appendix 4

Clinical Cases

Clinical case 1.

26 years old patient. Early development is quite normal. From 13 began to exhibit strange behaviour: grimaced, shouted separate words, laughed abnormally, at home hopped monotonously in one place, inclined his body forward in a strange way, went barefooted, sometimes sidling, hiding his face. While eating uttered strange sounds and spat; movements were jerky; suddenly jumped up and told his mother he had to run. Sometimes refused to eat for periods, was aggressive toward his mother, did not take food from her. Periodically listening to something, smiling, and answering something. Admitted to a psychiatric hospital. Features of clowning, affectation, and grimacing, and sometimes of impulsiveness can characterize behaviour. He can’t lie in the bed for hours, is untidy, masturbates in front of the staff, grimacing, stack out his tongue, laughing inadequately, singing loudly, gesticulating, time-to-time suddenly jumps from his bed, rushes to the window, and then lies down again.
Clinical case 2. 

34 years old patient. Father suffers from schizophrenia. Growth and development normal, was quite sociable and lively. Started school at seven, and studied well. Strangeness was first manifested at 17. For no apparent reason patient became sluggish, indifferent to his relatives, and completely lost his former interests. Stopped attending school, and did not go out of the house. Could lie in bed for hours with a blanket over his head; sometimes refused to eat. Was rude to his parents.
After a year was hospitalized. Constantly lay in bed, was uncontactable, refused food, and was fed by hand. He tried to strangle himself with a towel. Subsequently kept to his bed for several months and was fed with difficulty by a feeding mixture through a tube. Sometimes at night ate food left for him on a table by his bed. Was indifferent to his surroundings and was incontinent in bed. Condition improved a bit during treatment. It became possible to feed him by spoon. Got out of bed, carried out individual requests, answered questions in monosyllables, but remained sluggish, inactive, and withdrawn. Sometimes played chess with other patients. His state soon deteriorated again. Patient is not interested in his future, doesn’t ask for discharge from the hospital. He lies in bed most of the time, refuses food periodically; walks barefooted; hardly responds to remarks. He is completely withdrawn from reality. Brightens up a bit only when cigarettes are mentioned.
Clinical case 3. 

21 years old patient. His father suffers from schizophrenia and does not live with his family. His mother is normal. In early childhood our patient grew and developed normally, studied well, read much, and was fond of drawing. He was on good terms with comrades at school but had no close friends; was very attached to his mother, treated her with warmth and affection, and confided his thoughts to her. In the eighth class began to study worse and learnt with difficulty since he could not concentrate, and while reading often caught himself thinking about something different. Periodically many ideas arose in his head at the same time. He told his mother that it was difficult for him to “think an idea out”, that “they disappear somewhere and break off”. Became sluggish and gloomy, got up in the morning with difficulty. Stopped seeing friends; lay down a lot after school, read nothing and did not draw.
After finishing the eighth class refused to study any more. Agreed to go to work only after long urging, but took no interest in his job. Became rude with his mother, got angry when she tried to get him to eat or wash himself, and was sometimes aggressive toward her. Become very lazy, didn’t help mother in homework at all. Soon stopped going out, lay in bed for days on end, facing the wall and not speaking to anyone. He was hospitalized by mother’s initiative.

At admission patient formally enters into contact, answers questions correctly, provides anamnestic information. Sluggish, slow; speech low and monotonous. He does not consider himself ill; convince his mother put him into hospital without reason. Says that he is deciding matters about the laws of the universe at the present time. Marks that he does not need to read anything because he acquired at school all the knowledge necessary. “It is quite enough to think a bit longer”. Speaks about his mother with irritation, and does not want to see her. Does not find it difficult to stay in hospital. Spends much time in bed. Does not occupy himself with anything. Does not mix with the other patients, is indifferent to everything happening in the ward. 
Clinical case 4. 

29 years old patient. Up to the age of 27 developed normally. Worked computer engineer in commercial company. 2 years ago patient “understood” that he had been hypnotized by a certain group of people and that the only escape was to die. He tried to hang himself. Later he almost never left his bed, did not answer questions, sat motionless for a long time staring at one point and listening to something, sometimes whispering something. His mood was low. He always heard “unpleasant conversations” inside his head. He was often unable to understand whom these “voices” belonged to, or whether they were voices or someone's thoughts. Soon he left his job. Went to the doctor “because of his wife”, was observed and admitted to a psychiatric hospital.
On admission: physical state without peculiarities, no pathology of the nervous system apparent. Patient formally enters into contact, answers questions correctly, provides anamnestic information. He does not consider himself ill. Explained that he gradually came to think that none of his psychic activity belonged to him and that he was wholly hypnotized. His thoughts were known to other people, and he could not manage to think as they had already “sound-tracked” them, he had been given other people's thoughts, taken away his own, they were controlling his movements, forcing him to move his arms and turn his head against his will, and creating a good or a bad mood in him by means of hypnosis. So he concludes that the people hypnotizing him are aware that he is an unusual person and that in the near future he will solve the riddles of the universe, penetrate to the heart of all physical laws, reveal the cause of motion, and so on.
Clinical case 5. 

58-year-old woman, has delusional ideas of persecution and poisoning, thinks her neighbors “are getting at me with gas so as to take possession of my flat”. These were first noted when she was 54. She was treated repeatedly in a hospital. After discharge she would be relatively calm at first, then her behaviour would become abnormal, associated with a conviction that her “neighbors were continuing their persecution”. She noticed that “they specially puffed cigarette smoke and other chemicals of some sort into her accommodation, filling it so as to do her harm, to drive her mad, to put her into a hospital”, and then to take over her flat. She did not sleep at night, was excited, shouted through her neighbors door, scolding them, and disturbing their rest, and calling the militia. She was again hospitalized.
Psychic state: consciousness clear; fully oriented; suspicious at the beginning of a talk and does not answer questions at once, then becomes more accessible and talks in detail about the conflicts with neighbors.  Speaks in a low voice, with a martyred air, says that “something strange is going on around me”. She hears “suspicious” rustles in her neighbors flat. “When I open my door the neighbor’s door is suddenly slammed.” She is convinced that somebody comes into her flat when she is out. She noticed that certain  things  disappeared  and  then suddenly reappeared.   Her neighbors poison me with gases and puff tobacco smoke at me; she feels “a strange mixture” in the air, suffocates at night, and feels cold; “there is a draught everywhere”. She is convinced that her neighbors do this specially in order to “drive me out of my wits”, to “drive me to hospital”, and then finally to take over her flat. The background of her mood is lowered. Formal faculties are preserved. She has few contacts with other patients, her behavior is formally correct. Considers herself healthy, has no critical attitude to her condition; continues to experience olfactory hallucinations.
Clinical case 6. 

77-year-old woman, began to lose her memory gradually, from 75, forgetting where she put her things and what she had to do at any moment. She quarreled with her neighbors, and began to collect unnecessary things, bringing “children's toys” from the street and various rubbish from dustbins. She would stand in a shop for pennies. At home she hid everything, made bundles, and put food into a chest of drawers. At times she experienced fear, being afraid that someone would come in. She often went on into other people's flats and assured the tenants that she had come into her own place. At home she would often turn on the gas and forget about it. At times she was very gay and hummed songs.
She was hospitalized in this condition.
Psychic state: on admission consciousness was clear, told her name correctly, but was disoriented in time and place, could not determine her age correctly, did not know what year it was. Said nothing about herself or her near ones. Considered herself healthy and had no complaints. Is complacent, humming to herself, and pleased with her situation. Confabulates, believes she is in the flat of neighbors who have let her separate room, pointing to the consulting room and saying it is hers. Asserts that she roasted a chicken for dinner and is now “waiting for my folk”. Is content with everything, passively submissive, and rather euphoric. Does not busy herself with anything, wandering aimlessly about the ward. Eats without help hut has to be reminded about meals. Memory is much impaired; almost everything she is told is immediately forgotten. No delusions  or hallucinations. Sleeps well.
Clinical case 7. 

63-year-old patient. Psychic state: disoriented in time. She is unable to tell today's date, or the day of the week, correctly, insists that it is now November but on looking out of the window says it is probably March. She cannot name important dates in her life and well-known events. Her memory for current events is also weakened; she does not remember the day she was admitted
to a hospital, whether she has eaten today or not does not know what her doctor is called. She is unable to remember dates she has been told about. She is helpless, walks about the ward with difficulty, and is untidy. Her mood is rather elated. During a talk, she began crying when her   son   and her husband's death were mentioned, but rapidly calmed down and spoke about her “forthcoming
journey to the south with her husband”. Demands to be discharged from the hospital immediately, saying that her husband, Ivan Ivanovich, has already bought the tickets and is coming to the hospital to collect her (in fact, there was no such person among her acquaintances and never has been). Once she so convinced a student on duty in the ward that “this Ivan Ivanovich has already
arrived for me and is waiting near the lift to speak about my discharge”, that the student believed the fabrications and actually went down “for a talk”. Sometimes she asks for the door to be opened for her, saying that her husband is behind it and that she has just spoken to him, though she had been lying in bed up to then. Later the patient was unwilling to talk with students and got irritated
when people asked her about Ivan Ivanovich and did not believe her. When this theme was gone into thoroughly, however, paramnesia was again revealed; she readily told about the details of her life with this man and about her children (Vanya and Vanina) who were allegedly born of this marriage but died in childhood. She believes her husband lives on a neighbouring staircase of the same house and gives the number of his flat (in which quite another family actually lives).
Clinical case 8. 

54-year-old patient, noticed weakening of her memory from 53. She had difficulties at work (she was a typist), missing out letters and making mistakes in the text. Sometimes she went past her bus stop, at home cooked soup in a glass jar, and forgot the sequence for cooking food.
Psychic state: consciousness clear on admission, friendly, complacent, and polite. Gave biographical details correctly but did not remember the dates of well-known events or of her life. Did not consider she ill but made no protest at being in hospital. Lies in bed all the time in the ward dozing; do not associate with the people around her. Responds weakly to reality, is helpless in the dining room, not knowing how or what to eat. Does not look after herself properly, does not comb her hair or wash. Does not remember her family and son. Speech has elements of echolalia; vocabulary poor. A talk with her generally takes the form of questions and laconic replies. When asked by the doctor what was the difference between a doll and a girl, she answered; “A doll blinks when you tilt it, but a girl blinks all the time”.
The patient's condition gradually deteriorated with increasing dementia. She stopped looking after herself almost completely and became slovenly. Often takes others' food and begins to eat it, but having stuffed her mouth does not swallow the food but retains it in her mouth. She is helpless, muddled, and adynamic. A grimace of crying often comes over her face. She does not comprehend the situation, and is indifferent to everything. There are no productive psychotic symptoms.
Clinical case 9. 

42-year-old patient, was a doctor before her illness, which developed insidiously. At home she was unable to cook a meal, at times did not know what to do with meat, where to put a saucepan, and so on; at work she began to make gross mistakes, could not suture a postoperative wound, selecting a rubber band instead of silk, or vice versa. She was transferred temporarily to experimental work, but also proved incapable at it. She reacted angrily to comments, came to work untidy and unkempt, sometimes joked nonsensically and laughed loudly. She became rude, stopped looking after her family, and at times was completely unresponsive to their presence. She was unable to work but was quite perplexed
when she was removed from her post. It became impossible to leave her at home alone: she did not turn off the gas and water; she left the house without locking the door, and often could not find her way home. She was hospitalized.
In hospital her state deteriorated. She did not recognize her relatives and members of the staff, could not look after herself, was languid and inert, and got out of bed only when asked to by the staff. She would walk about the ward unkempt in only a shirt. She wore an expressionless smile on her face all the time and indifferent gaze, gave the same answer to all questions she was asked.
When requested to write something she would endlessly write the same word or phrase. Later she stopped talking altogether. She lay in bed for whole days in an embryonic posture, was slatternly about urinating and defecating, ate with her fingers, choked, and spluttered. Cachexia developed; the patient died of a concurrent infection.
Clinical case 10. 

58-year-old patient, first fell ill at 53 after her aunt was taken to hospital in a grave condition. Melancholia, anxiety, and delusions of self accusation developed (she reproached herself as guilty of her 75-year-old aunt's illness). She stopped sleeping, going out, and doing anything about the house. She felt that “everything had finished”.
Psychic state: on admission consciousness was clear and she was oriented, but inhibited. Her speech and movements were slow and voice low, but she answered correctly. Her facial expression was stupefied; she complained of melancholia and anxiety, accusing herself of her aunt's illness. She said: “everything inside me has hardened to stone”, “I cannot even cry.” In hospital she is inactive and apathetic, lying in bed for a long time. She gets up with great difficulty, is helpless, and washes with difficulty. She does not associate with the other patients, complains constantly to her doctor about retention of urine and stools, and that she sleeps badly. She considers herself hopelessly ill.
Clinical case 11. 

56-year-old woman patient, expresses delusional ideas, says that doctors made her immortal by means of insulin, and that she will never die but will suffer terrible torment; she will certainly sink but will not drown, will starve and be covered with scabs, will be on fire and will not burn. She believes that all her
organs have turned over, that her intestine is “back to front”. She is persuaded that she has no bowel movements whatever and does not urinate, that she does not feel sleepy, and eats without appetite, like “grass”. She has the idea that the patients are in the ward especially for her, and that they are not ill. She often asks people around her about their health, since she is convinced that
there is famine and that all people must die. 
Her physical and neurological state has no peculiarities.

Clinical case 12. 

69-year-old pensioner, began to notice pronounced fatigability and irritability at 66. Her condition deteriorated later. She was often troubled by headache, began to forget current events, and often could not find needed things that she had just put away somewhere. She was hospitalized.
Psychic state: by the time of examination consciousness was clear. The patient was oriented and readily made contact, was extremely garrulous, was inclined to go into details and be circumstantial. She talked in detail about herself and her work had a high opinion of her capabilities and praised herself. It was often very difficult to distract her from recurrent reminiscences about herself. She was rather euphoric and complacent, but exhaustible; by the end of the conversation her answers became rather confused; she repeated the question several times and reiterated what she had said earlier. She complained of heightened fatigability and irritability and a sharp deterioration of her memory
for the current events over the past year: “I forget everything.” In the hospital she even forgets where her ward is, and sometimes cannot think immediately where the dining room or the toilet is. She is unable to watch TV because she gets very tired and forgets everything quickly. She is rather suspicious.

Clinical case 13. 

The patient was a single white female, 38 years old. Though an unwanted child, she had a normal early development, was very affectionate and obedient, and mixed well with her contemporaries. With advancing age the patient appeared to grow progressively more schizoid in personality, but never enough to interfere with her functioning. After completing high school, she obtained a position with a dentist, and several years later was discharged, because her employer felt that she had lost interest in her work, had become listless. Her arms hung down at her sides and she slouched along as she walked. After that, the patient found employment in a hospital and began to complain of abdominal pain. Appendectomy was performed, but her complaints continued, including new ones about marked weakness and lack of strength, but there was no real depression. Later, constipation and a 'foggy feeling' began to trouble her. She was much irritated by her mother and sister, because they did not understand, her and regarded her complaints as caused by laziness. She also complained that her heart hurt her. On admission to the hospital, the patient appeared cooperative but somewhat self-absorbed. Whenever she had to talk with people in the course of social contacts, she showed fear and shame, and marked feelings of inferiority. Later the patient complained that her subconscious mind played tricks on her, that she had a feeling as if a voice were telling her to go to sleep. Finally, this last complaint crystallized into frank ideas of reference and persecution and auditory hallucinations.

Clinical case 14. 

Patient aged 21. Heredity is not aggravated with mental diseases. His father died in a car accident when the patient was 2 y.o. His mother is a teacher. She is strict and demanding by nature. Trough his childhood she often scolded him, checked up his home-work and behaviour. He tried to do everything well to please her. He grew up a shy boy and was afraid to answer the teacher's questions at the blackboard. After school he graduated from an institute with an honours diploma. Worked as a programmer at a plant. Won his colleagues' respect; was shy to speak in public. For considerable achievements in his work he was appointed the head of a department. Started to spend longer hours at work, checking and rechecking his staff-members' work. His sleep became worse. Was unable to fall asleep for a long time thinking of problems that might happen at work. Two months ago he was stuck in the elevator; got frightened; everything went dark before his eyes; he seemed to be short of breath. Felt like dying. His heartbeat quickened; he broke out in a sweat. After the accident he was afraid to use the elevator, to be alone at home. After a while he stopped going by metro and then by other means of transport.
Psychic status: the patient looks depressed. His face is sad; the shoulders sagged. Gives straight answers to questions. Complains of the fear of closed space. Asks for help.
Clinical case 15. 

Patient aged 40; works as a tool-maker at a plant. From his case history he is known to overindulge in alcohol. He can abstain from drinking for approximately 2 months, then starts drinking from morning till night up to 2 litres of alcohol a day and continues to do so until he runs short of money and it is time to resume his work. After a brawl he got his leg fractured and was hospitalized with a complicated fracture. At first everything went on smoothly, and then the patient started to complain of insomnia. On the third day of his stay in hospital he woke his neighbours in the ward. He was excited saying he was catching mice but they were running away; got angry that the people did not see any.
Psychic status: the patient gives his name correctly but believes that at the moment he stays at his parents' place in a village, that it is summer-time. Complains of a great number of mice in the place around. Surprised that nobody sees them. When a doctor gives him a blank sheet of paper saying it is a letter from his wife, the patient starts reading non-existent lines.

Clinical case 16. 

A 25-year-old divorced woman with no personal or family history of psychiatric treatment entered a psychiatric hospital only after coercion by her employer, who had discovered that she was the author of several vaguely threatening but clearly psychotic anonymous notes to her coworkers. She was articulate, and she appeared to be "normal" except for her allusions to "months of torment," which she blamed on a neighbor. In the first days of hospitalization, she stated that her treating physician looked like the neighbor; she then decided that he was indeed her persecutor, and another psychiatrist was asked to assume care of the patient. Insisting that there was nothing wrong with her, the patient refused to take any medication.
The patient was the third of 4 children of a family, wherein family members were intruding on and intensely involved with each other's business, often making decisions "for your own good" and denying the existence of any conflict. The patient described her increasing loneliness over the 4 years since her divorce and her frustration over becoming more and more dependent on her family. Nine months before admission to the hospital, the patient was appropriately approached by a male neighbor, who invited her out for a social drink. Within 24 hours, the patient was immersed in a world in which planes were dive-bombing her house, other people could read her mind, she was being physically subjected to pains from unseen radiation sources, and the actions of other people all seemed to fit into a pattern which she could not understand but which clearly was directed at her. For over 8 months, the patient continued to exist in this world and to work as a secretary. Her paranoid fears, however, led her to write threatening notes. The notes were discovered by her employer, and she was hospitalized.
Although the patient acknowledged that she was able to talk and relate openly to the therapist, she felt that she remained safe only because she was in the hospital. The patient had also revealed during the course of therapy that she had a handgun at home. She said that her torment was so severe that she had no choice but to attempt to end either her own life or that of the other physician, whom she now identified as her persecutor.
Clinical case 17. 

A 21-year-old college student telephoned her physician and, later the same day, appeared (with her mother) at his office with the complaint that she had awakened from sleep 2 days earlier with total numbness and paralysis in both legs. She said she had no idea what was the matter but that she was incapable of caring for herself and had summoned her mother from another state to come and take care of her.
The patient had a history of good physical and mental health except for an episode of bilateral hip pain at age 14 that had resolved spontaneously. For the past 2 years she had shared an apartment with her boyfriend, but after a prolonged series of arguments he had moved out on the day preceding the onset of her symptoms.
On examination, the patient appeared slightly tense but in no acute distress. She stated that she knew she should seek medical help for the paralysis, but her main worry was how she was going to "support" herself without her boyfriend's contributions to the household expenses. She was completely unable to move either leg, and there was total anesthesia and lack of response to painful stimuli (pinprick) in both legs up to the inguinal ligament bilaterally, where sensation abruptly resumed. All deep tendon reflexes and both plantar reflexes were normal, as was the rest of the physical examination.
Clinical case 18. 

A 21-year-old divorced independent trucker was referred for pretrial psychiatric evaluation after being charged with interstate transportation of stolen property. He had a history of repeated criminal offenses, prison terms, and psychiatric disturbance during childhood and adolescence. He had been apprehended 4 weeks earlier when a random road inspection revealed stolen automobile parts hidden among cartons of groceries.
The patient had been working for a national grocery chain, which had hired him after he was felt to have successfully completed a vocational rehabilitation program in which he participated while on probation from a prior offense. He had managed to persuade his employers of his intention to "go straight" despite his history of erratic and impulsive behavior in other work situations.
About 8 months before his latest arrest, the patient had suddenly abandoned his wife when he learned from an acquaintance that she sometimes flirted with customers at the sandwich shop where she worked.
The patient was the second in a family of 4 boys. His alcoholic father was episodically violent toward him when drunk, and his mother was absent long hours while she worked to support the family.
During childhood, the patient had been evaluated and briefly treated in a community mental health center after he had been caught setting fire to an abandoned warehouse. During adolescence, he had received counseling from a school psychologist because of a consistent pattern of antisocial behavior, including car theft, joyriding, drunk driving, driving with a suspended license, truancy, and stealing money from his mother. While he was growing up, he had no close friendships, although he was a peripheral member of a hot-rod gang. Though sexually active from a young age and proud of his sexual prowess, he was mistrustful of women and became easily bored with the same partner.
In the interview, the patient appeared nonchalant and composed, with an apparent equanimity that was incongruent with the seriousness of his situation. He made eye contact with the interviewer but appeared to be looking through the interviewer rather than at him. There was an unspoken but clearly communicated disregard for the interviewer's authority. There were no major disturbances in thought, perception, or mood, with the exception of a lack of remorse or anxiety when he was confronted with his lifelong pattern of destructive behavior and the seriousness of the charges presently lodged against him.
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