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ischaemic attacks and, finally, in 1977, a stroke with a right
@ hemiparesis which disappeared in a month. Three years

later,in 1980,mneyearsafterthediagnosisofpolycythaemia
rubra vera, she had her first depressive episode, with dys
phoria, suicidal ideation, psychomotor retardation, per

@ secutory delusions, loss ofinterest, weight loss, and anergia.
No significant lifeevents preceded its onset. Depression ran
a chronic fluctuating course, with transient periods of
improvement,untilshewas visitedby us,in1991,still

@ depressed and paranoid. She had 9.9 million/mm3 RBCs,
14000/mm3 WBCs and 900000/mm3 platelets. She had
been treated with different antidepressant, antipsychotic
and antianxietydrugs.Duringthelasttwo yearspoly
cythaemia had been treated with busulfan (an alkylating
agent) and pentoxifylline, which did not change the course
ofherdepression.Previously,shehadbeentreatedwith
aspirin.

Although depression is a well known complication
ofstroke,theappearanceofdepressioninourcase
three years later, and its course, point against a cau
sal relationship. Her depression appeared nine years
after the diagnosis of polycythaemia and this points
against a â€˜¿�reactive'depression. Clearly, it is possible
that the association between polycythaemia and psy
chotic depression in our case was casual; however,
depression seems to be a not uncommon compli
cation of polycythaemia rubra vera, according to the

â€˜¿� haematology literature cited by Murray & Hodgson.
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Phobic disorders and benzodiazepines in the elderly
SIR: In his interesting paper Lindesay (Journal,
October 1991, 159, 531â€”541)fails to consider the
possibility that benzodiazepine drugs may have been
the cause of the late-onset phobias in some of his
patients. In 11 of 18 in whom the main fear began
after the age of 65 years, it followed a physical event,
and in five, some other traumatic exposure such as a
mugging, a fall or being trapped in a lift. In all these
situations it is not unusual (although of course
wrong) for benzodiazepine drugs to be given, and not
infrequently they continue to be given subsequently.
Nineteen of Dr Lindesay's cases were taking psycho
tropic medication, most commonly a benzodiaze
pine, but we do not know from his data what the
relationship of taking these drugs was to the onset or
aggravation of the symptoms.

The natural history ofanxiety symptoms following
illnesses or trauma is towards natural resolution and
when this does not happen one must always consider
what may be keeping them going. In some patients,
perhapsbecauseoftheirindividualvulnerability,the
cause is benzodiazepine drugs and if this is the case
thesepatientscan be totallyrelievedoftheirsymp
toms.Thisproblemarisesatallagesandisillustrated
by the following example in an elderly patient.
Case report. A lady of 75 had always been rather phobic of
liftsandoftrainsbutfortwoyearsshehadsufferedfrom
severeanxiety,panic,terrorandmisery.Thisfollowedan
operationonherknee,sincewhenshehadtakenlorazepam
2mg daily. She was so frightened that when travelling in the
car with her husband she felt she wanted to jump out of the
car if he stopped at traffic lights, and a measure of the inten
sityofthisfeelingwasthatherhusbandfixedaspeciallock
onthedoor.Shecouldnotbeleftaloneinthecarwhilehe
wentintoa shoptobuya newspaper.Her tabletswere
stopped over a period of four weeks with suitable expla
nation of what to expect by way of withdrawal symptoms,
and at the end of fiveweeks she said it had been â€œ¿�theworst
fiveweeksofmy lifeâ€•.Ateightweekstherehadbeenafew
spells of feelingnormal and at 12weeks she had been in a lift
althoughsevereinsomniapersisted.At 16weeksshewas
completely well, happy and free of symptoms. She could sit
in the car long enough for her husband to have his hair cut.

This is not a new idea. Ashton (1984) pointed out
that many patients develop phobias for the first time
after a period of regular benzodiazepine use and that
these symptoms disappear when the drug is with
drawn. Her paper gives references to a similar view
expressed previously by Lader, Tyrer and others. The
above example is one among many such patients, of
all ages,and although it is not always easyto wean
patients from their tablets it can usually be done
with appropriate support and explanation and these
patients become some of the most grateful a
psychiatrist can have.

ASHTON, H.(1984) Benzodiazepine withdrawal: an unfinished story.
British MedicalJournal.288,1135â€”1140.
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NMS complicated by diazepam
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SIR: Neuroleptic agents are used extensively in psy
chogeriatric practice, including the management of
behavioural problems in Alzheimer's disease. Serby
(1986) reported NMS in a patient with Alzheimer's
disease. Finucane et al (1984) reported NMS in an
81-year-old man, induced by haloperidol. This corn
rnumcation pertains to a 67-year-old gentleman who
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developed NMS and further complications due to
the usage ofdiazepam in the early stages of NMS.
Casereport. This 67-year-old man was admitted to a general
hospital formanagement ofNMS. Hecarried a diagnosis of
chronic schizophrenia as well as glaucoma and non-insulin
dependent diabetes.

The patient had originally presented to a local general
hospital with agitation and rambling speech, and the
emergency services transferred him to the catchment area
psychiatrichospitalwherehereceivedtwodosesofhaloper
idol2.5mg i.m.foraggressivebehaviourinadditionto
alprazolam0.25mgt.i.d.and trifluoperazine10mg p.o.
q.h.s.Becauseofan increasingCPK (3205lU/C),fever
(38WC)andconfusionwithin48hours,hewastransferredto
thelocalgeneralhospitalduetosuspicionofNMS. The
patientwasinvestigatedforpossiblecardiaccauseofhis
elevatedCPK andthetestswerenegative.Thepatientwas
thenplacedondiazepam10mgi.m.q.4.h.p.r.n.andchlor
diazepoxide 25 mg p.o. i.m. q.4.h. p.r.n. for control of
agitation. He received diazepam 5â€”10mg i.m. on six
occasions within a time frame of 24â€”72hours as well as
chlordiazepoxide25mg i.m.ononeoccasion.Thepatient
received this for very agitated behaviour, trying to remove
shackles, restlessness, yelling, and at times expressing
paranoid ideas. He would respond by getting drowsy,
sleepingforlongperiodsandwakingwithfurtheragitation.
He gradually became comatose and was transferred to a
teachinghospitalformanagementofsuspectedNMS.

On arrival, the patient had a blood pressure of 100/10,
respiratory rate of 30 and heart rate of 100. Examination of
theheadandneckrevealedneckstiffnessandincreasedtone
in the extremities. Pupils were slightly reactive and fundi
weredifficulttoassess.Gag was intact.Examinationof
thechest,cardiovascularsystemsandabdomenrevealedno
abnormalities. Spontaneous movements of both arms were
present.
The patientunderwentcomprehensivetestsincluding

CT oftheheadandlumbarpuncturewhichwerebothnega
tive. A drug screenwas positivefor benzodiazepines,and
EEG findings were consistent with diazepam-induced
encephalopathy. The patient was managed conservatively
withemphasison hydration.The patient'slevelofcon
sciousness gradually improved over a period of ten days;
he was thenreferredtothepsychogeriatricservicefor
follow-up care.

Therapy in NMS is largely supportive. This con
sists of stopping the offending agent, correcting fluid
and electrolyteimbalances,monitoringvitalsigns,

â€œ¿�TheHypnotlsed Lobsterâ€•

Tim following appeared in Punch, December 19th,
1891:

[Mr. Ernest Hart said, in a recent lecture, that
snakes,frogs,and lobsterscouldbe hypnotisedlike
human beings.]

fluid intake and urinary output, and reducing the
core body temperature.

The use of benzodiazepine in NMS has been advo
cated based on their efficacy in a small number of
patients (Fricchione et al, 1983; Lew et al, 1983).
However, it should be remembered that they bind
tightly to plasma proteins and are highly lipophilic.
This means that they are hard to remove from the
body, especially in the elderly. Benzodiazepines like
oxazepam and lorazepam have no active metab
olites, and the elimination half lives of these com
pounds isintheshorttointermediaterange(5â€”20
hours),but fordiazeparnitis20â€”100hours.The
metabolism of diazepam is therefore more affected
by the presence of liver disease, the extremes of age,
or drug interactions. If benzodiazepines are used in
the management of NMS, the longer half-life drugs,
e.g. diazepam, should probably be given once a day
only.Shorterhalflifedrugs,e.g.lorazepam,oxaze
pam,couldprobablybegivenindivideddosestwoto
three times a day. These dosage regimens are even
more important while treating the elderly.
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Journal,November1991,159,645.â€œ¿�A.C.Almaturaâ€•,
listed as additionally involved in the preparation of
the paper, should read â€œ¿�A.C. Altamuraâ€•.

â€˜¿�TisthevoiceofthelobsterIhearhim complain,
That hypnotic suggestion is on me again;
I was mesmerisedonce,and behold,sincethat

time,
I have yielded myself to suggestions of crime;
I have compassed the death of an innocent â€œ¿�dab,â€•
And attempted to poison an elderly crab.

4
A HUNDRED YEARS AGO
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