Anxiety In Hysteria; An Egyptian Clinical Stody
By M.H* Fawzi, ),-M. El Maghraby and O.H. Shaheen.

ABSTRACT

Conversion sympioms are mdniomﬂv thought to profect
or defend the sufferer from anxiety. ﬂmver,hthhm
which was carried out in Zagwig, the - of Shaskieysh
Governorate, Egypt, 50 potients with hysterical negrosis
were subjected to a detafled clinical stady and asséssed by
the ‘anxiety and Depression Scale’ ( n and Rakhkawy,
1970) before and one year after @
symptoms, and results showed that pa
anxiety, which was significantly more
would develop a sustuined rather

The suggesiion to classily this of patients with
hysterical mourosis inte two types, ° and ‘episodic’,
derives a support from. - the statistical which de-

monstrates a sigaificant difference
group ok a mpmiber of dno.nnhk\nd other variables.

The Jevel of anziety and inadjustment in gemeral, as
assessed by the ‘Anxiety and Depression Scale’ was not
improved by sttempls to remove the  hysterical symptoms.
This suggests that such management of hysteria seems not
to “cure the disease” as advocated by other workers but to
uncover the patient’s anxiety.

INTRODUCTION

As pointed out by Lader and Marks (1971) generations of psychia-
trists since Freud have been taught that “even in its most severe symp-
toms no admixture of anxiety is found with the conversion hysteria”
This teaching has been associated with the idea that conversion symptoms
represent the conversion of “psychic energy” associated with unacoeptable
anger into somatic symptoms, thus preventing the person from expe-
riencing undesirable effects and their attendant anxiety. Conversion
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symptoms are thus thought to protect or defend the sufferer from feeling
intense anxiety. This concept, however, has been criticised and an expe-
rimeqtg_} Ngygdgnccﬂ h§§ been produced by Lader and Sartorius (1968) to
suggelt At tOnVérsion Hyswiria can be avdcrtmbnied” by | Feendieating
anxiety and its physiological concomitants.

s G S "

Clinical presentations, however, can be influenced by cultural factors
(Tan, 1969; Kiev, 1972; Fawzi; 1918) asé-some evidence suggests that
anxiety ftates may be commoner in certain cultural groups than in others
(Tan, 19&9$§?§uwant, r969)” “I'!iestudfy ‘whtielt' ¥ -reported- here, therefore,
attemptsrimﬁdboni wheiber: admixture. of anxiety is found with hysteria
in patietits’ ¥ ‘an Fgyptian sembreral cultere.

500, -patients;iwho aiended the Peychiatric Qut-Patients Clinic, Za-
gazig Uiivétsity” Hospitals; Sharkeysh Governorate, Bgypt, in the year
1978, wete ewmaminod conjointly by thres psgchxatrlsts, and diagnosed
according #othe Fypitws- Pheignostic Mames] of Pwychiatric Disorders —
“DMP-kJ’nggygh;atrlc AMﬁon, 1975). The first 50 patients
with the diegmosis: of *Kym Bbuﬁosisi wexc salected for a more
detailed c“lmfcal study ‘anid were assessed by the “anxiety and Depression
Scale’ (Shabwen and Rakhawy, 1970). These patients were then treated
using mainly suggestive techmiques, which vatied eccording to the case,
to remd,\;r‘e.the‘ﬁ;stgric:‘ﬁl‘ symptoms. . No _deeper interventions were at-
tempted but general supportive measﬁres and short courses of anxiolytic
drugs were given. Patients were seen again one year latar and: renssessed
by the same instrument.

RESYLTS

li_snmws‘wm;the%»mnonest disgnostic category. The most frequent
neasosis was Aysterical nearrosis. However, ‘ankiety peurosis came just
next in frequeney, but othen menroses were nmch less frequendy diagnosed

(Table 1. -
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The selected sample (N=50) was described using é nhmber df ﬁri-.
meters, each of which divided the sample into two geoups. The mean
age of the sample was 19.6 (S.Bv=7.5). The mean age for males was 22
(8 P:=9.5), and that for females was 17.6 (8.D.=4.4). |

16 of the fomades (599 of the fomalesy were house-wives. The rest
of the females were mostly students. However, 10 males (3% of- the
rhalesy were mmmaal workers, and four (17% of males) were students.
Other occupetions were less represented.

At the time of the sudy, 32 patieats (64% of the sample) were
resident i urben aress. Those who had changed their residency, tended
to shift from the raval 1o the urban areas. However, most of the patients
(43 patients; 86%) had never changed their type of resideacy.

Clinical' Fictere :

Most of the patients (41 patients; 82%) had poly —, rather than
mono-symptomatic presentations.

Symptoms included various forms of motor disturbances and varieties
of sensory disorders, as well as many mental symptoms. Steep disorders
were also frequent. (Table 2).

Affective states as judged by the clinicians showed that the higher
proportion of patients were anxious and depressed.

The course and outcome of hysterical symptoms were variable, but
fell intc two groups, the “episodic hysteria™ group (19 patients; 38%)
and the “sustained hysteria” group 31 patlents 62%). “Episodic
hysteria” referred to a bout of hysterical symptoms which recovered in
less than one month, while “sustained hysteria” referred to a more
lasting illness in which the same original smptoms or some oﬂler different
hysterical symptoms were found at the follow-up.
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These two groups were found to differ significantly from each othoer
by some demographic and other data.

Thus, while the distribution of male sex showed no statistically signi-
ficant -difference between the two groups, female sex was significantly
more common in the «gustained hysteria’ group (p 0.05). The total
sample studied tended to be of young age. However, all those
above 30 years of age belonged to the ‘sustained hysteria’ group
005 p 0.10). Again, the birth order of the hysterical patients studied
was frequently found to be of the firt or last child category (Table 3)-
Nevertheless, this was a more marked feature in the ‘sustained hysteria’
group (P 0.02). As regard the level of education, there was no statistical
difference between the two groups for education not exceeding the primary
level, but for the level of above primary education, more patients belonged
to sustained hysteria group (p 0.025). As regard marital status, most
of the patients were single. This was a more observable feature of the
sustained hysteria group (p 0025 and as regard residency, a signifi-
cantly higher pumber of patients from the ‘sustained hysteria’ group than
from the ‘episodic hysteria’ group had urban residency (P 0.02).

Visceral symptoms in the sample were frequent, with little
change between initial assessments before treatment and one year later
P 0.05). However, comparihg the initial presentation of the episodic
hysteria group with that of the sustained hysteria group, using the chi-
square test, statistically si ificant differences emerged (Table 3).

Psychosomatic disorders were evident in three cases with sustained
hysteria. One patient was asthmatic, another had peptic ulcer, and the
third was suffering from spastic colon. A patient with episodic hysteria
had been similarly suffering from a spastic colon.

Scoraon‘AnxietymdDepmeionScale’:

Differences of scores on ‘Anxiety and Depression Scale’, between
various subgroups of hysterical patients including rural and urban,
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younger and older, and between male and female patients, failed to.
reach any acceptable level of statistical significance. '

However, when patients were classified into two groups according
to the course and outcome, and a comparison was made between the.
initial assessment of these two groups using the ‘Anxiety and Depression
Scale’, a statistically significant difference appeared with the sustained
hysteria group having higher scores on all the parameters of the scale
(Table 4). Similar results were obtained when these two groups were
compared one year later (Table 5).

DISCUSSION

The results show that hysteria is the most common form of neuroses
in Sharkeyah Governorate. Next to it is anxiety neurosis. These findings
are more or less in keeping with those reported at other Egyptian centres,
in which hysteria however, was not as prominent as in our findings (e.g
Okasha, 1968; Ahmed, 1979) but are markedly contradicting with most
of the Western reports which suggest that hysteria or at least its classical
manifestations are disappearing (e.g. Walshe, 1965; Hollender, 1972;
Lewis, 1974; Stephanis et al, 1976) ahd which suggest that the decline
in the incidence in the West is either because the patient is now treated
before the stress becomes sufficiently severe to provoke a hysterical
reaction or because such a dramatic presentation is no longer necessary
to stimulate the interest and help of relatives and doctors. Increasing
medical sophistication has now made it possible for a patient to receive
the same degrec of attention from a doctor by complaining of anxiety
as he mlght by complaining of a paralysed arm (Reed, 1971). However,
whether it is hysteria that is decreasing or the willingness of clinicians
to diagnose their patients with such a label is not clear. Also, to what
extent the change in the theoretical concepts of diagnosticians has contri-
buted to the decrease in the incidence of hysteria is not answered.,

Hysteria, however, played an early part in the development of the
theories of psychoanalys1s Freud emphasxsed the difference between
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‘anxiety ' hysteria” and ‘conversion hysteria’. In " anxiety hysteria, the
anxiety is free-floating, though the conflicts producing the anxiety may
remain repressed. In conversion hysteria, however, psychic conflict related
to unresolved infantile sexual problems arises in stressful sitwations. The
patient can neither resolve the conflict mor directly express it, or its
associated anxiety, because of its threateming pature. By the mechanism
of conversion, this intoterable anxiety-provoking conflict is changed imto
a physical symptom whieh has some symbolic refationship to- the repressed
material. The conversion dissipates anxiety, thus producing what is named
by Charcot “la belle indifférence” and is said to be typical of hysterics.
The physical symptom, is not believed to provoke distress but rather to
save the patient from experiencing conflict and anxiety. ‘

The results of the present study, however, are not in keepimg With
this traditionally-held view, but they provide a further support to the
more recent imelination to acknowledge a manifest anxiety in couversion
hysteria, and are thus in agreement with the findings of Lader amd
Sartorius (1968) which suggest that conversion hysterics were more anxious
than anxious phobic patients and with correspondingly higher' autono-
mic activity as shown Dby the more spontaneous fluctuations in skin

conductance level and' the less habituation of galvanic skin response.

In the present study, the ‘belle indifférence’ was not an observable
feature. On the other hand, anxious mood was reported in 589 of the
cases, and frequent symptoms included insomnia (62%), irritability and
nervousness (38%), apprehension and fear (44%) and fainting and
dizziness (49%). There were also frequent chest and heart symptoms
(44%), gastrointestinal symptoms (54%) and genitourinary symptoms
(44%). Many of these visceral and autonomic symptoms are typical of
anxiety states.

These features were significantly more frequent, from the start, in
those who were found one year later to continue to have hysterical
symptoms (*sustained hysteria’ group). It may be that in ‘episodic
hysteria®, the employment of the hysterical mechanism could be effective

21§



~enough to deal with the anxiety-producing situation and hence less anxiety
is found in this short lived episode. '

~ However, hysterical mechanism may be dragged on for a long period
of time in ‘sustained hysteria’ but fails to offer the sufficiently effective
_solution. In this case, therefore, the anxiety level is high and the course
of illness is prolonged. (

Thus, it may be said that the detection of a severe anxiety in a case
of hysteria is of a predictive importance. It speaks of an unsurpassable
anxiety-provoking situation which could not be adequately resolved by

BYENTEENS 1)

the hysterical mechanism, and then, both hystena and anx1ety wotﬁdJiSe
sustained, as it was found in the patients with the ‘sustained hysteria’.

The suggestion to classify our series of hysterical patients into two
types, ‘sustained’ and ‘episodic’, derives a further support from the sta-
tistical analysis which demonstrates a significant "difference  between
‘sustained hysteria’ group and ‘episodic hysteria group on a number of
demographic and éther variebles.

The relationship between anxiety features and poor outcome also
emerged i predictive studies of other psychiatric syndromes such as in
affective disorders (Kerr et :dl,, 1972; Paykel et al., 1974). Of all neurotic
puatients, however, Greer and Crawley (1966) found that, hysterfos had the
best prognosis with 41 per cemt recovery rate at discharge and a 42 per
oent secovery rate at a three year follow-up. ‘Our figuses sugpest a mnore
or less recovery rate {38% at the ona-year folbow-up). Nevertheless, a
wery poar progaosis hes been found by Guze and Perley (1963) with their
special definition of bysteria. But a large sumber of the spmptoms which
qualify for this diagnosis of hysteria appesr to be the vary manifesta-
tions of anxiety amd ‘poor progmosis’ is a part of their definition any
way.

_ It is of interest to also note that in the present study, patients with
the poorer outcome (‘sustained hysteria’ group) had scored. significantly
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higher on the ‘Anxiety and Depression Scale’ than thase with.the better
outcome. The scale used is a self-rating instrument that has been found
in other studies to be adequately sensitive to mood change (Fawzi and
Ghali, 1979), and is a useful test for the assessment of inadjustment in
general. However, one year after treatment, essentially directed towards
removal of the presenting symptoms, there were no improvements of
scores. In other words, attempts directed towards removal of hysterical
symptoms seemed, mot to “cure the disease” as advocated by Eysenck
and Beech (1971), but to uncover the patient’s anxiety, or as Freud (1893)
put is “you must not imagine that very much has been gained by this
(symptomatic cure) for the therapeutics of hysteria”.
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TABLE 1

Newroses

DMP-1

Disgnosis N %
Code No. (249) (100)
10.0 Anxiety neurosis 69 287
10.1 Hysterical neurosis 79 329
10.10 Conversion type 42 17.5
10.11  Dissociation type 37 154
102 Phobic neurosis 8 k% 3
1.3 Obsessive-compulsive peurosis 8 is
10.4  Depressive neurosis » 1
f0.5  Neurasthenic neurosis 4 16
10.6 Hypochondriasis neurosis 25 10.4
10.7 Reactive and situational neurosis 10 4.1




TABLE 2

Clinical pictare
Symptom £ o
Motor- symptoms . S e
_w.t??knesses, palrzi!ggcs, torticollis and lockjaw . 39 78
—Head-nodding, —sneezing, - tics; tremors- and-fits - o 4D v Bl
%p??ch disturbances 9 14
Cq;ious gaits ) 8 4 1.6
Sensor): -disturbances: X
Aﬂaesthesia k 14 28
I;.aréesthesia 28 56
ﬁ};peresthesia 1 2
Pain % 17 34
Sympitdrhs related to $pecial senses.
]ghlrring of visioz}f 2 4
Blindness - 1 2
éléring of vision:h 2 4
]'j)iéfness i 2 14
Moaii S}’l;li);;nl";- e o U ——
Mentally tired /| Cannot concentrate 20 40
Fainting and dizziness 20 40
Irritability and nervousness 27 54
Apprehension and fear 22 44
Amnesia 8 16
Fugues 5 10
f = absolute frequencies; % = relative frequencies.



TABLE 3

Viscersl symiptonts: in ‘episedic’ and ‘wostelned’ - . -

Episodic . Sustained

hysteria .- Jnysteria Total
f % f % £ %
Chest and heart symptoms g8 8 18 36 22 44 6549  0.02
(breathing difficulty, -
chest pain and palpitations) PV
6 12 1 4 27 s4 4T® 0.05

Gastrointestinal symptoms '
(anorexia, vomiting, colic, ’ '
weight loss, flatulance,

indigestion and .disturbed

bowl habits).
5 10 17 34 22 44 - 388977005

Genitourinary symptoms

(fréquency, dysuria,
K K : ‘F‘ -

retention, dysmenorrhia,

bleeding, irregular .~

bleeding and frigidity ]

impotence®




TABLE 4

Means of Sl msssmment seupes en: ‘hnubely and Dapression
Scale’ of sustained med: eplomiic hysteria groups

Sestained Episode t | X
huysteria hysteria

Anziety 960506
Mean 18.1 15.2 2.131 0.05
S.D. 5.0 kR

Depression scores :
Mean 17.3 14.8 2.267 0.05
S.D. 4.0 32

Introversion scores :
Mean 172 15.1 2.009 0.05
$.D. 37 3.2

Totad: scores :
Mean 54.5 473 2.227 0.05
S.D. 11.5 9.8
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Meamo(scomon‘mietyand

TABLE 5

Depression Scale’ of sustaimed

after weatment.

hysteria hysteria
ANXiety soopes :
17.8 .7 2.381 0.025
SD. 48 3.6
Deprestion scores :
Mean 172 14.6 2.107 0.05
SD. 4.6 33
Introveryisn $COBES :
Moan 16.7 i45 21011 205
SD. 39 32
Total scores:
Mean 52.1 45.6 2.054 0.05
S.D. 112 9.1

SD. = standard deviation.
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ABSTRAIT

L’anxiété dans Phystérie :
une étude clinique égyptienne

Les symptdomes de conversion ont pu protéger et défendre
celui qui souffre de Panxiété. Cependant, dans cette étude qui a été
effectuée 2 Zagazig, la capitale de la governorate de Sharkya en Egypte,
50 malades présentatnt une névrose hystérique ont été sujets 4 une étude
clinique détaillée et examinés par I'échelle de Panxiété et de la depression
(Shaheen et Rakhawy, 1970) avant et aprés le traitement des symptomes
hystériques. Les résultas ont montré que les patients qui auraient déve-
lopé une hystérié prolongée plutdt que épisodique ont éprouvé de
'anxiété d’une fagon significative et prononcée.

La suggestion de classer les séries dé¢ patients ayant ume névrose
hystérique en deux genres “prolongées” et f‘épisodiques” provient du fait
que Panalyse statistique qui a montré d’un# fagon significative une diffé-
rence entre le groupe de I'hystérie prolonéée et Thystérie épisodique sui-
vant un nombre de variables démographiciues et autres.

Le niveau de Panxiété et de l’adaptation en général comme examiné
par Véchelle de Panxiété et de la depression n’a pas ét¢ amélioré par les
essais de dissiper les symptomes hystériques. Le travail d’autres recher-
cheurs suggére quun tel traitement de 1’lﬂystérie apparait ne pas pouvoir

traiter 1a maladie si ce m'est que de re’véﬂer Tanxiété.
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