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The aim of this research was the clinical study of the prodromal period of re-
lapse in schizophrenia, and to show its importance and implications. Subjects for
the study comprised 100 outpatients with DSM-III-R schizophrenia (36 patients
with paranoid schizophrenia and 64 patients with non-parancid schizophrenia)
and their close family informants. Sociodemographic and clinical characteristics
of patients were gathered through a semistuctured interview with the patient and
his /her family member. A questionnaire for prodromal manifestations was ap-
plied by directly interviewing each patient as well as his/her close family infor-
mant. The results showed that 53% of schizophrenic patients recognized pro-
dromes of the last relapse, while 69% of their corresponding family members
recognized these prodromes (P< 0.05). The duration of the prodromal phase in the
total sample was about 25 days. The prodromal symptoms showed a high degree
of intra-individual consistency, but inter-individual variation. The study concludes
that most schizophrenic patients and their family members could become aware of
the prodromal period preceding the full relapse, and the duration of this period
was sufficient enough to allow for therapeutic intervention to prevent the develop-
ment of a full- blown schizophrenic relapse. Psychoeducation of patients and their

families as regards this phase is highly recommended.
(Egypt. J. Psychiat.,1997, 20: 221 - 231).

INTRODUCTION

In medicine, prodromes can be identi-
fied with the early symptoms and signs
that differ from those of the acute clini-
cal phase. The prodromal phase connotes
a time interval between the onset of pro-
dromal symptoms and the onset of char-
acteristic manifestations of the fully de-
veloped illness (Fava et al.,1990).

Appraisal of prodromal symptoms
has been of importance in clinical medi-
cine for many progressive, dangerous,
and treatable diseases in which early de-
tection and timely treatment are crucial
(Fava et al., 1990).

R. Mahfouz, Professor of Psychiatry,
Faculty of Medicine, Minia University.

Safia A. Tohamy, Professor of
Neurology, Faculty of Medicine, Assiut
Umvers:t& .

W. Abd El-Nasser, Lecturer in Psychiatry,
Faculty of Medicine, Assiut University.

H. M. Azab, Lecturer in Psychiatry,

Sohag Faculty of Medicine.

Egypt. 1. Psychiat. 20: 2. July 1997

Research on prodromal symptoms in
psychiatry has been largely anecdotal
and a relatively rare topic of systematic
study. An exception concerns schizo-
phrenia, in which appraisal of prodromal
symptoms appeared to be important for
carly therapeutic intervention to prevent
the development of full blown psychotic
episodes. Although schizophrenia is a
chronic illness with exacerbation and re-
mission there has been surprisingly little
systematic study of early signs of re-
lapse. In contrast, there has been a great
deal of investigation of early warning
signs of dyscontro! of chronic physical
illnesses, such as diabetes mellitus; it
would be unheard of for physicians not
too alert patients and family members
to these early danger signals so that the
development of serious complications
can be prevented.
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Psychiatry may not have addressed
the questions of relapse in schizophre-
nia because in the past, most patients
were housed in custodial institutions
and little attention was paid to fluctua-
tions of the course of the illness. Most
patients now live in the community and
are visible when they relapse, especially
if they become aggressive or disruptive
and require rehospitalization (Fava et
al., 1990).

In Egypt, clinical experience reveals
that the percentage of noncompliance
with treatment (maintenance or prophy-
lactic) among schizophrenic patients is
high. So, awareness of early signs of re-
lapse and prompt psychiatric interven-
tion may be an appropriate alternative,
at least in some patients, to maintenance
and prophylactic treatment.

Aim of the Work:

This research aimed to study the
clinical aspects of the prodromal stage
of relapse in schizophrenic patients
characterized by periods of exacerba-
tion and remission.

The primary objective was to test
the following main and subsidiary hy-
potheses:

Main hypothesis:

Most patients suffering from relaps-
ing schizophrenic disorders as well as
their family members become aware of
the occurrence of prodromes preceding
the full relapse.

Subsidiary hypotheses:

- Close family members become
more aware of the prodromal manifesta-
tions than the patients themselves.

- In most patients, the duration of
prodromal period is sufficient enough to
allow for early psychiatric intervention.

- The prodromal changes are mostly
consistent in each patient (i.e. intrain-
divdual consistency) but they show inter
- individual variability.
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SUBJECTS AND METHOD

The present work is an analytical,
retrospective,  hospital-based  study
which explores the prodromes of relapse
in schizophrenia.

1- Sampling:

The study comprised 100 schizo-
phrenic patients and their close family
members. Patients were referred cases to
Sohag and Assiut Neuropsychiatry Out-
patient Clinics, fulfilling the DSM-III-R
diagnostic criteria (APA, 1987), who
suffered at least 3 relapses of their disor-
der to allow the awareness of the patient
and his family members as regards the
prodromes and the course be built up.

Details of all relapses were regis-
tered, with a maximum of 10 attacks.
However, some patients experienced
more than 10 attacks, in such condition,
only the first 5 attacks and the last 5 at-
tacks were registered. All patients were
in remission.

These patients were classified into
either paranoid {no=36) or non-paranoid
(no=64) subtypes. This is because the
utility of schizophrenic subtypes is most
evident in paranoid type, which is com-
monly characterized by a later and more
acute onset, a higher premorbid occupa-
tion and social achievement and a more
clearly reactive component to the illness
than the other subtypes of schizophrenia.
The prognosis of paranoid subtype is de-
monstrably constant and better in both
the short and long terms (Lipton and
Cancro, 1995). Their age ranged from
20 to 65 years (mean + SD of 38.7+ 9.8
years) 63 were males (63%) and 37 were
females (37%).

The inclusion criteria were: having
at least 3 relapses, in remission, coopera-
tive patient, escorted by at least one
cooperative close family member and
residence within Assiut or Sohag Gov-
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ernorate. The exclusion criteria were:
history of organic brain disease, head in-
jury, or drug or alcohol abuse, and men-
tal retardation.

II- Tools of Assessment:

i- The clinical sheet of psychiatric
interview, history and mental state exam-
ination (Leon et al., 1989).

2- A specially designed sheet (pre-
pared by the first author R.M.) was used
to facilitate data collection from each pa-
tient at the time of recruitment to the
study. This clinical sheet covers items
relevant to the present study and are not
included in the above mentioned sheet.

3- A specially designed questionnaire
Prodromes Questionnaire' (in slang Ara-
bic) (prepared by the first author RM.).
It has two forms: one for patients and the
second for family informants. The Pro-
dromes Questionnaire is intended to sys-
tematically elicit information about dif-
ferent aspects of the prodromal stage.

Prodromal Phase of Relapse in Schizophrenia

4- Assessment of socioeconomic
status, according to the proposed models
of Fahmy and El-Sheribini (1983).

RESULTS

Table (1) shows sociodemographics
of the studied patients. Patients of para-
noid schizophrenia had a significantly
higher mean age (42.6+11.0 years) than
non-paranoid  schizophrenia  patients
(36.5+8.3 years) (p< 0.005). Also, there
is a highly significant difference (p<
0.001) between the two subgroups as re-
gards the occupation. The highest per-
centage of paranoid schizophrenia was
observed among unskilled workers
(33.3%), while the highest percentage of
non-paranoid schizophrenia was ob-
served among housewives (31.3%).

As regards the clinical characteris-
tics, Table (2) shows that paranoid

Table 1
Sociodemographic Characteristics of the Patients
Subgroups
coti Total Sample
Characteristic Paranoid | Non-Paranoid| p.value
(No=100) (No= 36) (No= 64)
Age (years)
Mean + SD 38.749.8 42.6+11.0 | 36.5+8.3 < 0.005
Sex, No. (%)
Males 63 (63) 22 (61.1) | 41 (64.1) NS
Females 37 (37) 14 (38.9) | 23(35.9)
Education, No. (%)
literate 44 (44) 17(47.2) | 27 (42.2)
Educated* 56 (56) 19(52.8) | 37(57.8) NS
Qccupation, No. (%)
No 22(22) 5(13.9) 17 (26.6)
Housewife 30 (30) 10(27.8) | 20(3L.3) P< 0.001
Others** 48 (48) 21 (58.3) | 27(42.1)
Marital Status, No. (%)
Never Married 46 (46) 13(36.1) | 33(51.6)
Married 35 (35) 13 (36.1) | 22(34.4) NS
Others*** 19 (19) 10 (27.8) 9 (14.0)
Socioeconomic, No. (%)
Very low/ low 85(85) 30(83.3) } 55(85.9) NS
Middle / high 15 (15) 6(16.7) 9(14.1)

* Primary, peraparatory, secondary or university education.
** Student; or unskilled, skilled, semiprofessional or Professional job.

**x Separated, divorced, or widow.
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schizophrenia patients have lower mean
duration of disorder (12.848.0 years)
than patients of non-paranoid schizo-
phrenia (13.9+ 8.0 years). They also
have a lower mean number of relapses
than non-paranoid patients (6.9+4.6 and
9.1% 7.6, respectively). The two Differ-
ences are not statistically significant.

On the other hand, paranoid patients
have significantly higher mean age at
onset of the disorder (28.1+ 7.2 years)
than patients of non-paranoid type
(21.244.2 years), (p< 0.001).

and their family members in the total
sample is significant (p<0.05).

Family members of non-paranoid
schizophrenia (73.4%) could recognize
the prodromes better than those of para-
noid patients (61.1%), P< 0.05. The dif-
ference between patients with paranoid
schizophrenia and their family members
was statistically insignificant.

Table (4) shows that, as reported by
the patients, the mean durations of the
prodromal phase in paranoid and non-
paranoid schizophrenia are almost simi

Table 2
Clinical Characteristics of the Patients

Total Sample Sub
(No= 100) ubgroups
Paranoid | Non-Paranoid
Characteristic (No= 36) (No= 64) P-Value
Mean + SD Mean + SD Mean + SD
Age at onset 23.616.3 28.1+7.2 21.214.2 P< 0.001
Duration of illness 13.6+7.9 12.84+8.0 13.9+8.0 NS
Number of relapses 8.64+6.9 6.9+4.6 9.1+7.6 NS

Table (3) shows that more than half
(53%) of the schizophrenia patients
could recognize the prodromes preced-
ing the last relape, and the difference be-
tween paranoid and non-paranoid sub-
types is not significant. On the other
hand, 69% of the family members could
be aware of the prodromal manifesta-
tions. The difference between patients

Table 3

lar (25.1+16.1 and 25.4+15 days). The
same pattern was observed when the
family members where the source of in-
formation. Differences between patients
and family members were statistically
insignificant. Also, it has to be noticed
that the reported durations have wide
ranges.

Table (5) shows that there is a high

Awareness of Prodromes Preceding the last Relapse among
Schizophrenic Patients and their Family Members

Total Sample Subgroups
Awareness of (No= 100) —
Prodromes Paranoid Non-Paranoid P-Value
(No= 36) (No= 64)
No % | No % No %
Patients
No 47 47 17 47.2 {30 46.9
Yes 53 53 19 528 [ 34 53.1 NS
Family Memebers
No 31 31 14 389 {17 26.6
Yes 69 69 22 61.1 47 73.4 NS
P- Value
(Patients vs. Family < 0.05 NS «<0.05
Members)
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intraindividual consistency of the pro-
dromal phases (as regards duration, man-

Prodromal Phase of Relapse in Schizophrenia

tween the most frequently reported
symptom and the least frequent one. The

Table 4 )
Duration of Prodromal Phase of Relapse in Schizophrenia
Total Sample Subgroups
Paranoid |Non-Paranoid | p_vajue
(No= 100) | (No=36) (No= 64)
Patients
Range (days) 9-55 10-55 9-50
Mean + SD 25.3+16.8 25.1+16.1 | 25.4+15.0 NS
Family Members
Range (days) 10-40 10-40 10-40
Mean + SD 24.5+11.9 24.4+11.6 |24.6+£12.0 NS
P-value
(patients vs family NS NS NS
members)

ifestations and sequence), whether re-
garded by patients or families.
Differences between both study sub-
groups and between patients vs. families
were not statistically significant.

The prodromal features preceding the
last relapse as reported by the patients
and their family members were about 35
symptoms, with a very wide range be-

most frequent prodrome in the patients’
list as well as in the family members’
one was insomnia (50% and 59% re-
spectively). Tables (6 and 7) show the
first ten, most frequent prodromal
symptoms and signs as reported by pa-
tients and as reported by their family
members. As a whole, the two lists con-
tain 8 common prodromes.

Tables (8 and 9) show that in gener-

Table §
Intra-Individual Consistency of the Prodromal Phases

of Relapse in Schizophrenia as Reported by the
Patients and their Family Members *

Total Sample Subgroups
Paranoid | Non-Paranoid P-V
No % |No %] No % alue
Patients
consistent 49 925 117 895 32 941
inconsistent 4 75 2 105 2 59 NS
Total 53 100.0 | 19 100.0 34 1000
Family Members
consistent 64 92.8 20 909 44 93.6
imconsistent 5 7.2 2 9.1 3 64 NS
Total 69 100.0 22 47 100.0
P-value (patients vs NS NS NS
family members)

* Consistency, as regards duration, prodromal changes and sequence of
these changes, across the various prodromal periods in the same patient.
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Table 6
Prodromes Preceding the Last Schizophrenic

Relapse as Reported by Patients (no = 100):
he Most Frequent Ten Symptoms

Symptoms Percent*
Insomnia 50
Depressed Mood 42
Anxiety 45
Decreased Appetite 41
Suspiciousness 39
Somatic Symptoms 39
Abnormal Thought 39
Unusual Behaviour 35
Sense of Presence 25
Dream Changes 23

* Percent of patients who reported the symptom.

Table 7
Prodromes Preceding the Last Schizophrenic Relapse as
Reported by Family Members of Schizophrenic Patients
(no= 100): The Most Frequent Ten Symptoms

Symptoms Percent*
Insomnia 59
Unusual Behaviour 58
Decreased Appetite 438
Suspiciousness 41
Anxiety 32
Change in Complexion 30
Easily Provoked 29
Depressed Mood 25
Somatic Symptoms 22
Abnormal Thought 20

* Percent of family members who reported the symptom.

Table 8
Awareness of Prodromes of Relapse in Schizophrenia According
to Number of Relapse as Reported by Patients

Order No . Paranoid Schizophrenia Non - Paraniod Schizophrenia
of of
Relapse Patients No Yes No Yes
N Yo N Yo N Yo N T
First Five Relapses
Ist 100 30 83.3 6 16.7 57 89.1 7 109
2nd 100 23 63.9 13 36.1 50 78.1 14 219
3rd 100 18 50.0 18 50.0 39 590 25 41.0
4th 86 15 48.4 16 51.6 27 49.1 28 509
Sth 65 13 59.1 9 40.9 23 535 20 48.5
Last Five Relapses
6th 59 8 it 57.9 11 27.5 29 72.5
7th 47 6 9 60.0 8 25.0 24 75.0
8th 40 4 36.4 7 63.6 7 24.1 22 75.9
9th 34 4 0 6 60.0 4 16.7 20 83.3
10th 31 4 4 50.0 4 17.4 19 82.6
P-Value (First vs. Last) 0.001 0.001
. P-Value (Paranoid vs. Non-Paranoid) NS
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al, with the increase of the number of re-
lapses there is an increase in the aware-
ness of the prodromal phase on the part
of the patients as well as their family
members. The difference between the
first five relapses and the last ones is
highly significant (p=0.001).

On the other hand, the results of the
study showed that awareness of pro-
dromes preceding the last relapse, either
by the patients or their family members,
had no significant relations to age, sex,
education and socioeconomic status of
the patients.

Also, our results showed that patients
as well as family members most prob-
ably sought help at laymen during the
prodromal stages of the early relapses,
but in the prodromal stages of the last
ones, physicians were exclusively sought
for help. Differences were statistically
significant (p< 0.001).

The results also showed that a sub-
stantial percentage of patients recog-
nized the prodromes without passing

Table 9

Prodromal Phase of Relapse in Schizophrenia

into the full relapse (20% and 23.7% in
paranoid  schizophrenia and non-
paranoid schizophrenia, respectively).
Almost all of those who recognized their
prodromes without passing into the at-
tack received early treatment.

DISCUSSION

The mean age of schizophrenic pa-
tients was 38.7+9.8 years. Patients of
paranoid schizophrenia had a signifi-
cantly higher mean age (42.6+11.0
years) than non-paranoid schizophrenia
patients (36.5+8.3 years), p< 0.005. Ka-
plan et al. (1994) stated that about 90%
of patients in treatment of schizophrenia
are between 15 and 50 years of age and
paranoid schizophrenia patients are usu-
ally older than non-paranoid patients.

As regards gender, 63% were males
and 37% were females. Karno and Nor-
quist (1995) stated that there is a striking
gender difference in schizophrenia.

Awareness of Prodromes of Relapse in Schizophrenia According to
Number of Relapse as Reported by Family Members

Family Members of
Order No. Paranoid Schizophrenia Non - Paraniod Schizophrenia
of of
Relapse Patients No Yes No Yes
N % N %o N % N %
First Five Relapses
st 100 30 833 6 16.7 57 89.1 7 10.9
2 nd 100 23 63.9 13 36.1 50 78.1 14 219
3rd 100 18 500 18 500 44 638 20 372
4th 86 15 48.4 16 516 32 582 23 41.8
5th 65 10 455 12 54.6 23 535 20 64.5
Last Five Relapses
6th 59 8 42.1 11 579 19 475 21 725
7th 47 6 40.0 9 60.0 14 438 18 56.2
8th 40 4 36.4 7 63.6 10 344 19 65.6
9th 34 3 300 7 70.0 7 292 17 70.8
10th 31 2 25.0 6 75.0 5 217 18 78.3
P - Value (First vs. Last) 0.001 0.001
P-Value (Paranoid vs. Non-Paranoid) NS
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Males have a higher prevalence than fe-
males due to the earlier age at onset and
also the poor outcome than females.
However, Lewis (1992) mentioned that
there is equal prevalence of schizophre-
nia in both sexes.

Illiteracy, unemployment, never mar-
ried and very low / low socioeconomic
levels were high in our sample. In spite
of the fact that these features find sup-
port in literature (e.g. Lovanger, 1984;
Kaplan et al., 1994; Reicher, (198), our
sample is not representative because of
the inclusion criterion of at least 3 re-
lapses.

Duration of the whole illness was
13.647.9 years and the paranoid patients
had lower insignificant mean duration of
disorder (12.848.0 years) than patients
of non-paranoid disorder (13.948.0
years).

The mean age at onset of schizophre-
nia was 27.248.7 years and paranoid
schizophrenia patients had significantly
higher mean age at onset than non-
parancid patients (28.1+7.2 and 21.2+
4.2 years), p< 0.001). Lipton and Cancro
(1995) noticed that the mean age of on-
set in schizophrenia is 27.8 years for
males and 31.5 years for females. Ka-
plan et al. (1994) found that paranoid
schizophrenic patients are usually older
than catatonic or disorganized schizo-
phrenic patients when they have their
tirst episode of iliness.

As regards the ability to recognize
prodromes (Table 3), more than half of
the schizophrenia patients (paranoid and
non-paranoid) could recognize the pro-
droma preceding the last relapse. Family
members of non-paranoid schizophrenia
(73.4%) could recognize the prodroma
better than those of paranoid patients
(61.1%). Differences between the aware-
ness of paranoid schizophrenia patients
and their family members were not sta-
tistically significant but was statistically
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significant in case of non-paranoid
schizophrenia patients.

Herz (1985), in his study on 145
schizophrenic patients and 80 relatives,
found that 70% of patients and 92% of
their relatives were quite aware of pro-
dromal symptoms. Heinrichs et al
(1985), in his study on 38 relapsing
schizophrenic patients, found than 24
patients (63%) recognized prodromal
symptoms. Nakagomi et al. (1986) re-
ported prodromal symptoms in 79% of
relapsing schizophrenic patients. Henmi
(1993) studied 61 schizophrenic outpa-
tients in remission, 33 had relapse with-
in the past 20 months were retrospec-
tively examined for  prodromal
symptoms of relapse. Four weeks prior
to the relapse, 63.6% manifested prodro-
mal symptoms. Rakhawy (1994) stated
that 52.5% of his schizophrenic patients
and 44% of their family members were
aware of prodromal changes.

The percentages of the most com-
mon symptoms is relatively small. The
majority of the symptoms are present in
less than 50% of patients. Also, there is
a very wide range between the most fre-
quently reported symptom and the least
frequent one. This may indicate higher
inter-individual variability of the prodro-
mal phases of relapse. Also, the wide
range of the duration of the prodromal
phase as reported in this study may indi-
cate the same, inter-individual variabil-
ity. Insomnia, depressed mood, anxiety,
decreased appetite and suspiciousness
were among the most frequently report-
ed prodromes.

Hopkinson (1965) stated that about
30% of relapsing schizophrenic patients
showed a prodromal phase characterized
by tension and vague feelings of anxiety
and more seldom symptoms such as in-
decision and impaired concentration.

Donlon et al. (1973) reported anxie-
ty, insomnia, difficulty in concentration,
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lowered drive and feeling of excitement
as prodromal symptoms for schizophren-
ic relapse.

Herz (1985) and Kumar et al. (1989)
found the most frequently cited possible
prodromal symptoms in schizophrenic
patients to be consisting of mood chang-
es such as tension, irritability, depres-
sion, anxiety, withdrawal and vegetative
changes such as disturbed sleep and loss
of appetite.

The mean duration of prodromes in
schizophrenic patients was 25.3+16.8
days, with nearly the same results in
both paranoid and non-paranoid patients
(Table 4). The same observed with fami-
ly members. Birchwoord et al. (1989) re-
ported up to 50% subjects studied have
been found to progress through a prodro-
mal period to psychotic breakdown with-
in 4 weeks.

This period can be sufficient enough
for the patients and their families to seek
medical help. This will allow for early
intervention and, probably, abortion of
the tull relapse.

Herz (1985) suggested that the modal
prodromal period is 2 weeks and there is
consistency within individuals from re-
lapse to another in the nature and timing
of early signs. In the present study, al-
most all relapses were consistent,
whether regarded by patients or families,
in the same individual patient (Table 5).
This finding could facilitate psychoedu-
cation of individual patients and their
families about the prodromal phase.
However, considerable inter-individual
variability is found in this respect. This
point should also be considered in psy-
choeducation.

The study also showed that with

progress of the disorder, percentages of

relapses with recognized prodromes by
patients and their family members signif-
icantly increased in all groups (Table 8).

Egypt. J. Psychiat. 20: 2. July 1997
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Nevertheless, the psychiatrist must in-
form the patients and their families
about the prodromal changes and the im-
portance of therapeutic interventions at
that time since the first episode, and not
to wait that they have to know by them-
selves.

Patients, as well as their family
members, most probably sought help at
laymen during the prodromal stages of
the first attacks, but in the prodromal
stages of the last ones, psychiatrists
were exclusively sought. Differences
were statistically significant. In Upper
Egypt ignorance about psychiatric treat-
ment is highly prevalent and supersti-
tions are well believed in. However,
with increasing severity and frequency
of the relapses and the quacks failing to
induce improvement in the patient's con-
dition, the correct altemative (the physi-
cian) is usually sought, who usually
proves success with such patients.

A substantial percentage of patients
recognize the prodromes without pass-
ing into the full attack. Almost all of
those who recognized their prodromes
without passing into full relapse re-
ceived early treatment. So, the early/
abortive treatment is crucial in prevent-
ing the relapse.

Overall, and within the context of
the limitations of the study, the findings
may be taken as evidence supporting the
study main and subsidiary hypotheses.
And, based on these findings, psychoed-
ucation of schizophrenic patients and
their family members as regards the pro-
dromal changes of relapse is highly rec-
ommended. Intraindividual consistency
of these prodromes could facilitate this.
The duration of the prodromal phase is
sufficient to seek help and to has the ap-
propriate management, aiming at abor-
tion of the impending relapse.

229



R. Mahfouz et al.

REFERENCES

American Psychiatric Association (1987):
Diagnostic and Statistical Manual of Men-
tal Disorders, third edition-Revised.
American Psychiatric Association, Wash-
ington DC.

Birchwood M, Smith J, Mac Millan F
(1989): Predicting relapse in schizophre-
nia: The development and implementation
of an early sign monitoring system using
patients and families as observers: A pre-
liminary investigation. Psych Med, 19:
649-56.

Donlon PT, Blacker KH (1975): Clinical
recognition of early schizophrenic decom-
pensation. Dis Nerv Syst, 36: 326-30.

Fahmy SI and and El-Sheribini AF (1983):
Determining simple parameters for social
classification for health research. Buil
High Inst Pubt Hith, X1 (5) : 95- 107.

Fava GA, Grandi S, Canestrari R (1990):
Prodromal symptoms in primary major
drpressive disorder. J Affect Disord. 19:
149-52.

Heinrichs DW, Carpenter WT (1985): Pros-
pective study of prodromal symptoms in
schizophrenic relapse. Am J. psychiat,
142: 341-3.

Henmi Y (1993): Prodromal symptoms of re-
lapse in schizophrenic outpatients. Jpn J
psychiatr Neurol, 47 (4): 757-775.

Herz M(1985): Prodromal symptoms and the
prevension of relapse in schizophrenia.
J Clin Psychiatr, 46: 22-5.

Hopkinson G (1965): Th prodromal phase of
depressive psychosis. Psychiat Neutol
(Basel), 149: 1-6.

230

Kaplan HI, sadok BJ, Grebb JA (1994): Syn-
opsis of Psychiatry. Williams and Wil-
kins, Baltimore, Maryland. 7th ed.

Karmo M, Norqusit G (1995): Schizophrenia
Epidemiology. In Comprehensive. Text-
book of Psychiatry. 6th Ed., Vol
1.Kaplan HI, Sadod, BJ (Eds). Williams
and Wilkins, Baltimore, Philadelphia,
Hong kong, London, Munich, Syndey,
Tokyo

Kumar S, Thara R, Rajkumar S (1989): Cop-
ing with symptoms of relapse in schizo-
phrenia. Eur Arch psychiat Neur Sci, 239:
21-15

Lewis S (1992): Sex and Schizophrenia. Br J
Psychiat, 161 : 445,

Lipton AAS, Cancro R (1995): Schizophre-
nia: Clinical featrues. In: Comprehensive
Textook of psychiatry. 6th Edn., Vol. 1
Kaplan HI Sadock BI(Eds). Williams and
wilins, Baltimor, Philadeophia, Hong
Kong, London, Munich, Dyndey, Tokyo

Lorabgert AW (1984): Sex differences and
symptom onset of first hospitaliztion in
schizophrenia. Arch Gen Psych, 41: 157-
61.

Nakagome K, Somaya T, Anzai N (1986):
Prodromal symptoms and triggering fac-
tors in schizophrenic relapse. Jpn J Psy-
chiatr Treat, 1:535-44 (English Abstract).

Rakhawy MY (1994): Onset of psychotic
disorders {Schizophrenia): Unpublished
MSc. Thesis. Faculty of Medicine, Cairo
University.

Reicher A, Maurer K, Loffler W (1989):
Schizophrenia: A disease of young single

males? Eur Arch Psychiatr Neuro Sci,
239: 210-2.

Egypt. 1. Psychiat. 20: 2. July 1997



Prodromal Phase of Relapse in Schizophrenia

L’épisode avant la relapse de schizophrenie

Cette étude a été conduite dans la but de distinguer Paspect clinigue
de la periode précédé immediatement la relapse de schizophreic et son
importance.

Nous avons fait passer a un échtantiltion de 100 patients ayant le di-
agnostique de schizophrenie selon les critéres du DSM-IIIL-r. et leurs
parents.

Un entretien semistructuré avec les patients et leur parents ainsi
qu’ une évaluation psychométrique de manifestation de cette periode.

Les résultats ont montré que 53% des patients reconnaient bien
cette periode.

69% et des membres de la famille des patients reconnaient la dureé
de cette épisode (a peu prés 25 jour) suffisante et permete
Pintervention therapeutic pour réduire les symptomes du relapse.
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