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The assaultive, hostile outbursts and turbulent,
agitated behaviour of some hospitalized old
persons can make life most difficult and
disagreeable for all who must nurse them, or, as
fellow patients, live with them.

‘Neulactil * is a potent neuroleptic with a specific
inhibitory action on the very symptoms of
aggressiveness, impulsiveness and impaired
sociability which make for unmanageability and
disrupt ward routine.-2

As such it can often make — and keep — the peace

AT PEACE WITH
HIS WORLD

between the dementing or psychotically
disturbed old patient and his environment,
human and physical.

Wide clinical experience has confirmed thaton
‘Neulactil’, a “socializing”” drug,® aggression
gives way to friendliness and compliance,
contactimproves, and destructiveness
decreases.'-45 The patient himself feels and
sleeps better ;48 he participates in purposeful
group activities ;-4 and everyone, staff and
fellow-patients, benefits from a resultant happier
ward atmosphere.”

NEULACTIL makes the aggressive,antisocial
aged patient easier to live with - and care for

supplied as tablets, syrup and injection solution.
full prescribing information on request.

*trade mark of May & Baker Ltd Dagenham Essex RM10 7XS for its
preparations of pericyazine.

1 Encéphale, 51,602, 1962

2 Laval Méd., 41,796, 1970

3 Comptes Rendus du 62e Congres de Psychiatrie et de
Neurologie de Langue Francaise, Marseille, Sept., 1964, p.862
4 Med.Proc.,15,157,1968

5 Proceedings of the Leeds Symposium on Behavioural
Disorders, 25-27th March, 1965, p.26

6 Presse Méd., 71, 339.1963

7 S.Afr.Med.J., 41,995, 1967
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Anatranii
Gelgy

Anafranil is the most recent
addition to the Geigy range
of psychotropic drugs.

In addition to its use in
depression, where it has
proved to be effective both
by the oral route and by
intravenous infusion (in the
more seriously depressed
patient), Anafranil is becoming
established as a leading drug
treatment for obsessional and
phobic disorders.

We will be pleased to
forward further information
relating to the use of
Anafranil in the treatment of
depression and phobic and
obsessional disorders on
request.

Anafranil is 3-chloro-5-(3-dimethylaminopropyl)-10,
11-dihydro 5H dibenz [b, ] azepine
(clomipramine) hydrochloride

Detailed literature describing any Geigy product
will be supplied on request.

Geigy Pharmaceuticals,
Macclesfield, Cheshire SK10 2LY
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Anafranil®
in depression

Anafranil® in
obsessional/phobic
disorders

““The most striking finding however,
was the number of patients who
showed spectacular improvement and
who had been ill for considerable
periods of time. By and large this group
were of a chronic grumbling type who
sought much and constant medical
attention and yet did not reward the
doctor by getting better.”

Clomipramine (Anafranil) in the treatment of
chronic intractable depression.

Paper read at the Fifth World Congress of
Psychiatry, Mexico D.F. 1971.

*“The difference between the proportion
of patients in hospital who improved
when treated with electroconvulsive
therapy, conventional antidepressant
drug therapy and intravenous infusion
of clomipramine was statistically
significant in favour of the last
mentioned treatment. Patients on
clomipramine as a group needed fewer
treatments and returned to work more
rapidly than did their counterparts
having electroconvulsive therapy.”

A new adjunct to the treatment and management
of depression : intravenous infusion of

clomipramine (Anafranil). S. Afr. med. J., 45,
168 (1971)

729 (of 57 patients) showed a very
good or good response and 969, made
some improvement. This compares
very favourably with the response of
similar groups of severely depressed
patients to E.C.T., and it is postulated
that intravenous chlorimipramine can
be offered as an alternative form of
treatment.”

*’Oral group : 78 per cent showed a
very good or good response and 96 per
cent improved to some extent. This
also compared favourably with the
results obtained with other
antidepressant drugs in similar groups
of patients.”

Parenteral and oral chlorimipramine treatment of

depressive states. Brit. J. Psychiat., 122, 189
(1973)

“Clomipramine has the two distinct
properties of being an anti-depressive
and an anti-obsessional drug.”

Clomipramine (Anafranil) in the treatment of
obsessional states : A psychiatrists view.
J. Int. Med. Res., 3 (Supp 1) 83 (1975)

“Obsessional illnesses have always
been notorious for their resistance to
treatment and phobic states, especially,
when they are diffuse and
polysymptomatic, do not respond always
to deconditioning or flooding
techniques . ... A treatment which
offers brevity with a 709, chance of
disappearance or considerable reduction
in symptoms is worth offering to
patients as a first choice of therapies.”
Clomipramine (Anafranil) in the treatment of

obsessional illnesses and phobic anxiety states.
J. Int. Med. Res., 1, 403 (1973)

“Itis our view that clomipramine not
only gives good results in severe and
moderate depressive states, but it is
emerging as the treatment of choice in
obsessive compulsive disorders and
phobic states.”

Letter, Treating phobias. World Medicine, 7.
11: 15 (1972)

““The mode of action of Anafranil is
unknown but without doubt it appears
to exert a beneficial effect on neurotic
responses in general and phobic and
cbsessional states in particular.”

An investigation into the use of Anafranil in

phobic and obsessional disorders.
Scot. med. J., 20 (Supp). 61 (1975)

(iii)
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See how conventional and
slow release lithium compare

Plasma lithium
mmol/|

0.94

The mean plasmallithium concentrations
following a single oral dose of 1,000mg of
Camcolit or slow release lithium.

1. Tyrer S, Hullin RP, Birch NJ & Goodwin JC,
(1976) Psychological Medicine, 8, 51-58.
2.HullinRR, (1977) BritMed J, 1, 1349.

0.6

0.3

o — — slowrelease hthium

Camcolit
0 v . v v —— v \
0] 6 12 18 24
TIME (hours}

The authors of two recent intheir rates of release in vitro.
comparisons'?between Camcolit The authors do state, however’that
and two types of slow release there are sound economic grounds for
lithium concluded that there is no preferring Camcolit. In the treatment and
therapeutic basis for the admini- prophylaxis of mania, manic-depressive
stration of slow release lithium ilness and recurrent depression,
preparations in preference to Camcolit offers maximum therapeutic
Camcaolit. effect at minimum cost.

As their studies show, there is Camcolitis suppliedin tablets of
no significant differenceinthe lithium carbonate BP 250 mgand
rate of absorption or excretion of 400 mg to allow full flexibility of

the two types, despite the disparity dosage.

Camcolit

Maximum effect at minimum cost.

Further information on request from:
162UK Norgine Limited, 59-62 High Holborn, London WC1V 6EB
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NOTES FOR CONTRIBUTORS

PAPERS Papers for publication should be addressed to the Editor, Professor Michael Shepherd,
Institute of Psychiatry, De Crespigny Park, Denmark Hill, London SE58AF. Contributors should
send at least three copies of the text, tables, and figures. Copies other than the first may be xeroxed.
The S.1.system should be adopted for text and figures. A short summary of about 50 words should be
provided at the beginning of each article. Foreign quotations and phrases should be followed by a
translation. Submission of a paper will be held to imply that it contains original work that has not been
previously published and that it is not being submitted for publication elsewhere.

In addition to longer articles, the Editor is prepared to accept preliminary communications of up to
about 1,500 words.

Manuscripts must be typewritten on one side of the paper in double-spacing with wide margins.
The following information must be given on a single separate sheet: (1) title and short title for running
head (not more than 100 characters); (2) authors’ names, and (3) department in which work was done.
Footnotes on the same sheet should list: (i) the authors’ present addresses if different from depart-
ments in which work was done; (ii) name and address of the author to whom correspondence should
be addressed; (iii) receipt of grants. Authors who would like a reprint address to be printed should
include this on their manuscript.

REFERENCES (1) In the text these should follow the Harvard system — that is, name followed by date:
Brown (1970). If there are more than two authors the first author’s name followed by et al. should
be used, even the first time that the reference appears. (2) The list of references should be typed in
alphabetical order on a separate sheet and should appear as follows: Brown, J., Williams, E. &
Wright, H. (1970). Treatment of heroin addiction. Psychological Medicine 1, 134-136. Journal titles
should be given in full.

Books should be cited as follows: Brown, J. (1970). Psychiatric Research. Smith: Glasgow.

ILLUSTRATIONS Only essential figures and tables should be included. Photographs Unmounted
photographs on glossy paper should be provided. Magnification scales, if necessary, should be lettered
on these. Where possible, prints should be trimmed to column width (i.e. 2 in.). Diagrams These
will usually be reduced to 2% in. wide. Lettering should be in either Letraset or stencil, and care
should be taken that lettering and symbols are of comparable size. Illustrations should not be
inserted in the text, they should be marked on the back with figure numbers, title of paper, and name
of author. All photographs, graphs, and diagrams should be referred to as figures and should be
numbered consecutively in the text in Arabic numerals. The legends for illustrations should be typed
on a separate sheet. Tables Tables should be numbered consecutively in the text in Arabic numerals
and each typed on a separate sheet.

PROOFS AND OFFPRINTS Page proofs will be sent to the senior author. Corrections other than
printer’s errors may be charged to the author. Fifty offprints of each paper are supplied free; addi-
tional offprints are available according to a scale of charges if they are ordered when the proof is
returned.
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