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Objective: Few studies have investigated the prevalence of the unmet needs among
advanced or recurrent breast cancer patients in Asian countries and little is known about the
relation between their unmet needs and psychological distress/quality of life.

Methods: The participants (n= 87) comprised randomly selected ambuilatory female patients
with advanced or recurrent breast cancer attending the Outpatient Department of Oncology,
Immunology and Surgery of Nagoya City University Hospital. The patients were asked to
complete self-administered questionnaires assessing the level of their physical and psycho-
logical symptoms, supportive care needs and socio-demographic and biomedical factors. The
association between the patients’ perceived needs and psychological distress/quality of life
was then analyzed statistically.

Results: The patients had a mean + standard deviation of 11 & 7.7 and a median of 10
unmet needs. The prevalence of the 17 most frequent unmet needs was over 50%, and
almost all of these unmet need items belonged to the Psychological or the Health system and
information domain. The total Short-form Supportive Care Needs Survey Questionnaire with
cancer score was significantly associated with the indices of psychological distress and
quality of life. Most of the Short-form Supportive Care Needs Survey Questionnaire with
cancer domains except Sexuality domain were also significantly associated with all the
indices of psychalogical distress. .

Conclusions: Psychosocial needs were strongly associated with psychological distress and
quality of life. Quality of life and psychological distress may be improved if interventions for
unmet needs, especially psychological and information needs, are made.

Key words: psycho-oncology — needs — psychological distress — quality of life — supportive care

INTRODUCTION

In Japan, breast cancer is the most common cancer among
* women, with 40 000 women being affected annually (1).
The psychosocial impact of breast cancer deserves much
clinical and research attention not only because of this high
prevalence but also because of the magnitude of distress
associated with the disease itself, treatment and the long dur-
ation of illness.

As a matter of fact, psychological distress, including
anxiety and depression, are common among breast cancer
patients, even years after diagnosis and treatment. The preva-
lence of psychiatric diagnoses (mainly depression
and anxiety) among breast cancer patients reportedly ranges
from around 20 to 40% (2--5). These psychological factors
have been reported to predict subsequent quality of life

(QOL) (6).

© The Author (2010). Published by Oxford University Press. All rights reserved.
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Women with advanced breast cancer, in particular, have
high rates of psychiatric and psychological disturbances. A
previous study showed that 42% of 227 women with
advanced breast cancer had at least one psychiatric disorder
and 36% had clinical depression and/or anxiety (3). Another
study reported that 45% of the patients with recurrent breast
cancer developed diagnosable depression and/or anxiety
disorder within 3 months of their cancer diagnosis (4). Yet,
another study showed that 42% of the patients with an initial
breast cancer recurrence met the diagnostic criteria for major
depressive disorder or adjustment disorder (5). Nevertheless,
a previous study demonstrated that the distress of these
patients remains inadequately diagnosed and treated (7).
Furthermore, various barriers to the expression of
psychological concerns among cancer patients have been
reported (8).

Specific issues of needs as well as their perceived magni-
tudes should also be directly evaluated by need assessments.
Such assessments are often used as a first step in the design
of interventions to meet patients’ needs (9—14). Evaluating
patients’ needs is important because unmet needs are cotre-
lated with a low QOL (15), since paying attention to psycho-
social needs is associated with the satisfaction of patients
with their medical care (16) and because unwanted interven-
tions that do not match personal needs can have harmful
effects. Inadequate attention to the needs of patients and
their families may also lead to increased health care costs
and unnecessary distress (17).

Few studies, however, have investigated the prevalence of
the unmet needs among advanced or recurrent breast cancer
patients in Asian countries. In past studies conducted in occi-
dental countries, 20—40% of the incurable cancer patients
were shown to have unmet needs in psychological and
medical communication/information areas, in addition to
20-30% with physical unmet needs (18—21). For advanced
breast cancer patients, the highest prevalence of unmet needs
was observed in the psychological and health information
domains (22).

Although some effective interventions for improving
psychological distress, such as cognitive therapy, multifa-
ceted psychosocial intervention and supportive care interven-
tion (23—25), as well as pharmacotherapy, are available,
these interventions are not always easy to provide in busy
clinical oncology settings. Thus, brief and effective interven-
tions are needed for cancer patients. Negative attitudes
toward mental illness and psychological problems also
remain a problem among cancer patients (26). By using an
unmet needs assessment, rather than a direct mood assess-
ment, we may be able to develop new interventions that are
easily accepted by patients. However, little is known about
the relation between patients’ unmet needs and psychological
distress and/or QOL in advanced cancer patients.

The purposes of the present study were to report the fre-
quency of unmet needs in advanced breast cancer patients
and to investigate the association between patients’ unmet
needs and psychological distress’QOL. We hypothesized that
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the prevalence of unmet needs would be high among them
and a greater than moderate association would exist between
the patients’ perceived needs and psychological distress/
QOL.

PATIENTS AND METHODS
SuBIECTS

The study subjects were ambulatory female patients with
advanced breast cancer who attended the outpatient clinic of
the Oncology, Immunology and Surgery Department of
Nagoya City University Hospital. Potential participants were
sampled at random using a visiting list and a random
number table.

The eligibility criteria for inclusion in the study were as
follows: (i) women with a breast cancer diagnosis, (ii) an
age of 20 years or older, (iii) informed of the cancer diagno-
sis, (iv) well enough to complete the survey questionnaire
[Eastern Cooperative Oncology Group (ECOG) performance
status of 03] and (v) clinical stage of breast cancer is IV or
recurrence. The exclusion criteria included (i) severe mental
or cognitive disorder, or (ii) an inability to understand the
Japanese language.

This study was approved by the Ethics Review Committee
of Nagoya City University Graduate School of Medical
Sciences, Japan, and was conducted in accordance with the
principles laid down in the Helsinki Declaration. Written
consent was obtained from each patient after the provision of
a thorough explanation of the purpose and method of the
study.

PROCEDURE AND MEASURES

After informed consent had been obtained, the patients were
asked to complete the self-administered questionnaires
described below while they were at home and to return them
on the next day. In the case of incomplete answers, clarifica-
tions were sought over the telephone.

Parient’s PERCEIVED NEEDS: SHORT-FORM SUPPORTIVE CARE
NEEDS SURVEY QUESTIONNAIRE WITH CANCER

The Short-form Supportive Care Needs Survey
Questionnaire (SCNS-SF34) with cancer consists of 34 items
covering five domains of need: psychological (10 items),
health system and information (11 items), physical and daily
living (5 items), patient care support (5 items) and sexuality
(3 items). Respondents were asked to indicate the level of
their need for help over the last month in relation to their
having cancer using the following five response options [1,
no need (not applicable); 2, no need (satisfied); 3, low need;
4, moderate need; 5, high need]. The subscale scores were
obtained by summing the individual items. In addition, the
total score was obtained by summing all the subscale scores
(range, 34-170). Higher scores indicated a higher perceived
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need. As an alternative use, the scale can be used to obtain
information on the presence/absence and number of the per-
ceived unmet needs (a rating of 3 or higher was regarded as
unmet need), depending on the researcher’s clinical question.
The validity and reliability of the Japanese version of the
SCNS-SF34 have been established (27).

Psycrorocrcar Distress: HospITAL ANXIETY AND DEPRESSION
ScALE

The Hospital Anxiety and Depression Scale (HADS) is used
to detect the states of depression and anxiety in medically ill
patients, and questions about physical symptoms are
excluded. This scale is composed of a self-reported question-
naire consisting of 14 items, and subjects rate how they felt
during the previous week using a four-point Likert scale.
The HADS consists of an anxiety and a depression subscale
(0—21 points-each), and the total score can range from 0 to
42. Higher scores indicate more severe depression and
anxiety (28). The Japanese version of the HADS has been
validated for cancer populations (29). The optimal screening
cut-off point for adjustment disorder and/or major depressive
disorder was 10/11, whereas the cut-off for major depression
was 19/20.

QOL: EUROPEAN ORGANIZATION FOR RESEARCH AND TREATMENT OF
Cancer Quatiry oF Lire QUESTIONNAIRE-CORE 30

Patient’s QOL was assessed using the European Organization
for the Research and Treatment of Cancer Quality of Life
Questionnaire-Core 30 (EORTC QLQ-C30). The EORTC
QLQ-C30 is a 30-item self-reported questionnaire covering
functional and symptom-related aspects of QOL for cancer
patients. The validity and reliability of the Japanese version
of the EORTC QLQ-C30 have been confirmed (30). In this
study, the Global Health Status score was used. Higher
Global Health Status scores indicate a higher QOL.

SOCIO-DEMOGRAPHIC AND BIOMEDICAL FACTORS

An ad hoc self-administered questionnaire was used to
obtain information on socio-demographic factors, including
the marital status, level of education and employment status.
The ECOG performance status was evaluated by the attend-
ing physicians. All other medical information (duration since
diagnosis, clinical stage and anti-cancer treatment) was
obtained from the patients’ medical records.

STATISTICAL ANALYSIS

To investigate the association between the patients’ per-
ceived needs and psychological distress and/or QOL, the
Spearman correlation coefficients and their 95% confidence
intervals were calculated. All statistical procedures were con-
ducted using the SPSS 17.0J version software for Windows
(SPSS Inc., 2008)

" RESULTS

PATIENT CHARACTERISTICS

A random sample of 87 patients was identified. Two patients
were excluded: one because she refused to participate and
one for not providing responses despite consenting to partici-
pate. The socio-demographic and clinical characteristics of
the remaining 85 patients (response rate: 97.7%) are shown
in Table 1.

More than 80% of the subjects suffered from recurrent
breast cancer, and about 90% of the patients did not have
any impairment of physical functioning. The mean 1 stan-
dard deviation (SD) and median number of months after the
initial breast cancer diagnosis were 63.2 + 78.4 and 42.8
(0—597.2), respectively. Among the participants, 74 patients
(87.1%) had received surgery, 69 patients (81.2%) had
received chemotherapy and 59 patients (69.4%) had received
hormonal therapy.

Table 1. Characteristics of study participants (n = 85)

Characteristics n Percent
Age (years) Mean: 58.6
(SD = 11.9),
median: 59 (range,
32-89)
Marital status
Married 68 80
Employment status
Full-time/part-time 29 22.6
Clinical stage
v i3 153
Recurrence 72 84.7
Performance status ]
0 58 68.2
1 19 224
2 47
3 4.7
4 0
Current anti-cancer treatment
Surgery 7 8.2
Chemotherapy 40 47.1
Trastuzumab 12 14.1
Hormonal therapy 34 40
Radiation therapy 0 0
HADS total score Mean: 11.0
(SD = 7.54),
median: 10.0 (range,
0-36)
Adjustment disorder defined by HADS 28 329
Major depressive disorder defined by HADS 12 14.1

HADS, Hospital Anxiety and Depression Scale.
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Frequency o UNMET NEEDS

Each patient scored a mean of 11 (SD = 7.7) and a median
of 10 unmet needs. Table 2 shows the most common unmet
needs (rated 3 or more on the five-point Likert scale). The
most common unmet need was ‘Fears about the cancer
spreading’ (78.8%) followed by ‘Feeling I can do nothing
about the result of treatments’, ‘Having one member of hos-
pital staff with whom you can talk to about all aspects of
your condition, treatment and follow-up’, ‘Being afraid of
worried by people around’ and ‘Being informed about things
you can do to help yourself to get well’. The prevalence of
the 17 most frequent unmet needs were over 50%, and
almost all of these unmet need items belonged to the
Psychological domain or the Health system and information
domain.

Neeps BY DomamN

The mean/median numbers of unmet needs in each domain
were as follows: Psychological needs (total of 10 items), 6.3/
8; Health system and information needs (total of 11 items),
6.1/7; Physical and daily living needs (total of 5 items), 2.1/
2; Patient care and support needs (5 items), 2.3/2; Sexuality
needs (3 items), 0.4/0.

ASSOCIATION BETWEEN PATIENTS’ PERCEIVED NEEDS AND
PsvCHOLOGICAL DistrESS AND/OR QOL

The total SCNS-SF34 score was significantly associated with
both psychological distress (HADS total: r = 0.65, P < 0.01;
HADS anxiety: 7= 0.66, P < 0.01; HADS depression: 7 =
0.57, P < 0.01) and QOL (Global Health Status: » = —0.53,
P < 0.01). Each needs subscale score of the SCNS-SF34,
including Psychological, Health system and information,
Physical and daily living and Patient care and support, was
significantly associated with all the types of psychological
distress evaluated in the current study (anxiety, depression
and total HADS score). The correlation coefficients ranged
from 0.42 (the association between HADS depression and
information need, P < 0.01) to 0.69 (the association between
HADS total and psychological need, P < 0.01). Regarding
the relation between patients’ needs and QOL, each needs
score of the SCNS-SF34, including Psychological, Health
system and information, Physical and daily living and
Patient care and support, was also significantly associated
with the Global Health Status. The correlation coefficients
ranged from —0.41 (the association between Global Health
Status and information need, P < 0.01) to —0.69 (the associ-
ations between Global Health Status and Physical and daily
living need and Psychological need, P < 0.01) (Table 3).

DISCUSSION

Advanced breast cancer patients had many unmet needs, and
half of the SCNS-SF-34 items were unmet in more than 50%
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of the patients. Most of the common unmet need items
belonged to the Psychological domain or the Health system
and information domain. In addition, patients’ needs were
strongly associated with psychological distress and moder-
ately associated with QOL.

To the best of our knowledge, the present report is one of
the few studies to investigate the prevalence of unmet needs
among patients with advanced breast cancer. The prevalence
of unmet needs found in our study is nearly two times as
high as those in previous reports examining patients with
advanced cancer (21,22). An Australian study investigated
the needs of 105 metastatic breast cancer patients using
SCNS and found that the prevalence of unmet needs in the
psychological domain was between 24 and 41%, whereas the
prevalence of unmet needs in the information domain ranged
from 26 to 41% (22). A British study showed that the preva-
lence of unmet needs among 246 patients with mixed
advanced incurable cancer assessed using the Need
Assessment for Advanced Cancer Patients (NA-ACP) was
39-40% for unmet needs in the psychological or emotional
domain and 31—35% for unmet needs in the medical com-
munication and information domain (21).

A larger number of unmet needs were observed in the
present study, compared with previous studies. The findings
may indicate that there are fewer social supports available
for patients with advanced breast cancer in Japan (31). In
addition, although differences in symptom reporting among
culture were limited (32), there may be variances when
people report their perceived needs. To consider the discre-
pancy among cultures, further studies which find out
patients’ perceived needs from cross-cultural viewpoints are
needed.

This is the rare study to examine the association between
the unmet needs of patients with advanced breast cancer and
psychological distress and/or QOL. We found a significant
correlation between unmet needs and psychological distress
and/or QOL. As this was a cross-sectional study, conclusions
regarding the causal correlation cannot be made. However,
our findings suggested that interventions based on unmet
needs might reduce the distress of advanced cancer patients
and enhance their QOL.

A brief nurse-delivered intervention addressing the
needs of 105 women with advanced breast cancer was
reported in Australia. This intervention consisted of iden-
tifying individual unmet needs and information, coaching
and practicing self-care and communication strategies, and
the distribution of relevant information cards. However,
no significant differences between the intervention and
usual care groups were observed (33). Another trial
obtained feedback on patient-reported outcomes, with
patient-reported outcomes summarized on feedback
sheets. For the intervention groups, the information on
the feedback sheet was sent to a telephone caseworker or
the patient’s oncologist/general practitioner. However, no
overall intervention effects were observed (25). These
results suggest that interventions targeting only the
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Table 2. Ttems of moderate/high unmet needs among advanced breast cancer patients (1 = 85)

Rank Item Percent 95% C1 Domain
(moderate/
high need)®

1 Fears about the cancer spreading 78.8 70-88 Psychological

2 Worry that the results of treatment are beyond your control 71.8 6281 Psychological

3 Concerns about the worties of those close to you 68.2 58-78 Psychological

4 Having one member of hospital staff with whom you can 67.1 57-77 Health system and information
talk to about all aspects of your condition, treatment and
follow-up

5 Being informed about things you can do to help yourself 65.9 56-76 Health system and information
to get well

5 Anxiety 65.9 56-76 Psychological

7 Feeling down or depressed 62.4 52-73 Psychological

7 Uncertainty about the future 62.4 52-73 Psychological

7 Feeling about death and dying 62.4 52-73 Psychological

10 Having access to professional counseling if you, family or 57.6 45-66 Health system and information

) friends need it

11 Feelings of sadness 56.5 4667 Psychological

11 Learning to feel in control of your situation 56.5 4667 Psychological

11 Reassurance by medical staff that the way you feel normal 56.5 4667 Patient care and support

11 Being informed about your test results as soon as feasible 56.5 46—67 Health system and information

15 Being adequately informed about the benefits and side 553 45-66 Health system and information
effects of results before you choose to have them

15 Being treated in a hospital or clinic that is as physically 553 45-66 Health system and information
pleasant as possible

17 Being informed about cancer which is under control-or 54.1 4465 Health system and information
diminishing

17 Being treated like a person not just another case 54.1 44—65 Health system and information

19 Being given written information about the important 52.9 4264 Health system and information
aspects of your care

20 Keeping a positive outlook 49.4 39-60 Psychological

21 Lack of energy/tiredness 48.2 38-59 Physical and daily living

21 Being given information about aspects of managing your 48.2 38-59 Health system and information
illness and side effects at home

21 Being given explanations of those tests for which you 48.2 38-59 Health system and information
would like explanations

24 More choice about which cancer specialists you see 47.1 3658 Patient care and support

25 Not being able to do the things you used to do 45.6 35-56 Physical and daily living

26 Hospital staff acknowledging, and showing sensitivity to, 447 34-55 Patient care and support
your feelings and emotional needs

27 Hospital staff attending promptly to your physical needs 43.5 33-54 Patient care and support

28 Pain 424 32-53 Physical and daily living

28 More choice about which hospital you attend 24 32-53 Patient care and support

30 ‘ Feeling unwell a lot of the time 38.8 28-49 Physical and daily living

30 Work around the home 38.8 28--49 Physical and daily living

32 Changes in sexual feelings 15.3 8-23 Sexuality

32 Changes in your sexual relationships 153 8-23 Sexuality

34 To given information about sexual relationships 10.6 4-17 Sexuality

CI, confidence interval.

*Moderate/high unmet need: rated 3 or more on the five

-point Likett scale on each item of the Short-form Supportive Care Needs Survey Questionnaite.
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Table 3. Association between patients’ unmet needs (SCNS-SF34) and psychological distress (HADS)/quality of life (EORTC QLQ-C30 Global health status)

Spearman’s correlation coefficient

SCNS-SF34

Physical and daily living Psychological domain Sexuality  Patient care support Health system and

domain domain domain information domain
HADS total 0.59 (0.43-0.71)* 0.69 (0.56-0.79)* 0.19 0.51 (0.33-0.65)* 0.52 (0.34—0.66)*
EORTC QLQ-C30 —0.69 (—0.55t0 —0.79)¥  —045(~0.26to —0.61)* 0.12 —0.44 (—0.60 to —0.25)* —041 (—0.57 to —0.22)*
Global health status

EORTC QLQ-C 30, European Organization for Research and Treatment of Cancer Quality of Life Questionnaire-Core 30.

*P < 0.01.

assessment of unmet or special needs may not be useful
for improving the psychological distress of patients with
advanced breast cancer. Case management based on
several unmet needs, including physical unmet needs, is
needed.

This study has several limitations. First, as our study used
a cross-sectional design, we cannot be sure of the cause—
effect relationship. Distress may create unmet needs, or
unmet needs may generate distress; alternatively, a third
factor may give rise to both unmet needs and distress.
Second, the observed correlations among needs, distress and
QOL may not be causal at all but simply represent concep-
tual overlaps among the respective measures. Third, because
we invited outpatients to participate in the present study,
most of the patients did not have any physical functioning
impairments. Thus, our results do not reflect the unmet
needs of advanced cancer patients with severe physical
impairment. Finally, the sample size was not sufficiently
large to use more rigorous statistical analyses such as mul-
tiple regression analysis, limiting the generalizability of
these results to all advanced breast cancer patients.

Despite these limitations, this study has some important
strengths. We used well-validated and reliable tools to assess
psychological status and QOL, which should help to obtain
generalizable results. We also selected the patients who have
the same cancer type (breast cancer), similar physical status
and advanced cancer to match QOL and needs, so we con-
centrated on a homogenous sample of patients. In addition,
only a few patients refused to complete the questionnaires.

The present study revealed close associations among the
various domains of unmet needs, psychological distress and
QOL among patients with advanced breast cancer but
without grave physical impairments. Clinicians must pay
greater attention to unmet needs and provide appropriate ser-
vices and resources. However, we do not know what kind of
services and resources are suitable for these unmet needs
now. Given the multitude of unmet needs among these
patients, multifaceted interventions targeting various
domains of unmet needs should be developed and tested to
decrease the psychological distress of these patients.
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quetiapine, aripiprazole, blonanserin), antidepressants (flu-
voxamine, sertraline, paroxetine, milnacipran, mirtazapine)
and thyroxine, her mood fluctuated frequently, including
nine depressive phases and five hypomanic phases in the
26 months after the first admission, with euthymic periods
lasting less than 3 weeks. Several drugs could not be used to
sufficient doses due to side-effects; however, most drugs were
used to adequate doses and durations. Consequently, she was
admitted eight times (total duration: 332 days) due to depres-
sive episodes. On her third and fifth admissions, six bilateral
ECT sessions were performed consecutively for acute-phase
severe depressive symptoms and moderate improvement was
observed. During these two ECT sessions, medications were
not changed. In consideration of the outcome of the two pre-
vious acute-phase ECT sessions, ambulatory continuation-
ECT was started 26 months after the first admission.
Continuation-ECT was administered weekly for the first
month and subsequently reduced to biweekly administration.
In the subsequent 12 months of C/M-ECT, she did not reach
remission; however, her HRSD score decreased to 14 and her
YMRS score decreased to 7, indicating reduced severity of
depression and decreased hypomanic state. To date, she has
not been hospitalized.

Antidepressants, particularly tricyclic antidepressants, are
reportedly responsible for inducing 20% of RC cases;'
however, in our patient, most hypomanic phases occurred
when she was antidepressant-free. Regarding the C/M-ECT
schedule, we could not extend beyond 2-week treatment inter-
vals, which is similar to a report indicating that maintenance-
ECT could not be extended beyond 3-week treatment intervals
for patients with BD.? Although she did not achieve complete
remission, our experience suggests that C/M-ECT could reduce
the likelihood of re-admission by decreasing the severity of RC,
thereby providing a cost-effective treatment. Except for one
naturalistic study of 14 RC patients,® research on the effective-
ness of C/M-ECT is limited. In order to evaluate the efficacy of
C/M-ECT and establish a standard protocol for BD, further
study in a large sample or in a controlled study is needed.
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Case of intrathecal baclofen-induced
psychotic symptoms
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ACLOFEN, AN ANTAGONIST of inhibitory neurotrans-

mitter gamma-aminobutyric acid (GABA) receptors, is cur-
rently the most widely used drug for the treatment of spasticity.
Intrathecal baclofen (ITB) is approved for the treatment of
spasticity of spinal or cerebral origin in patients who are intol-
erant of, or unresponsive to, oral baclofen. To the best of our
knowledge, the extant literature reporting psychiatric symp-
toms co-occurring with ITB therapy in adults is limited.! We
report herein a case of psychotic manifestations induced by ITB
administration. We have obtained the oral consent of this
patient to report her case.

Mrs A was a woman in her 50s who had neither a family
history nor a personal history of psychiatric illness. In the year
200X-5, she received a head injury in a traffic accident and
was diagnosed as having diffuse axonal injury. She subse-
quently suffered from limb dystonia, and ITB therapy was
started in December 200X-1. Her physician temporarily
increased the baclofen dose to 1400 pg/day, which is regarded
as the maximum dosage (the normal therapeutic dose is up to
250 pg/day), due to pain and rigidity of limbs. Negativism,
delusions concerning her own name (‘My name is B, not Al")
and her husband (‘I have already divorced him, and I have
another husband’), persecutory delusions of being observed
and poisoned, delusions of interpretation, and acousma
appeared a few days after the baclofen dosage was increased
to the maximum value. Therefore, the physician decreased the
baclofen dosage to 250 pg/day. However, the patient’s hallu-
cinations and delusions did not improve. She had difficulty
with daily living because of her psychotic symptoms, and she
had to be admitted involuntarily to the inpatient ward of
psychiatry in April 200X. Olanzapine (maximum dosage of
20 mg/day) and risperidone (maximum dosage of 8 mg/day)
were both administered, but neither of these treatments was
effective. Finally, her psychotic symptoms improved dramati-
cally when we reduced the bacdlofen dosage to 50 ug/day in
May 200X. The patient’s blood laboratory data and a cranial
computed tomography scan were within the normal limits;
the patient refused to undergo an electroencephalogram. The
patient remembered the episode after her symptoms had dis-
appeared, commenting, ‘I felt that I was in a long dream.’ In
December 200X, she requested to re-increase her baclofen
dosage because of stiffening and pain in her limbs. Psychotic
symptoms similar to her previous episode re-appeared when'
the baclofen dosage was re-increased to 80 pg/day, which
then subsided only after the dosage was decreased to 50 ug/
day.

We dinically determined that her diagnosis was not
delirium for the following reasons. At first, her symptoms did
not completely meet with the DSM-IV diagnostic criteria. For
example, her condition was not fluctuating and there was
no circadian variation. In addition, neither the sleep-wake
rhythm disturbance nor decrease of alertness was observed.
Recurrence of the psychiatric episode after re-increase of the
baclofen dosage supports the view that ITB intoxication
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