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Psychopathology 101 

 Areas I will cover briefly: 

 What is mental illness/ what is mental health? 

 How do we diagnose mental disorders? 

 Mental status exam and the meaning of important 
terms 

 A  quick review of 3 major mental disorders and 
their treatment with medication 

 Schizophrenia 

 Major depression 

 Bipolar disorder (Manic-depressive illness) 

 The relationship between mental illness and 
violence 
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Two Questions about 
 Mental Illness 

 What is mental illness? 

  Not such an easy question to answer 

 What are the common mental 
illnesses? 

  A much easier question to answer 
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What is mental illness? 

 Like Justice Stewart’s comments on 
pornography- 

  I don’t know how to define it,  

       but I know it when I see it. 
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Dimensional vs. Categorical 
Approach to Mental Illness 

 Categorical Approach 
•  you have it or you don’t have it 

 Dimensional approach 

  All of us are a little bit mentally ill 

•  we may all be neurotic 

•  we may all have some dysfunctional  

    personality traits 

•  we may not be in perfect mental health 
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Stress Vulnerability 
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Implications of the  
Stress-Vulnerability Model 

 Biological and Psychosocial factors 
influence the onset and course of 
psychosis. 

 Most people exposed to sufficient 
stress can become psychotic. 

 Individuals can have some control 
over their symptoms. 

 Schizophrenia can be seen as an 
episodic condition. 
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Mental Health and Mental 
Illness: Points on a Continuum 

 

  “Mental health is a state of successful 
performance of mental function, 
resulting in productive activities, 
fulfilling relationships with other 
people, and the ability to adapt to 
change and to cope with adversity.” 

 

                                       Surgeon General’s Report, 1999 



12 



13 



14 

What is mental illness? 

DSM IV definition of mental disorder 
…a clinically significant behavioral or 

psychological syndrome or pattern that 
occurs in an individual and is associated 
with present distress (i.e., a painful 
symptom) or disability (i.e., impairment in 
one or more important areas of 
functioning) or with a significantly 
increased risk of suffering death, pain, 
disability or an important loss of 
freedom…” 
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What is mental illness? 

 Surgeon General’s Report on Mental Health 
  Mental disorders are health conditions that are  

    characterized by alterations in thinking, mood or   

    behavior (or some combination thereof) 

    associated with distress and/or impaired 

    functioning 
•  Alzheimer’s disease example of disorder in thinking 

•  Depression example of disorder in mood 

•  Attention Deficit/Hyperactivity Disorder example of 

    disorder in behavior and/or thinking 
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What is mental illness? 

Ohio Commitment Statute: 

  A substantial disorder of thought, mood, 
perception, orientation or memory that 
grossly impairs judgment, behavior, 
capacity to recognize reality, or ability to 
meet the ordinary demands of  life.  

                      ORC 5122.01(A) 
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Understanding  
Mental Illness 

Defining Mental Illness: 

 Mental illnesses are brain diseases which 
are biologically based. 

 These are illnesses which respond to 
medical treatment. 
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Facts about Mental 
Illness 

 It has nothing to do with intelligence. It can 
happen to anyone. 

 Symptoms of mental illness can come and 
go. 

 Mental illness can be treated but cannot be 
cured. 

 Mental illness is long term. 

 Mental illness is often difficult to diagnose 
and treat correctly. 
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Mental Disorders are 
Common: 

 One in five people experience a 
diagnosable mental illness in a given 
year. 

 Severe and persistent mental disorders 
are less common but still affect 
between 3 to 5% of the adult 
population. 
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How do psychiatrists 
classify mental disorders? 

 DSM IV Multi-axial system (not used in 
DSM 5) 

  Five axes, each referring to a different 

    domain of information  
I. Clinical disorders 

Other conditions that may be a focus of clinical attention 

II. Personality Disorders  

  Mental Retardation 

III. General Medical Condition 

IV. Psychosocial and Environmental Problems 

V. Global Assessment of Functioning 
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Axis I: Clinical Disorders 
Other Conditions That May Be a Focus of 
Clinical Attention 

 *Delirium, Dementia, 
and Amnestic and Other 
Cognitive Disorders 

 *Mental Condition due 
to a medical condition 

 *Substance-Related 
Disorders 

 *Schizophrenia and 
Other Psychotic 
Disorders 

 * Mood Disorders 

 * Anxiety Disorders 

 

 Somatoform Disorders 

 Factitious Disorders 

 Dissociative Disorders 

 Sexual and Gender 
Identity Disorders 

 Eating Disorders 

 Sleep Disorders 

 Impulse-Control 
Disorders  Not 
Elsewhere Classified 

 Adjustment Disorders 

 Other Conditions That 
May Be a Focus of 
Clinical Attention 
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Personality Disorders 

 An enduring pattern of inner experience & 
behavior that deviates markedly from the 
expectations of the individual’s culture.   

 Inflexible & pervasive across a broad range 
of personal & social situations. 

 Leads to clinically significant distress or 
impairment in functioning. 

 Pattern is stable, of long duration & started 
during adolescence.  
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Axis II 
Personality Disorders 
Mental Retardation 

 Anxious cluster 

 Avoidant P.D. 

 Dependent P.D. 

 Obsessive-
compulsive P.D. 

 

 Mental Retardation 

 Odd cluster 

 Paranoid P.D. 

 Schizotypal P.D. 

 Schizoid P.D. 

 Dramatic cluster 

 Antisocial P.D 

 Borderline P.D. 

 Narcissistic P.D. 

 Histrionic P.D. 
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Axis III 

 Medical disorders 

  complicate psychiatric disorders 

  masquerade as psychiatric disorders 



25 

Axis IV 
Psychosocial and Environmental Problems 

Problems with primary support group 

Problems related to the social environment 

Educational problems 

Occupational problems 

Housing problems 

Economic problems 

Problems with access to health care services 

Problems related to interaction with the legal system/crime 

Other psychosocial and environmental problems 
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Axis V 

 Global Assessment of Functioning 

91-100 = Superior functioning 

61-70   = Some mild symptoms 

41-50   = Serious symptoms 

21-30   = Behavior is considerably 
influenced by delusions or hallucinations 

 1-10    = Persistent danger of severely 
hurting self or others 
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How do mental health 
professionals examine 
patients? 

Mental Status Examination:  

The mental health equivalent to 
the physical exam 
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Elements of the Mental 
Status Examination 

 Appearance 

 Cooperation 

 Speech 

 Mood 

 Affect 

 Thought 

 Process 

 Content 

 Delusions 

 Perception 

 Hallucinations 

 Illusions 

 Suicide Assessment 

 Homicide Assessment 

 Cognitive Examination 

 Orientation 

 Memory  

 Judgment 
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Axis I:   
“Serious Mental Disorders” 

“Serious” based on severity of symptoms 
& their impact on functioning, and 
chronic or recurring nature of the 
disorder 

Schizophrenia 

Affective Disorders (Major Depression, 
Bipolar Disorder) 

Schizoaffective Disorder 

 



How Many Disorders? 

Diagnosable mental disorders. 

Characterized by alterations in 

thinking, mood, or behavior 

associated with impaired 

functioning 



Thinking-Psychotic 

Disorders 
Behavior-Personality 

Disorders 

Anxiety Disorders 

 

Mood Disorders   
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Mental 

Illness is 

a Loss 



33 

Illness Characteristics 

 Sign 
 An objective manifestation of a 

pathological condition.  Signs are 
observed by the examiner, not reported 
by the patient. 

 Symptom 
 A subjective manifestation of a 

pathological condition.  Symptoms are 
reported by the affected individual rather 
than observed by the examiner.  



Observable Characteristics  
 

Loss of Reality  

Schizophrenia 

Dementia 

Drug Induced Psychosis 

Other Psychotic Disorders 

Loss of Control  

Manic Stages of  

Bi-polar 

Borderline PD 

Oppositional DD 

Anti-Social PD 

Impulse Control 

Disorders 

Loss of Perspective 

Anxiety and Panic 

Disorders 

OCD  

Post-Traumatic Stress 
 

Loss of Hope  

Depression  

Depressive stages of   

Bi-polar  

Adjustment Disorders 
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Observable Characteristics 

Loss of Reality  

Delusions 

 Paranoia 

 Hallucinations 

Disorganized Thinking 

Odd behavior/mannerisms 

 

Loss Of Control  

Manipulation 

Hostility 

Impulsive 

Self Destructive 

Loss of Perspective 

Anxiety 

Panic 

Restlessness 

Nervousness 

Physical discomfort 

 
 

Loss of Hope  

Deep Sadness 

Anguish 

Withdrawn 

Depression 

Suicide   
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Loss of Reality: 

Psychosis - 

 A severe mental disorder characterized by 
gross impairment in reality testing, 
typically shown by delusions, 
hallucinations, disorganized speech, or 
disorganized or  catatonic behavior.   

  

 Persons with the signs and symptoms of 
psychosis are described as psychotic. 
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Psychotic Disorders 

Caused by: 

 Biological factors - overactivity of 
neurotransmitter dopamine in meso-
limbic and meso-cortical tracts in brain 

 

 Psychological and Social factors - 
stress 
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Schizophrenia 

Most catastrophic mental illness 

Probably not one single disorder 

 Presents with multiple signs and 
symptoms involving thoughts, 
perceptions, emotions, and 
behavior. 
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Myths about  
schizophrenia: 

 Split or multiple personality (actually 
Dissociative identity disorder) 

 Caused by schizophrenogenic mothers or 
aloof, disengaged fathers 

 A hopeless, always deteriorating disorder 

 a disorder for which there is no good 
treatment 

 “chronic” patients 

 “homicidal maniacs” 
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The Many Faces of 
Schizophrenia 

http://images.google.com/imgres?imgurl=http://www.mhreform.org/emergency/PressConference/images/Daniel B. Fisher MD, National Empowerment Center.jpg&imgrefurl=http://www.mhreform.org/emergency/PressConference/pages/Daniel B. Fisher MD, National Empowerment Center.htm&h=404&w=396&sz=47&tbnid=qJL6s5WfrcVpeM:&tbnh=121&tbnw=118&hl=en&start=2&prev=/images?q=Daniel+Fisher,+MD&svnum=10&hl=en&lr=&sa=G
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Reality of Schizophrenia 

 A brain disease with increasingly 
effective treatments 
 Hope is a major component of recovery 

 Course is much more variable 
 Half to 2/3 have a positive long term outcome 

 “Recovery” is possible 

 With treatment, much more likely to 
be victims of crime than perpetrators 
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Schizophrenia 

 

 Name means “to split the mind”, i.e. 
complete rupture between reality and the 
person’s psychotic thinking.  

  Onset: generally late teens or early 20’s 

  It is relatively common 
 about 1% of population world-wide 

 Symptoms lead to social & occupational 
dysfunction 
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Facts about schizophrenia 

 It is a long-term and potentially 
debilitating disorder 
 10-15% commit suicide 

 10-32 years shorter life-span than general 
population 

 close to 50% co-morbid substance use 
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Importance of 
schizophrenia 

 Prototype Serious Mental Illness (SMI) 
 Horribly stigmatizing 

• Terribly misunderstood 

 Extremely costly 

• Estimates of nearly $50 billion per year total 
cost 

 $25 billion direct costs (treatment) 

 indirect costs include lost productivity, 
criminal justice, etc. 

 May result in life-long (“chronic”) disability/ 

vulnerability  
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Signs & Symptoms of 
Schizophrenia 

 Delusions 

 Hallucinations 

 Bizarre behavior 

 Disorganized 
 thinking 

 

 Affect flattening 

 Poverty of speech 

 Social withdrawal 

 Lack of 
motivation/apathy 
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“Positive” symptoms 

 “Positive” symptoms 
– An active symptom; added to normal 

behavior 

– Not usually present in normal experience 

 Delusions:  

 Hallucinations: 

–Not the major cause of disability 
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Delusion 

Problem with thought content (APA 

definition) 

 A false belief based on an incorrect 

inference about external reality and firmly 
sustained despite clear evidence to the 
contrary. The belief is not part of a cultural 
tradition, such as an article of religious faith. 
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Delusion 

 Alternative definition 

     A belief which may be false and at 
the extreme end of consensual 
agreement, it can be culture dystonic 
but may be amenable to reason. 

Turkington et al, 1997. 
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Symptom:   

 Delusion: A false belief or idea firmly 
held despite abundant contradictory 
evidence 

 Sign:  Appears frightened, suspicious, 
guarded, strikes out in perceived self-
defense 

Delusion: 
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Delusions: Many Types 

 Persecutory 
    “My family is plotting against me.” A paranoid 

delusion is an unrealistic fear.  

 Grandiose 
    “I am the ruler of the world.” 

 Religious 
    “I am God’s special messenger.” 

 Nihilistic 
    “The world is ending.” 

 Somatic 
    “My insides are rotting.” 
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Complex delusions 
common in psychotic 
disorders 

 

 Ideas of Reference 

 Thought broadcasting 

 Thought insertion 

 Thought withdrawal 



52 

Be friendly and curious: 
neither collude nor confront 

 Could it be true... Or 
partly true? 

 Curiosity and respect. 

 Ready to validate true 
statements 

 Open to persuasion 

 Open to the evidence 

 Normalise 
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Hallucination 

 

 A sensory perception in the absence of an actual 

external stimulus; to be distinguished from an 
illusion, which is a misperception or 
misinterpretation of an external stimulus. 

 Hallucinations can involve any of the senses.   

 Most common are:   

   auditory (hearing voices)  

   visual (seeing visions).  
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 Symptom: 

– Hearing, seeing, feeling, tasting or smelling 
something that is not there. The experience 

   is real to the person. 

 Sign:   

– Appears to be listening to something or 
seeing something; talking out loud as if in 
conversation 

 

Hallucinations 
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“Negative” symptoms 

 The absence of something normally 
experienced 

– Technical terms mainly start with “a” - 
meaning “without” 

 Passive symptoms  

 May be more debilitating than positive 
symptoms 
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Negative symptoms 

 Affect blunt or flat (expression) 

 Amotivation (lack of motivation) 

 Anergia (lack of energy) 

 Abulia (absence of volition) 

 Poverty of speech 

 Anhedonia (inability to experience 
pleasure) 
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“Cognitive” symptoms  

 Short attention span 

 Memory difficulty 

 Disorganized thinking 

 Poor judgment 

 Poor insight 
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DISORGANIZED 
BEHAVIOR 

 Catatonia: waxy inflexibility and/or 

agitation 

 Belligerence 

 Aggression 
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Treatment of 
Schizophrenia 

 Medication 

– Antipsychotic medications primarily 

 Psychosocial support 

– “Case management”; coping skills; recovery 

 ACT – Assertive Community Treatment teams 

– Integrated treatment for substance abuse 

– Safe housing 

– Vocational support 

– Family education – NAMI family to family 
program 
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Antipsychotic Medications 
 

 Used to treat psychosis (hallucinations, 
thought disorganization, delusions, 
agitation) 

 

 Mechanism of action – these medications 
block the action of the chemical dopamine 
that is thought to be present in excess 

 

 Not helpful for negative symptoms 
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“Traditional” Antipsychotic 
Medications 

 Haldol* 

 

 Loxitane 

 

 Mellaril 

 

 Navane 

 Prolixin* 

 

 Stelazine 

 

 Thorazine 

 

 Trilafon 
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Movement Disorders 

 Extreme restlessness (akathisia) 

 Sudden, painful & sustained muscle 
spasms (acute dystonic reaction) 

 Parkinson’s disease or similar 

 Tardive dyskinesia (permanent, 
involuntary & uncontrolled movement 
– usually involves muscles of face &  

     mouth) 
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Side Effect Medications 

 Artane 

 Cogentin 

 Benadryl 

 Symmetrel 

 Inderal (for tremors and akathisia) 
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Second Generation 
(“Atypical”) Antipsychotics 

 Clozaril 
 

 Risperdal* 
 

 Invega* 
 

 Zyprexa 

 SustennaTrinza 

 Seroquel 
 

 Geodon 
 

 Abilify 
 

 Fanapt 
 

 Saphris 
 Latuda 
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Atypical antipsychotic  
side effects 

 Far less likely to impact normal movement 
than older medications  

 FDA mandates white blood cell testing with 
Clozaril 

 Increasing concern over the association of 
elevated blood sugar, including diabetes 
development with newer medications 

 FDA recommends monitoring blood sugars, 
waist circumference, blood pressure  
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Course of schizophrenia 

Extremely variable 

Often chronic 

Sometimes episodic 

Florid symptoms may diminish 
with age 

Rare spontaneous remissions 
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The Five R’s Remission 

x 

Psychotic 

Symptom

s Response 

Partial 

Remission 

Recovery 

Recurrence 

Treatment Phases 

Acute 
Weeks  

Continuation 
Months 

Maintenance 
Year(s) 

Antipsychotic Treatment 
Outcome 

worse 

better 



68 

Delusional Disorder 

 Non-bizarre delusions 

 Non-prominent hallucinations 
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Observable Characteristics 

Loss of Reality  
Ground the person in the here  

and now 

Calm confusion and disorientation 

Defer your own belief in their 

psychosis 

Validate how it must be making 

 them feel 

Loss Of Control  
Be calm but firm 

        Use I statements to deflect 

personal attacks 

Allow the caller some time  

to vent 

Empathize by acknowledging 

their  anger 
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Mood Disorders 

 Major Depressive Disorder 

 Bipolar Disorder 

 Dysthymia 

 Cyclothymia 

 Mood Disorder due to General Medical 
Condition 

 Substance-Induced Mood Disorder 
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MOOD DISORDERS 

MOOD DISORDERS 

BIPOLAR SPECTRUM   
Bipolar type I and II 

Cyclothymic Disorder 

DEPRESSIVE SPECTRUM 
Major Depressive Disorder 

Dysthymic Disorder 
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Loss of Hope: 
Major depression 

 Very common 
– Top causes of disability world-wide 

– Surgeon General best estimate 6.5% one year 
prevalence 
 More common in women than men 

– Highly treatable 

 Serious complications  
– 10-15% suicide rate 

 psychotic states can result in infanticide; homicide/suicide 

 “Suicide by cop” 
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Suicide is the Leading Cause  
of Violent Deaths Worldwide 
(World Health Organization, 2002) 

Suicide

49%

Homicide

32%
War-related 

deaths

19%
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Major Depression 

 Onset – anytime, usually develops 
over days to weeks 

 Essential feature – depressed mood or 
loss of interest or pleasure for at least 
2 weeks 
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Major Depression 

 Depressed mood 

 Diminished interest or pleasure 

 Weight changes 

 Sleep disturbance  

 Psychomotor agitation/retardation 

 Fatigue or loss of energy 

 Feelings of worthlessness or guilt 

 Diminished ability to concentrate 

 Recurrent thoughts of death or suicide 
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Depression 

 Symptoms 
 sadness – kids irritable, 

older adults somatic 
 
 fatigue 
 
 no appetite 
  
 can’t concentrate 
 
  

 Signs 
 tearfulness, looks sad 
 
 looks tired, moves 

slowly 
  
 weight loss 
 
 appears preoccupied, 

forgetful 
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Antidepressant 
Medications 

 Used to treat depression, 
sometimes anxiety disorders 

 

 Mechanism of action – medication 
increases brain chemicals that are 
present in lower than normal 
levels in affected individuals 
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Antidepressants 

 Tricyclics 
– Elavil, Pamelor, 

Sinequan 

 OTHER 
– Desyrel 

– Effexor 

– Wellbutrin 

– Remeron 

– Cymbalta 

 

 

 Selective 
Serotonin 
Reuptake 
Inhibitors 

  (SSRI) 
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Specific Antidepressant 
Medications 

 
 Serotonin Reuptake Inhibitors (SSRIs) 

Prozac   

Zoloft    

Paxil 

Celexa 

– Lexapro 

Luvox    
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Side Effects of SRI’s 

 Gastrointestinal 
– Nausea, Diarrhea 

 CNS Effects 
– Headache 

– Nervousness 

– Agitation 

– Insomnia 

– Tremor 

– Extrapyramidal side effects 

– “Serotonin Syndrome” 

 

 Sexual Side Effects 

– Decreased libido, 
performance 
impairment, 
anorgasmia 

 Other 

– sweating 

– nightmares 
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The Four Rs 

Modified from Kupfer. J Clin Psychiatry. 1991;52(Suppl 5):28. 

Remission 

x 

x 
x 

Mood 

Response 

Recurrence 
Recovery Later 

Recurrence 

Treatment Phases 

Acute 6-12 
Weeks  

Continuation 
6-12 Months 

Maintenance 
 1 Year 

Depression Treatment 
Outcome 
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MOOD DISORDERS 

MOOD DISORDERS 

BIPOLAR SPECTRUM   
Bipolar type I and II 

Cyclothymic Disorder 

DEPRESSIVE SPECTRUM 
Major Depressive Disorder 

Dysthymic Disorder 
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BIPOLAR DISORDER 
(aka manic depression) 

 Recurrent illness  

 Recurrent episodes may lead to 
progressive deterioration in 
functioning 

 Number of episodes may affect 
subsequent treatment response 
and prognosis 
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Major Depression 

 Depressed mood 

 Diminished interest or pleasure 

 Weight changes 

 Sleep disturbance  

 Psychomotor agitation/retardation 

 Fatigue or loss of energy 

 Feelings of worthlessness or guilt 

 Diminished ability to concentrate 

 Recurrent thoughts of death or suicide 
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DEPRESSION 

 Bipolar depression 

– May be more likely to have atypical 
vegetative symptoms 

 Excessive sleep rather than insomnia 

 Increased appetite, weight gain rather than 
loss of appetite and weight loss 
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MANIA 

 Abnormally & persistently elevated, 
expansive or irritable mood 

 Lasts at least a week 

 3 or more symptoms below: 

– Inflated self-esteem or grandiosity 

– Decreased need for sleep 

– More talkative than usual or pressure to keep 
talking 

– Flight of ideas or feeling that thoughts are racing 
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Manic symptoms  
(continued) 

– Distractibility  

– Increase in activity or psychomotor 
agitation 

– Excessive involvement in pleasurable 
activities that have a high potential for 
painful consequences 

– Delusions (often grandiose) 

– Hallucinations 
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General Signs of Mania 

 

Sudden changes in behavior. 

Impulsivity. May simply act or react 
without thinking. 

Pressured speech. Talks very 
quickly, rarely takes a break. 
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Challenges dealing with a 
person in a manic state 

Poor insight 

Poor judgment 
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Bipolar Disorder 
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EPIDEMIOLOGY OF 
BIPOLAR DISORDER 

Prevalence: 1.2-1.6% of  

U.S. population 

Equally distributed among 
males/females 
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ECONOMIC IMPACT OF 
BIPOLAR DISORDER  

6th leading cause of disability 
worldwide in 1990 

Total estimated U.S. cost in 
1999: $60 billion 
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Cause of Mood Disorders 

 Biological factors - underactivity of 
neurotransmitters serotonin, 
norepinephrine 

 

 Psychological/Social factors - 
stress 
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Treatment of mania: 
Target Symptoms 

 Sleep 

 Explosiveness 

 Pressured Speech 

 Organization of thoughts 

 Delusions, Hallucinations 

 Judgment problems 
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Mood Stabilizing 
Medications 

 Used to treat mania, long-term control 
of “cycling” between phases in bipolar 
disorder, impulsivity/aggression 

 

 Mechanism of action – may relate to 
keeping neurons “calm” or stable (less 
likely to “fire off” for no reason as they 
do in seizure disorders) 
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Treatment of Mania 

 Mood Stabilizers 
– Goals are anti-manic action and reduction 

of mood swings (cycling) 
– Often used in concert with other agents-

antidepressants, antipsychotics and 
antianxiety medications 

 Bipolar Patients, especially those in 
acute mania may resist treatment and 
engage in high risk behaviors 
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Mood Stabilizers 

 Older Agents 
– Lithium 

– Depakote  

– Tegretol 

 Newer Agents 
– Lamotrogine 

– Neurontin 

– Lamictal 

– Topamax 

Mood Stabilizers are often started with 

an additional agent, usually an 

antipsychotic. 

Blood levels of these medications 

can be drawn and used to adjust the 

dose 



98 

Side Effects of Mood 
Stabilizers 

 Lithium 

– Toxic Doses are 
more common 

– dizziness, 
confusion, 
problems walking, 
tremor 

– Blood levels are 
often drawn 

 Depakote 

– Toxicity is less 
common 

– May be safer long 
term 

– People who respond 
to Lithium may not 
respond to 
Depakote. 

– Blood levels are 
often drawn 
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Psychotropic Medication 

 With the right dose & compliant use of 
appropriate medications, most people 
experience relief from symptoms 

 

 Psychotropic medications 
(antipsychotics, antidepressants & 
mood stabilizers) do not create 
physical dependence 
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Psychotropic Medication 

 Psychotropic medications are an 
essential component of effective 
treatment for many people 

 

 To work, medication MUST be taken 
consistently; intermittent dosing is 
NOT effective in maintaining blood 
levels to impact brain chemistry 
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Polypharmacy and 
combination treatment 

 There are few textbook cases of any of 
these disorders. 

 It is increasingly common to see people who 
need more than one medication to achieve 
and maintain an adequate response to 
treatment. 

 There has been an explosion of new 
psychoactive medications in the past decade 



102 

Polypharmacy and 
combination treatment 

 Polypharmacy is defined as the use of 
two or more medications from the 
same class of medication 
– e.g., two antipsychotic medications 

 Co-pharmacy or combined treatment 
is using two or medications from 
different classes for the same 
condition 
– e.g., an antipsychotic and an 

antidepressant 



103 

Other treatments 

 Assertive Community Treatment 

 Psychotherapies 

– Supportive 

– Insight oriented 

– Family therapy 

– Counseling 

 “Psychosocial rehabilitation” 
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SCHIZOAFFECTIVE 
DISORDER 

 Symptoms of major depression or 
mania occurring with symptoms of 
schizophrenia 

                           & 

 Periods of time in which symptoms of 
schizophrenia (hallucinations or 
delusions) occur without mood 
symptoms 
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Confused, Disoriented 

Angry, Irritable 

Anxious, Panicky 

Sad, Desperate 

Ground in here-n-now 

Listen, Deflect, Diffuse 

Instill Hope, Personal 

Connection 

Calm, Deflect 
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COMPLICATIONS 

 Suicide 

  Mood Disorders at least 25% 

    attempt and 10-15% complete 

    Schizophrenia 10-15% complete 
 often early in course of   
 illness 

 Victimization by others 
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COMPLICATIONS 

Substance Use 
Lifetime prevalence:  

  alcohol  Approximately 1/3 

  other drug Approx ¼ to 1/3 

       (opiates on rise) 

  any substance 50% 

Reasons: self-medication, depression, boredom, 

low self-esteem, lack of purpose 

 
 

 

 



Almost 4-fold increase in 
Overdose -mostly opiates 



What is Project DAWN? 

 Opioid education and naloxone 
distribution program (OEND program)  

 

 Educate at-risk opioid users on:  

– RISK FACTORS for overdose 

– RECOGNITION of opioid overdose 

– RESPONDING by calling 911, 
administering rescue breathing and 
NASAL NALOXONE  

 



DAWN Kit 



How is a person rescued? 

 Administration by self or a 3rd party using the 
nasal atomizer.  
– Spray half in one nostril 
– Spray half in second nostril 
– Equivalent clinical efficacy as compared to intravenous 

naloxone 
 

 
 By new law, the drug KIT can be provided TO 

the  person who is the  intended recipient, 
family, and friends.  

 The actual naloxone may be administered by 
these individuals or EMS or law enforcement. 
 
 



Why People Become 
Violent 
 To punish others - revenge, “justice,” 

rage 

 Reaction to threat of or loss of 
freedom 

 Fear of losing control 

 Result of ongoing aggression (carry-
over) 

 Expression of contempt or sadism 

 Acting out while blaming others - 
taking out one’s problems on others 



Why People Become Violent 

 To defend, change, or establish a reputation 

 To protect one’s self, property, family 

 To warn others to reduce further violence 

 To self-punish for guilt or masochism 

 Attempt at protest/rationalized disobedience 

 Wilding- perception that violence may be 
justified in certain group environment 

 Result of impaired thinking or judgement 

– May alter perceptions of other causes 
above 

 



Affective and Predatory 
Violence 

 Affective 

– Emotions (Ideas, emotions, grievance) 

– Fight or Flight or Freeze (attack) 

 

 Predatory 

– Stalking 

– Planned (research, preparation) 



Violence Risk Factors 
Epidemiology- Monahan 

 Male : Female 10:1  

– No gender difference for patients with 
mental illness 

 younger - late teens to early 20s 

 Employment instability - lower social class 

 Residential Instability 

 History of Alcohol Abuse 

 History of Drug Abuse 

 History of Violence 



Violence Risk Factors 
Clinical 

 Stated desire to harm someone 

– Higher with specific victim and/or specific plan 

 History of violence 

 Alcohol abuse 

 Substance abuse 

 Inability to control anger 

 Impulsivity - reckless driving, unrestrained spending 

 Psychotic Disorders 

 Other serious mental illnesses - more diagnoses is higher risk 

 Personality Disorders- Antisocial, borderline, “organic” pd 



Violence Risk Factors 
Clinical 

 Past psychiatric hospitalization 

 Family history of psychosis 

 Major neurological impairment or head 
injury 

– “soft” neurological signs 

– central nervous system disorder 

 Low IQ 

– Men 5 time increase 

– Women 25 time increase 

 



Delusions and Violence 

 Persecutory/Paranoid – Most common 
- target seen as persecutor 

 Mind dominated but planning ability 
intact, including to get weapons 

 Associated with fear, anger, or anxiety 

 Acted on before 

 Coupled with substance abuse 

 Delusional jealousy  



Hallucinations and 
Violence 

 Command hallucinations to harm 
others 

 Compliance 10-80% 

 Violent commands less likely to be 
obeyed 

 Familiar voice increases risk 

 Increased risk with related delusion 

 



Depression 

 Despair 

 Extended suicide 

 Filicide 

 Familicide 



Mania 

 Likely to threaten or assault 

 Serious violence unlikely 

 Generally less criminality  

 Sometimes triggered by limit setting 



Actuality 

 Weak relationship 

 Most not violent 

 Victims rarely strangers 

 Violent conduct only increased during 
acute psychiatric symptoms 



Actuality 

 90% of patients with mental illness not violent 

 

 Epidemiologic Catchment Area Survey 1990 by 
Swanson et al 

– 2% violent per year with no disorder 

– 10% violent per year with Active major Axis I 

 Schizophrenia, Major Depression, OCD, Panic, 
Mania  

– 20% violent/year cannabis abuse or dependence 

– 25% violent/year alcohol abuse or dependence 

– 35% violent/year other substance dependence 

 



Actuality 

 The more psychiatric diagnoses, the 
higher the rate of violence 

 Dual-Diagnosis has very high rate 

 Highest in young, poor, substance 
abusers 

 Increase with substance abuse and 
threat-control-override 

 High in low IQ with antisocial 
personality 



Excited Delirium Syndrome 
(1985 in MD) 

 A Medical Emergency 

– Early and advanced coordination with 
EMS is key. 

– Do not approach until it is safe to do so 
and always ensure many (4+) officers are 
present. 

– Get to medical attention as soon as safely 
possible due to high potential for fatality. 
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Excited Delirium Syndrome 

 Signs and Symptoms – 1800s as “Bell’s Mania” 

– Males more common 

– Bizarre and/or aggressive behavior, breaking glass = 
“disturbing the peace” 

– Psychomotor agitation 

– Disorientation and/or hallucinations or paranoia 

– Yelling/shouting,  

– Speech disturbance with grunting or groaning 

– Unexpected physical strength and insensitivity to pain 

– Hyperthermia  
 Interest in water 

 Nude or partially nude 

 Increased heart rate and sweating 

 

126 



EDS “NOT A CRIME”  
Dr. Michael Curtis, MD and Medical Director, EMS in Wisconsin 

 N: Patient is naked and sweating from hyperthermia 

 O: Patient exhibits violence against objects, especially glass 

 T: Patient is tough and unstoppable, with superhuman 
strength and insensitivity to pain 

 A: Onset is acute, witness say the patient “just snapped!” 

 C: Patient is confused regarding time, place, purpose and 
perception 

 R: Patient is resistant and won’t follow commands to desist 

 I: Patient’s speech is incoherent, often with loud shouting and 
bizarre content 

 M: Patient exhibits mental health conditions or makes you feel 
uncomfortable 

 E: EMS should request early backup and rapid transport to the 
ED 
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Duty to Protect: 
 ORC § 2305.51  

 Passed in 1999 (as HB71) 

 Limits clinician liability 

 Clinician must consider each 
alternative to prevent violence 

 Document the reason for accepting or 
rejecting each alternative 

– One involves informing law enforcement 

 



Ohio Duty Triggered 
When… 

 Client or a “knowledgeable person” 
has “communicated an explicit threat 
of inflicting imminent and serious 
physical harm to or causing the 
death of one or more clearly 
identifiable potential victims” 

 Professional has reason to believe 
the patient has the intent and ability 
to carry out the threat  



Four Ways to Discharge 
Duty 

1. Emergency hospitalization 

2. Involuntary or voluntary Hospitalization 

 

3. Initiate treatment plan “reasonably 
calculated to eliminate the risk” that the 
threat will be carried out AND  

      obtain second opinion risk assessment by 

      director of agency or a licensed professional 

 



Four: Warning 

 Warn the intended victim and police 
(both in victim and patient’s 
jurisdiction) 

– The nature of the threat; 

– The identity of the mental health client 
or patient making the threat; 

– The identity of each potential victim of 
the threat.” 


