
HENDERSON AND GILLESPIE’ S

t e x t b o o k

OF PSYCHIATRY
F O R

S T U D E N T S  A N D  P R A C T IT IO N E R S

t e n t h  e d i t i o n

Revised by

W O R  R- C. BATCHELOR
_ _ r  p E f .r .S.E., D.P.M.

/ U  7

LO N D O N

O X F O R D  U N I V E R S I T Y  P R E S S
N E W  Y O R K  T O R O N T O



a e t io l o g y

cW aTrisTafalf fCiSih°n hS t0 lVh?ther ° r  n0t 3 person should be t« a ted  by a psy- 
l t? T  t u dlstUfb£d or delinquent behaviour: those in social classes

at the other ^ o f W  ^  “ d

inVeStigatiOQS are reciuired “  this country, but it is unlikely
the so c ia l' atl° n?  HCalth SerViCe SUCh disParities ^  be found betweenhe social classes in the availability and effectiveness o f psychiatric care and

L e a S 6 ‘ £Ct rdationshiP found between class status and the ra te of
treated neurosis may well reflect not only the incidence of neurosis b u f  also 
the greater sophistication in medical m atters and the greater financhl 
of the higher social classes in Connecticut. ^

Hollingshsad and Redlich’s data on the social class distribution o f schizo 
pbxema are reported in the chapter on Schizophrenic Reaction-Types 

Smcide and Attempted Suicide. Suicidal acts are a social phenomenon o f great 
mportance and concern not only to psychiatrists but to society as a w fole 

In the economically vital group of young adults aged 25 M  vm™ - j  •’ 
t i e  cause o f 1 in 10 deaths. The problem can be m“ t J 5 ,  by a b™ d  “
o f  mental nygiene, resocialization and medical treatment, in which the psychiatric 
sorvices have a key role since it is generally accepted that the large m ajority o f 
those who attem pt or commit suicide are mentally ill or suffer frnm ^ 
personality disorders Such a mental hygiene P „ t  m u «  be ^ d T a

, “ : r ,ns h ao T s- both so d a i a° d i° d,vid“ai- ^

RerfinC0̂ ”, V ° v ? r“  q “0tI d by ‘h= WorId HeaIth Organization in 1961, West erlin had the highest suicide rate in the world—37 per 100 000 nf n i
toon. Amongst European countries Hungary ranked first with 25-4 per 100 000 and 
Austria second with 21-9 ner lOODftn o • -a ■ . . r *00,000 and

r *20 per

Classes I  and II: med.cal and dental practitioners, lawyers and r e f e d  i w  
officers are amongst the occupational groups with the highest rates The hioh 
suicide risk amongst doctors has been reported also from the U S A D - t- 
and Italy, More than 1 in  50 doctors in L  country X s  his o t  j ^  u s u S

become addicted1t o d r f  'h'  ° f  5° ’ a0d ^  had P^vionsly
^ 1 n  ? a“ ° al graPhS fOT ” * * •  ^  ° f

F

ij

* S b isr-^f^ ir!



I

Undoubtedly social factors are operative in the differential incidence of 
suicide, and im portant researches have been directed towards identifying these 
factors. In 1897 Emile Durkheim (1951), the French sociologist, divided suicides 
into three aetiological types, the egoistic, the anomic and the altruistic. Durkheim 
claimed that there is a direct relationship between suicide and the degree of 
integration of social groups. Egoistic or individualistic suicides he regarded as 
due to a slackening of family, religious and other social ties, so that the individual 
was left socially isolated or unsupported. Anomic or lawless suicides occur, he 
believed, when the individual’s needs are no longer in harmony with his means 
and he ceases to be regulated by the collective conscience of his society: when he 
is thrown on his own resources, for example, at times of economic crises, by 
unexpected wealth or poverty, by widowhood or divorce. A ltruistic suicides, on 
the other hand, are due to the over-integration o f the individual in his group, 
to his dom ination by what he feels the group expects of him, so that he sacrifices 
himself on the altar of duty.

In support of his thesis that those who are not integrated in the life of the 
family and the community are more likely to commit suicide, D urkheim  could 
point to well-established facts: the higher incidence in single than  in married 
people; the higher incidence in  childless women than in those with children; the 
higher incidence in Protestants than in Rom an Catholics (the latter seem to be 
more closely knit socially in their Church and less prone to religious individual
ism); and in time of war the fall in the suicide rate which is probably associated 
with the heightened sense of social purpose and the greater social integration 
which war brings to a threatened community. Altruistic suicide is always rare, 
and in our peace-time society is exemplified by the captain who refuses to leave 
his ship when it sinks.

Durkheim ’s sociological approach has been developed particularly by 
Halbwachs (1930) and Sainsbury (1955). The latter tested the hypothesis that 
differences in the suicide rates o f the London boroughs would reveal their social 
differences. Using mainly data from the Registrar General’s publications and 
Smith’s New Survey o f  London Life and Labour (1930-35), Sainsbury correlated 
the suicides notified in each borough with indices of that borough’s social char
acteristics: he also examined the case records of all suicides reported to the 
N orth  London coroner during the years 1936-38. Sainsbury found that the 
London boroughs showed significant differences in their suicide rates, and that 
the suicide rates correlated with the following social characteristics; with social 
isolation (measured as people living alone and in boarding houses), with social 
mobility (expressed in the daily turnover o f population and the number .of 
immigrants), and with two indices of social disorganization, divorce and illegiti
macy. Unemployment and overcrowding rates showed no correlation with suicide 
rates, which tended to increase in the middle class and to decrease with poverty: 
the unemployed, however, were found to have a significantly higher suicide rate 
than the corresponding employed population. .‘Suicide rates were highest in the 
West End and North-W est London where both  class and spatial mobility are 
highest, small flat and boarding-house accommodation preponderates, shared
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mores are absent, and relationships impersonal. Suicide rates were low in the 
peripheral southern boroughs where family life and stability prevail, and in m any 
of the working-class districts whose residents are locally born and where life is

more neighbourly.’ , . , » , i j  r
Sainsbury concludes: ‘These findings support the view that a lonely mode o f

life is an im portant adverse factor accounting for differential rates of suicide in 
the (London) boroughs and their subdistricts. Social isolation also provides a  
consistent explanation of the high incidence of suicide found in a wide variety o f 
social groups: the aged, unemployed, divorced and among im m igrants.’ These 
im portant conclusions from a careful ecological study complement findings 
reported in cases of attem pted suicide: for example, in a study of attem pted 
suicide in old age Batchelor and Napier (1953a) reported that feelings o f loneliness 
were the commonest psychological precursors of suicidal attem pts in this age group.

Almost any mental disorder may eventuate in suicide. A depressive psychosis 
is the most common reaction; chronic alcoholism probably next com m onest. 
Suicide may be a symptom of any psychosis, functional or organic, in which 
there is marked depression o f mood. The young schizophrenic may kill himself, 
so to  take another example, may the elderly cerebro-arteriosclerotic patient 
who realizing his increasing limitations, decides th a t it would be intolerable to  
be a  mental or physical cripple. Psychopathic personalities no t infrequently kill 
themselves. M ore rarely suicide occurs in the setting of a neurotic reaction. I t  
may be a panic response to  some sudden grave stress, such as bereavement o r 
financial ruin or a police charge. The motives are many and complex: despair o f  \ 
course, feelings of loneliness and of being unwanted, anxieties and fears of m any 
k i n d s , ’identification with a dead person (in younger people, m ost often with the 
m other—in older people, with the spouse), hatred, guilt and the need for self
punishment, experimentation and defiance. Attem pted suicide is much com m oner , 
than suicide in Western communities: how much commoner we do not know  1 
accurately. Investigating the incidence of attem pted suicide in Sheffield, Parkin 
and Stengel (1965) found the ratio between suicide attem pts and suicide was 
9-7:1, and thought that this was an underestimate. Stengel (1958) has investigated 
the relationship between suicide and attem pted suicide and some o f the social 
aspects of suicidal attempts. He suggests that those who attem pt and those who 
commit suicide constitute two different populations, pointing out tha t the 
majority of those who commit suicide are males while the majority of those who 
attem pt it are females; that the average age o f those who commit suicide is 
higher- and that a minority of those who commit suicide have previously a t
tempted it, while only a small proportion of those who attem pt it later com m it 
suicide. Nevertheless, the two populations overlap, and it would not accord with 
the facts, but lead in practice to an underestimation of the risks to life inherent 
in suicidal attempts, to draw any sharp distinctions between attempted suicide and 
suicide itself. In old age those who attem pt and those who commit suicide seem 
to  come from very closely allied, if not identical, clinical groups (Batchelor, 1957).

Ettlinger (1964), following up 227 patients who had attempted suicide (chil
dren under 16 years were excluded), found that 13-2 per cent, had com m itted
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suicide during an observation period of approximately 12 years—an incidence of 
suicide considerably higher than that in the general population of Stockholm. 
The statistically most significant difference between the attem pted suicide 
patients who subsequently committed suicide and the other attem pted suicide 
patients, was the more frequent occurrence of suicidal attem pts in the suicide 
group: 53 per cent, of the suicide group had made more than 3 suicidal attempts, 
whereas in the remainder there were only 15 per cent, who did so. Here, in those 
who make repeated suicidal attem pts, one can identify clearly a group of indivi
duals who are especially at risk and who require particular medical attention. 
Those who had had psychotic symptoms in adult life, and those who had abused 
alcohol, were also as one would expect commoner in the suicide group. D orpat 
and Ripley (1967) have reviewed 24 published studies bearing on the relationship 
between attem pted and committed suicide, and report tha t both  the incidence of 
completed suicide among attem pters and the incidence of p rior suicide attempts 
am ongst those who completed suicide was many times that of the general popula
tion.

In  the past decade there has been a notable increase in Britain of cases of self
poisoning, particularly with barbiturates and more recently with tranquillizing 
and other psychotropic drugs. In  1965 in England and Wales there were 3774 
suicidal deaths by poisoning, and a further 289 deaths in Scotland. Recently these 
cases o f self-poisoning have constituted 4-7 per cent, o f the admissions to the 
medical wards of our general hospitals. The majority of these acts are impulsive: 
they are often the response to a quarrel or other frustration o f a temperamentally 
unstable or psychopathic individual, whose already defective self-control may have 
been further weakened by the influence o f alcohol or drugs. Kessel (1965) stated 
that ‘for four-fifths o f (these) patients the concept of attem pted suicide is wide 
of the m ark . . .  what they were attempting was not suicide.’ Certainly that there 
has been an attem pt to seek attention and to manipulate the environm ent is often 
obvious: bu t Kessel goes too far in recommending that ‘we should discard the 
specious concept o f attem pted suicide’.

In  the individual case it is often difficult to  be sure about the seriousness and 
dangerousness o f a patient’s intentions. N o firm line can be drawn between 
suicidal gestures and suicidal attem pts: and the circumstances o f  some genuine 
suicidal attem pts indicate clearly tha t consciously or unconsciously there has 
been a wish to  m anipulate the environment. Stengel has drawn attention to what 
he believes is a marked social element in most suicidal attem pts—an appeal, 
usually unconscious, to society for help. He calls attempted suicide Janus-faced, 
orientated both  to  self-destruction and to a revision o f hum an relationships. 
Stengel believes that the majority of genuine suicidal attem pts are carried out in 
such a way that the intervention o f others is possible or even probable. This is 
doubtful; but Stengel’s emphasis on the appeal function o f suicidal attempts and 
on the participation of the patient’s group very properly draws attention to social 
aspects o f individual suicidal acts which must be regarded if these acts are to be 
prevented, and adequately treated. Suicidal talk  and threats m ust not be minim
ized, since they are often both calls for help and danger-signals; and ‘an under
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standing of the individual significance of the appeal inherent in the suicidal 
attem pt would enable those who want to help to do so rationally and effectively 
and thus prevent repetition’. Hostility towards others is commonly a  com ponent 
in the psychopathology o f suicidal acts, and this in part explains why society’s 
response to these acts is still often itself aggressive and punitive.

RACE A N D  CULTURE

O ur clinical psychiatry has been developed on the basis of findings m ade 
almost exclusively in W estern civilization. Where the mental illness is dependent 
largely on organic pathology, this lim itation will seldom be im portant. The psy
choses and subnorm ality are probably very similar in different parts o f the 
world; the basic symptoms at least are probably the same, though they m ay be 
variously expressed and elaborated, according to the customs and beliefs o f the 
country. In the case o f reactions more psychogenically determined we would 
expect the social and cultural setting to  be much more im portant, affecting the 
incidence, the types o f reaction favoured, tolerated or repressed, and the m ethods 
o f care and treatment. The recent development of the sciences of social psycho
logy and anthropology is enabling us to  take a more balanced view o f nervous 
and mental illness, by placing it more definitely in  its social setting. Every 
individual is moulded by the culture in which he has been educated and by the 
culture in which he lives. In  the culture he has a  place (status) and a p art to  play 
(role), usually more than one, and he is subject to  the stresses and conflicts 
peculiar to that culture. There is a t least a suggestion that some of the psycho
logical ill health in Western communities to-day is due to  the indeterminacy and 
rapid changing of social roles. We know that certain types of individual are 
happiest if their environment is stable and their obligations defined (e.g. obses
s io n a l), whereas others because of their temperamental instability cannot adjust 
themselves to any social milieu (e.g. psychopaths). The more subtle interactions 
o f personality and culture are now a promising field of research, and im portan t 
work has been done by Benedict, M ead, Linton and others.

We cannot distinguish clearly the effects of race from those o f culture. W e 
meet the old difficulty of separating effects of nature from those of nurture.

We know comparatively little about the distribution, prevalence and incidence 
o f nervous and m ental illness in Britain and in the U.S.A. We know less o f 
conditions in m ost other countries, and very little indeed about any country 
outside Western civilization. The two main obstacles to  making com parisons o f 
mental disorder in  different races are tha t there has been no classification of 
mental disorders com m on to different countries, and that everywhere the develop
ment of psychiatric services has lagged behind those devoted to physical disease. 
Our knowledge of the influence of race o r nationality on nervous and m ental 
illness is therefore very slight and insecure, and much of it has been derived from  
observation o f foreign-born immigrants into the U.S.A. Here the situation is 
particularly complicated: the immigrant may not have been a stable m em ber of 
the society he has left, and he has all the strains of immigration and resettlement
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DE P R ES SI O N

Depression exhibits three main grades of severity, termed respectively simple 
or mild depression, acute depression and depressive stupor.

We again recognize a triad of symptoms which though not present in all cases 
is characteristic o f all of the above grades, namely, difficulty in thinking, 
depression and psychomotor retardation. Many other symptoms may be super- 
added delusions, hypochondriacal, self-accusatory or persecutory; hallucina
tions, irritability, etc. The mood change gives the impression of being the funda
mental feature. The depression is not infrequently accompanied by anxiety. 
The other features are such as might be expected to go with a depressed m ood: 
for example, difficulty in thinking and a small output of talk. Sometimes there 
is considerable talk  with much reiteration, while instead of reduction in activity 
there may be agitation.

The most im portant feature o f depression in general, from the point o f view of 
care and treatment, is the danger o f suicide. Of all mental illnesses, it is in the 
affective psychoses that the risk o f suicide is greatest: it is present often through
out the illness and far into convalescence. The risk may be a t its m ost serious 
early in the illness and if  there is a relapse in convalescence: in the depth o f the 
illness the mental and executive retardation may not infrequently act as a safe
guard—but this cannot be relied upon.

The depressed patient should always be asked if  he has had gloomy thoughts, 
if  he has felt discouraged or despairing or hopeless. I f  questioned with sympathy 
and delicacy, he may with relief speak spontaneously about his suicidal rum ina
tions or impulses. I f  he does not and yet admits to  feelings o f hopelessness, he 
should be asked gently if he has had a t any time thoughts of harming himself. 
He should be given ample time to  speak about his feelings and to  unburden 
himself of preoccupations about which it is likely he has felt ashamed and 
guilty. He should be reassured that suicidal thoughts are not evidence o f m oral 
weakness or sinfulness, but symptoms o f the depressive illness: and that they will 
pass. A person who is very depressed and sharply denies any thoughts of suicide, 
is particularly to  be distrusted. On the other hand, hints or talk  or threats of 
suicide are always to  be taken very seriously in the setting o f a depressive psy
chosis. The majority o f those who kill themselves have given at least hints to 
others of their intentions. A  family history o f suicide, and a previous suicidal 
attem pt, increase the risk o f suicide.

I t  is depressions o f the anxious, agitated type which carry the greatest suicidal 
particularly those o f middle and later life. Amongst the warning symptoms 

are intense self-blame, feelings o f guilt and failure and of being a burden upon 
others, feelings o f loneliness and o f being unwanted, fears o f having a fatal 
physical illness or venereal disease or o f becoming insane, a terrifying feeling 
that something is going to snap in the head, fears o f  losing control and o f harm 
ing others, actual attacks upon others, a fugue and intense concern about 
insomnia. The essential thing is never to ignore the risk but to  assess it as care
fully as possible, to  gain the patient’s trust and to take the relatives into one’s



confidence. Those patients who say that they do not have the courage to commit 
suicide should not be believed: nor should any confidence be placed in the 
assertion sometimes made by relatives th a t the patient is the sort o f person who 
would never carry out such a desperate act.

Simple Depression
This type is characterized by depression o f m ood and by a general slowing, 

both mental and physical. The bearing o f the m an is altered. He has a sad, care
worn expression, his brow is wrinkled, his eye is dull, and he looks older than his 
years. He may describe himself as a failure, or hopeless, or a disgrace. Thinking 
is difficult and slow. The slowness may not be apparent, and the only evidence of 
retardation may be the com plaint o f difficulty in thinking. Everything is an effort 
and a burden. He is unable to take an interest in w hat goes on around him, is 
often forgetful, irritable, and indecisive. His answers tend to  be monosyllabic: 
he speaks in a  low voice, in typical cases with a  delayed reaction-time. Some
times questions have to  be repeated before an answer is obtained. W hat he does 
say, however, is relevant. He blames him self fo r trivial m isdemeanours in his 
past, makes m ountains out o f mole-hills. In  the psychom otor field the retarda
tion is also conspicuous. The patient may sit fo r long periods brooding, and 
when asked to  do anything there is usually a delay, and then the action is carried 
out in a slow, deliberate way, as if his limbs were weighted. The patient under
stands everything th a t goes on in his environment. There is no clouding of con
sciousness, there is no disorientation, no defect o f memory o r intellect. The 
patient himself recognizes the need for specialized treatm ent.

In  depressive psychoses of all degrees of severity, a diurnal variation in the 
intensity of the symptoms is a common though by no means invariable feature. 
The patient tends to  feel a t his worst in the m ornings, and to  improve in the 
second half of the day. I f  such a  patient is examined in the afternoon, a false 
impression of the seriousness o f the illness may be obtained.

Milder form s o f  depression occur, which often m asquerade under some other 
guise. Patients will consult the doctor in general practice, or come as out-patients, 
complaining sometimes of mild depression, b u t m ore often o f anything but 
depression. They have vague or emphatic com plaints o f  headache or facial 
pain, often of an ill-defined and ill-localized type and very persistent, of dys
pepsia o f various kinds, including lack of appetite, feelings o f  weight in the 
abdomen, a bad taste in the m outh, constipation, blurring of vision, irritability— 
especially to noises, lassitude, general weakness and (what is very common) 
fatigue or actual exhaustion. W hen thoroughly examined physically, they present 
nothing tha t will satisfactorily account for their symptoms. They are probably 
continuing at their work, but finding it very difficult, and on closer inquiry it will 
be found that although their difficulty is at first attributed to  the complaints just 
enumerated or to the exacting nature of their w ork, as a m atter o f fact they have 
lost confidence, cannot concentrate, and it is an effort for them to keep to the task 
in hand. Reading may be easy enough, but when it comes to writing, it is difficult 
for them to do it, words and phrases come with difficulty, and if the latter
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PSYCHIATRIC EMERGENCIES

The psychiatric emergencies to which a doctor is most often summoned are: 
suicidal threats or attempts; acute schizophrenic or manic excitement; acute 
intoxication with alcohol or drugs; and acute anxiety or panic reactions. In  
cases of suicidal behaviour and panic usually only the patient is at risk. Where 
there is psychotic excitement or intoxication assaultive or destructive behaviour 
may be directed against inanimate objects, against the individual himself or 
against other people.

SUI C ID A L THREATS AND A TTEMPT S

Suicidal threats, gestures or attempts are now the commonest kinds o f 
psychiatric emergency.

A suicidal threat should never be dismissed or ignored in the belief tha t those 
v»ho threaien suicide do not commit it. In fact many, both of those who attem pt 
and of those who commit suicide, give more or less overt and even repeated 
warnings of their intention to do so. These warnings may be phrased as feelings 
of despair or failure, of having an incurable illness, o f being a burden to others, 
of being sinful or unworthy or unloved and lonely. They are both calls for help 
and danger signals, to  which the relatives and the family doctor should respond 
at once by safeguarding the individual until the circumstances o f his distress 
have been fully explored and the relevant preventive action taken. In  all situa
tions of threatened or attempted suicide one’s first duty is to preserve the 
patient’s life.

When a suicidal attem pt has been made, whether or not the injuries sustained 
appear to be slight, it is usually advisable to admit the patient forthwith to  
hospital: preferably to  a general hospital which has a psychiatric unit. There 
the patient will receive the appropriate medical or surgical treatment, and the 
whole circumstances o f his attempt, psychological, physical and social, can be 
reviewed. There too it is far easier to safeguard the patient against further self- 
injury, to ensure a calm and conflict-free atmosphere and to promote the sleep 
which is a sovereign healing agent after exposure to any emergency. Relatives 
must be interviewed, and a medical or psychiatric social worker’s help may be 
needed in dealing with family relationships, financial and other social problems. 
A full assessment of a suicidal attem pt may take a few days: it rarely need take 
longer, and the majority of these cases may then be discharged hom e reason
ably safely within about ten days. Follow-up supervision by the family doctor 
or by a social worker, or out-patient psychiatric treatm ent, is often required. 
Much depends on the quality o f the rapport which can be achieved with the 
patient, and it is inadvisable to hurry a decision, unless the family circumstances
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or throat are not certain indications o f slight suicidal intent. The psychotic 
patient may be too agitated, retarded or perplexed to effect his will. Amongst 
those who take barbiturate overdoses a t home, the com m onest category, is 
found the whole gamut of intent. The older the patient in  general the more 
serious the suicidal act. Gestures, rare after middle life, are hardly ever made 
by the old. I f  in doubt, consider a gesture at any age to  have been an attem pt 
at suicide.

One does not of course confine one’s attention to the suicidal act. I f  it has 
been unsuccessful, it is of less importance than the actor, his state of mind and 
the whole surrounding circumstances. Almost any mental disorder may eventuate 
in a suicidal attempt. There are two large groups which have to  be distinguished 
clinically: the mentally ill on the one hand, and the temperamentally unstable 
on the other. Amongst the former, a depressive psychosis is the m ost common 
reaction; chronic alcoholism probably next most common. The young schizo
phrenic may make an impulsive and very violent attem pt; the cerebral arterio
sclerotic who realizes his increasing limitations may decide to  term inate his 
life rather than be a mental or physical cripple; the paranoid patient, if he be
comes depressed, may no longer be protected from self-injury by his outgoing 
aggression. The second group, the temperamentally unstable, are mainly young 
people, in their teens or early adult life, hysterical, psychopathic o r exhibiting 
some other allied type of personality disorder. A  very much smaller group than 
either of the two already mentioned is comprised of those who have appeared 
previously to be stable people, bu t who have reacted catastrophically to some 
sudden grave stress, such as bereavement or financial ruin o r a summons to  a 
Court of Law.

I t  will fall often to the non-specialist to distinguish the mentally ill from 
the temperamentally unstable. This may be a difficult task, and sometimes the 
two conditions coexist: but if a good clinical history has been obtained, a 
differential diagnosis can usually be reached with fair confidence. One m ust 
obtain, from the patient and from his relatives, a clear account o f whether or 
not, prior to the emergency, this person had given evidence o f having become 
nervously or mentally ill. H ad there been a  recent change in the individual’s 
mental state, and if so, o f what nature? Especially, have there been symptoms 
or signs of depression of mood which have persisted for more than  a few days? 
Is there a family history or previous personal history o f mental illness, and par
ticularly o f depression or suicide? If  there has been a previous suicidal attem pt, 
either in this or an earlier illness, there will be no doubt about the gravity of 
this further attempt. All depressive psychoses carry a suicidal risk, whether or 
not the illness has had obvious precipitants.

I f  there is evidence of mental illness, it will be advisable to refer the patient to  
a psychiatrist for further assessment, and to keep the patient in hospital until 
this has been done. Though a  suicidal attem pt occasionally seems to initiate the 
rapid clearing of a depressive illness, the great majority of those who are both  
mentally ill and suicidal will require specialized psychiatric in-patient treatm ent, 
at least for some weeks.
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