Late paraphrenia revisited
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There are no specific diagnostic codings
within ICD-10 or DSM-IV for patients
who develop a non-organic and non-affective
psychosis with onset in late life. This would
be fine if a satisfactory alternative diagnosis
had been included for the psychoses formerly
known as late paraphrenia and late-onset
schizophrenia. Dissatisfaction with these
diagnoses prior to the publication of ICD-
10 and DSM-IV reflected long-standing
uncertainty about their relationship with
schizophrenia, delusional disorders, organic
and atypical affective psychoses. While such
uncertainty has not been dispelled, classifica-
tion of the majority of these patients within
paranoid schizophrenia may not be valid,
ignores apparent specific risk factors asso-
ciated with the condition, presumes a course
and treatment response that is not substan-
tiated by data, and by removing all coding for
late age at onset will make such patients
difficult to identify for future study. Revi-
sions of ICD and DSM should attempt to
address these issues and we suggest re-
introduction of coding for late age at onset.

HISTORICAL BACKGROUND

Study of late-onset schizophrenia began
with Manfred Bleuler (1943) who examined
symptomatology and outcome in 126 pa-
tients with illness onset after the age of 40
years and concluded that such cases had
much in common with those that had a
more typical early onset. Roth & Morrisey
(1952) resurrected Kraepelin’s term for a
psychosis characterised by hallucinations
and delusions without deterioration or dis-
turbance of affective response. They chose
the term “late paraphrenia” to describe
these patients who they believed had schizo-
phrenia but with an onset delayed until after
the age of 55 or 60. Late paraphrenia was
never meant to be anything more than a
descriptive term, to distinguish the illness
from chronic schizophrenia seen in mental
institutions at that time and to emphasise

clinical similarities with the condition de-
scribed by Kraepelin. Syndromic coherence
was suggested by widely replicated risk
factors; female preponderance (Kay & Roth,
1961; Herbert & Jacobson, 1967; Howard
et al, 1994), abnormal premorbid person-
ality and social isolation (Kay & Roth,
1961; Post, 1966; Kay et al, 1976), and
deafness (Kay & Roth, 1961; Herbert &
Jacobson, 1967; Cooper et al, 1974; Coop-
er, 1976; Cooper & Curry, 1976), the term
was readily adopted by European old age
psychiatrists and was included in ICD-9
(World Health Organization, 1978). In the
United States, inclusion within DSM-III-R
(American Psychiatric Association, 1987) of
a separate category of late-onset schizophre-
nia for cases with onset after age 44 seems
largely to have been a reaction to the
unsatisfactory and arbitrary upper age limit
for onset that had hitherto prevailed for a
diagnosis of schizophrenia (Rabins et al,
1984). Clinical similarities between cases of
late-onset and early-onset schizophrenia so
defined were considered to be more striking
than any differences by influential North
American workers (Pearlson et al, 1989).
European psychiatrists have argued that
differences in phenomenology (Howard et
al, 1993) and aetiological factors (Castle &
Howard, 1992; Howard et al, 1997) may
indicate a distinct or a group of distinct late-
onset disorders.

CURRENT DIAGNOSTIC
OPTIONS WITHIN ICD-10

Around 65% of patients with late-onset
non-affective non-organic psychoses en-
countered by old-age psychiatrists will
satisfy ICD-10 criteria for the diagnosis of
paranoid schizophrenia (F20.0) (Quintal et
al, 1991; Howard et al, 1994). Within the
guidelines accompanying ICD-10, we are
told that this diagnosis includes paraphrenic
schizophrenia and applies to cases charac-
terised by prominent hallucinations and
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delusions, and in whom disturbances of
affect, volition and speech and catatonic
symptoms are inconspicuous. Almost all
cases that do not meet the criteria for
paranoid schizophrenia are accommodated
within persistent delusional disorders (F22),
and the guidelines suggest that delusional
disorder (F22.0) “includes paraphrenia
(late)”. Distinction between cases of the
illness previously known as late paraphre-
nia, which should now be labelled paranoid
schizophrenia or delusional disorder, is
heavily dependent upon the presence or
absence of clear and persistent auditory
hallucinations. Somewhat confusingly, this
distinction is blurred by the guidelines for
delusional disorder which state that “occa-
sional or transitory auditory hallucinations,
particularly in elderly patients, do not rule
out this diagnosis provided they are not
typically schizophrenic and form only a
small part of the overall clinical picture”.
The diagnostic category “other persistent
delusional disorders™ (F22.8) is intended to
include what are termed “involutional para-
noid states” and represents a catch-all for
illnesses in which delusions are accompanied
by persistent hallucinatory voices or by
schizophrenic symptoms considered insuffi-
cient to meet criteria for schizophrenia. The
absence of formal thought disorder and
relative lack of negative symptoms are not
addressed.

For those psychoses in which the syn-
drome can be attributable to an indepen-
dently diagnosable cerebral or systemic
disease, the ICD-10 diagnosis of organic
delusional (schizophrenia-like) disorder
(F06.2) is appropriate. The guidelines advise
that the diagnosis should not be made if the
presumed evidence of organic causation is
non-specific or limited to findings such as
large ventricles or soft neurological signs.

DIAGNOSIS WITHIN DSM-IV

There is no late-onset category for schizo-
phrenia within DSM-IV, but consideration
is given to cases that may begin late in life
(after the age of 45). Such cases are said to
be essentially similar to earlier-onset cases
except for a higher ratio of women together
with better occupational and marital his-
tories. The clinical presentation is said to be
more likely to include paranoid delusions
and hallucinations and is less likely to
include disorganised and negative symp-
toms. Specific mention is made of those
cases with the “oldest age at onset” (over
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60), in whom sensory deficits are acknowl-
edged to be more common than in the
elderly general population. Most cases pre-
viously coded under late-onset schizophre-
nia in DSM-III-R are now accommodated
within “‘schizophrenia paranoid type”
(295.30). Patients recognisable as cases of
late paraphrenia will also find a home
within the alternative diagnosis of delu-
sional disorder (297.1). An onset in middle
or late life is specifically mentioned in the
diagnostic guidelines, together with a note
that tactile and olfactory hallucinations
related to the delusional theme may be
present. As for ICD-10, auditory and visual
hallucinations may be present, but should
not be prominent, for the diagnosis to be
made.

DO ICD-10 ANDDSM-IV MEET
THE NEEDS OF OLD AGE
PSYCHIATRISTS?

Most practising old age psychiatrists will be
familiar with a group of patients who
present to their services with onset of a
non-affective non-organic psychosis after
the age of 60 and who, in terms of
phenomenology and associated factors, es-
sentially have late paraphrenia as described
by Kay & Roth (1961). The clinical
impression of such workers remains that
these patients have more in common with
others with late paraphrenia than they have
with younger-onset subjects with schizo-
phrenia, but that the richness of core
schizophrenic symptomatology and halluci-
natory experiences suffered by this group
does not justify their inclusion within delu-
sional disorder. In the absence, therefore, of
an acceptable diagnostic category within
ICD-10, most European old age psychia-
trists have continued to use the diagnosis
late paraphrenia but have been unable to
code this appropriately.

WHAT WILL BE THE EFFECT OF
ICD-10 ANDDSM-IV FOR
RESEARCHERS

For those of us who study late-life psy-
choses, the removal of late age-at-onset
coding has caused concern partly because,
compared with younger-onset schizophre-
nia, so little attention has ever been focused
on these patients, but more importantly
because it will in future be very difficult to
identify cases for research studies (Quintal
et al, 1991).
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A FUTURE FORLATE-ONSET
SCHIZOPHRENIA-LIKE
DISORDERS

While the return of the term late paraphre-
nia would no doubt prove popular with
some, it would also be controversial and
would prolong the ambiguity surrounding
these disorders and their relationship with
schizophrenia. The suggestion that late age-
at-onset should be coded is less controversial
and would go some way towards stimulat-
ing future study of these disorders. Indeed,
research into late-onset schizophrenia-like
illnesses may offer clues concerning the
aetiology of early adult life onset schizo-
phrenia (Rabins, 1995). The question re-
mains how to label and code for these
disorders in a simple and practical way that
reflects our limited understanding of the
nosological status of these patients but
which will prove sufficiently useful for
clinicians so that they are happy to abandon
late paraphrenia. A further question re-
mains; at what age should onset of schizo-
phrenia be considered to be late? We would
propose that the term late-onset schizophre-
nia be re-introduced to describe patients
who fulfil diagnostic criteria for schizophre-
nia but have an illness onset after the age of
44 years. The choice of 44 years is an
arbitrary one, but would at least be con-
sistent with previous definitions of late-
onset for schizophrenia. The incidence of
schizophrenia, after declining from a peak in
early adult life, rises again in the seventh and
eighth decades, particularly in women (Cas-
tle & Murray, 1994; Van Os et al, 1995),
which (together with some of the evidence
reviewed above) does suggest that a differ-
ent set of aetiological factors have come into
play in this extreme late-onset group. Thus,
while cases of schizophrenia with a first
onset after the age of 44 (but before 60)
years probably really do represent delayed
expression of more usual, early adult life
onset illness, those which begin after the age
of 60 years are more likely to be phenoco-
pies of ‘true’ schizophrenia, whose aetiology
owes much to neurodegenerative factors
such as sensory and subtle cognitive deficits.
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We believe that there is a good case for a
further codeable category for cases with
onset after the age of 60 years which should
be termed late life onset schizophrenia-like
psychoses. Separate codes for onset between
45 and 59, and after 60 years should be
provided. Since currently the fifth coding
digit in DSM-IV is unused, this could easily
be used to code for age at onset. For
example, a case of paranoid schizophrenia
with illness onset at age 30 years would be
coded 295.30, with onset at 50 years (late-
onset schizophrenia) 295.31, and at 70 years
(late life onset schizophrenia-like psychosis)
295.32. Although beyond the remit of this
editorial, there is also a strong case for an
age at onset code to be made available for
affective disorders, since these illnesses span
the whole of life, are aetiologically hetero-
geneous and onset age appears to contribute
to such heterogeneity.
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