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mentioned once, but the term dysphoria is never
used.

King et a! have contributed important informa
tion regarding the disturbing incidence of dysphoria
without akathisia in normal subjects given oral
haloperidol 5 mg.
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Drug-induceddysphoria

SIR: In the paper â€œ¿�Antipsychotic drug-induced
dysphoriaâ€• (King et a!, 1995), the authors refer to
our report (Anderson et a!, 1981) on â€œ¿�Prolonged
adverse effects of haloperidol in normal subjectsâ€•.

Prior to our small study there were only two case
reports in the literature regarding normal subjects'
response to haloperidol (Kendler, 1976; Belmaker &
Wald, 1977). These case reports involved a medical
student and a physician who took haloperidol 1 mg
intramuscularly and 5 mg intravenously, respec
tively. Both experienced akathisia and dysphoria
lasting 5 and 36 hours respectively.

King et a! claim that our three subjects had
side-effects for 6 weeks. In our study 3 normal
healthy volunteers were given oral haloperidol
5 mg, not to assess side-effects, but to look at
another aspect of the drug, i.e. its effects on serum
beta endorphin levels, and the fourth subject was
a resident physician who independently self
administered haloperidol 5 mg orally to test for
dysphoria, a frequent complaint of her patients.
These four subjects reported dysphoria and
akathisia commencing around 3â€”6hours after
ingestion and lasting 36 hours, 4 days, 5 days and
14 days respectively. One subject reported
temporarily experiencing similar symptoms after he
drank coffee 6 weeks after the experiment.

The chief disparity between our brief report and
that of King et a/'s much larger study concerns the
duration of side-effects. King et al describe a 50%
dropout rate, mainly due to subjective complaints
of dysphoria or agitation, between 3â€”8hours after
dosing in their first group of 26 subjects. Dropouts
apparently fled the laboratory â€”¿�â€œ¿�I'llhave to get out
of here . . .â€œ¿�. No apparent evaluation of side-effects
lasted longer than 8 hours. If the authors have any
follow up data on the dropouts, this might be
valuable in assessing the safety and duration of
effects of single dose haloperidol in normal subjects.
In our study one of us (BGA) re-interviewed sub
jects between 1 and 4 weeks after ingesting 5 mg
haloperidol. Also, King et a/'s assertion that two of
our three subjects experiencing side-effects were
not helped by diphenhydramine or benztropine is
untrue. They both gained at least temporary relief
from these compounds.

If our report, as suggested by King et a!, did deter
researchers from giving haloperidol to normal
healthy volunteers, then hopefully it also alerted
physicians to the prevalence of dysphoria and
akathisia as side-effects of these drugs. Interest
ingly, in the U.S. Physician's Desk Reference
(1996), for haloperidol the word akathisia is
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Low incidence of mania in northern Finland

SIR: Daly et a! (1995) reported that the first admis
sion rate of mania was higher in Dublin than in
London or Aarhus, Denmark. The study confirmed
the clinical impression of psychiatrists of a high
incidence of mania in Dublin.

We have an ongoing prospective follow-up
study of an unselected birth cohort. The study
population is composed of 6007 men and 5757
women who were born in northern Finland in
1966 (Rantakallio, 1988). The psychiatric mor
bidity has been followed from Finnish Hospital
Discharge Registers. By the end of 1993 a total of
5 15 subjects had been admitted in psychiatric
hospitals. The data of that register have demon
strated good accuracy in research (KeskimÃ¤ki &
Aro, 1991). The case records of all registered
patients were re-checked against clinical records
by two senior researchers, who made the final
DSMâ€”IIIâ€”Rdiagnoses.

In our sample there have been only two cases of
bipolar disorder (mania) before the age of 28 years.
On the other hand, during the same follow-up time,
there have been 76 cases of schizophrenia. This
finding is in line with the clinical impression of a
low admission rate of mania in northern Finland.
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Roughly estimated, the incidence of mania in our
cohort is 1.7 per 100 000 per year. In Dublin the
annual incidence of mania for the age group 18â€”29
was 12.9 per 100 000. In London the respective
incidence rate was 7.6 and in Aarhus 5.0 per
100 000 (Daly et al, 1995). The finding suggests that
the incidence of mania is very low in northern
Finland.
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Seasonality of birth in Western Australia

to determine the proportions of births in each
quarter (24.09%, 25.08%, 25.27% and 25.56% in
quarters one to four respectively), the expected
number of schizophrenia births for each of the
four quarters was estimated (285.7, 297.5, 299.7
and 303.1 for the first to fourth quarters respec
tively). A x2 analysis did not reveal any significant
difference between the schizophrenia births and
the general population (@2l.97, d.f.3, P0.58).
Further analyses did not reveal significant differ
ences between female schizophrenia births and the
general female population (@22.0l, d.f.3,
P0.57) nor between male schizophrenia births
and the general male population (@23.01, d.f. 3,
P=0'39).

Thus, our results fail to replicate the findings of
McGrath et a! (1995). A possible explanation for
the disparity is that we confined ourselves to a
single decade (hence the relatively low number of
patients). However, restriction to Western Australia
births allowed more accurate estimates of expected
numbers of cases.
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Presenile dementia in a Down's syndrome adult
with an unbalanced 21/21 Robertsonian
translocation

Sm: An association between Down's syndrome
(DS) and Alzheimer's disease has now been well
established (Oliver & Holland, 1986). Virtually all
DS subjects reported to date have had trisomy 21
karyotype. Rarely has Alzheimer-type dementia
(ATD) been reported in non-trisomy 21 DS indi
viduals. Such rare cases include subjects with
mosaicism (Rowe et a!, 1989), 21/22 translocation
(Sylvester, 1986) and 14/21 translocation (Prasher,
1993). I report ATD in a patient with a previously
unreported unbalanced Robertsoman 21/21
translocation.

A 56-year-old woman with DS recently died
following a five year history of gradual deterior
ation in her level of functioning. A history of
progressive memory loss, mental confusion, abnor
malities of speech, change in personality, mood
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Sm: McGrath et al (1995) examined seasonality of
birth of patients with schizophrenia in a southern
hemisphere data set. They report that the quarterly
birth distribution of patients differed significantly
from the estimated general population distribution.
Given the paucity of such studies in the southern
hemisphere, we report our experience of seasonality
of birth in Western Australia.

We confined our analyses to patients born in
Western Australia (total general population in 1960
in the vicinity of 700 000) between 1950 and 1960,
who were recorded as having an in- or out-patient
contact with the comprehensive Western Australia
Mental Health Register, attracting an ICDâ€”9diag
nosis of schizophrenia or related disorders (ICDâ€”9
295.0â€”295.9,n= 1186).

Following the methodology of McGrath et a!
(1995), patients were grouped into quarters
depending on their date of birth: January to
March; April to June; July to September; and
October to December. The counts for these quar
ters were 303, 300, 296 and 287 respectively. Using
monthly birth numbers for Western Australia, as
recorded by the Australian Bureau of Statistics
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