many as 40
per cent., of marked degree in about 15 per cent. In Stockholm, where probably
only the more severe cases were recorded, the incidence was 16 per cent., while
among patients with affective disorder, who were on average three years younger,
the frequency was only 7 per cent. An even larger difference was found at
Graylingwell, where 74 out of 91 affective and organic cases were considered to
have normal hearing, and sight that was good for their age, whereas only 20
out of 41 paraphrenics were neither blind nor deaf in some degree. Although the
assessments were made by rough methods only, and some milder cases may have
been overlooked among the affective and organic cases, the differences are large
enough for attention to be directed to them.

The presence of visual or hearing defect did not as a rule, greatly modify
the symptomatology. Visual hallucinations were very prominent in some blind
patients, and hallucinations consisting of loud sounds, singing and music, were
common in the deaf. In several cases, hallucinosis was confined to the deaf ear,
and sometimes head noises (tinnitus) seemed to provide a physical basis for the
hallucinations.

As regardsfocal cerebral disease, this was seldom found, owing no doubt to
our criteria by which organic psychiatric syndromes were excluded. Some
evidence of cerebral disease or injury was indeed obtained on admission in eight
cases (8 per cent.) but in very few of these, as will be described later, did it seem
to have any bearing on the later course of the illness. The time of origin of the
organic condition was usually very far removed from that of the paraphrenic
psychosis. Five patients showed pyramidal signsâ€”one a congenital weakness
and deformity of a hand (she had also suffered from petit mal attacks), one
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a hemiplegia dating from a head injury in childhood, and a third a hemiparesis,
with an expressive dysphasia, thought to have followed fracture ofthe skull eight
years previously. Another patient had a facial paresis attributed to â€œ¿�asmall
haemorrhageâ€•, with transient lameness, occurring 28 years previously, and the
fifth stated he had had â€œ¿�severalsmall (cerebral) haemorrhagesâ€• over the previous
ten years (of which, however, no neurological evidence was found). In addition,
two patients had coarse tremors of senile type, and finally there was a patient
who had developed epileptiform fits soon after the onset of the psychosis.
Three of these patients, all over 70, exhibited impairment of memory and
orientation, but of fluctuating kind and not severe enough to warrant exclusion
from the series. Moreover, the paraphrenic symptoms were usually quite typical.
We conclude that paraphrenia occasionally arises in the presence of focal brain
damage, which, however, acts not as a true precipitating factor but (if its
presence is not entirely fortuitous) by increasing susceptibility to the psychosis
among predisposed individuals.

2. Precipitating events

Hitherto we have considered some general characteristics of the group,
and have concluded that female sex, the unmarried state, â€œ¿�isolationâ€•and deaf
ness are probably significant factors, and that for these reasons economic and
social insecurity and the normal age-specific changes such as failure of eyesight
and general health, though neither more severe or frequent than expected, are
likely to cause greater handicaps than in the general population of similar age.
But nearly one-quarter of the cases were neither unmarried, childless, living
alone nor deaf. We therefore thought it might be profitable to estimate the
frequency of traumatic events that could be dated accurately and were related
in time to the onset of illness such as bereavements, acute illnesses, quarrels
and domestic upheavals. We find that traumatic events of this kind which may
have played a part in setting the psychosis in action are relatively infrequent.
In Stockholm,where a comparisonwas made betweentheaffectiveand para
phrenic groups, no precipitation at all could be found in three-quarters of the
paraphrenic patients, whereas only 39 per cent. of affectives were apparently
entirely endogenous. The fact that in 25 per cent. of paraphrenics some event
was uncovered does not of course mean that in every case it was in actuality
causally connected with the psychosis; the figure is a maximal estimate and some
traumas apparently associated with the onset of illness may have been for
tuitous.

Among the 42 Graylingwell cases, acute physical illnesses or operations
were rare. Rather more common were disturbances affecting the balance and
regularity of domestic life; three patients fell ill in the months following the
marriage of a son or daughter, one after a second marriage at the age of 64.
Bereavement per se did not seem to be important since only once did the
psychosis follow the death of a husband, in the form of paranoid accusations
about the will. In Stockholm, also, after the loss of a spouse, it appeared to
be the upheavalof domesticlife,particularlythe necessityto move to new
surroundings, that was connected with the beginning of the psychosis. In a few
cases, however, the loss of a favourite child through death ushered in a period
of mourning after which the paranoid illness developed. Of all types of event,
only bereavement was relatively more common (33 per cent.) among cases where
none of the factors discussed earlier, such as isolation, existed. Thus, while
family ties were relatively few, where they did exist, their disruption may have
been an important factor leading to the illness.
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3. Duration of illness before admission, mode of onset and development

In affectivedisorderthedurationisusuallya matterof months,whereas
senile psychosis comes on insidiously over two or more years. Among para
phrenics the duration falls on average in between these two extremes, but with
verywide variationsof a few weeks to many years.In about 15 percent.the
time of onset could not be decided, owing as a rule not to lack of information
but to the gradual evolution of a personality disorder that could not be dis
tinguished sharply from illness. Another feature of such cases was the absence
of hallucinations, so that they form a relatively distinct subgroup, which is
described separately below.

Intheremainderthedescriptionsobtainedofthedurationand development
oftheillnessseem todependmore on theextentofthewitnesses'knowledgeof
the patientthan on importantdifferencesin symptomatology.Unavoidable
contact with other people, such as exists for married patients and for those
living with their families, powerful emotional (â€œaffect-ladenâ€•)responses, such
as anger or panic, and the early occurrence of hallucinations all tend to bring
about early admission to hospital.

When there are no witnesses living in the house or in close touch, the first
signs that something is wrong are likely to be interpreted as a change in person
ality taking place over a period of months, or sometimes longer, and manifested
in increasing quarrelsomeness or in unprovoked abuse of those living near.
Oddities in speech, appearance or in other aspects of behaviour are noticed. The
patient may seclude herself, refuse callers, break off contact with tradesmen and
at night may be seen wandering outside, or heard moving about the house,
talking, laughing or crying out. Admission finally takes place when obvious self
neglect, assaultive behaviour, a suicidal attempt, or repeated baseless complaints
to the authorities force some action.

Among patients who are socially more integrated, and about whose illness
more details are known, florid hallucinatory states are generally found to have
occurred early and were often the first indubitable psychotic symptoms, after
the appearance of which admission to hospital took place within a few months
and in some cases within weeks or even days. In less than one-fifth of all cases
hallucinations are altogether absent and the illness then usually develops
gradually over a period of one or more years. When hallucinations occur the
pre-hallucinatory phase varies considerably in duration. There may be a period
ofweeksormonths duringwhichthepatientisirritable,suspiciousand dejected
with poor sleep, culminating in the development of ideas of reference immedi
ately before the outbreak of hallucinations. Occasionally this phase may last
withfluctuationsforseveralyearsduringwhich thereareill-definedcomplaints
of tiredness, weakness, loss of weight and sleep and the doctor may be visited
frequently because of nervousness, indigestion or vague pains. Character traits
of bad temper, hypochondria or suspiciousness are likely to come to the fore.

4. Clinical picture
To what extent do patients with â€œ¿�lateparaphreniaâ€• show the disorders of

thought, affect and volition characteristic of schizophrenia? How are the
symptoms modified by age? Can paranoid reactions be identified? Or are the
cases mainly composed of paranoid depressions and organic states, as Fish
(1960) maintains in his study of senile paranoid psychoses?

Primary affective disorders, many of them with prominent paranoid
symptoms, have been carefully excluded from this material. A few cases that
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seem to correspond to the â€œ¿�suspicious(argwohnische) depressivesâ€•of Leonhard
(1957) have however been included, since follow-up has shown that the paranoid
hallucinatory symptoms tend increasingly to dominate the picture with the
passage of time. Moreover, the depression, which is always attributed by the
patients to the incessant, unjust persecution, does not seem to be the primary
disorder, and is at times overshadowed by anger or fear. Eventually the mood
becomes shallow or even euphoric. We believe therefore that these cases fall
within the paranoid rather than the affective group of illnesses.

Organic states with a history of increasing suspiciousness and forgetfulness,
and later with ideas of being robbed, are of course quite common. But all cases
showing unequivocal mental symptoms of organic deterioration on admission
have been excluded by our criteria, and follow-up has shown that our para
phrenics have survived on average about five times as long as organic groups
with dementia, their life expectation being in fact almost normal. Since neither
somatic disease nor physical signs of cerebral disease are particularly common,
considering the age, the role of organic deterioration in late paraphrenia appears
to be confined, in the large majority of cases, to the mental and physical effects
of normal age-specific processes.

Many typically schizophrenic symptoms occur, including primary delusions,
whichareoftencloselylinkedtohallucinatoryexperiences.For example,a
patient suddenly accuses a man who has never shown the slightest interest in her
of interfering with her at night, or of actually entering her bed; or a certain
person whose voice is heard uttering threats, is believed to be intent on com
mitting murder. The delusions may be more or less systematized and fantastic.
Theyareusuallypersecutory,butalsoerotic,hypochondriacalorgrandiose,in
orderoffrequency,withvariedcombinations,buttendtoberelativelyrestricted,
e.g., to thosein dailycontact,to the house,room,bed or personof the patient.

In 28 per cent. of the Stockholm cases and in a similar proportion at Gray
lingwell feelings of mental or physical influencewere found. Patients feel drugged,
hypnotized, have their thoughts read, their minds and bodies â€œ¿�workeduponâ€•
byrays,machinesorelectricity,complainthattheyarespiedupon,cangetno
privacy in thought or act. Catatonic stupor is rare but unpredictable behaviour
may occur in connectionwith auditoryhallucinations.

Hallucinations in clear consciousness are frequent and obtrusive. Auditory
hallucinations occur in three-quarters of the cases. They consist of threatening,
accusing, commanding or cajoling voices, jeering commentaries, screams,
shouts for help, obscene words and songs, music, loud bangs, rappings, shots or
explosions. â€œ¿�Messagesâ€•are received from a distance and acted upon. The
thoughts are repeated aloud. God, spirits, distant or deceased relatives, or most
often,jealous,hostileneighboursareheldresponsible.

Hallucinosis is often more disturbing at night, particularly in aged patients,
andaccountsofmen,boysoranimalsseenorfelttoenterthebedroomthrough
thewallsarecharacteristic.Inothercasesintrudersarespiedon theroof,faces
appear on the ceiling, or famous personages pass by outside. Bad smells, fumes,
the stench of rotting corpses, poisoned food, electric feelings or vibrations in
the perineum or abdomen, are all commonly met with. Patients say the body is
being cut or stabbed, the â€œ¿�backbonesplit in twoâ€•.These experiences form, as a
rule, a very conspicuous part of the paranoid beliefs and in some cases they wax
and wane in a conspicuous manner, behaviour being correspondingly very
disturbed or almost normal.

Incoherence of talk, even neologisms, occur but are unusual except in cases
of long duration. The patients are generally lucid, but verbosity, circumstan
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tiality or irrelevance are found in some 30 per cent. of cases, and might be put
down to senile deterioration, but for their persistence unchanged over many
years.

Considering that all these phenomena occur in clear consciousness they
have a veritable schizophrenic quality. When they are accentuated at night, an
element of diminished awareness may be postulated, but even so, they are
remembered, elaborated and acted upon later with total lack of insight. Memory
is generally surprisingly well preserved. Disorientation, if present, rarely amounts
to more than uncertainties about the date of the month or the name of the
hospital, and absurd ideas about great age and misidentifications of people
(when not due to visual defects) are unusual or parts of the patient's delusional
system. In 9 cases, however, 7 of whom were over 70, disturbances of both
memory and orientation, while not severe, were more prominent than in the
remainder. The outcome in these cases is described later.

Finally,while affective changesof the gross kind seen inhebephrenicdeteriora
tionand catatonicwithdrawaldo notoccur,some emotionalblunting,mild
incongruity or euphoria is quite common in cases that have lasted any length of
time. In the earlier cases the emotional responses are congruous and consist of
fear, anger or depression, occasionally excitement. Compared with manic
depressive psychosis, the mood even when depression is prominent is much
more variable,oftenwithrapidchanges,and schizophrenicfeaturessoon
become evident, while retardation and self-accusations are rare. Clearly the
affectivechangesaremuch moreakintothoseofschizophreniathanofaffective
disorder.

LATE COURSE OF THE ILLNESS

Prognosis is poor. In the Graylingwell cases only one lasting recovery is
known and only 4 of the 24 cases ascertained to be alive after five years were out
of hospital. Of 6 patients who were discharged and are so far untraced, only one
was considered to be well at the time of last contact which varied from a few
monthstothreeyearsafteradmission.Of the14deathsonly2 tookplaceafter
discharge and neither of these patients had recovered mentally. A similar state
of affairs was found in Stockholm. Although more patients were discharged
under supervision, about half the remaining life-span was spent in mental
hospitals or similar institutions, so that 57 individuals spent a combined total
ofnearly600yearsinhospital.

Temporary remission occurred either spontaneously, with E.C.T., or with
tranquillizingdrugs(whichappearedtobeofvalueindisturbedcases)inabout
a quarterofcasestreatedatGraylingwelland sometimeslastedforseveral
months.Butinhalfofallcaseshospitalizationwas uninterruptedforatleast
five years or until death. Twelve cases out of the 43 received full courses of
E.C.T. and of these 7 improved and were discharged; the remainder were not.
Five cases were readmitted within a year and again discharged after E.C.T.
and 3 outof4 patientsweresenthome aftera thirdadmission.Follow-up
letters have shown, however, that only one patient has remained well, after
moving from an isolated rural cottage to her daughter's home in another part
of the country. The small number of patients considered suitable for E.C.T.
and the poor response to it is further evidence that a primary affective disorder
was not in question.

The clinical changes that occur with the passage of time are the same as
those seen in schizophrenia, and also reported after follow-up in a high pro
portionofcasesofparaphrenianotcommencinginsenescence(Mayer,1921).
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Affective blunting or incongruity appear or become more conspicuous, and some
patients, especially the deaf, become mute or incoherent and inaccessible. In
about one-quarter of cases marked fluctuations in behaviour continue for years,
coinciding with episodes of hallucinatory activity and quiescence, and during
their more disturbed spells, patients are abusive and hostile, or preoccupied,
withdrawn and negativistic. This picture is indistinguishable from that seen in
chronic schizophrenics. Nevertheless, pronounced deterioration of intellect,
personality and habits is not usual and many patients remain clean, tidy and
generally well-conducted. Sometimes, after years the illness apparently becomes
â€œ¿�burntoutâ€•,leavingresidualdefects,ina way entirelycomparableto schizo
phrenia, since insight is not gained, and the previous beliefs, though no longer
expressed, are regarded by the patient as real experiences.

As age advances, memory tends to fail in a proportion of cases, especially
for such matters as length of time spent in hospital, and episodes of disorienta
tion may occur for which a physical cause may or may not be found. In the
latter case, they are usually associated with an exacerbation of other symptoms.
About 21 per cent. of cases eventually develop features suggestive of senile
dementia or focal signs of cerebral disease. (a) Focal cerebral disease. First we
shall describe the outcome in those 8 cases in whom, it will be recalled,
evidence of cerebral damage was already present on admission. Four cases from
Stockholm were found to have survived for periods ranging from six months
to 19 years. None of these developed further neurological signs, nor did organic
psychiatric symptoms supervene. Only in one case was death attributed to
â€œ¿�cerebralthrombosisâ€• (and cancer of the pancreas) but no fresh neurological
signs were described.* The patient with epilepsy died within six months (from
a macrocytic anaemia) but the psychosis had lasted for as long as 8 years.
Of the4 Graylingwellcases,2 havedied,one,withthecongenitalmono
plegia, from a coronary occlusion soon after admission, the other the patient
with dysphasia, after 4 years with signs of an acute cerebral accident. This
patient had developed an unequivocal organic psychiatric picture, the only one
of these cases to do so. Two patients are still living, neurologically unchanged,
the one with hemiplegia since childhood showing markedly deteriorated memory
after five years (at the age of 91 however), the other, with a senile tremor, con
siderably improved mentally and fit to be discharged to a geriatric unit after
eight years. We conclude from the follow-up that there is little evidence of
cerebral disease of a progressive kind in these cases, except in the one instance,
and that the presence of the organic condition was either wholly fortuitous or
else as previously suggested merely served to increase vulnerability to the mental
illness in some unexplained way.

There remain 8 additional cases in whom signs of cerebrovascular
disease, or seizures possibly due to this, arose later in the illness, sometimes very
shortly before death. Organic psychiatric symptoms appeared in 6, usually
after the appearance of focal signs. Of 4 Graylingwell patients 2 are still
living, one without showing organic mental symptoms. The remaining 6 patients
survived for a mean duration of 5 years after admission (1â€”16years) but after
the advent of organic disease seldom for more than 2 years. Previous to this,
the duration of the psychosis was over 4 years in 4 cases (in 2 cases, over
10years).From theseobservations,we concludethatcerebrovasculardisease
sufficiently advanced to affect brain function is unlikely to have existed at the

SOwing to the certified cause of death, this case is added to the 8 described below when the
final estimate is made of the number of cases developing signs of cerebrovascular disease after
admission.
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time of onset of the paraphrenic illness in more than at the most 5 cases, a
figure that includes the patient with dysphasia, referred to in the previous
paragraph, whose psychosis had existed for several years prior to admission.

Thus, while the total incidence of cases with focal cerebral disease amounts
to 16 per cent. (including those cases with evidence for this on admission to
hospital), the proportion in which the organic disease may be thought with
some probability to have brought on the psychosis is much smaller, i.e., about
5 percent.

(b). Turning now to consider how often symptoms of senile dementia
appeared later in the illness, it has been necessary to rely almost entirely on the
descriptive evidence available in the hospital and institutional records. Only one
patient was seen personally at follow-up. The diagnosis may be difficult.
Objective signs are absent in this condition and psychological tests were not
carried out, and autopsy reports are not of much assistance. A pathological
degree of mental change may have to be distinguished from ordinary age
specific changes, which may be difficult with patients in their eighth or ninth
decade, also from subterminal confusional states, and in addition allowance has
to be madefor the effectsof deafnessand blindness,and for thosesymptomsof
the psychosis itself, such as hallucinosis or blunting of affect, that may contribute
to a state of â€œ¿�secondary dementiaâ€• mimicking true organic dementia. In
Stockholm, 7 cases were found eventually to have developed mental
symptoms difficult to distinguish from those of organic senile dementia, (i.e.,
12 per cent.). There were 3 further cases about whom there was much more
doubt. But the time lapse between the development of organic psychiatric
symptoms and admission to hospital was long. In no case did the organic
symptoms appear within the first five years, in 2 cases between 5â€”10years,
and in the remainder only after 10 years. In Stockholm cases developing senile
change (7) or focal cerebral sign (5) after admission amount to 21 per cent.
At Graylingwell, where the follow-up has been of shorter duration indications
of dementia in the absence of focal cerebral signs or seizures have appeared
only in one patient, now aged 75, after a very long illness.

Finally we shall consider the outcome in those 9 cases with equivocal
organic psychiatric symptoms on admission. Did follow-up show that they
were in fact suffering from gross progressive cerebral disease? With 2 or possibly
3 exceptions (included above), the answer is probably no. Despite their high
age, 6 patients survived for more than 5 years. The quasi-organic picture can
be accounted for in terms of a severe psychotic disturbance coloured by age
specific changes within the range of normal variation.

Systematic examination of the certified causes of death of all Stockholm
cases showed that only 10 per cent were due to â€œ¿�cerebralhaemorrhageâ€• (and
allied causes), a figure that corresponded exactly with the frequency of deaths
from this cause in the general population of Stockholm aged 70 years and over.
In other respects too, the causes of death corresponded with those found among
the aged population.

SURVIVAL AND MORTALITY

Independently of the clinical picture, evidence that these cases as a group
are distinct from the organic psychoses is provided by the long period of survival
and the relatively low mortality. In the Stockholm cases the length of survival
was almost normal compared with a life expectation of only one-quarter of the
normal in a consecutive series of senile and arteriosclerotic patients followed up
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duringthesame period.Two-thirdsof theparaphrenicswere stilllivingafter
fiveyearsand aboutone-halfaftertenyears,whilefour-fifthsoftheorganic
casesweredeadafterfiveyears.

At Graylingwell the rate of mortality was very similar and was far less
than that found by Roth (1955) among two organic groups investigated by him
at that hospital. In Table ifi the mortality among the paraphrenic and organic
groups at the two hospitals is compared.

TArnJ@ifi
Rate of mortality among paraphrenic and organic cases

Organic
Paraphrenia Psychosis

No.ofcases G.H. STM G.H. STM
42 57 98 81

Follow up: % dead
2years .. .. .. .. 14 11 80 63

Syears .. .. .. .. 32 35 â€”¿� 81

l0years .. â€”¿� 51 â€”¿� 96

CLINICAL VARIETIES

Clinical varieties may be distinguished on the grounds of differences in
symptomatology or in aetiology. Thus the cases might be grouped according
to the presence or absence of marked affective colouring (c.f. the â€œ¿�affect-laden
paraphreniaâ€• of Leonhard), or of hallucinations or according to the quality
of the delusions. Such methods of classification would seem, however to have
only descriptive value.

The following three groups are tentatively put forward on grounds of
possible differences in aetiology. But since aetiology in paraphrenia is certainly
complex, these differences may well be of degree and not of kind and it is
doubtful if any sharp boundaries exist between the groups.

Group 1. Abnormal personalities with paranoid psychoses; no hallucinosis

When allcaseswithouthallucinosis(20per cent.)were provisionally
separated from the rest it was found that they had certain other features in
common: (i)long-standing abnormalities of personality, of a kind that interfered
with human relationships; (II) age on admission usually high, often over 75
years; (lli) the physical stigmata, including sensory defects, associated with
ageing;(iv)delusionsalmostconfinedtoideasoftheft,ill-treatmentorpoisoning
by those in everyday contact with the patient.

The onset of the psychosis in these patients is hard to date, and relatives
tend to regard it as a caricature of the usual personality. We may here be seeing
long-standing paranoid or other abnormal modes of reaction becoming accentu
ated in response to the mental, physical and social changes that accompany
ageing.

Group 2. Paraphrenias arising under unusual circumstances or after prolonged
isolation

In about 25 per cent. of cases the delusional ideas were â€œ¿�intelligibleâ€•,but
only to a partial extent, in the light of the actual circumstances of the patient.
For example, a single and solitary woman who suffered from an epithelioma of
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the lip following burns due to X-ray treatment for hirsuties and a unilateral
facial paralysis, had for long been very sensitive about her appearance. For
about four years she had had ideas of reference, and more recently had begun
to believe she was being tormented by the other guests in her lodgings; they had
â€œ¿�gothold of her mind in some wayâ€•.After operation on her lip she left hospital
but was still seclusive and reticent.

A married woman who became herself psychotic after sharing a house for
some years with two psychotic tenants and a husband who also suffered from
an induced psychosis, though of a milder form, was symptom-free in hospital
but relapsed on three occasions after returning to the same environment. In a
third case a housekeeper living alone with an elderly man developed a persecuted
hallucinated state that had obvious links with the social and sexual conificts
she felt about her situation, while the remaining patients in this group were
mostlysinglewomen, livingisolatedlives,whose paranoidideasconcerned
eviction and burglary and mirrored understandable anxieties. In a few cases
serious physical disease or blindness modified or dominated the clinkal picture.

For most of these patients no future could be envisaged outside an institu
tion and though a few did in fact gradually improve, only one patient for whom
satisfactory arrangements could be made eventually made a lasting recovery. In
the remaining cases the illness pursued a progressive and chronic course un
affected by environmental circumstances. Moreover schizophrenic symptoms
such as ideas of influence and affective incongruity were not lacking and schizoid
traits in the premorbid personality were relatively common. Situational factors
are therefore not adequate causes of the illness nor do they suffice to explain its
chronicity. We are clearly not dealing with â€œ¿�paranoidreactionsâ€• in the sense
of potentially reversible responses to adversity. And the distinction from the
mainly endogenous paraphrenias described in the next section is a relative one.

Group 3. Mainly endogenous paraphrenias

The bulkofthecases,atleast55percent.,fallintothisgroup.External
stresses are absent, or if present seem to have little bearing on the delusions,
which are systematized and fantastic in varying degrees. Further subdivision is
unwarranted in the present state of knowledge, but the group contains five
women showing very marked schizophrenic features after psychoses of long
duration. There are also 5 or 6 patients (15 per cent.) with a markedly depressed
mood, but as already mentioned the scope of the paranoid symptoms and the
later development of bizarre or erotic delusions and persistent auditory hallu
cinations confirmed that the illness was a paranoid one.

Inherited predisposition is probably relatively important in this group,
sincethreeof the patientshad psychoticsibs.But deafness,which occurredin
nearly 50 per cent., ageing and social isolation may provide the specific stresses
that cause the illness to become manifest.

The subdivision into these three groups is tentative and it has been suggested
mainly with a view to facilitating further enquiry into aetiological factors. The
common features linking the three groups are the frequency in all of the pre
morbid abnormalities of personality to be described below, the commonness of
social isolation due to social, psychological, physical or accidental factors and
the chronic and inveterate nature of the illness. The distinction is most clear
between the first and the remaining two groups in that in the former the illness
appearstogrow insensiblyfromthepremorbidabnormalitiesofpersonality
without the sharp, step-like change that had so often occurred at some stage in
cases belonging to Groups 2 and 3. This distinction is underlined by the absence
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in all cases of Group 1 of hallucinations as well as other features generally
regarded as characteristic of schizophrenia. The course of events in Group 1
therefore exhibits many features of an abnormality of â€œ¿�developmentâ€•as
distinct from the disease â€œ¿�processâ€•(in Jaspers' sense of these terms) manifest
in Groups 2 and 3. However after the illness has been in progress for a number
of years, these distinctions become somewhat blurred and it may well be that
the differences between all three groups are of a quantitative rather than a
qualitative kind.

PREDISPOSITION AND ENvmo@I@'r

The question of predisposition is of major importance. Of the aetiological
factors so far identifiedâ€”lack of close ties, situational stress, deafnessâ€”none
arespecific;theyoccurinmany peoplemostofwhom neverfallill.Evidently
only a proportion of people are vulnerable. This vulnerability may be due either
to the presence of a major gene causing mental illness (manifestation of which
is delayed until late in life) or to deviating personality characteristics such as
eccentricity which may be due to a major gene, but more probably arise from
complex factors, both inherited and environmental, of a kind that interact to
produce different types of temperament and body build. The evidence for mono
hybrid inheritance is discussed later. In eccentric individuals, sufficiently adverse
circumstances may precipitate an overt mental disorder which presents in
caricature the features of the premorbid personality. We have observed this
sequence of events in Group 1 of the clinical varieties referred to above.

(i)Personalityandbodybuild

As regards body build it is of interest that pyknic habitus was uncommon
(as opposed to its frequent occurrence among the affective groups). Cycloid
character traits also were conspicuously absent, and there is therefore no
support for the idea that the presence of a â€œ¿�manic-depressivediathesisâ€•is one
of the factors that tend to postpone the onset of paranoid illness until late
life, as has been suggested for â€œ¿�paranoiaâ€•by Kolle (1931).

In both series of cases the personality traits found were predominantly of
paranoid and schizoid type (jealousy, suspiciousness, arrogance, egocentricity,
emotional coldness, extreme solitariness) in 45 per cent. and another third were
described as explosive or sensitive, or belonged to minority religious sects. In
Stockholm 6 of the 9 males were known to be solitary, homosexual, criminal or
vagrant and 2 were alcoholic. Compared with the affective groups both sexes
were often narrow, quarrelsome, religious, suspicious or sensitive, unsociable
and cold-hearted, and less often kind, thoughtful, affectionate, sociable, even
tempered, nervous, worrying or dependent. Brief sketches of the personalities
give, however, a better picture than a list of traits. Examples are given from each
of the three clinical groups mentioned above.

Group 1. The personalities of all the patients in this group were very
abnormal and the psychotic symptoms appeared to caricature long-standing
traits. The following two cases are taken from the Graylingwell material, where
of the eight cases, four were over 80 and only two under 70 years of age. Sight
or hearing, often both, were severely defective in six. The first case is that of a
single woman of 87 who had trained as an art student but never been employed.
She had been gay, charming and sociable, but shallow, egocentric and super
cilious. She had never had any love affairs and though she had many acquaint
ances, had made no friends. For 30 years while they lived together, she had never
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kept her sister company in the evenings, but always ate meals out ; never done
any housework or cooking, never knit, sewed, or gone to the cinema or theatre.
Her only interests were Christian Science literature and meetings. Admission to
hospital was arranged because of the emergence over a period of two months of
paranoid ideas, centring on the sister. For one year previously this patient
had shown some deterioration in memory and in habits, also in sight and
hearing, but had been sufficiently integrated mentally to act energetically, and
appropriately considering her delusions, by visiting her solicitor on several
occasions in order to change her will. She was found to be correctly orientated.
Four years later she is still alive and expressing bizarre delusions of a persecutory
and grandiose kind, but is clean in her personal hygiene.

The second case is that of a single woman, aged 82, who had worked
successfully as a school teacher and later as a film scenario writer. She had been
once engaged, late in life. Usually pleasant to meet and talk with, courageous
and energetic, she was very difficult if annoyed or frustrated in any way, wilful,
a mischief-maker, prejudiced against doctors, and later in life, suspicious. After
the death of a brother she lived alone with a collection of animals. Was summar
ized by a niece as a â€œ¿�hopelesscrank, tiresome, eccentric, and prone to violent
ragesâ€•.The illness was of insidious onset. For some years before admission she
had lived alone in sordid conditions, accusing now this person now that of ill
treating her, stealing her money and poisoning her food. She was disposed to
wander and gave vent to outbursts of rage when attempts were made to restrain
her. Yet she was found to have a fair memory and to be correctly orientated,
despite being almost blind and very deaf. She died after 2+ years, shortly after
having a â€œ¿�strokeâ€•.At autopsy the main findings were atheroma of the major
cerebral arteries and renal arteriosclerosis (the brain was hardened uncut and
the report is not yet available).

Group 2. Here the personalities were less eccentric and abnormalities were
hinted at rather than described in full-blooded terms. In one case a woman
whose character was eulogized by her husband (who suffered from folie a deux)
was said by a nephew to have â€œ¿�alwaysseemed queer and not quite normalâ€•.She
suffered from asthma and hypertension and had been confined for long periods
to her house which she shared with her husband and with two psychotic tenants
who lived on the floor above. After some years of this situation, she began to
seal the doors and windows to keep out â€œ¿�poisonousfumesâ€• and believed
that she was being hypnotized by one of her psychotic neighbours.

Isolation was however the most common form of stress in this group. The
patients were women and they were all either unmarried or widowed at the
timeoffallingill.Thepsychosisfeaturedideasofevictionorrobbery,sometimes
with erotic elements. Three cases may be cited briefly. A widow, aged 74, had
made a serious suicidal attempt nine years after the death of her husband, and
later developed a paranoid psychosis with very vivid auditory hallucinations.
She had been a capable woman of pleasant, even temperament, who had con
tracted a childless marriage to a man twenty years older than herself. Up to the
time of marriage she had been a strict Baptist, but afterwards had adhered to
many different religious sects, which she always abandoned after a short time.
A feature of her married life was that she and her husband had never settled
anywhere but had continually moved home from one town to another. Another
patient was aged 79, having lived alone since the death of her husband and her
only son some ten years previously. She had always been very correct, prim,
Victorian, and conversant with medical folklore and fallacious theories about
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causationofillness.Admissionto hospitaltookplaceaftershewas found
wandering in the road in a nightgown, looking for imaginary men who, she
believed,wereconstantlyenteringherhouseat night,tormentingherand
stealing her food, furniture and keys. A third patient, aged 72, was cheerful and
friendly but touchy, had a horror of hospitals, was obstinate and self-willed and
very independent, and ultra-conservative in her attitude to modern con
veniences. She lived in a cottage with oil lamps and stoves and gradually became
a solitary recluse, but was visited regularly once a year by a half-sister. In her
illness she heard the voice of a brother from Australia, and believed that her
half-sister was stealing her money and persecuting her.

TAmE IV
Number of single and widowed women living alone

(1)Stockholmpatients
Affective disorder Paraphrenia

@â€”¿�@ @-@--@---@

S W T S W T

Alone .. .. .. 2 5 7- 16 3 19
Notalone .. .. 12 15 27 15 5 20

Total .. .. .. 14 20 34 31 8 39
x=6.258 df=1 P=<0@O2>001

(2) Graylingwell patients

Affectivedisorder Paraphrenia
@â€”¿�=--@---Th @â€”¿�@--@

S W T S W T
Alone .. .. .. 16 10 26 10 8 18
Notalone .. .. 37 41 78 7 3 10

Total .. .. .. 53 51 104* 17 11 28
x=>l2@O df=1 P=<0@01

* 5 cases excluded, not known.

Group 3. In this group also good and bad traits often co-existed in the same
patient, but environmental conditions were relatively favourable. The patients
differed from those in Group 1, in that the illness was much more sharply defined
from the previous personality, and sometimes arose without any premonition.
Thus a twice-married woman of 65 had been gay, cheerful, lively and talkative
when young, dressed well and liked going out, and was also a competent house
wife, but had no communal interest whatever and never made real friends. A
year after her second marriage at the age of 64 she suddenly complained that the
spirits of her deceased relatives were following her and threatening to murder
her. A single woman of 83, living with a sister, was strong-willed, independent,
energetic, versatile and capable, also kind and fond of children and with a sense
of humour; she was never moody or over-anxious. But she belonged to a religious
sect called The Brides of Christ, and led a life regulated by its principles by which
marriage and sexual intercourse were forbidden absolutely. Six weeks before
admission she began to believe that the child living in the upstairs flat was being
tortured and calling to her for help, and rapidly built up an elaborate delusional
system in which the child became her adopted son. Descriptions of other patients
read: â€œ¿�jealousâ€•,â€œ¿�stubbornand headstrongâ€•, â€œ¿�tookviolent dislikes to peopleâ€•,
â€œ¿�erraticand impulsive, and very obstinateâ€•, â€œ¿�nevermade friends, dictatorial,
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very sensitive, imaginative, sulky, with narrow interestsâ€•. A spinster aged 78 was
â€œ¿�verydomineering, independent, active, tactless, particular and precise, a perfect
lady,butwithavicariousinterestinsexâ€•.Thispatientwaslivinginlodgingsasa
paying guest. The first symptom of illness noticed was that she would come
downstairs only half-dressed, â€œ¿�toshow off her figureâ€•.Later she developed a
belief that men entered her bed at night and that she was having syphilis injected
into her eyes by the landlady.

On the whole the personalities in Group 2 were more normal than in the
other groups.

In both the Graylingwell and Stockholm cases there was evidence of psycho
sexual abnormality. In addition to the large proportion of unmarried patients,
those who had married often did so late in life, or were frigid, had few children,
were very jealous of their husbands, or cold and unloving mothers and sometimes
took a violent dislike to their step-children.

The general conclusions were drawn that abnormalities of personality were
present in a large proportion of the patients and were probably related both to
the frequent failure to marry, the low fertility and the social isolation, as well
as to the actual psychosis.

(ii) Personality factors related to failure to marry and â€œ¿�isolationâ€•
The question arises, are the abnormal and stressful social circumstances

which many paraphrenics experience accidental, or do they reflect a primary
anomaly of personality? Such circumstances may arise from causes over
whicha personhasno control,or theymay be self-created,broughtabout
wholly or in part by his own temperamental peculiarities. Of the factors already
discussed deafness and physical illness, which render communication difficult,
are probably unrelated to the personality. On the other hand â€œ¿�socialisolation'
might well be mainly due to personal eccentricity. The detailed case histories
which suggested that for many patients isolation was the preferred mode of
existence or else brought about by their â€œ¿�difficultâ€•behaviour, made this a likely
explanation. Some had for years deliberately avoided any close relationships.
Others through the tolerance and sense of responsibility shown by a relative
had escaped total isolationâ€”yet had fallen ill.

TABLE V

â€œ¿�Socialisolationâ€•amongsingleandwidowedwomen
Graylingwellpatients

Affectivedisorder Paraphrenia

@â€”¿� @-@--@@

S W T S W T
â€œ¿�Isolatedâ€• .. .. 3 3 6 9 6 15

Not .. .. .. 50 48 98 8 5 13

Total...... 5351104*17 U 28
x'=>l20 df=1 P=<0.01

* 5 cases excluded, not known.

In order to test further this hypothesis that a primary personality disorder
was one cause of isolation in paraphrenic patients the social histories of a group
of unmarried women admitted to Graylingwell Hospital when aged 60 or over,
suffering from affective and organic psychoses, were examined to determine the
frequency of traits such as explosive temper, awkwardness in human relation
ships, egocentricity, or extreme independence, which could have accounted to
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some extent for their failure to marry. Single people are known to form a high
proportion of those admitted to mental hospital in old age and we wished to
obtain some estimate of the frequency of â€œ¿�isolatingâ€•personality traits and of
actual isolation among elderly unmarried patients in general. The records
showed that of 55 patients about half showed such traits. But they were found
far less frequently among the married or widowed. Therefore while personality
factors of this kind may well be associated with failure to marry, and perhaps
with falling ill, they are evidently not peculiar to paraphrenics. The second
question, the frequency of isolation among these â€œ¿�difficultâ€•unmarried patients
with affective or organic psychoses, also found a definite answer. Taking
â€œ¿�isolationâ€•to be present when a patient was living alone or in a lodging-house
or hotel where she had not taken root, was not working and was not in close
or regular touch with a relative or friend, it was found that 6 and possibly 9
of the 17 unmarried paraphrenic patients (35â€”50per cent.), but only one or
possibly two (about 7 per cent.) of the patients with other conditions were
isolated. A similar difference between patients with paraphrenia and with
affective disorder was found among widows. Hence the oddities of personality
probably related to the unmarried state of many paraphrenic patients do not
wholly explain their â€œ¿�isolationâ€•.

It is quite likely that important differences in personality of qualitative kind
and with a closer bearing on the risk of social isolation may have existed but
were not brought to light by our crude methods of assessment. Be this as it
may, as far as the present analysis goes, the poverty of human contact suffered
by our paraphrenic patients is only partly explained by inherent personality
traits and further reasons for their isolation have to be sought.

The role of deafness which was observed to recur frequently at an early
stage of our studies clearly called for investigation. It was found in 41 per cent.
(7 of 17 cases) of unmarried paraphrenics, but in only 3 (11 per cent.) of the 27
patients with abnormal personalities who did not suffer from paraphrenia.
Deafness was also more frequent among widowed paraphrenics, since 4 out of
10 were severely deaf, and it seems very unlikely that such a severe degree of
deafness was overlooked in the other group where hearing defect was noted in
only 3 out of 54 cases. The added factor of deafness had probably played some
part in deciding that temperamental difficulties would result in isolation in one
group of unmarried patients, the paraphrenics, but not in the other. The role
of other contributory factors was suggested by the finding that several extremely
â€œ¿�difficultâ€•patients had succeeded in avoiding isolation having been tolerated
at home over many years by close relatives. Did the paraphrenics have fewer
relatives on average than the other groups?

TABLE VI

Position of patients in own sibship

Graylingwell Affective Paraphrenic BothGroups
Eldest .. 44 3 47
Youngest 19 14 33
Intermediate 66 12 78

Total .. 129* 29t 158
x@=17.Â°5 df==2 P=<.0l

* Excluding 13 not known, and 3 only children.

t Excluding 9 not known and 1 only child.
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TABLE VII

(a) Living sibs: all women patients

Graylingwell G.H.
Stockholm STM. Affectivedisorder Paraphrena

G.H. STM. T G.H. STM. T
Withsibs .. .. 72 22 94 25 31 56
Without sibs .. .. 14 5 19 10 16 26

Totals .. .. .. 86 27 113* 35 47 82
Mean Ages .. .. 70' 91 70'49

x'=5@938 df=1 P=<z@02>0l.
* Omitting age-group 60â€”64.

(b) Living children: married and widowed woman
GraylingwellG.H.
Stockholm STM. AffectiveDisorder Paraphrenia

G.H. STM. T G.H. STM. T
With children .. .. 63 41 104 12 11 23
Without children .. 24 6 30 10 6 16

Totals .. .. .. 87* 47 134* 22 17 39
x'=S'374 df=l P=<z0@05>0@02.

* 3 cases excluded, not known.

(a) Living sibs. Both at Graylingwell and in Stockholm paraphrenics had
fewer surviving sibs than patients with affective disorder, who, after excluding
those under 65, were found to have a similar mean age (Table Vila). Nearly
one-third of all women paraphrenics had no sibs living and the average number
per patient was fewer (1'7) than among the affectives (average 2'2), only 17
per cent. of whom were without sibs. Of those patients with abnormal personali
ties, but without paraphrenia, referred to above (whose mean age was found to
be about 1 year higher than that of the paraphrenics) only 11 per cent. had no
surviving sibs and the average number of sibs per patient was 2'4. That the
existence of surviving sibs did protect these affective and organic cases from risk
of isolation is shown by the fact that nearly half were living with their sisters.

When the matter of sibs was being looked into, an interesting and un
expected finding came to light. It has an obvious bearing on the likelihood of
having sibs still living and may go some way towards explaining the difference
between the two groups in respect of isolation. Of the 39 Graylingwell para
phrenics 14 had occupied the youngest position in their own sibship, the position
of 9 was unknown, and only 3 were eldest, whereas among 129 affectives, 19
were the youngest, 44 the eldest and in 13 their position was not known. In
Stockholm these peculiarities of place in sibship were not observed, but the
discrepancy may be due to several factors operating in Sweden in the 19th
century, such as the comparatively high rate of infant and child mortality, the
frequent presence of half and step-sibs and the common custom of â€œ¿�boarding
outâ€•.These would all tend to obscure the possible effects of order of birth.
(See Table VI).

(b). In view of these findings it was thought worth while also to make a
count of living children among ever-married patients, with the following results.
(Table VIIb). At Graylingwell, paraphrenics had on average 1@0living children
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compared with an average of 2 .0 living children among affectives. Among ever
married patients 45 per cent. of paraphremcs had no living children compared
with 32 per cent. in the other group. In Stockholm the same differences were
noted ; ever-married paraphrenics were childless in 33 per cent. of cases, with
an average of 1 . 5 children, affectives in only 12 per cent., with an average of 2.0
children. In this case, since the difference is due to the lower fertility of para
phrenics, personality defects may be thought of as acting indirectly, by tending
to cause postponement of marriage till late in life and in other ways also to
restrict the size of families. In any case here is still one more factor decided in
early life yet impairing the chances of avoiding isolation and desolation in
senescence.

In deciding whether an individual is forced into isolation in old age or not,
the positive qualities of the personality, the capacity for warmth and ease in
human contact, for giving and evoking affection may be quite as important, if
not more so, than the negative attributes for which we have in the piesent
context been comparing paraphrenics and controls. The description of person
ality traits already given points to there indeed being a difference in respect of
just these attributes of premorbid personality between those who developed
paraphrenia and those with affective disorder. There is one objective finding
which confirms this view and underlines the importance of longstanding
personality defects in deciding the isolation of paraphrenics. In the Stockholm
material over one-quarter of the women had had illegitimate children but only
two married the fathers, whereas among the patients with affective disorder the
much smaller numbers with illegitimate children legitimized their union almost
without exception. This reflects in a striking manner the differences in the
affective life and personal adjustment of paraphrenic and affective cases some
half a century before breakdown in old age. But the original hypothesis that
isolation was a consequence of personality defects requires modification, since
unrelated intrinsic factorsâ€”deafness, fewer surviving sibs, smaller families and
fewer children who survived had clearly made a substantial contribution.

(iii)Heredity

In a review of the literature Stromgren (1938) found the risk of developing
schizophrenia among the sibs of schizophrenics to be 6â€”12per cent. while
Kallmann (1956) reported the risk among the children to be 10â€”22per cent. In
this material the corresponding risk among sibs and children was much lower.
Only one case, of a sib with an untreated paranoid illness beginning in middle
age, was found at Graylingwell, although some of the six relatives reported to
have been mentally ill with unknown conditions may have suffered from schizo
phrenia. In Stockholm where the investigation was very complete, the risk
among sibs and children combined was only 3'4Â±1'2 per cent. (Kay, 1959).
These findings make it unlikely that precisely the same hereditary factors
operate both in schizophrenia and â€œ¿�lateparaphreniaâ€•.

But there were 8 additional cases (3 from Stockholm and 5 from Grayling
well) where a parent or sib had developed a paranoid illness late in life (i.e.,
after the generally employed â€œ¿�risk-periodâ€•of 20â€”50years of age). Three of these
were treated in mental hospitals and showed the characteristic picture of late
paraphrenia. The existence of these 8 cases among the relatives of 99 patients
may be compared with an incidence of only 2 similar cases among the families
of over 200 patients with affective disorder. Schultz (1930) also found a rather
high risk (6 per cent.) of â€œ¿�senilepersecution maniaâ€•among the sibs of a group
of patients suffering from senile psychoses with paranoid colouring, although

https://doi.org/10.1192/bjp.107.449.649 Published online by Cambridge University Press

https://doi.org/10.1192/bjp.107.449.649


1961] BYD. W. K. KAYANDMARTINROTH 669

the risk for schizophrenia proper was only 1.7 per cent. among the sibs and
children combined. Paranoid or schizoid psychopathy were also more common
among the relatives in our paraphrenic group, while depressive psychoses were
rare.

We conclude therefore that in late paraphrenia some predisposition to
mental illness due to heredity does exist. But the observed risks among relatives
are difficult to reconcile with any simple monogenic mode of inheritance. We
are inclined to favour a multifactorial hypothesis, which has the advantage of
allowing ample scope for the operation of environmental and other exogenous
factors, which we believe to be important. Further, the high incidence personality
deviations would accord most readily with such a theory. Further consideration
is given to these matters below.

DiscussIoN

(1) What contribution does organic cerebral degeneration play in late paraphrenia?

All classificatory systems in psychiatry have serious shortcomings which are
inevitable at the present stage of development of knowledge. The weakness of
the Kraepelinian system, which forms the basis of most classifications, is that
it is based upon two principles. According to one, mental disorders are divided
on the basis of certain psychological symptoms and signs into â€œ¿�organicâ€•and
â€œ¿�functionalâ€•categories; according to the other, division into the same two
categories depends on the presence or absence of structural disease, whether
cerebral or somatic. This dual system leads to ambiguities which deserve careful
analysis. For example, where â€œ¿�neurasthenicâ€•,depressive or manic symptoms
develop in close association with some infective illness such as influenza, it is
customary to regard the mental disturbance as symptomatic: the chronic
paranoid psychoses of epileptics are called epileptic psychoses, those of alco
holics and drug addicts, toxic psychoses, and so on.

Some important considerations are overlooked when this nomenclature is
employed. Thus if knowledge of the associated organic factor had been with
held, differential diagnosis of these conditions from â€œ¿�functionalâ€•depressive,
manic and schizophrenic illnesses would have been impossible in many cases.
The closeness with which these â€œ¿�organicâ€•psychoses may resemble schizophrenic
illness has been recently illustrated in a particularly clear and cogent manner
by the revelation that many chronic amphetamine addicts are mistaken for
schizophrenics. Three of seven cases seen within the last 2+ years at our clinic
had been previously given deep insulin coma therapy and one of the three had
had a prefrontal leucotomy carried out at a famous psychiatric university
clinic (Beamish and Kiloh, 1960).

In the past, attempts have been made to accommodate such facts within the
theory that those who responded to organic disease with â€œ¿�functionalâ€•symptoms
of this nature were genetically predisposed to do so. The schizophrenic-like
psychoses of epileptics, alcoholics and drug addicts were, in other words, due
to a coexistence of two phenomena, epilepsy or addiction on the one hand, and
on the other the constitutional predisposition peculiar to schizophrenics.
Genetic studies by Slater and Beard in epilepsy (1959), by Benedetti in alcoholic
hallucinosis (1952) and clinical investigations into amphetamine psychoses by
Connell (1958) and others, have made such simple theories untenable. Although
such â€œ¿�functionalâ€•syndromes in the setting of cerebral or metabolic disease are
relatively uncommon, recent observations have shown that their relevance for
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the functional group of mental disorders is indubitable and that they may have
an important bearing upon aetiological problems in this field.

Among the mental disorders of the aged the dual system of classification
has led to particular difficulties. Here we are most prone to encounter depressive
psychoses after an attack ofpneumonia, manic episodes after surgical operations,
paranoid disorders with or without physical illness in old people with a mild
memory defect or any one of these syndromes in patients with peripheral and
retinal arteriosclerosis, or perhaps hypertension and a mild cerebrovascular
accident some years previously.

Such common associations have led to most of these diseases of whatever
kind being regarded as essentially organic in aetiology when they have begun
after the age of 65 years, although the specific psychiatric manifestations of
cerebral disease may be absent. That some degree of real overlap exists between
functional and organic psychoses in senescence, as at all ages (vide supra), is
not in question. But this overlap, together with the fact that senile and arterio
sclerotic change will be a relatively common finding in any group of old people
after long periods of observation, has tended to perpetuate the view that cerebral
disease has a ubiquitous aetiological role in old age mental disorder.

Recent follow-up and neuro-pathological studies have made such views
untenable. In the first place Roth and Morrissey (1952) showed that there were
striking differences in the rate of mortality between paraphrenic and organic
groups of cases. The present study, on a different material and from two separate
sources, has amply confirmed this earlier work. After two years and five years
the rate of mortality was respectively only 12 per cent. and 34 per cent. among
the paraph.renics, with good agreement in the two series, compared with a
mortality of 63 per cent. and 81 per cent. in the organic cases collected from the
Stockholm records. At Graylingwell the rate in this group was still higher, i.e.,
80 per cent. after two years (Roth, 1955). After ten years half the Stockholm
paraphrenics were still alive whereas nearly all the organic cases had died. The
sizeof thesedifferencesseemsto excludeorganiccerebraldiseaseof thekind
found in the organic dementias as a major factor in late paraphrenia, but does
not entirely contravert the view that early or mild degrees of cerebral change
may beresponsible.

This argument, as well as the objection that the organic cases are an older
group, is met by comparison of the actual length of survival with the mean
expectation of life for a group of comparable age and sex in the Stockholm
population. Among paraphrenics the period of survival was almost normal,
among organic cases it was only one-quarter as long.

Yet despite this long survival, it is probable that some contribution is in
fact made by cerebral disease. This follows from the existence of those few cases,
about 5 per cent., that exhibited somatic signs of cerebral disease in connection
with the onset of the psychosis or within a space of three or four years, and
prima facie from the eventual appearance of cerebrovascular or presumptive
senile change in 21 per cent. of cases in the Stockholm series. That paranoid
symptoms and organic changes often coexist is apparent from the frequency of
paranoid colouring in those old age psychoses that are clearly of organic origin.
But the contribution is probably small. The figure of 21 per cent. is in all
probability far too high an estimate of the importance of cerebral damage as a
causative factor, for the following two reasons. In the first place, evidence of
senile change did not appear until at least five years, and in the majority of
cases not until 10 years or more, after admission. The picture then was often
indistinguishable from that of â€œ¿�secondarydementiaâ€•,a condition well known to
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occur in chronic mental illness after prolonged institutionalization, accentuated
in this instance by the effects of normal age-specific mental changes, most of the
patients being by then in their eighties, and frequently by deafness.

Secondly, reference may be made to the work of Corsellis (1960) who made
a systematic examination of the brains of groups of patients dying in a mental
hospital. Corsellis found that the frequency of gross cerebral lesions was
significantly higher in those diagnostic groups where the mean interval between
admission to hospital and death was less than five years. These were the groups
of senile and arteriosclerotic psychoses and a group showing features of both
of these conditions. For example the incidence of gross cerebral vascular change
was 48 per cent., of cerebral atrophy, 42 per cent. Among Corsellis' groups with
a diagnosis of functional psychosis (affective, schizophrenic and paranoid),
among whom the mean age of onset was well before the senium and, as was the
case among our paraphrenics, the period of hospitalization was of long duration,
gross cerebrovascular lesions were found at autopsy in the much lower but still
considerable proportion of 15 per cent., and cerebral atrophy in 16 per cent.
The incidence of such lesions increased with age in both the functional and
organic groups, but the difference between the groups remained consistent at all
ages and the incidence found among the former may provisionally be taken,
according to Corsellis (1960), to represent the expectation in the normal popula
tion. It is not very surprising therefore that amongst the paraphrenics, whose
mean age at death was over 75 years, clinical signs of cerebrovascular disease or
of senile mental change should have appeared in some 21 per cent. of cases.

Hence when allowance has been made for the normal hazards of growing
old, the only cases in which we can be reasonably certain that organic factors
have played some part in causation are the 5 per cent. of patients in whom
neurological signs appeared about the time of the beginning of the illness or
within one or two years. It is of interest however that in most of those with
neurological signs at onset, organic psychiatric features were completely lacking.
We have here a counterpart of those schizophreniform psychoses of earlier life
in which, despite an organic aetiological basis in the form of dextroamphetamine
intoxication, alcoholism or epilepsy, the psychological characteristics of cerebral
disease are absent or minimal. It is just possible that cerebral changes have an
aetiological significance that extends beyond the 5 per cent. of paraphrenic cases
already mentioned. Although the 21 per cent. of cases who, after many years of
observation, exhibit senile or arteriosclerotic changes, represent little if any
excess over normal risk of cerebral degeneration in this age group, we cannot
exclude the possibUity that in a group of susceptible personalities such changes
contribute to the disease process. In other words, whereas normal cerebral
degeneration might never bring the patient under psychiatric care, in the case
of a schizoid personality, the result might be a paraphrenic illness which is
usually an imperative cause for admission to hospital. Any such cerebral
degenerative changes must have a quite different qualitative character or be of
a quite different order of subtlety from those active in the senile and arterio
sclerotic psychoses proper. It is not possible otherwise to account for the gross
discrepancy in life expectation between the two groups of cases, for the para
phrenic group appears to enjoy a normal life-span. But some of the possibilities
discussed here are clearly matters for further enquiry.

(2) Do the paraphrenias of late life constitute a homogeneous clinical group?
There was considerable variation in such factors as the prominence or

absence of severe environmental stresses, premorbid personality defects, and of
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deafness, so that the material lends itself at first sight to subdivision in a number
of ways. At Graylingwell, out of 42 patients, there were, for example, ten
patients, all females, in whom the illness had arisen in a particularly abnormal
environmental setting; this had coloured the content of the delusions and
hallucinations in an easily understood manner (Group 2). Eight of these cases
had lived alone for a very long period, but only one was deaf. In a second group
of 24 patients, delusions of a much more bizarre character were present and
these were far less clearly intelligible in terms of the environmental stress
endured by the patient. Serious adversity had been less often experienced by
these patients and only eight had been living alone, but as many as 11 were deaf.
This group included six patients in whom a very marked depressive colouring
was present in the early phase of the illness. These cases certainly deserve special
mention in that a temporary response to E.C.T. was usually obtained and
although the paranoid delusions and hallucinations eventually became the
predominant features of the illness, the prognosis for discharge from hospital
and subsequent survival in the community was relatively good. There were also
5 females in whom the presence of symptoms generally associated with schizo
phrenia in early life was the outstanding feature. Three of these were the only
casesinthematerialinwhom theillnesshadbeenofverylongduration.They
wereintheirlateseventiesoreighties,buttheillnesshadprobablycommenced
20yearsearlier.Fourshowedamarkedincoherenceofthoughtandspeech,one
patient being in addition deaf and inaccessible. Another patient showed a stupor
ofcatatonictype.Allthesecaseswereregardedasmainlyendogenouspara
phrenias.

Thepointsofsimilaritybetweenpatientsarehoweverfarmoreimpressive
thanthedifferences.In alltheconditionwas dominatedby delusionsand
hallucinationsofanessentiallysimilarcharacterandpursueda chroniccourse.
Examplesof suspicious,hostile,arrogant,eccentricor extremelysolitary
personalitieswere foundin each.Moreover,althoughtherewas a certain
amountofvariationwithrespecttothetypeofexogenousfactorthathadcon
tributed to the illness, it was clear that most of these exogenous factors had
tended to undermine adjustment in a similar way and in the many cases in which
severalofthesefactorsco-existed,theyhad actedinan additivefashion.The
unmarried state, few surviving sibs, few children, scarce and infrequent social
contactsowingtocircumstances,personalitydifficultiesorboth,deafnessand
infirmity, all have a great deal in common in the adverse effects that they
produce.

Thereisonegroupofeightpatientswhich,inthelightofobservationsto
date,seemstobe more distinctfromtherestofthematerialthananyother
group which can be tentatively created on descriptive grounds. In these cases
thedifferentiationbetweentheoverallbehaviourdisturbancescharacteristicof
personalityandthosewhichariseastheresultofillnessseemtomergeinsensibly
withoneanother.Thesearelifelongparanoidpersonalitieswhosehistoryshows
themtohavebecomeincreasinglyembroiledinconflictsand antagonismwith
thoseintheirenvironment.Theyareoftendescribedby theirrelativesasâ€œ¿�not
illbutexaggeratedlythemselvesâ€•andâ€œ¿�Ialwaysexpectedthis(meaninghospital
admission)tohappenâ€•.Itisofsome interestthatan independentobjectively
definablefeaturecharacterizesallthesepatients;innopatientofthisgroupwere
hallucinationspresent.However,inthelightoftheprogressofthesecases,the
descriptionofparanoidreactioninthesenseofa potentialyreversibleresponse
tovicissitudesby over-sensitiveor suspiciouspersonalities,wouldhardlybe
accurate.Inmany oftheirbasicpersonalityfeatures,thefrequencyofsocial
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isolation and ofdeafness, and the progressive course and inveterate nature of the
illness there are important common features of the remaining cases. While for
research purposes these cases deserve some independent consideration, it is
doubtful whether they deserve at present a nosological status wholly apart from
the paraphrenias of late life. We are saying in effect that we are unable to draw
any hard and fast distinction between the paranoid reactions and paranoid
schizophrenias of old age.

(3) Can the paraphrenias of late life be legitimately classed with the schizophrenias?

Evenifthesmallsub-groupofeightcasesdiscussedaboveisregardedas
akin to the paranoid reactions described by Kretchmer (1927) under the heading
of â€œ¿�SensitiveBeziehungswahnâ€•this question has still to be raised in connection
with the greater part of the material. It has to be remembered also that not
all workers would accept the paranoid reactions of early life as wholly distinct
from schizophrenia and irrelevant for the aetiological problems of this disorder.
The common features linking all the groups of cases described in this paper
havealreadybeendiscussed.

It seems to us that the diagnosis of schizophrenia must be based on an
operationaldefinitionwhichincorporatesallthosesymptomsandsignswhich,
accordingto thegeneralconsensusof opinion,constitutetheâ€œ¿�primaryâ€•or
â€œ¿�processâ€•features of the condition. As the aetiological basis of the condition
in unknown, it seems illogical to apply aetiological criteria, as is done when cases
whichfollowsomepsychologicalstressorevena physicalillnessareexcluded
from the schizophrenias. So far as is known, cases precipitated in this manner
do not, when symptoms of process type are present, behave any differently in
theirpatternofoutcomefromthegeneralrunofscbizophrenics.Again,while
genetic studies have proved themselves valuable research tools, it is unwise in
the present state of knowledge to separate a group from the schizophrenias on
the basis of genetic findings alone. The attempt to differentiate groups of cases
of more or less favourable prognosis within the schizophrenias, constitutes an
important line of enquiry. But prognostic criteria, since they can only be
effectivelyappliedpostfactumintheindividualcase,mustclearlyplaya role
of secondary importance in the diagnosis of schizophrenia. Nor should we
assume at the present stage of development in knowledge that any real hard
and fast dividing line separates groups of cases of good and bad prognosis.

If the kinship of a group of cases with the schizophrenias must be decided,
as we believe, by the presence or absence of the primary or process symptoms of
schizophrenia, the main group of the paraphrenic cases we have studied, with
their ideas of influence, primary delusions, hallucinations in clear consciousness
and oddities and at times incongruity of affect, must be regarded as schizo
phrenic. Any aetiological factors identified may be reasonably assumed to have
a certain amount of relevance for problems of aetiology among the schizo
phrenias as a whole.

(4)Arethegeneticfactorsshowntocontributetothecausationofschizophrenia
in early l@/@present in the paraphrenias?

The aetiological factors for which there is most conclusive evidence, as
derivedfromtwinstudiesandothergeneticinvestigations,arethegeneticones.
It is not implied that these are the only factors, but that they make an important
contribution seems undeniable in the light of the findings of Kallmann, Feingold
and Bondy (1951), Slater (1953) and others. The question arises whether the
paraphrenias are genetically uniform with the schizophrenias of early life. It
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has been shown that this is not the case. If a period of risk similar to that
generally employed in genetic investigation into schizophrenia is used as a basis
for calculation, the morbid risk for schizophrenia among the first-degree
relations of paraphrenics, though somewhat increased, does not differ to a
significant extent from that of the population at large. We deal therefore with a
group ofindividuals in whom the genetic loading for schizophrenic illness proper
is relatively small. On the other hand, there were six families (if second-degree
relatives are included) with more than one secondary case of schizophrenia,
and eight instances of secondary cases with late-developing paranoid psychosis
similar to that in the propositae, where the explanation that the psychosis arose
entirely through the effects of a similarly adverse environment appears highly
improbable. Some genetic contribution to causation is therefore likely.

The available data are insufficient to justify an attempt to define precisely
the mode of inheritance. A crucial question is the homogeneity of the material.
Does it consist of a mixture of exogenous and mainly endogenous cases,
clinically indistinguishable? An admixture of this kind has been suggested to
account for the low morbidity among relatives in the affective disorders of late
onset (Stenstedt, 1959; Kay, 1960) and the same question has been raised for
schizophrenia itself (see later). Our own argument that there are exogenous
causes of schizophrenia is quite compatible with this hypothesis. But certain
features of the illness suggest that the hereditary loading is more evenly spread.
These are the frequency of pre-morbid personality deviations and the colouring
they lend to the clinical picture, and the apparently close interdependence and
interaction of all causal factorsâ€”long-standing social difficulties such as social
isolation, physical defect such as deafness, previous personality pattern and
precipitating stressesâ€”in the evolution of the disorder. The amount of suscepti
bility to breakdown as reflected by personality deficiencies and degree of
environmental stress shows considerable quantitative variation, and these factors
appear to some extent to be inversely correlated with one another. Moreover,
we have a number of distinct factorsâ€”constitutional, social, psychological and
organicâ€”in varying combinations, but probably actingadditively to produce an
essentially similar phenomenon. If this is the true situation, then taken together
with the very low morbidity risk for mental illness among the relatives, it is
more suggestive of the effects of polygenes than of the specific monohybrid type
of inheritance often held to underlie schizophrenia. We need to know much
more about the frequency and nature of abnormal traits of personality among
the relatives of schizophrenics, paraphrenics and in control groups.

(5) What is the nature of the relationship between social isolation and paraphrenic
illness?

The question that arises is whether the social isolation of the paraphrenic
patient before illness, is a cause of his ultimate breakdown or whether both
isolation and the mental illness which develops in late life are expressions of
some common factor, perhaps a lifelong anomaly of personality, determined by
constitutional factors. An almost identical question has been asked in relation
to a great many psychiatric disorders. Thus Durkheim's classical studies of the
incidence of suicide, some 60 years ago, led him to conclude that this varied
inversely with the degree of social cohesion in the community. Wherever ties
arising from beliefs, aspirations and activities held or practised in common with
the social group were weakened, the chances of suicide were adversely affected.
Investigating suicide in London, Sainsbury (1955) was able to show that
variation of suicide rate in the different boroughs followed a pattern which
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Durkheim might have predicted. There were significant correlations between
suicide rate and indices of social isolation, social disorganization and social
mobility within the boroughs ; some of the highest rates had been registered in
Chelsea, Hampstead and St. Marylebone where material adversity was un
common. Predominantly working-class boroughs such as Stepney, Poplar
and Bethnal Green, where a relatively high degree of social cohesion prevailed,
had a low suicide rate. Sainsbury was inclined to attribute a causal role to
isolation in relation to suicide and the weight of evidence certainly favoured this
view.But theextentto whichdifferencesinthesuiciderateflowfrom the
tendencyofthosewho arementallyillandpotentiallysuicidaltodriftintothose
areaswheretheycanleadan anonymousexistencefreedfromsocialtiesand
responsibilities, has yet to receive adequate investigation.

Thefindingsincertainotherareaswherethisquestionhasbeenraisedcall
fora systematicenquirytodisentanglethenetworkofcauseandeffect.Thusit
hasbeenknown forsometimethatimmigrantshavea relativelyhighincidence
ofmentaldisorder,asreflectedby admissiontohospital(Malzbergand Lee,
1956).YetÃ˜degaard(1932,1953,1959)hasadducedalargeamountofevidence
infavouroftheviewthatthisarisesfromthefactthatthosewithabnormal
personalitiesand inwhom thereisa highriskofpsychoticbreakdownare
especially prone to migrate. He has also assembled data showing that the high
incidenceofmentaldisorderamongthosewho failtomarryandthosewho work
incertainoccupationsmay beattributedtoa processofsocialselection,rather
than to any ill-effects exerted by loneliness and isolation. Those with deviant
personalitiesfailinthecompetitionforspousesand occupationsand arealso
especiallypronetobecomepsychotic.Inotherwordsitisthesocialfailureof
thosepredisposedtobecomementallyillthattendstoisolatethem,ratherthan
theisolationwhichengendersmentalillness.

A similarcontroversyhasbeeninprogressinrelationtotheothersocial
factorsin thecausationof schizophrenia.In theirclassicalsurveyof first
admissionratestomentalhospitalindifferentpartsof Chicago,Fans and
Dunham (1939)discoveredthata disproportionatelylargenumberofschizo
phrenicsnotonlybelongedtothelowestsocialclass,butcamefromthecentral
lodginghouseareasofthecityoritsâ€œ¿�hobohemiaâ€•wheresocialcohesionwas
minimal.(Mentaldisorderinoldageanddelinquencyshoweda similardistri
bution). Once again, opinions have differed as to whether this could be a cause of
schizophrenic illness, an effect, or both. The work of Hollingshead and Redlich
(1953)hasshownthata disproportionatelylargecontributiontothenumberof
schizophrenicsundertreatmentwasmade by thelowestsocialclasses,whereas
theupperclassescontributedlessthantheirexpectednumberofschizophrenics.
In further studies (1954, 1958) they examined the possibility that this was due to
a downwardsocialdriftofschizophrenicswho hadbeendemotedtounskilled
jobs on accountof the incompetencethatwas causedby the disease.
Morrison (1959) found that the fathers of schizophrenics were a representative
sampleof the normal populationas faras occupationwas concerned,
suggestingthatdrifthad in factoccurred.Moreover,Hare (1956)was
ableto confirmsome of thefindingsof Fans and Dunham ina studyof
mental health in Bristol, and concluded that schizophrenics were to be found in
social seclusion largely because they segregated themselves and severed their
socialtiesaftertheirillnesshad beguntounderminetheirsocialadjustment,
On theotherhand,healsoconcludedthattoa lesserextenttheirisolationhad
beenenforcedby circumstanceswhichtheirown actionshaddonenothingto
produce.
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The essential complement to statistical studies of the kind we have been
discussing is the detailed investigation of individual cases of disorders in which
social stresses, such as isolation, are suspected to operate. It seems unlikely at
first sight that mental disorders appearing for the first time in old age can be
partly attributable to lifelong personality defects which have also served to
create social difficulties for the individual. Yet the findings suggest that this
constitutes a large part of the explanation. Approximately half of the personali
ties were hostile and suspicious, hard and arrogant, shy, solitary or eccentric
in the extreme, the incidence of some such abnormal personalities being
significantly higher than among the control groups. There are two particularly
goodexamplesthatillustratetheway inwhichsuchindividualsmay segregate
themselvesratherthanbecomeisolatedby accidentorforceofcircumstance.
The firstisthecontrastingbehaviourof paraphrenicand affectivewomen
following illegitimate pregnancies. The second example is provided by the fact
that adherence to minority religious groups was relatively common among the
paranoid cases, far more rare in the affective groups.

Thesefindingsthereforelenda certainamountofsupportfortheviews
ofOdegaardinthattheunmarriedstateappearsmore asonereflectionofthe
abnormalpersonalityofparaphrenicsthanasa causeofitor oftheillness
that follows. One may also suspect that the isolation of such individuals may
be self-createdand thatdeliberatechoice,ratherthanchancehad possibly
decidedthatfewchildrenshouldbe borntothem.Indeedclinicalexperience
teachesthatattemptstobreakdown theisolationofsuchindividualsareprone
tomeetwithsingularlylittlesuccess.One hasinfactto askwhetherthese
individualscouldhaveremainedsociablyviableuntillatelifeifcircumstances
had forced them into close association with other people, or whether their
immunityfromfrankbreakdownuntilsenescencemay nothaveowedsomething
totheirsuccessinkeepingsocialcontactsatarm'slength.Furtherstudiesmay
helptoshedlightonthisimportantquestion.However,evenifthemostextreme
interpretationpossibleisplacedontheavailablefacts,notallthefactorsmaking
forseclusioncanbe consideredtobe self-created.Itwas throughno exercise
ofpersonalchoicethattheyhad so oftenbeenyoungestchildrenwithfew
surviving siblings in old age, nor could their frequent deafness have been
conditioned by their anomalies of personality.

It would seem therefore that the isolation in which so many of our patients
were found had been fashioned by the additive effect of many different factors.
Itisnotpossibletodecidetherelativeimportanceofthesewithanydegreeof
precision,buttheodditiesofpersonalityfoundinsomany patientsloomlargest
inthepictureand probablymade thelargestsinglecontribution.We have
raisedthepossibilitythat,farfrombeingacause,thesolitaryandeccentricways
ofthesepatientsmay havebeenthedefensiveand self-protectiveresponsesof
individuals poorly equipped for emotional relationships. On the other hand,
having formed few friendships in early life, their social assets must have
depreciated at a far steeper rate than would be the case in the general run of
people. An attitude of determined and aggressive independence which helps to
rendertheindividualsociallyviableinearlylifemightwellcontributetomake
adjustmentandintegrationimpossibleinoldage.Hence,althoughisolationmay
initially have been an expression of the special needs and preferences of schizoid
personalities, it is likely to have turned secondarily into a cause and by its
cumulative effect over the years, steadily eroded the patient's resources for
adjustment in late life.

The fact that in some cases breakdown finally occurs at about the time
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that a number of extraneous influences have begun to drive the patients further
into isolation, lends some confirmation to this view (we are referring here to
the death of relations, progress of deafness, the advent of physical infirmity).
It must be remembered also that personality is only one of the factors
in the situation. In most of the cases severe anomalies of personality were
present. But a few patients in Group 2 appeared to be relatively normal person
alities in whom an. unusually intense aggregation of extraneous influences had
enforced isolation. In others still, a situation intermediate between these two
extremes emerged in that environmental and physical handicaps of moderate
severity were associated with a premorbid personality and peculiarities that were
notparticularlysevere.The conclusionthatemergesisthatthetheorypro
pounded by Fans and Dunham (1939) that isolation and lack of social communi
cation were causes of schizophrenia is an oversimplification when applied to the
paraphrenias of the aged. Their segregation often results from lifelong person
ality traits which are a long-drawn-out prelude of, and intimately related to,
their psychotic breakdowns in senescence. But to a small extent at any rate they
are victims of circumstance, and isolation would appear to this extent to be a
cause of paraphrenic illness. To a greater extent, as far as the present data are
concerned, it is merely a consequence of personality anomalies that also portend
a schizophrenia in late life.

(6) What is the bearing of these findings upon aetiological theories in relation
to schizophrenia?

It is held by many workers that schizophrenia is a condition determined
by specific genes whose manifestation may be influenced, though only within
rathernarrowlimits,by environmentalfactors.Sharpdifferencesinthein
cidence of the condition in different social classes have recently been clearly
demonstrated, but the significance of these findings is far from clear and the
view that they reflect an environmental factor in the causation of schizophrenia
has certainly not won general acceptance. In paraphrenia we appear to have a
very different situation as far as aetiology is concerned. Genetic factors play some
part, but are less important and it seems unlikely that they are of the specific
simple monohybrid kind postulated for schizophrenia. The prominence of
environmental, physical and exogenous factors, the varying combinations in
which they are found, the additive fashion in which personality deviation and
environmentalstressinteracttocreateill-effects,suggesta disorderofmulti
factorialaetiology.The hereditarybasisofsucha conditionisalsolikelytobe
multi-factorial, that is, polygenic. And in the predisposed personalities of para
phrenics we are probably dealing with extreme deviations of temperament and
character, rather than any rare and specific constitution.

One possible way of reconciling these facts is to conclude that the constella
tion of symptoms called schizophrenia has different causes in early and late life
and that the environmental factors and sensory deprivation identified as causal
agents in paraphrenia are irrelevant to theories about the aetiology of schizo
phrenia before the age of sixty. This formulation would be cogent but for the
fact that on closer examination the present evidence relating to the causation
of schizophrenia shows some interesting parallels with the situation described
in thispaper in late paraphrenia.

Recent investigations tend to suggest that even in the group of cases in
which schizophrenic symptoms occur in the absence of organic disease, genetic
factorsarenotonlyinsufficient,butperhapsnotalwaysnecessarycausesofthe
illness.Thus Rosenthal'sexaminationofSlater'smaterial(1953)hasrevealed
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that in the families of identical twins, where only one twin was schizophrenic,
the genetic loading with schizophrenia is extremely low, while in the families
of concordant twins it is very high. He suggested that there may be two aetio
logically distinct types of schizophrenia, the one caused by genetic and the other
by environmental factors. The evidence from this line of investigation alone
does not point altogether in one direction, for in a similar study some years ago,
Luxemburger (1939) registered a quite opposite finding. Further studies of twin
material will be necessary to decide the issue. However, some allowance is made
for the evidence pointing to a difference in social class incidence and for the
role of social isolation, the view that the causes of schizophrenia cover a broad
spectrumrangingfromthepredominantlygeneticatoneextreme,tothepre
dominantly exogenous and environmental at the other seems a reasonable and
cogent one. The genetic studies of Kolle (1931) among the relatives of patients
with â€œ¿�paranoiaâ€•and of paranoid psychopaths are perhaps relevant in this
context.

Thesefactsrelatingto aetiologymake itnecessaryto considerother
possibilities for the mode of inheritance for schizophrenia than those which have
hitherto been accepted by most workers in this field. The theory of simple
dominance and of simple recessivity both have their adherents, but it would be
generally agreed that neither adequately explains all the family data relating to
schizophrenia. In fact, the theory that schizophrenia has a simple, monohybrid,
genetic basis has had to be buttressed by a number of ad hoc hypotheses such as
â€œ¿�inhibitionofmanifestationâ€•,theactionofâ€œ¿�geneticmodifiersâ€•and a partial
recessivity so as to fit the data with the theoretical requirements of Mendelian
ratios. Some of these genetic hypotheses involve the notion of an effect by
polygenes on such characteristics as age of onset, degree of affective colouring,
the course run by the disease and other features. All such hypotheses are
elaborate and not wholly satisfactory. In the light of the new evidence about
environmental factors, the simpler alternative that the predisposition to schizo
phrenic illness may be a graded character depending on quantitative variation,
merits more consideration than it has received. The argument against this view,
that the schizophrenic illness itself presents as a step-like â€œ¿�all-or-noneâ€•pheno
menon, is not conclusive, since threshold effects may be involved. Moreover,
disputed borderline cases, formes frustes and psychopathic paranoid and
schizoid personalities are not uncommon, and form a link between the normal
and the indubitably abnormal. In three common psychiatric conditionsâ€”the
subculturalvarietyof mentaldefect(FraserRoberts,1950),obsessional
neurosis(RUdin1953)and epilepsy(Harvald1951)â€”inheritancehas been
shown to be, probably, multi-factorial, and in each of these conditions environ
mental or other exogenous factors are certainly important. On the other hand
those mental abnormalities known without doubt to be due to major genes are
rare and very much less influenced by external factors. Methods for identifying
a predisposition to schizophrenia, by means of biochemical, physiological or
possibly psychometric tests, in the same way as intelligence is revealed by mental
testing and subclinical epilepsy by the EEG, no longer appear hopelessly remote
inthelightofrecentadvances.When suchmethodsbecomepracticablewe may
find that the predisposition to schizophrenia and its latent forms, which are at
presentaccountedforby heterozygosityorby inhibitionofmanifestation,are
possiblygradedcharacteristicseventhoughmanifestschizophrenicillnessmay
showallthefeaturesofa pathologicalphenomenon.

Genetic factors are probably more important in the causation of schizo
phrenia in early life than in old age while the reverse is probably true for the
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environmental factors in causation. But in the light of the above discussion the
differences may well be quantitative rather than qualitative. Further, if the
kinship of late paraphrenia and the schizophremas is accepted, the differences
in incidence according to social class in the latter and the isolation in which
many schizophrenics are found to live, are unlikely to be wholly due to drift
down the social scale or to some bias in the selection of cases. To some extent
adverse social circumstances are likely to prove causes (as well as consequences)
of schizophrenic breakdown in earlier life, although their contribution will
probably be less important here than in the late paraphrenias.

SUMMARY

1. A clinical follow-up and genetic study has been made of 99 patients
aged 60 years and over (with a mean age of about 70) suffering from â€œ¿�late
paraphreniaâ€•. The patients consist of two groups, one from the Psychiatric
Hospital, Stockholm (1931â€”1940) and the other from Graylingwell Hospital,
Chichester, Sussex (1951â€”1955).Patients with affective and organic disorders of
similar age and admitted during the same periods are used for comparison.
Both paraphrenic groups show the same characteristics which may be sum
marized as follows:

(i) Females predominate over males in the ratio of about 7:1, i.e., signifi
cantly in excess of expectation. In both sexes unmarried patients are significantly
more, and married patients less common than in the general population of
similar age. Fertility among ever-married patients is low.

(ii) An examination of the background of the illness shows that significantly
more paraphrenics were living alone at the time of falling ill than those with
affective disorder. This appears to have been due to several factors, i.e., the
frequency of the unmarried state and the low fertility among the paraphrenics,
who also had fewer surviving sibs.

(iii) Of those living alone, many more patients with paraphrenia than with
affective disorder were socially â€œ¿�isolatedâ€•.Three factors seem to be responsible:
(1) deafness (2) abnormalities of personality (3) few surviving relatives. Deafness
of some degree was found in 40 per cent. of the Graylingwell paraphrenics and
of severe degree in some 15 per cent. of all cases, with a much lower incidence
among the other groups. Personality traits among paraphrenics and affectives
also differed markedly. Among the former they were commonly of paranoid
schizoid type and contributed substantially to failure to marry, social isolation
and probably to the development of the psychosis itself. But factors unconnected
with the personality, such as absence of relatives, played some part in deciding
whether isolation did or did not occur.

(iv) Except in one subgroup, referred to below, the clinical picture is
remarkably uniform and is characterized by the presence of many schizophrenia
like disorders of thought, mood and volition, by relatively good preservation
of formal intellect, personality and memory, and by conspicuous hallucinations.
In about 20 per cent. of the Graylingwell cases hallucinosis was entirely absent
and the illness appeared to represent a caricaturing of deviating personality
traits of long standing; these cases may perhaps be regarded as â€œ¿�paranoid
reactionsâ€• to the physical and social consequences of growing old. But exo
genous factors (deafness, isolation) or personality attributes are always to a
greater or lesser extent in evidence, and it is doubtful if any clear lines of
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demarcation between groups of cases really exist. At this stage therefore it
seems far more profitable to treat the â€œ¿�lateparaphreniasâ€• as a whole.

(v) An inherited predisposition to late paraphrenia must be postulated, but
this is likely to be of lesser degree than in schizophrenia occurring early in life.
The mode of inheritance is probably multifacturial.

(vi) A pathological degree of cerebral degeneration is probably related to
theonsetofpsychosisinnotmore than5 percent.ofcases.Normal age
specificmentalchangesmay havebeenresponsibleina furtherproportionof
cases for a caricaturing of previous abnormalities of personality and to this
extenthavecontributedtothedevelopmentofthepsychosis.

(VII) The course of the illness tends to be chronic and the changes of
schizophrenic type usually become more prominent, but sometimes a â€œ¿�burnt
outâ€•statewithresidualdefectsisseen.Occasionallytheillnessmergesafter
many years into a state difficult to distinguish from that of senile dementia
(12 per cent.). Signs of focal cerebral disease, including isolated seizures,
eventuallyappearinafurther9percent.Themean lifespanisonlyveryslightly
shorterthannormal,a factwhichdistinguisheslateparaphreniasharplyfrom
senile and arteriosclerotic psychoses where life expectation is less than one
quarterofthenormal.

2.The clinicalhomogeneityofthegroup,itsrelationshiptoschizophrenia,
theinfluenceofgeneticand organicfactors,and therolesofsocialisolation,
lackofrelatives,deafness,and abnormalitiesofthepersonalityarediscussed.

3.Itisconcludedthatlateparaphreniahastoberegardedasthemode of
manifestation of schizophrenia in old age. The aetiological factors identified
in late paraphrenia are therefore likely to have some relevance for the problem
ofcausationofschizophreniaitself.Itisconsideredthatthesettingofsocial
isolationinwhicha highproportionofparaphreniccasesarefoundisdueto
someextenttoa self-segregationofpersonalitiesforwhom socialcontactand
communication are difficult or stressful. But the evidence suggests that isolation
mustbeattributedtosomeextenttoaccidentalfactorssuchasdeafness,position
insibshiporscantinessofsurvivingrelations.The accumulatingeffectsofsuch
factorsmay accountforfinalbreakdowninoldage.At youngeragesalso,the
onsetofschizophreniaislikelysometimestobeduetoisolation,andnotmerely
a causeofit.The findingsperhapsalsohavesome bearingon thegeneral
problem of social isolation in relation to mental illness.

ACKNOWLEDGMENTS

Oneofus,D.W.K.K.,wishestoacknowledgehisindebtednesstothe Mental Health Research
Fund for enabling him to carry out his work in Sweden during 1956â€”58,to Professor
TorstenSjogren,Headof the PsychiatricClinicof the KarolinskaHospital,Stockholm,and to
Dr. Carl-HenryAlstrÃ¶m,for their constanthelp and encouragement.

We are indebtedto our colleagueson the consultant staff of GraylingwellHospital,
Chichester, for their willing co-operation.

Finally, we owe thanks to the Foundations' Fund for Research in Psychiatry and to the
Research Committee of the Newcastle Regional Hospital Board who have supported our
investigation into the problems of mental disorder in old age.

REFERENCES

BMtosH, P., and Ku..oH,L. G., â€œ¿�Psychosesdue to amphetamine consumptionâ€•,/. Ment.
Sd., 1960,106, 337â€”343.

BENmlrrrz,G.,TheAkoholHallucinoses,1952.Stuttgart:Thieme:Grune.
CONNELL, P. H., Amphetamine Psychosis. (Maudsley Monograph, No. 5), 1958. London:

Institute of Psychiatry.

https://doi.org/10.1192/bjp.107.449.649 Published online by Cambridge University Press

https://doi.org/10.1192/bjp.107.449.649


1961] BY D. W. K. KAY AND MARTINROTH 681

CORSELLIS, J. A. N., â€œ¿�The distribution of pathological changes in a mental hospital population

with particular reference to age at deathâ€•,1960. Paper delivered at the International
Research Seminar on the Socialand PsychologicalAspects ofAgeing. San Francisco, 1960.

FARJS, R. E. L., and Dur@u@i, H. W., Mental Disorders in Urban Areas, 1939. Chicago:
University of Chicago Press.

Fzsis, F., â€œ¿�Senileschizophreniaâ€•, J. Merit. Sd., 1960, 106, 938â€”946.
Huu@,E. H., â€œ¿�Mentalillness and socialconditions in Bristolâ€•,J. Ment. Sd., 1956, 102, 349â€”357.
HAi@v@w,B., â€œ¿�Ongenetic prognosis of epilepsyâ€•,Acta Psychiat. et Neurol., Scand., 1951,

26, 339â€”352.
HOLLINGSHEAD, A. B., and REDLIcii, F. C. , â€œ¿�Socialstratification and psychiatric disordersâ€•,

Amer. SociolRev., 1953,18, 163â€”169.
Idem, â€œ¿�Schizophreniaand social structureâ€•,Amer. J. Psychiat., 1954, 110: 9, 695â€”701.
Idem, Social Class and Mental illness, 1958. New York: Wiley.
Hopiur@@s,B., and Rom, M., â€œ¿�Psychologicaltest performance in patients over sixty. II : para

phrenia arteriosclerotic psychosis and acute confusionâ€•, J. Ment. Sd., 1953, 99, 451â€”463.
K@.ui.u@.r@mr,F. J., Fr.n@ioow, L., and Bo@rw, E., â€œ¿�Comparativeadaptational, social and

psychometric data on life histories of senescent twin pairsâ€•,Amer. 1. Hum. Genet., 1951,
3, 65â€”73.

Idem, â€œ¿�Geneticaspects of mental disorders in later lifeâ€•.In Kaplan, 0. J. (ed.), Mental
Disorders in Later Life, pp. 26â€”46(2nd edn.), 1956. London: Oxford University Press.

KAY, D. W. K., â€œ¿�Observations on the natural history and genetics of old age psychoses: a

Stockholm survey, 1931â€”1937â€•(Abridged). Proc. Roy. Soc. Med., 1959, 52, No. 9,
791â€”794.

Idem, Unpublished D.M. thesis, 1960. University of Oxford.
Idem, and Rom, M., â€œ¿�Physicalaccompaniments of mental disorder in old ageâ€•,Lancet,

1955, 259, 740â€”745.
@ KOLLE, K., â€œ¿�Primary Paranoiaâ€• (Die PrimÃ¤re VerrÃ¼cktheit), 1931. Leipzig: Thieme.

KRAUSS, S., â€œ¿�Schizophreniform psychoses in the later lives of encephalopathic personsâ€•:

in Congress Report, Vol. II, 100â€”103,International Congress of Psychiatry, Zurich, 1957.
1959. Zurich: Orell FÃ¼ssliArts Graphiques S.A.

K1@zrscIiMEa,E., Der Sensitive Beziehungswahn, 1927. Berlin: Springer.
LEONHARD, K., â€œ¿�Classification of schizophreniasâ€•: in Congress Report, Vol. IV, 214â€”216.

International Congress of Psychiatry, 1959. Zurich, 1957. Zurich: Orell Fussli Arts
Graphiques S.A.

LUXEMBURGER, H., Handbook of Genetic Biology of Man, 1939. Berlin: Springer.
MALZBERG, B., and LEE, E. S., â€œ¿�Migration and mental diseaseâ€•, 1956. New York: Social

Science Research Council.
MAYER, W., â€œ¿�Onparaphrenic psychosesâ€•, Z. ges. Neurol. Psychiat., 1921, 71, 187â€”206.
MORRISON,S. L., â€œ¿�Principlesand methods of epidemiological research and their application

to psychiatric illnessâ€•,J. Ment. Sci., 1959, 105, 999â€”lOll.
0DEGAARD, G., Emigration and insanity: study of mental disease among Norwegian-born

population of Minnesota, Acta Psychiat. et Neurol. (Kbh)., 1932, 7, (Suppl. 4), 1â€”206.
Idem, Marriage and mental health, Acta Psychiat. et Neurol. Scans!., 1953 (Suppl. 80), 153â€”161.
Idem, â€œ¿�Theepidemiology of schizophrenia in Norwayâ€•:in Congress Report, Vol. UI, 49â€”52.

International Congress of Psychiatry, 1959. Zurich, 1957. Zurich: Orell FUssli Arts
Graphiques S.A.

ROBERTS, J. A. FRASER, â€œ¿�GÃ©nÃ©tique de l'oligophrÃ©nie (1). (Genetics of oligophrenia): in

Rapports,pp. 115â€”117.CongrÃ©sInternationalde Psychiatric,Paris,1950.Paris:
Hermann.

ROSENTHAL, D., â€œ¿�Schizophrenia in monozygotic twinsâ€•, J. Nerv. Ment. Dis., 1959, 129, No.
1, 1-10.

Rom, M., â€œ¿�Thenatural history of mental disorders in old ageâ€•,J. Ment. Sd., 1955, 101,
281â€”301.

e Idem and KAY, D. W. K., â€œ¿�Affectivedisorder arising in the senium. II: physical disability
as an aetiological factorâ€•, J. Ment. Sci., 1956, 102, 141â€”150.

Idem and MORRISSEY, J. D., â€œ¿�Problemsin the diagnosis and classification of mental
disorder in old ageâ€•,J. Ment. Sci., 1952, 98, 66â€”80.

RUDIN, E., â€œ¿�Onthe problem of compulsive disease with special reference to its hereditary
relationsâ€•, Arch. Psychiat. Nervenkr., 1953, 191, 14â€”54.

SA1NSBURY, P., Suicide in London. (Maudsley Monograph No. 1), 1955. London: Institute of

Psychiatry.
SCHULTZ, B., â€œ¿�Uber die hereditaren Beziehungen paranoid-gefÃ rbter Alterpsychosen. Ztschr.

f.d.ges., Neurol. u. Psychiat., 1930, 129, 147â€”190.
SLATER, E., Psychotic and Neurotic Illnesses in Twins. (Medical Research Council Special Report

Series, No. 278), 1953.London: H.M.S.O.
Idem and Bs@iw,A., â€œ¿�Psychoseswithepilepsy:problemsof classificationâ€•.Paper

delivered at Maudsley symposium on Epilepsy and Mental Disorder: Methods of Diagnosis
and Treatment, 1959. London: Institute of Psychiatry. To be published.

Sm?4srsr)T, A., â€œ¿�Involutionalmelancholiaâ€•, Acta Psychiat. et Neurol. Scand., 1959, 34 (Suppl.
127).

STRÃ¶MGREN, E., Beitrage zur Psychiatrischen Erblehre, 1938. Copenhagen: Munksgaard.

https://doi.org/10.1192/bjp.107.449.649 Published online by Cambridge University Press

https://doi.org/10.1192/bjp.107.449.649


682 FACTORS IN SCHIZOPHRENIAS OF OLD AGE [July

APPENDIX

In the following case-histories, the psychological tests used, with the method of scoring,
were those described by Hopkins and Roth (1953). The scores given are â€œ¿�testquotientsâ€•,
where â€œ¿�100â€•represents the average score among affective groups aged 60 years and over.

The first case is that of a highly intelligent woman with life-long personality difficulties.
At the time of admission she had become very deaf.

CASE 1. Widow, aged 77. Admitted to Graylingwell Hospital 27.3.52â€”21.6.52 (V.P.). Had
recently accused son-in-law ofstealing her insurance policy and threatened to call in the police.
Mentalstateâ€”Circumstantial,suspicious,with paranoid allegationsabout daughter and son-in
law, had brought all private papers with her â€œ¿�toprevent theftâ€•.Physicallyâ€”Very deaf, well
nourished. B.P. 160/80.Para-oesophageal diaphragmatic hernia (X-ray). Psychologicaltesting
â€”¿�Alltests above range for senile psychosis (test quotients : vocabulary 112, matrices 114, digit
span 101, information 108). Courseâ€”Treatedwith â€œ¿�modifiedinsulinâ€•.Depressed at times,
lacked energy. Discharged to Nursing Home.

Family Historyâ€”{Informant,daughter). F. d. 78, lay preacher and printer. M. d. 78.
Patient9/9sibs,onlysurvivor;7 livedto be over70.OneS. alcoholic,d. young.OneS.senile
psychosis?

Past Historyâ€”Broughtup in very poor family. Won scholarshipsto school and University
(latter not taken up for economic reasons). As child, rejected by fellow pupils on account of
class differences. Elementary school teacher. Married aged 23 (1897), but husband left home
1913 and died 1922. Frequent quarrels. Two children, daughter (informant), aged 45, son
aged 44. Both married, intelligent and mentally normal. Physical healthâ€”Good. Personality
Hadalwaysfeltdissatisfied,aggrievedandinferiortoothersbecauseofherimpecunious
background. Had felt unwanted as a child (was youngest of 9 sibs). Daughter described her
as highly-strung, independent to a fault, very religious in a puritanical way but rather a
â€œ¿�cantingChristianâ€•, egocentric, possessive, jealous of all her family and interfering in her
children'saffairs;verysensitiveand hating to meetpeople,but whenshieldedfromcontacts
would complain that daughter was ashamed of her; very thorough and conscientious, faddy,
particular and meticulous in the home, and parsimonious.

Onset of Present Conditionâ€”Onsetindefinite. At daughter's wedding in 1939had made a
hystericalscene,tellingson-in-lawthat he wastakingher â€œ¿�mostcherishedpossessionâ€•.After
this, lived first with daughter for â€œ¿�threemonths' hellâ€•,and then in her son's house, but quarrelled
with both and afterwards lived for a time on her own in â€œ¿�solitaryisolationâ€•. Then returned to
daughter, staying in a room on her own, doing everything for herself, and never speaking to
her son-in-law.

The illness was not sharply demarcated from the personality. Some three years previously,
shebadbecomemoredepressedandhadhadoutburstsofweepingandself-pitywhenshesaid
shehadâ€œ¿�livedtoolongâ€•.Shevisitednumerousdoctors,andthoughtshehadvariousillnesses.
She complained of losing things, said they had been stolen and finally accused son-in-law of
stealing her insurance policy.

Follow upâ€”Afterdischarge was unable to settle anywhere. After a few days, invariably
began to make a flood of complaints, e.g., that the food was tampered with, or her belongings
being stolen, and on one occasion informed the police. At her son's house, she complained
that she had caught V.D. from the lavatory seat and had telephoned the Medical Officer of
Health. She was readmitted on 14.1.53(C.P.). She was emotional, not consistently depressed,
gave a good account of recent events, and memory and orientation were fairly good. Physically,
there were obesity and signs of peripheral arteriosclerosis. B.P. was 190/100. Mentally, she
was garrulous,complainedof wrongfuldetention,was â€œ¿�thevictimof a plotâ€•and lacked
altogether any insight. She showed obsessional attention to cleanliness and believed that she
was contaminated. Psychological re-testing (19.6.53) showed little change (vocabulary 102,
matrices 115, information 104). Vision was excellent in both eyes. After nine months, affect
was noted to be incongruous, although at times she was agitated and depressed; said that her
clothes were torn at night and that harmful substances were put into them. Memory was
good and habits clean. A few months later, she was mute and resistive, refusing all food,
refusing to leave her bed and incontinent. She died (19.10.54) within a few days of a seizure
with localized convulsions. Autopsy showed diffuse suppurative bronchitis, chronic cystitis
and senilechangeswithearlyatheromaof coronaryarteriesand aorta and moderategranular
contractionof both kidneys.

Commentâ€”Thiscase belongs to Group 1, i.e., a paranoid psychosis without hallucinations
developing in a markedly abnormal personality. She showed a life-long difficulty with human
relationships, which began in her childhood, and later resulted in disruption of her marriage.
Finally, this made it impossible for her children to continue to offer her a home. She escaped
isolation,uptoapoint,entirelythroughthetoleranceofothers,butevensowasundoubtedly
isolated in an emotional sense and was a painful burden to all those who tried to help her.
Hos1,italadmission, however, became necessary only in old age, when with the advent of age
specific mental changes and deafness, her grievances and accusations became increasingly
absurd and uninhibited. She eventually became negativistic and inaccessible and death was
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probably hastened by her refusal to take food. Because of the almost terminal occurrence of
seizures, the case is included among those developing cerebro-vascular signs but theirconnection
with the psychosis is doubtful. It was only during the last 9 months of life, at the age of 79,
that deterioration of habits occurred, but this coincided with marked physical decline. The
brain appeared normal but was hardened uncut.

The following case showed markedly asocial personality traits, and was socially isolated.
Some improvement occurred in hospital.

> C@si@ 2. Unmarried woman, aged 75. Admitted to Graylingwell Hospital 26.7.52. C.P.

In-patient. Certificate stated that she was hallucinated, complained that the neighbours were
dropping bombs outside her door and filling the house with deadly smoke. Rambling and dis
connected in conversation. According to the police, patient was constantly writing letters (all
nonsensical), accusing the neighbours, alleging the house had been broken into and things
stolen. Also inventing malicious gossip. There was evidence that paranoid delusions had been
present for 21 years. Mentalstateâ€”Garrulous, circumstantial. Schizophrenic thought disorder.
Inclined to tears. Talked of persecution by landlord and neighbours, describing gunpowder
explosions, rappings on door at night and pollution ofthe drains. Correctly orientated, memory

)â€˜ fair. Physicallyâ€”Thin, kyphotic. Heart enlarged, B.P. 200/110. Psychological testingâ€”(15.9.52).

Vocabulary 106, matrices 90, memory 104; no deterioration. Courseâ€”Patient believed she was
the victim of persecution instigated by her landlord, who wanted to get rid of her so that
he could sell the house. 1951, abdominal aneurysm diagnosed. Osteo-arthritis R. hip. 1953,
hypochondriacal with many aches and pains, paranoid delusions remaining. Mood placid and
cheerful, and behaviour sociable. Engaged in occupational therapy, helping in ward. Can
carry on rational conversation. 1954, obese, B.P. 180/105. Considered to be â€œ¿�fitfor discharge
when suitable accommodation can be foundâ€•.Reliable worker. Vision with glasses, R.V. 6/12,
L.V. 6/9. Early R. cataract. Fundi normal except for arteriosclerosis. 1955, complaining of

@â€˜¿� pain in hips, knees, abdomen. Barium meal showed functioning gastro-enterostomy without

obstruction but with small hiatus hernia. Hypochondriasis now the only psychiatric abnorm
ality. Patient later developed signs of avitaminosis, with dysphagia. Subsequently she did not
change mentally but required treatment for hypochromic anaemia, cardiac failure and for a
leaking abdominal aneurysm.

Family Historyâ€”(Informants, niece and sister-in-law). F. d. 52, tuberculosis. M. ci. 52,
heart failure. Patient 6/6 siblings. All dead at the time of admission. One S. odd and religious.

Past Historyâ€”Normal childhood. Village school till 14. Bright. Domestic service, including
housekeeping all her life. Sexâ€”â€•letdown once, never worried againâ€•. Lived for 25 years in
formeremployer'shouse.Physicalhealthâ€”Hypertensivewithenlargedheart,and generalized
osteo-arthritis. Hysterectomy. Gastro-enterostomy and several laparotomies 1939.Personality
â€”¿�â€œTheodd one outâ€•.Trouble-maker and bad mixer. No friends or interests, and did not get
on with family. Self-centred. Good at her work, clean and tidy.

Commentâ€”ThiscasebelongstoGroup2,owingtotheobviousconnectionbetweenthe
content of her delusions and her position as an isolated, single woman, living alone. It is clear
that personality traits contributed to her isolation, and it is likely that constitutional factors
interacted with environmental ones to bring about the paranoid illness. It is of interest that
her mental state improved very considerably during her stay in hospital, where she became
quitewell-integrated.The parts,ifany,playedby avitaminosisand physicalillnessareof
minor importance, and the courses of the mental and physical conditions ran independently.
At the most, avitaminosis amounted to one extrinsic factor.

In Case 3, affective symptoms were very prominent and there was an excellent initial
response to E.C.T., so that schizophrenic features that in retrospect were obvious, tended to be
brushed aside.

CASE 3. Married woman, aged 61. Admitted to Graylingwell 1.12.54â€”3.2.55. Eighteen
months ago, when daughter married and left home, patient began to think there was jealous
talk among the neighbours, that two people had a house to themselves. Became afraid of being
turned out of house. Three months ago, had a fall and was confined to house for 3 weeks, and
because of this was unable to help with daughter's baby, although previously had done so. Six
weeks ago, sat up in bed listening to voices, could hear neighbours talking about her through
wall. Became frightened of electricity, thought neighbours could kill her with a ray. On 3 weeks'
holiday was symptom-free, but on return symptoms immediately recurred. Admitted after a few
daysofacuteterror.Mentalstateâ€”Talkhesitantbutcoherent.Mood veryapprehensive,also
depressedbutapparentlynotdeeplyso.Describedpersecutionbyneighboursbymeansofaray
which followed her from room to room, played on her when she sat on W.C. and gave her a
â€œ¿�redglowâ€•.Neighbours could see into her room and knew what she ate. Voices told her she had
not fed her husband properly. Physicallyâ€”B.P. 220/110. Wt. 7 St. Asthenic build. Course
Recovered after 6 E.C.T. Memory of events was vague, and these were described as â€œ¿�allsillyâ€•.
A diagnosisofâ€œ¿�depressionwithparanoidfeaturesâ€•wasentertained.

FamilyHistoryâ€”(Informant,husband).F.d.49.Farm worker.M.,no information.
Patient3/3sibs.Brotherandsisteraliveandwell.Four youngerhalf-sibs.No historyof family
illness known.
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Past Historyâ€”Childhoodunhappy. Mother left home because father was cohabiting
with another woman whom he later married. This woman said to have been brutal to the 3
children,andpatientwasplacedunderinstitutionalcarebythe N.S.P.C.C.at the ageof 8.Her
two sibs were sent elsewhere. From the age of 14, she worked in domestic service and in
factories.Married aged 25. Happy but sexuallyfrigid. Husband 6 years younger.Wanted
children but finally had to adopt a childâ€”nowaged 23. Physicalhealthâ€”Hypertensive.
Menopause about 50, following period of menorrhagia, and curettage. Personalityâ€”Even
tempered, but highly-strung and worrying. Good-natured and kind. Poor mixer, very reserved,
no outsideinterests.Someobsessionaltraits.A littlesuspicious.Methodist.Homeâ€”Livingin
Council house, husband on night-shift. Previous Mental illnessâ€”Some years ago, had a
period with much nervous dyspepsia. 3 years ago, became very nervous and suffered from
indigestion and anorexia at a time when daughter was being courted by a married man.

Follow upâ€”Re-admitted14.2.55â€”28.6.55(V.P.). Two weeks' recurrence of auditory
hallucinations,the voicesof neighbourssayingshe ought to be â€œ¿�lockedupâ€•,that she ill
treated husband and stole money. No insight. Depressed and agitated with poor appetite.
Physicallyâ€”B.P.240/140. Wt. 6 st. 8 lb. Improved greatly, in all respects, after 6 E.C.T.
Urinary infection treated. Relapsed after 3 weeks. Found to be anaemic (Hb 70 per cent.)
and to have occult blood in stools. Improved on iron but developed ideas of unworthiness,
that other patients said she smelled. Improved,withlimited insight,after 8 E.C.T. and discharged.

Re-admitted 27.9.55â€”18.1.56 (V.P.). Few months' elapse with similar ideas of persecution
by neighbours who were threatening to shoot her. Correctly orientated, agitated and depressed.
No insight at all. Wt. 6 St. 3 lb. B.P. 210/120. After 7 E.C.T. improved but had no insight into
persecution. After few weeks was again hallucinated at night. After 4 further E.C.T. remained
â€œ¿�wellâ€•.

Re-admitted 8.3.56â€”14.3.56. On this occasion, presented herself voluntarily for â€œ¿�legal
adviceâ€•on account of persecution by neighbours. B.P. 220/140. Heard voices saying she was
madandalsothat sisterwasmad; that husbandwasthe â€œ¿�fatherof theiradoptedchildâ€•.Voices
followedher everywhereday and night. Sleepdisturbedbut appetiteexcellent.No insight
whatever,refusedtreatmentand dischargedherself.Laterhistoryunknown.

Commentâ€”Thispatient showed marked depressive features at the onset of the illness,
and recovered after E.C.T., apparently with insight. The later course is, however marked by,
the prominence of hallucinations and persecutory delusions, and by a decreasing response to
E.C.T.Inretrospectitisclearthatevenatthefirstadmissionschizophrenicsymptomswere
evident, although these had tended to be overlooked or explained away after the initial re
covery. As regards aetiology, this is a case in which none of the usual factors, such as isolation,
deafness,gross personalitydeviationsnor hereditycan be clearlydemonstrated.However,
there was probably some contribution by several of these factors. The family history is in
completely known. Early childhood experiences were very adverse, and the personality anxious
and restricted. The illness developed during a period of strain when the existence of a housing
shortage may have given rise to gossip and jealousy among the neighbours, and when the
husbandwasawayatnightandthedaughterhadlefthome.Inaddition,therewasa deteriora
tion in physical health. But such a severe, chronic, paranoid-hallucinatory psychosis can hardly
be supposed to have arisen without some predisposition, and a hint of this may be seen in
the asthenic bodily habitus and narrow, reserved and somewhat suspicious personality of this
patient.

CASE4. Married woman, aged 65. Admitted to Graylingwell Hospital 23.10.54. In-patient.
(C.P.). The certificate stated that patient complained of 3 spirits following her everywhere. One,
that of her sister, was determined to murder her. Refused to go home as she was in fear of her
life. Engaged spirits in conversation and called them by name. According to husband, had not
been to bed for 2 nights because of constant conversation with spirits. Duration, 3 days.
Mental state-As above. Constantly hallucinated by voices of spirits of dead relativesthreaten
ing her instant end. Replied to voices during interview. Physicallyâ€”Pyknic, obese (11 St.
3 lb.). B.P. 180/95. Old fracture L. wrist with deformity. Deaf, difficult to make contact with.

Family Historyâ€”(Informants, daughter and husband). No information about parents.
Patient 4/4 sibs, only survivor. One S. ci. 2 years ago. Sibs â€œ¿�quarrelledwhenever they metâ€•.In
particular, patient had quarrelled with her eldest sister.

Past Historyâ€”Childhood spent in happy surroundings. Probationer in fever hospital.
Married Captain in Hussars. Widowed 18 years ago. Two children, son killed 1939, daughter
married. Remarried July, 1953. Personalityâ€”Gay, cheerful, lively, talkative, dressed well and
liked going out. Competent housewife and cook. No communal activities, or real friends.

Healthâ€”Deaf since childhood.

Course and follow upâ€”After 9 ECT was still deluded and hallucinated. 1955, wt. 8 st.
11 lb. Constantly hallucinated. Frequently tried to abscond. Deafness interfered greatly with
contact. Believed husband had had her illegally detained so that he could meet other woman.
Visited at night by ghosts who talked to her. Solitary but clean in habits and occupied herself
usefully. 1956, still hallUcinated and kept awake by yells and screams. Believed medical staff
could watch her through the ceiling. 1957, fatuously smiling, hallucinated, almost totally
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deaf. Wt. 10 St. Largactil 50 mg. t.d.s. 1959, still frequently hallucinated and expressing a
variety of persecutory delusions.

Commentâ€”Therewas an abrupt onset with auditory hallucinations in a woman who had
been deaf since childhood. No premonitory symptoms were described and the patient is
certainly likely to have been in normal health at the time of her remarriage 15 months previ
ously. Yet despite the acute onset and prompt treatment the illness ran a chronic course, with
eventualflatteningof affect, though without gross deterioration.There is no evidenceof
specific predisposition (the family history is incomplete) but the personality was superficial
and egocentric and, perhaps owing partly to the severe deafness, the capacity to form fnendly
relationships was impaired. Earlier disagreements within her family evidently provided the
basis for much of the content of the psychosis. Some weight must also be attached to the
late second marriage, since this presumably changed her mode oflife and posed new problems
of adjustment. A paranoid psychosis beginning soon after a marriage contracted very late in
life has been seen occasionally in other cases.

In the following case a florid paraphrenic illness, beginning with depression, developed
after the sudden death of a son.

CASE 5. Widow, aged 65. Admitted at own request to psychiatric hospital in Stockholm,
19.9.32. Well until son's accidental death 1 year previously, when she became very depressed.
At Christmas, 1931, felt something strange in stomach â€œ¿�likeelectricityâ€•, which kept her awake
at night and gave her no peace. Also had trouble with micturition and with giddiness. Said it
was other people who â€œ¿�workedin herâ€•,perhaps some neighbours who did not like her. Later
thought it was chiefly two people who persecuted her. 17.9.32, had a short attack with us
consciousness and blueness of the face, lasting a few minutes. Talked loudly to herself (hallu
cinated?). Mental state-Since summer had felt â€œ¿�persecutedby everybodyâ€•; indoors by two

@ men in next flat, and outside by cars and by people staring at her. Neighbours and passers-by
slandered her, and in some way caused her stomach to be upset. In hospital, a strange method
of counting was employed, which she did not understand. Physicallyâ€”Good general condition.
Courseâ€”Occupied, but did not converse spontaneously. Complained that all sorts of people
stood outside and denounced her; that they lay under her bed and disturbed her at night.
Occasionally was irritable and querulous. Transferred to another mental hospital 8.12.32.
Hospital diagnosis â€œ¿�InsaniaPresenilisâ€•.

FamilyHistoryâ€”F.d.70,alcoholic.M. d.81.Patient3/6siblings.One S.had2 â€œ¿�strokesâ€•.
no psychosis.

Past Historyâ€”Married aged 20 to a bricklayer, alcoholic, died in 1900. 5 children, all
living, except a son who died in January, 1931. After husband's death, patient worked very hard
to keep the home going for the 3 youngest children, the others going to a Children's Home.
Oneson criminalpsychopath,one son alcoholic.One daughtertreatedtwicewithE.C.T.for
manic-depressive psychosis, one daughter very nervous, one daughter admitted to mental
hospital on 11 occasions, diagnosis either psychopathic personality with psychotic episodes,
or schizophrenia. Physical healthâ€”Good. Personalityâ€”Sulky and withdrawn, cold and
resentful, often beat the children.

Follow upâ€”Remainedin hospital until death 13 years later. Throughout auditorily
hallucinated and persecuted. Complained of being forced to watch films of naked men and
women having sexual intercourse; heard vulgar words, was violently raped, etc. Completely
without insight. In 1935, showed rather poor orientation for time and place, but not to a
gross degree. In 1938, showed gross delusions about identities, and a year later said she had
given birth to a child in the night; later still that her bed was full of small children, spoke of a
little boy inside her left arm, and prepared sandwiches for him. Thought disorder prominent,
but at times she was able to reply coherently. Died after sustaining fracture of an arm, aged
nearly 79, cause of death being arteriosclerosis, marasmus and pneumonia. Post-mortem:

j â€œ¿�diffusecerebralatrophyof seniletypewithsmallgyriandbroadsulciâ€•(weightof brain
1,200 gm). No gross local changes found on section. Mild, universal arteriosclerosis.

Comment. The description of the post-mortem appearance of the brain can be accounted
for by the advanced age of this patient, and in the absence of microscopic evidence, cannot
be considered to be definitely indicative of pathological cerebral atrophy. Moreover, the illness
had lasted 14 years at the time of death, and this length of survival is rarely if ever seen in
cases of senile dementia. The illness may be attributed to the impact of the son's sudden death
in a woman of schizoid personality, who was predisposed to mental illness. That some specific
predisposition to mental illness existed is suggested by the fact that two daughters had suffered
from a psychosis, one probably schizophrenia.

The last case shows an insidious onset before the sudden appearance without precipi
tating cause, of a florid persecutory-hallucinated state.

CASE 6. Married woman, aged 60. Admitted at husband's request to psychiatric hospital in
Stockholm,10.10.37.In recentyearsshe had beenquiet and brooding;had at timeslaughed
aloud without explanation. On 2.8.37 became obviously ill, had visual hallucinations and hid
her belongings. On the day before admission, refused to let her husband into the house, and
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when door was broken in by Authorized Officer, tried to strangle him. Found to have a carving
knife in her bed.

Mental state-Deluded that her husband was â€œ¿�strangeâ€•and wanted to injure her; had
hidden her belongings to prevent them being stolen. Thought food smelled of snuff and con
tained worms; that tapwater made blue marks appear on her hands, so that she dared not wash.
People were engaged in directing rays on to her, which she felt in her whole body. She had
heard people running round her cottage and banging on doors. In hospital, heard whisperings
questioning her about friends and relations. Foreign thoughts were put into her head. Her
mood was indifferent, and affect was impaired, and her replies were brief and uninformative.
Physicallyâ€”Leptosomatic build, very thin, marked kyphosis. Course-After some improve
ment, discharged home on trial but soon returned and was eventually transferred, unimproved,
to a Home for Old People (January, 1938). Hospital diagnosis â€œ¿�InsaniaPresenilis (paranoid)â€•.

Family History-F. d. 70, stroke. M. d. 75, said to have been psychotic towards end of her
life. Patient 5/6 siblings.

Past Historyâ€”Marriedtwice (1) aged 30 (2) aged 38. First husband died after 5 years,
said to have been very quiet and withdrawn. Related to patient. 2 children, of whom one died
young. Son was a psychotically disturbed mental defective who was treated in a mental hospital
for over 30 years. Second marriage was unhappy and childless. Personality-Peculiar, cold,
insensitive to others' feelings but over-sensitive herself, uneven in mood; always jealous. Had
some musical talent. Not previously treated. Took son's illness very hard.

Follow up. For 5 years she attended to herself well, was acessible, and well-orientated.
Occupied herself by playing piano. For the last 3 years of life, her physical state was unsatis
factory, although no definite diagnosis was made. Throughout, she was slovenly, unoccupied
and bad tempered, swearing and spitting. There was, however, no evidence of gross dementia
or of focal C.N.S. disease. Death in January 1945, when nearly 69, was attributed to chronic
myocarditis.

Comment. Unfortunately the nature of the mother's illness could not be ascertained, but
thehusband,whowasrelatedto the patient,wasschizoid,and the onlyson psychotic,as well
as mentally subnormal, so that a hereditary predisposition can be strongly suspected. The
personality showed both paranoid and schizoid traits, and the second marriage was unhappy
and unfruitful. Predisposition seems to be the only identifiable factor in this case.
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