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ABSTRACT

Neurotic disorders are commonly encountered in psychiatric outpatient clinics. Treatment of the commoner conditions like the anxiety
states, depressive, obsessive-compulsive, hypochondriaeal and phobic neuroses will be described. This includes general supportive
measures, pharmacological, cognitive, behavioural and psychodynamic approaches.

Keywords: Neuroses, cognitive-behavioural, psycho-dynamic, pharmacological, trearment.

INTRODUCTION

Neurotic conditions form a large percentage of psychiairic out-
patient attendances. The more commonly encountered are the
anxiety states, depressive, obsessive-compulsive, hypochondria-
cal and phobic neuroses. Knowledge about their treatment is
all the more important in view of their better prognosis when
compared with those of the psychotic illnesses. Treatment of
the above mentioned disorders will be described.

GENERAL SUPPORTIVE MEASURES

Patients experience a lessening of distress when allowed to
ventilate their problems to a sympathetic and concerned doc-
tor, who despite the shortage of time must appear calm and
unhurried. Having arrived at the diagnosis, the doctor should
explain to the patient, briefly and simply, what he is suffering
from, the treatment options available and reassure him that he
is not suffering from insanity.

PRECIPITATING/PERPETUATING STRESS FACTORS
Specific stressers should be looked out for and steps taken to
shift or eradicate them. If this is not possible then the patient
should be helped to cope with the sitvation as best as he can.
Should there be a need for further advice/counselling on so-
cial, financial or marital problems, a referral to a social worker
would be indicated.

ANXIETY STATES
Pharmacological and psycholegical therapies are of relevance
in the treatment of the anxiety states.

A. Pharmacological treatment

1. Benzodiazepines
The benzodiazepines have established themselves as the most
widely prescribed medication for anxiety'”. In the case of panic
disorders, various benzodiazepine compounds eg Lorazepam
(Ativan), Bromazepam (Lexotan) and Clobazam (Frisium) have
shown efficacy in blocking panic symptoms as well as amelio-
rating anticipatory anxiety in the absence of a panic attack.
The triazolobenzodiazepine, Alprazolam (Xanax) has been
the most extensively studied compound for weating panic dis-
order. In the Cross National Panic Study®, Alprazolam was
more effective than placebe and had a quicker onset of action
than Imipramine, although the effects of both active drugs
were comparable at the end of 8 weeks.
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Safe when taken in overdoses, the benzodiazepines are
known to give rise to tolerance and withdrawal symptoms com-
prising anxiety, tremors, muscle tension, perceptual distur-
bances, insomnia and sweating upon abrupt discontinuation of
treatment after a sustained prolonged period of ingestion. These
symptoms are more likely with high dosages of the short to
intermediate acting preparations and in severe cases, convul-
sions and death may result, There is, however, no safe period
of treatment before the risk of dependency becomes signifi-
cant®. For these reasons it is wise to prescribe these medica-
tions over a short duration, at the lowest possible dosages to
be taken only when necessary.

A nen-benzodiazepine anxiolytic, Buspirone, is said to have
no potential for producing withdrawal symptoms and may be
useful for those with personality problems or for those with
propensities for developing dependency on drugs.

2. Major Tranguillisers

Small doses of Chlorpromazine (25-50 mg bd) or Thioridazine
{10-30 mg bd) may satisfactorily lower anxiety levels although
not as effectively as in the case of the benzodiazepines. They,
however, do not give rise to dependency problems but extra
pyramidal symptoms eg stiffness, tremors and tardive dyskinesia
may develop even in the presence of low dosages®™.

3. Beta Adrenoceptor blocking drugs

These are of limited efficacy in generalized anxiety as they do
not affect psychological symptoms™, On the other hand, the
somatic symptoms of anxiety eg tremors, sweating and palpi-
tations may be relieved by Propranolod (10-40 mg tds).

4. Antidepressants

Tricyclic antidepressants have potent anti-panic properties des-
pite a delayed onset of action as is the case with the monoamine
oxidase inhibitors. However, in terms of anti-anxiety potency
there is no evidence to suggest that the MAQ inhibitors are
superior to either the benzodiazepines or the tricyclic group®.

B. Psychological treatments

1. Cognitive therapy
Cognitive therapy works on the basis that one’s feelings and
behaviour are related to one’s perceptions, cognitions or inferpre-
tations of an event. Perception of a threat to one’s sense of well-
being will give rise to fearful emotions and may lead to avoidance
of the situation. The therapy is designed to reduce anxiety by
teaching patients how to identify, evaluate, control and modify
their negative danger related thoughts and associated behaviours™,
Techniques used in the trcatment of panic attacks are de-
scribed elsewhere.

2. Relaxation Training
Anxiety produces tensed, aching muscles. Relaxation techniques
serve as an adjunct to the other therapies described and pro-



mote a sense of mastery over the symptoms of anxiety, thereby
increasing self-confidence.

Controlled breathing can be useful during panic attacks
and in restoring normal breathing to hyperventilatory episodes.

For some, the practice of yoga, meditation, tai-chi,
biofeedback and being hypnotized appear to be successful in
inducing relaxation. Unfortunately, there have been very few
methoedologically sound controlled studies demonstrating the
efficacy of some of these practices™.

OBSESSIVE COMPULSIVE NEUROSIS (OCN)
The treatment of this fascinating condition involves behav-
ioural andfor pharmacologic approaches.

A. Behaviour Therapy

The principle of the behavioural approach in OCN is that of
“exposure with response prevention™®, It is postulated that
patients perform rituals to lessen the anxiety arising from their
obsessional thoughts. By repeatedly confronting feared situa-
tions (eg touching “contaminated” objects, and refraining from
handwashing) anxiety levels gradually diminish (“habituate™)
and with it the urge to handwash.

The treatment of obsessional ruminations in the absence of
rituals using the “thought stopping” method described by Stern®
has met with little success®*®. Another technique, **satiation”,
requiring the patient to repeat aloud, write down or repeatedly
play a tape recording of his obsessional thoughts, has been
tried but its usefulness requires further evaluation.

B. Drug Treatment

Of the many varieties of drugs used in the treatment of
obsessional illness, the serotonin reuptake inhibitors have pro-
duced the most favourable responses. Clomipramine, the most
extensively swdied compound, has been shown to be more
effective than placebo in 12 controlled double blind trials''".
The efficacy of other serotonin reuptake inhibitors eg
Fluvoxamine!'*'® and Fluoxetine'*'¥ were also demonstrated.
Dosages should be increased to the maximum the patient is
able 10 tolerate. Should the patient still fail to respend, other
medications eg Lithium Carbonate, L-tryptophan, Pimozide can
be used to augment the effect of the anti-obsessional drug.

C. Treatment failures
Neon-responders to behaviour therapy were due to noncompli-
ance with the behavioural programme!*®, severe depression,
overvalued ideas and delusions”” and those suffering from
personality disorderst®!®,

D. Psychosurgery

Stereo-tactic lesions severing connections between the frontal
cortex and the limbic areas have resulted in improvements to
obsessions and compulsions. These procedures should be car-
ried cut when the disorder is severe when all other treatments
have failed.

HYPOCHONDRIASIS
Hypochondriasis may be primary or secondary. If secondary,
it is usually a symptom of a depressive illness.

Principles of treatment

The primary condition is difficult to ameliorate and is likely to
run a protracted course. Supportive psychotherapy is the main-
stay of treatment, as usually drugs or electroconvulsive therapy
(ECT) are of little effect. Having ascertained that physical
investigations are normal, the doctor should avoid further dis-
cussions of the symptoms, choosing instead to focus on emo-
tional issues and any other problems that the patient may be
experiencing. The doctor should also refrain from giving re-
peated reassurances as this will enly reinforce reassurance seek-
ing behaviour and in the long run be anti-therapeutic.
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Recently, cognitive behavioural techniques have been pro-
posed® but further studies are required to confirm their efficacy.

When the condition arises secondary to a depressive ill-
ness, treatment of the depression should cause the hypochon-
driacal symptoms te abate.

NEUROTIC DEPRESSION

This condition often occurs in response 1o an unpleasant life
event and differs from the sadness we experience in relation to
adverse circumstances in terms of intensity and duration.

A. Psychological treatment
Psychological treatments are of importance in the management
of these conditions.

1. Supportive psychotherapy
The components of this approach as described earlier are fur-
ther elucidated by Bloch®.

2. Cognitive therapy

Patients whose depression is based upon negative concepts of
themselves, their current situation and the future would benefit
most from cognitive therapy. Negative automatic thoughts and
their dysfunctional assumptions are explored and challenged
and the patient is encouraged to think of raticnal realistic re-
sponses®. Further details are described elsewhere,

Studies assessing post-treatment outcome show cognitive
therapy to be at least as effective in reducing depression as
tricyclic medication®® and more effective in preventing re-
lapse than anti-depressant drags®®,

3. Analytic Psychotherapy

The aim of analytic psychotherapy is to effect a change in the
personality structure of the patient by him first gaining insight
into himself and his inner world. In the process of therapy, as
painful issues are discussed there will be an initial exacerba-
tion of symptoms but in the teng term, symptom relief is ex-
pected to occur as patients “work through” unresolved con-
flicts and repressed feelings are allowed to surface.

B. Drug treatment

Tricyclic antidepressants are more effective in the presence of
biological symptoms such as loss of appetite and insomnia and
may be of less value in neurotic depression. The mere sedative
anti-depressants eg Dothiepin and Amitriptyline are useful for
anxiously depressed patients. Those with liitle or no sedative
potential, with negligible cardictoxic or anti-cholinergic
properties eg Fluvoxamine would be more suitable for the
elderly, or in patients with cardiovascular problems, or for
those unable 10 tolerate the side effects present in the older
compounds.

The Mono Amine Oxidase Inhibitors {MAOI)} have been
shown to be as effective as the tricyclic group in the treatment
of neurotic depression. Recently, a reversible MAOI
Moclobemide has been introduced with claims that it does not
produce adverse drug reactions and avoidance of foods with
tyramine content is no longer necessary.

C. Electroconvulsive Therapy (ECT)

ECT is less effective in neuretic depression but may be neces-
sary if the patient is suicidal, not responding to psychological
treatment or unable to tolerate side effects of medication.

PHOBIAS

A. Behaviour Therapy

The treatment of choice is progressive exposure to the feared
object. If this is not readily accessible eg fear of thunder-
storms, i1 is possible 1o desensitize the patient by imaginal
exposure. Spouses or family members may be invaluable as
cotherapists in aiding or encouraging patients to practise their
exposure programine.



B. Drug Treatment

Phenclzine and Imipramine have been found to exhibit antiphobic
properties but these effects disappear after the medications are
stopped. Buspirone and Fluoxetine were both effective in social
phobias but the beta blocker, Atenolel, had negligible antiphobic
action®®®_ Despite this, some have demonstrated the success of
Propranolol in performance anxiety with such activities as play-
ing stringed instruments and pistol shooting!®®,

CONCLUSION

Treatment of neurotic conditions mainly involve pharmaco-
logical, cognitive, behavioural as well as psychoanalyiic
psychotherapies. Despite the efficacy of some of these meth-
ods, supportive measures cannot be over-emphasized as the
compliance to and success of treatment will hinge upon a warm
doctor-patient relationship.

Where medications are concerned, some have a delay in
onset of therapeutic response, may give rise to adverse drug
interactions and complications in over dosages may occur,
whereas others may cause dependency problems. The psycho-
logical treatments require more therapist time and the acquiring
of specialised skills but the long-term outcome may supercede
that achieved by drug treatment alone.

Given the claims by both behavioural and pharmacologic
camps, al present there are no reliable predictors of which patient
would benefit most from which method of treatment for OCNO?,
While Marks et al®” have argued that Clomipramine is effective
only when the obsessional illness is complicated by a depressed
mood, this perspective is not held by more recent researchers®#»
who found that Clomipramine exerted its effect even in obsessional
patienis who were not depressed. My view is that many phobic
and obsessive-compulsive disorders can be successfully treated
by using a cognitive behavioural approach with the minimum of
medication. Anxiety states, unless very mild, would benefit from
the use of medication combined with the anxiety management
techniques from the cognitive behavioural school.

There is much scope for the general practitioner, working
in liaison with the psychiatric service to provide care and fol-
tow-up of patients with neurotic illnesses whose conditions
have stabilized.

Which treatment to offer will ultimately depend upon the
expertise available, the inclination of the doctors concerned,
time factor, and careful patient selection. On the other hand
the treatment must also suit the patient’s needs.

ACKNOWLEDGEMENT
The author is grateful to Mdm J Stewart for typing the manu-
scripl.

637

REFERENCES

I.

22,

=3

23.

w

24,

25.

w

26,

27.

28.

k-3

29.

Silverstone: T, Tumer P, Drug Treatment in Psychiatry. London: Routledge and Kegan
Paul, 1982,

Cross Naticnal Collaborative Panic Study, Sccond phase investigators: Drug treatment of
panic disorder. Br J Psych 1992; 160: 191-202.

Hallstrom C. Benzodiazepines: clinical praciice and ¢entral mechanisms. In: Granville-
Grossman K. ed. Recent advances in Chinical Psychiatry No. 3. Edinburgh: Churchill
Livingstone. 1985: 143-60.

Tyrer P. Anxiety states. ln: Granville-Grossman K. ed. Recent advances in Clinical
Psychisry No. 3. Edinburgh: Churchill Livingsione. 1979: 161-84,

Tyrez P, Lader MH: Physiological response 1o propranclol and diazepam in chronic
anxjery. Br J Clin Pharm 1974; 1: 387-90.

Gelder M, Gath D, Mayon R. Oxford textbook of Psychiatry. Oxford: Oxford University
Press. 1983: 150-85,

Beck AT, Emery G, Greenberg R. Anxicty disorders and phobias: a cognitive perspec-
tive. Basic Books. 1985,

Marks k. Cure and Care of Neurosis. Chichester, Joim Wiley. 198]: 66-101.
Stern RS. Behavioural techniques. London: Academic Press. 1978: 25-37.

. Stern RS, Lipsedge MA, Marks IM: Thought-stopping of neutral and obsessional thoughes:

4 controlled trial. Behaviour Research and Therapy 1973; 11: 639-62,

. Rapoport JL: The neurobiology of obsessive-compulsive disorder. JAMA 1988 260:

2888-90.

. Perse T, Griest JH, Jefferson JW ¢t al: Fluvoxamine treatment for obsessive-compulsive

disorder. Am J Psychiatry 1987; 144: £543-8.

. Goodman WK, Price LH, Rasmussen $A et al: Efficacy of fluvoxamine v obsessive-

compulsive disorder: a double-blind comparison with placebo. Arch Gen Psychiatry
1989; 46:36-44.

Tumer SM, Jacob RG, Beidel DC et al: Fluoxetine treatment of obsessive-compulsive
disorder. } Clin Psychopharmacol 1985; 5: 201-12,

. Jenike MA, Buitol PHL, Baer L et al: Fluoxetine in obsessive-compulsive disorder: a

positive open trial. Am I Psychiatry 1989; 146: 90911 »

<
Marks IM: Review of behavioural psychotherapy: obsessive-compulsive disorder. Am J
Psychiatry 1981; 138: 584-92.

. Griesi JH: Treatment of obsessive-compulsive disorder: Psychotherapies, drugs and other

somatic reatment. J Clin Psychiatzy 1990 (Suppl); 51(8): 44-50.

. Jenike MA, Baey L, Minichiello WE et ai: Concomitant obsessive-compulsive disorder

and schizotypal personality disorder. Am J Psychiatry 1986; 143: 530-3.
Lim L: Difficulties encountered in the treatment of an cbsessive-compulsive disorder
complicated by personality problems. Bull Assoc Behav Clinicians 1989; 5: $-13,

Warwick HMC, Salkovskis PM. Hypochondriasis. In: Scott ), Williams JMG, Beck AT,
eds. Cognirive Therapy: a clinical casebook. London: Routledge. 1989: 78-102.

. Bloch 8. Supportive Psychotherapy. In: Bloch 8. ed. An introduction to the

Psychotherapies. Oxford: Oxford University Press. 1979 196-220.

Beck AT, Rush AJ, Shaw BF, Emery G. Cognitive therapy of depression. New York:
Guildford Press, 1979

Blackburn M, Bishop 8, Glen AIM, Whalley L), Christie JE: The efficacy of cognifive
therapy on depression: a treatment trial using cognitive therapy and pharmacciherapy,
each alone and in combination. Br J Psych £981; 139: 181-9.

Kovacs M, Rush Al, Beck AT, Hollon SD: Dlepressed outpatients treated with cognitive
therapy and pharmacotherapy: a one year follow-up. Arch Gen Psychiatry 1981; 135:
525-33.

Gorman M, Licbowilz MR, Fyer AJ el al: Treatment of sociat phobia with atenolol. 1
Ctin Psychopharm 1985; 5: 298-301.

Liebowitz MR, Schneier FR, Hollandes E 1 al: Treatment of social phobia with drugs
other than benzodiazepines. J Clin Psychiatry 1991 (Suppl), 52 {11): §0-5.

Marks IM, Stem RS, Mawson D, Cobb ), McDonaid R: Clomipramine and exposure for
obsessive-compulsive rituals. Br J Psychiatry 1980; 136: [-25.

Mavissakalian M, Tumer SM, Michelson L e1 al: Tricyclic anti-depressants in obses-
sive-compulsive disorder: antiobsessional or anti-depressant agents, Am J Psychiatry
1985 142: 572-6.

Zohar J, Insel TR: Obsessive-Compulsive disorder: Psychobiolegical approaches to diag-
nosis, treatinent and pathophysiclogy. Bicl Psychiatry 1987; 22: 667-87.



