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            Introduction

         

         The cops are hotly chasing you, about to whisk you off to high security prison. You’ll have to face the media circus that is waiting outside your work – an NHS centre for children in Stafford – where you are a receptionist. You can’t yet see them, but they’re there.

         The signal you know this is about to happen is a technician who has come to record the ordeal by inserting cameras into the fax machine beside you. You feel pure terror. It’s 2003; you’ve been following the Maxine Carr story in the newspapers and feel you are Britain’s next ‘monster’.

         Your friends, along with a few celebrities, including pop star Rachel Stevens, are terrorists. They send messages to their victims through songs on the radio (such as ‘Sweet Dreams my LA Ex’) and subtly plant messages to you via storylines on TV programmes like EastEnders.

         You are convinced you are a terrorist target. No one ever suggests you might be unwell, because you keep the thoughts to yourself. But every day you feel the panic and weight of being a wanted fugitive.

         You’re just 23 years old, and shortly after the above takes place, you are referred to a psychiatrist. It is then you discover you’re not a wanted fugitive at all. Instead, you have ‘psychosis’.

         Psychosis can be a scary word, sometimes even for those diagnosed with it.

         In The Beginner’s Guide to Sanity, Erica Crompton, a journalist xiiwith a history of paranoid schizophrenia, and Professor Stephen Lawrie, an academic psychiatrist, share what they know about psychosis. Whether you’ve just been diagnosed and are looking for relatable stories that will help you feel less alone, or are further into the course of your illness and wish to explore causes, diagnostics or why this might have happened to you – we discuss what we know about this complex illness and what we can all do about it.

         To start, we look at what psychosis actually is. Erica shares her experience of a first episode of the illness, before it turned into a full-blown schizophrenia diagnosis. And Stephen looks at the symptoms and illnesses that he’s seen in his clinic during his career as a psychiatrist. Following on, in Chapter 2, Stephen goes into detail about each of the psychotic diagnoses – what they are, and what each diagnosis means. Throughout, Erica provides quotes and colourful anecdotes from others and from her own direct experience of almost two decades of living with, and managing, psychosis.

         If you’re wondering ‘why me?’ you’re not alone. In this book we look at what causes psychosis and why people have this illness. We look at causation in Chapters 3 and 4, including all the main factors contributing to the development of psychosis. Erica also asks ‘why me?’ and questions why she became ill. Chapter 5 then deals with what the chances are of different outcomes of psychosis.

         So now, after reading those chapters, you have some idea why you or a loved one has psychosis, and what are you going to do about it. In Chapter 6, we look at how to manage someone who is acutely psychotic, and in Chapters 7 and 8 we discuss how treatment with medication and a whole host of other non-drug approaches can help to keep people well.

         Chapter 9 deals with particular problems, largely from a psychiatrist’s perspective, which is followed in Chapter 10 by stuff about how to ‘make the most of life’ in which Erica details xiiiall the weird and wonderful treatments she has tried to manage her condition (from gardening to listening to hip hop!) and we both consider the other approaches you might try.

         We finish off this journey through the psychotic mind and what can be done for it by looking at the books and films you can read or watch or recommend to family and friends to foster a greater understanding of what psychosis is and how it fits in the wider world today. We also recommend organisations that specialise in mental health to get in touch with if you’re struggling – many will have their own helplines that you can call in a crisis.

         So, put the kettle on and lie back on the psychiatrist’s couch as Erica and Stephen start to relay everything they know about psychosis… or, at least, everything we think you might want or need to know…
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            Chapter 1

            What is psychosis?
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         ‘Psychosis’ literally means ‘out of touch with reality’.

         When mental health workers use the word psychosis, it is usually because the person they are seeing has one or more psychotic symptoms. These are usually delusions (‘bizarre beliefs’) and/or auditory hallucinations (‘hearing voices’). A diagnosis of a psychotic disorder (or condition) is usually only made if the symptoms are distressing or interfering with everyday life, but it often also means that the person does not realise that they are ill – in other words, in psychiatric jargon, they ‘lack insight’ that their experiences are products of their mind rather than real.

         For Erica, psychosis is one of the worst things ever to happen to her, mostly because losing touch with reality almost cost her 2her life. She says:

         
            “It is the ‘bizarre beliefs’ that Stephen describes which led me to A&E in the spring of 2009. I’d been doing okay since 2003 but around this time I had stopped taking my medication for longer than a week and had started to believe I was a wanted criminal again. Back in that sunny springtime of 2009, I had no ‘insight’ at all and I wasn’t taking illegal substances just to get high. My poison was a bottle of bleach, to drink, in order to end my life. I did this at a time when my beliefs were fixated on my being a criminal and the psychosis really took hold after about seven months without medication, and after about two weeks of intense stress (moving house and being in debt).

            “During these two weeks I was deeply psychotic. At one point I even believed that everyone in the world could fly and that they weren’t letting me in on the secret of human flight as a form of punishment for my crimes. For anyone not familiar with psychosis, I guess this will seem pretty bizarre – but those with the condition might have had similarly terrifying thoughts. And it was these thoughts that eventually led me to make that attempt on my own life. Life really doesn’t seem worth living when you feel so low, but I am so glad in hindsight that I called an ambulance when I did. I feel very lucky that I sought help and that my needs in crisis were addressed.”

         

         First-episode psychosis

         First-episode psychosis is not a diagnosis as such. It simply means that it is the first time that someone has come to the attention of services with delusions and/or hallucinations that constitute a diagnosable disorder. About 10–15% of the general population will have ‘psychotic-like experiences’ or symptoms that are ‘sub-threshold’ for a diagnosis, at some point in their lives. Given that psychosis can come on in various ways and over varying timescales, it may not be clear what the particular diagnosis is, or even if psychosis is present for some time.

         The person developing a psychosis may first notice difficulties 3in focusing attention or thinking clearly, accompanied by some perceptual disturbances, and a reduced sense of control. In a famous study, McGhie and Chapman (1961) revisited the psychotherapy notes of 26 patients who were getting psychotherapy (and so had very detailed notes of what they said during their sessions) and went on to get diagnosed with schizophrenia. The psychotherapy patients reported difficulties focusing their attention on relevant rather than irrelevant stimuli (e.g. in someone else’s speech) and thinking clearly, with minor perceptual disturbances (like things seeming brighter or more colourful), anxiety and perplexity, and a reduced sense of control over their thoughts and behaviour.

         Isolated delusions or hallucinations may be present for months or even years before reaching a threshold for diagnosis, as may anxiety or depression. These may gradually give way to a ‘delusional mood’ – the uneasy feeling that something difficult to put your finger on about the external world is unusual or even disturbing, and thence to frank hallucinations and delusions.

         For example, a young man, whose previous behaviour has been unremarkable, may slowly become more withdrawn and introverted. He may acquire a new interest in religion, psychology or the occult and drift away from his friends. He may also lose his focus or drive and fail to complete a degree or an apprenticeship that had previously seemed well within his grasp. His parents may be worried about him and his progressive distance from them but they do not suspect that he is ill until one day, months or even years later; it suddenly becomes apparent that he has delusions or is hearing voices. But sometimes the onset is acute – perhaps in the aftermath of some stress, or in the unfamiliar environment of a foreign country, or after taking illicit drugs, the person becomes obviously ill over a few days. He may, for example, become convinced that he is being watched or followed, and may attach great significance to neutral stimuli such as the colours of clothes. He may even suddenly be found, 4mute and inaccessible, kneeling or lying on a floor.

         Most people in their first episode of a psychotic illness will not appreciate that they are ill – in other words, they do not have ‘insight’. This can make them aggressive and difficult to engage in treatment, especially if, for example, they think there is some sort of conspiracy against them. About one in three people in a first episode of a psychotic illness are verbally aggressive or destructive to property, and about one in six will actually cause someone some physical harm. Serious violence, sufficient to cause physical injury needing treatment for the victim, is, however, very rare (occurring in less than 1% of cases). Aggression and violence are more common in those who have taken drugs, have more severe symptoms, especially if they lack insight, and if it takes a long time to get treatment. In such cases involuntary treatment and/or hospitalisation may be required under the Mental Health Act.

         The key consideration in first-episode psychosis is to get the person affected to engage with local mental health services. Professionals should prioritise opening up communication and establishing a relationship with the patient rather than making a diagnosis. Often the diagnosis will only become clear as time passes in any case – and as most patients (around 80%) will have further episodes, it is important to try to make people’s first experiences of services as good as possible.

         Most people will at least partially respond to treatment with antipsychotic medication and/or cognitive behavioural therapy, if that is available. A few people will have one of the rare psychoses with less of a chance of relapse, like an acute and transient (sometimes called ‘brief’) psychotic disorder or a delusional disorder. Around 10–20% will screen positive for drugs and have a substance-induced psychotic disorder, and a few more will have an ‘affective psychosis’, but more still will prove to have schizophrenia. Even schizophrenia, however, has a relatively good outcome about half of the time.5

         From psychosis to psychoses

         About 10–15% of the population will have one or more psychotic symptoms at some point in their lives, but a diagnosis is usually only applied if these are distressing and/or disabling experiences. This is true in around 4–5% of the population over a lifetime.

         In fact, several different types of psychotic disorder are recognised, from brief or transient psychotic episodes which tend to get better in a week or two without any treatment, to the archetypal psychotic disorder diagnosis of ‘schizophrenia’, which may need ongoing treatment over many years. We shall describe each condition in the next few pages.

         Some health workers and some of those with lived experience prefer to use psychosis as a diagnosis rather than schizophrenia, because schizophrenia is a stigmatised condition which the general public commonly regard as incurable and associated with violence. A diagnosis of schizophrenia can also lead to pessimism or even nihilism – a lack of effort from doctors to help and a loss of hope for the future on the part of patients.

         Stephen says:

         
            “I think that a diagnosis of ‘psychosis’ is fine when it is used for someone in their first episode – ‘first-episode psychosis’ – when it can be difficult to tell if delusions and hallucinations, or elevated or depressed mood, are the major features. But by the time people clearly have either schizophrenia or bipolar disorder or one of the other rarer diagnosable psychotic conditions it is better to avoid beating around the bush and to use the correct diagnostic term. This is because these diagnoses are – contrary to what some would have you believe – reliable, useful in deciding on treatment, and can help predict how the person will do in the future.”6

         

         
            
               Table 1.1: The pros and cons of psychosis as a diagnosis

               

	Pros
            
                        
                        	Cons



	First-episode psychosis may be the best diagnosis if the diagnosis isn’t clear
            
                        
                        	Psychosis is an ambiguous term



	Psychosis is preferred to schizophrenia by some patients (but we don’t know how many)
            
                        
                        	Psychosis is often used as a euphemism, instead of saying schizophrenia



	Psychosis may be less stigmatised than other diagnoses (but we don’t really know)
            
                        
                        	There are different psychoses with different treatments and different natural histories






         

         What are delusions and hallucinations?

         Delusions are false beliefs that are out of keeping with the person’s social and cultural background. They are usually also firmly held despite evidence to the contrary, and tend to be fixed over time (especially without treatment). The ‘three f’s’ of delusions – false, firm and fixed beliefs – seem clear but it is in fact very difficult to define delusions in a way that includes all the many different types and doesn’t include what we might call ‘weird ideas’ that don’t signify illness. For example, political and religious or any other cult beliefs are not delusions just because people may disagree about them!

         The delusions of an acute psychotic illness are very variable in type and even more so in their detailed content, and can vary a lot from person to person, and even in one person across different illness episodes. Delusions of reference (that one is being talked about or referred to by others) and persecutory delusions (that others are plotting or conspiring against one) are among the most common, but are also found in dementia and delirium.

         Erica says:7

         
            “I frequently have delusions of reference, like many others, and these tend to persist even when stable on medication. An example would be when I am in a group of more than a pair and someone says a negative word, or makes a negative comment – such as, ‘This food doesn’t taste so good.’ With delusions of reference, I may take this comment to mean that my contribution to the conversation isn’t so good. For this reason I can find being around others pretty stressful and will often avoid social contact because the delusions of reference can make it uncomfortable.”

         

         Some delusions are more specific and suggest a particular diagnosis. Delusions of grandiose abilities or identity (e.g. believing you can save the world in some way or that you are a famous person) are typical in those with (hypo)mania as part of a bipolar disorder. Negative thoughts, on the other hand, such as delusions of sin or disease (e.g. thinking you have committed a terrible crime or have an awful illness), are most common in psychotic depression.

         Some delusions are characteristic of schizophrenia – specifically a variety of passivity phenomena. The person feels that they are no longer in control of their own thoughts, feelings or will but are being influenced or controlled by some mysterious alien force. Thoughts which are not recognised as one’s own are put into one’s mind (thought insertion), or one’s own thoughts are taken away (thought withdrawal) or somehow become accessible to other people (thought broadcasting).

         The person’s interpretation of these passivity phenomena, which lie beyond the bounds of normal experience, depends on his/her cultural background. Previous generations have attributed them to God or the Devil; some people from other cultures attribute them to spirits or witchcraft; and the inhabitants of modern industrial countries tend to attribute them to electricity, X-rays, television, laser beams and satellites. In short, the person affected makes an unintelligible (primary) experience 8understandable by (secondarily) attributing it to some powerful, invisible force of which they have some knowledge but not fully understood.

         Hallucinations can be defined as ‘perceptions without stimuli’. They can be equally varied as delusions in content and may involve any of the five senses. All of us may occasionally see or hear things that are not there, but the experience is usually short-lived and not pathological. Auditory hallucinations in the form of ‘voices’ are the most common in psychosis generally, and schizophrenia in particular. One or more voices, that people may or may not recognise, can talk (or whisper or shout) to people as well as about them, and what they say is very variable. Visual, olfactory (smell), gustatory (taste) and tactile (touch) hallucinations are all rare in the absence of hallucinatory voices and if they do occur on their own, some sort of brain disease should be considered as a possible explanation.

         From a diagnostic point of view, the content of the voices (what they say) can be very important. Voices tend to be ‘mood congruent’ (in keeping with the person’s mood) in mania or depression with psychotic symptoms, so if they are ‘high’ the voices may say nice, complimentary things, whereas in psychotic depression the voices will say negative things. The duration of voices is also important, because hallucinatory voices rarely continue all day long, week after week, in psychoses other than schizophrenia. As time goes by, ‘voices’ often come to be seen as something between an auditory perception and a thought – people may come to realise that these are the product of their own minds rather than heard through their ears. Sometimes, such ‘voices’ can be supportive or reassuring. Usually, however, they can be insistent, troublesome and frightening. Often, it can be difficult to describe the ‘voice’ – although this may also be due to embarrassment, or a reluctance to divulge what the person suspects his questioner will regard as evidence of insanity.

         It is worth noting here that (in terms of the statistics quoted 9earlier about the incidence of psychosis in the population) around 5–10% of the population will have delusions or hallucinations but no diagnosable illness. This is because the symptoms may not be severe enough, long-lasting enough, distressing or disabling. Some people may even enjoy these voices. The hearing voices network (see Resources section) is a recovery-oriented organisation that promotes the acceptance of voice-hearing, visions and other unusual perceptions and suggests a number of ways of handling them. The network tends to be against diagnosis and medication but the two approaches can co-exist. Emily Knoll (2018), for example, has written about how various therapeutic interventions have helped her live with her voices.

         What’s in a name?

         The process of making a diagnosis

         Psychiatrists are doctors who are trained for many years in the diagnosis and management of mental illness. During a diagnostic assessment they ask a range of standard questions which should almost always include questions about mood, any suicidal ideas and delusions or hallucinations. Questions like ‘Do you ever feel that there is something going on, such as a plot or conspiracy against you?’ and ‘Do you ever hear voices/see visions when nothing is there?’ are common ways of eliciting delusions or hallucinations.

         The sorts of particular symptoms described above and in the next chapter usually make it fairly clear what the diagnosis is, but it is also good practice for doctors and other mental health workers to speak to loved ones and get as much information as possible about how and why symptoms developed. If it is still not clear what the diagnosis is, then it is best to wait until it is…10

         Why a diagnosis can change

         The diagnosis given to someone with psychosis can change for a few reasons. Often, it can take a year or even some years for a condition to fully reveal itself. So, for example, about one in three people with bipolar disorder have three or more episodes of depression before they have ‘a high’ and get the diagnosis of bipolar disorder. Also, schizophrenia can take years to develop after some initial anxiety, depression and perhaps briefer, less severe psychotic episodes. Furthermore, sometimes doctors don’t want to use the word schizophrenia until they are absolutely sure that is what the patient has.

         Erica says:

         
            “I was first diagnosed with ‘psychotic depression’ aged 22, over a decade ago. Since then, I’ve had quite a few diagnoses including paranoid psychosis, paranoid schizophrenia, bipolar type 2 and, today, schizo-affective.”

         

         Suzy Syrett, a researcher in Glasgow, has written in the British Medical Journal (BMJ) and talked on BBC Radio 4 about how a change in her diagnosis altered her view of herself and made her question her illness and treatment (Syrett, 2018). She thought more support around any such change would have helped. If a doctor makes a diagnosis, they should be able to tell you why; and if they change it, they should make it clear why and what that means in terms of treatment.

         The value of a diagnosis

         Erica prefers the diagnosis of schizophrenia:

         
            “I’m aware that for some people the word ‘schizophrenia’ is troublesome (some mental health campaigners even go as far as to say it doesn’t exist!). However, of all my diagnoses I prefer ‘paranoid schizophrenia’. I prefer it for a few different 11reasons. Firstly, the medication I have always taken to manage my condition has a leaflet inside that clearly states it treats ‘schizophrenia’. But also the indication in the name of my condition is that it is serious, so it has benefits.

            “For example: this diagnosis has helped me gain access to psychological therapies on the UK’s National Health Service (NHS) which have been very beneficial to my mental health. And thirdly, when work doesn’t work for me, my diagnosis has given me access to financial help through the state – disability benefits. I’m not sure I would have had these benefits if, say, I was diagnosed with ‘anxiety’ or ‘depression’.”

         

         A diagnosis in psychiatry, as in the rest of medicine, is not usually an object in itself. It is designed to explain a number of symptoms and/or signs, with a view to treatment: as a means to action. Sometimes, even when no treatment is available, a diagnosis may still be helpful. For example, patients and carers can find a diagnosis useful as an explanation of their difficulties, an indication of what may happen in the future, and in granting them access to a range of support.

         Doctors also use diagnoses to communicate with each other, patients and relatives.

         Most importantly, if there are various treatments available, as there often are, the only rational way to apply them is with some way of sub-grouping people into groups who are likely to benefit from the different therapeutic options available.

         Attitudes to diagnosis

         Some people don’t like the idea of diagnosing mental illness, let alone psychosis, or the dreaded ‘S word’ at all. They feel that it somehow sums them up, negates their personality or overwhelms their identity. They can be right in the sense that people who stigmatise mental illness – which is what many people do – tend to assume certain things about those with 12particular conditions, such as ‘schizophrenics are dangerous and don’t do well in general’. Such stereotypes can and often do lead to prejudice and discrimination. That is why we should never refer to people as ‘psychotics’ or ‘schizophrenics’, and why we don’t do so in this book.

         However, most people are at least equally aware that everyone is different, personalities are fascinatingly variable, and that people with schizophrenia can often do well. These people are no more likely to think all ‘schizophrenics’ are dangerous, than all ‘depressives’ are self-pitying or that all diabetics eat too many cakes. In any case, the way to defeat such stigma is to challenge it – with information, such as in this book, and by getting to meet people with the condition in question – rather than to change or do away with the diagnosis.

         There are a few studies of what patients with early psychosis or established diagnoses think about their diagnosis. They suggest that most patients find that diagnoses, even of severe disorders such as schizophrenia, have both positive and negative effects. The initial, unsettling recognition of changes and a reluctance to accept that one is ill may pass on to an acceptance that naming the problem and getting access to treatment may help, balanced against the risks of disempowerment, labelling and social exclusion. A diagnosis can reduce self-esteem and induce helplessness, but having a name put to one’s experience can be a relief, arm you with some knowledge of what to expect and make you feel less to blame.

         Schizophrenia is a hotly contested diagnosis and the cause of much controversy, which can cause confusion. Erica says:

         
            “But worse than the confusion, the controversy ‘schizophrenia’ can cause is the real risk it can have to patients like me rejecting any form of care whatsoever. This can easily have a negative effect if we feel our illness is ‘simply a myth’ or that ‘there’s nothing wrong with me’ as it means we are at risk of then rejecting medication, appointments, therapy or any support.”

         

         13Stephen agrees:

         
            “Schizophrenia is probably the most disputed diagnosis in medicine, even though a formal diagnosis has good reliability, and clinical and biological validity. Schizophrenia has even been described as ‘a sane response to an insane world’ and even a ‘scientific delusion’. Psychiatrists have probably done a disservice to their patients and discipline in reacting to such statements by stressing that schizophrenia is a severe psychiatric disorder with a generally poor outcome, particularly as most patients do benefit from treatment at least to some extent, and about a half will only have one or two episodes.”

         

         Moreover, prompt treatment reduces symptom severity and for the 50% or so who do go on to get chronic schizophrenia, medication helps to keep them well, reduce the risk of violence and actually reduces mortality.

         Do we even need a diagnosis?

         Some people and organisations have actually called for the abolition of psychiatric diagnoses in general – and schizophrenia in particular. They do so for various reasons, usually including some combination of criticism about the lack of objective diagnostic tests, the questionable reliability and/or the validity of the diagnosis, and the distress a diagnosis of a mental illness can cause. It’s worth noting, however, that these issues around the value of a diagnosis apply across all of medicine and are not unique to psychiatry.

         Most importantly, as we will see in the next few pages, ‘psychosis’ consists of a number of different psychotic disorders with different causes, courses and treatments. So, for example, an acute and transient psychotic disorder may not need any treatment, people with substance-induced psychotic disorders should above all stop taking the substance that caused their psychosis, and those with psychosis due to a medical condition 14should have the underlying cause treated. Also, schizophrenia and bipolar disorder can have different causes and often respond to different treatments.

         Rather than placing all these psychoses together, the way to go is progressively to focus on smaller sub-groups of people with different psychoses to identify specific causes and treatments. That is generally the way medicine advances.

         Above all, in the clinic, diagnoses are useful in deciding on treatment, and can help predict how people will do in the future.

         Key points

         
            Key points

            
	Psychosis is characterised by psychotic symptoms: delusions and hallucinations.

               	10–15% of all people will have psychotic symptoms at some point in their lives.

               	4–5% of all people have a diagnosable psychotic disorder.

               	‘First episode psychosis’ is a useful term when people first become ill.

               	A diagnosis can help to identify the problem and get support.

               	Particular diagnoses are valuable in suggesting particular treatments.
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            Chapter 2

            The varieties of psychotic disorder

         

         Very many different types of psychotic disorder have been described over the years. Some have survived the test of time, because doctors and at least some sufferers find them to be useful categories. Others have been lumped together because they are very similar conditions that were given different names in different countries. And a few have gone out of fashion.

         The psychosis diagnoses that are still in use are all characterised by psychotic symptoms (delusions and/or hallucinations). Some have an identifiable cause (organic brain disease or drug-induced psychoses), a prominent mood disturbance (bipolar disorder or depression with psychotic symptoms, or schizo-affective disorder), or are typically short-lived and have a good prognosis (acute and transient or brief or schizophreniform psychoses). The most common is schizophrenia.

         One particularly impressive study of all the cases of psychotic disorder in Finland (Perälä et al, 2007) gives the best available figures for how common each of these conditions is at some point in people’s lives:

         
	schizophrenia – affects 0.87% of the population

            	substance-induced psychotic disorder affects 0.42%, usually due to alcohol

            	depression with psychotic symptoms aka psychotic depression, affects 0.35%16


            	schizo-affective disorder affects 0.32%

            	bipolar disorder type I affects 0.24%, with psychotic symptoms

            	psychotic disorder due to a medical condition affects 0.21%

            	delusional disorder affects 0.18%

            	brief psychotic disorder affects 0.05% and

            	schizophreniform disorder affects 0.07%.

         

These figures mean that in a town with a population of 10,000, 87 people will get schizophrenia; 42 drug-induced psychosis; 35 psychotic depression; 32 schizo-affective disorder; 24 psychotic mania; 21 have a psychosis caused by medical problems; 18 have delusional disorder and 12 will suffer from a brief psychosis.

         In cities like London or New York, with populations of say, ten million, that is: 8700 people with schizophrenia; 4200 with druginduced psychoses; 3500 with psychotic depression; 3200 with bipolar disorder with psychotic symptoms; 2400 with psychosis which has an underlying medical cause; 1800 with delusional disorder; and 1200 with a brief psychosis. That’s a total of 25,000 people over an average lifetime. So, psychotic conditions are not exactly rare!

         Diagnostic systems

         The Perälä study mentioned above used the American Psychiatric Association’s diagnostic ‘bible’, the Diagnostic and Statistical Manual – currently in its 5th edition – or just ‘DSM-5’ for short, as most research studies refer to it. This is simply because most medical and mental health research is done in the USA. In the rest of the world, and increasingly in the USA as well, it is the World Health Organization’s diagnostic guide that is used for clinical practice – the International Classification of Diseases, now in its 10th edition, usually shortened to ‘ICD-10’. Fortunately, the two systems are more similar than different in terms of the 17diagnoses they use and how they advise doctors make them. Where there are differences, we mention them as we go.

         Both diagnostic systems list the essential criteria to make a diagnosis of a particular condition, which usually consist of a number of key symptoms and accompanying distress or dysfunction for a certain period of time, as well as some other conditions to be considered and excluded. Using such ‘operationalised criteria’ makes diagnoses about as reliable as in the rest of medicine, especially if a structured diagnostic interview is used to make sure that all the key questions about particular symptoms are asked.

         ICD-10 differs from DSM-5 in that it also has a separate manual of Clinical descriptions and diagnostic guidelines for general and educational use. These are more convenient in everyday clinical practice but make the process of diagnosis less reliable.

         Some people dislike applying a medical model which aggregates symptoms into syndromes, and making diagnoses and applying treatments on that basis. But, any scientific progress depends upon classification, which is synonymous with categorisation. In many countries around the world, a diagnosis is required to get treatment and/or social benefits. And it cannot be denied that the use of diagnostic criteria has led to a massive increase in our understanding of these conditions, and facilitated clinical trials and thus established the array of effective treatments we have at our disposal. The ultimate goals of a classification based on causes and valid diagnostic tests are yet to be realised, but are perhaps on the horizon (see Chapter 3).18

         
            
[image: ]Figure 2.1 Erica’s collage depiction of the DSM-5

            

         

         Schizophrenia

         Schizophrenia is the archetypal and most common psychotic disorder. Although the word can strike fear into the hearts of some people, presumably because of its associations with chronicity and violence, about half of all people with schizophrenia will have what could be described as a good outcome (see Chapter 4). The other half will have chronic schizophrenia, with some ongoing symptoms and disability. If people mean anything when they use the word ‘insanity’, or call people ‘mad’ in any formal sense, it most closely maps on to chronic schizophrenia.

         Also, as schizophrenia is often the most severe psychosis, it is also the most researched and treated condition, and most of what follows in this book is what we have learned from studies of treating patients with schizophrenia (unless we point out otherwise).19

         What are the diagnostic features of schizophrenia?

         Before we describe the diagnostic features of schizophrenia, it is worth appreciating how they came in to being. Brief descriptions of an illness resembling schizophrenia can be found in the Hindu Ayurveda as long ago as 1400 BC, and in the writings of Aretaeus in the 2nd century AD. But the earliest clear descriptions date only from the end of the 18th century. And it was a further hundred years before the syndrome was defined with any clarity, by Emil Kraepelin (1919).

         Kraepelin went beyond straightforward clinical description and divided the various forms of ‘insanity’ into two main groups on the basis of their long-term course. The first group he called ‘manic-depressive insanity’, which is now called ‘bipolar disorder’. For the second group, he used Morel’s term ‘dementia praecox’, and included syndromes described by others, such as ‘catatonia’ and ‘hebephrenia’. Kraepelin initially saw dementia praecox, literally precocious dementia, as a progressive disease which had a steady downhill course or, if improvement did occur, resulted only in partial recovery. Eventually, however, Kraepelin came to accept that recovery occurred in about 13% of his own cases.

         In 1911, Swiss psychiatrist Eugen Bleuler published a book entitled Dementia Praecox or the Group of Schizophrenias. Bleuler was influenced by the writings of Sigmund Freud and coined the term ‘schizophrenia’, literally meaning ‘split mind’. Note, however, that this term has nothing to do with a ‘split personality’, as in Jekyll and Hyde, which, if it exists at all outside of books and films, is very rare. Bleuler thought schizophrenia was due to a ‘loosening of associations’ between different mental functions, affecting the transition from one idea to the next in thought and speech. This is now described as ‘thought disorder’.20

         Thought disorder

         Bleuler thought that this was caused by a lack of coordination between intellectual processes and this notion underpins what we now think of as ‘dysconnectivity’ between different brain regions (see Chapter 3). Thought disorder is still considered diagnostic of schizophrenia if at least one other symptom, such as a delusion or hallucination, is present, although it only occurs in about 20% of patients. Thought disorder can also occur in up to 20% of manic patients, although it tends to be qualitatively different, with ‘flight of ideas’ between logically connected thoughts rather than derailment (see Table 2.1).

         
            
               Table 2.1: The main types of thought disorder

               
	
Derailment: spontaneous speech in which ideas slip off track (sometimes called ‘knight’s move thinking’ [as in a knight’s move in chess] and distinct from the linear ‘flight of ideas’ in ‘pressured speech’ of mania)

	
Tangentiality: replying to a question in an oblique or irrelevant manner

	
Incoherence: incomprehensible speech (‘word salad’) due to misuse of grammar or syntax and/or missing or substituted words

	
Illogicality: false conclusions based on faulty premises or illogical thinking

	
Clanging: word sounds rather than meaning appear to govern use

	
Neologisms: making up new words





            (Source: Andreasen, 1979)

         

         Negative symptoms

         Bleuler also drew a distinction between his ‘fundamental symptoms’ (see Table 2.2) and the more obvious hallucinations and delusions, which he saw as secondary and of less importance. Apart from thought disorder, we now call these ‘negative symptoms’, as they are notable as a reduction or even 21absence of the normal drive (‘avolition’), speech (‘alogia’), social interest (‘autism’) and emotion (a ‘flat or blunt or incongruous affect’) that we all usually have. Bleuler therefore considered that schizophrenia could occur in the absence of hallucinations and delusions. Indeed, negative symptoms, like thought disorder, remain diagnostic to this day, either together or in combination with other features.

         
            
               Table 2.2: Bleuler’s fundamental symptoms

               
	Loosening of associations (thought disorder)

	Affective disturbance – reduced sensitivity (‘blunt’) or expression (‘flat’) of emotion, or inappropriate (‘incongruous’) affect to what is being said

	Autism (social withdrawal)

	Avolition (apathy)

	Alogia (poverty of speech)





         

         Clearly, Bleuler’s concept of schizophrenia is still influential, but it always lacked clear boundaries and this led to some overuse. Indeed, in 1950s America, people were diagnosed with schizophrenia without any characteristic features at all. And in the 20th-century Soviet Union, so-called (by the authorities) ‘sluggish’ schizophrenia was over-diagnosed for another reason – to incarcerate and ‘treat’ critics of the state. (These misdiagnoses and abuses are less likely if we have and follow agreed diagnostic definitions as in ICD-10 and DSM-5).

         ‘First rank symptoms’

         In most of Europe, Kraepelin’s concepts held sway. These were further developed by Kurt Schneider, in his 1959 book Clinical Psychopathology. Schneider described ‘symptoms of the first rank’ (see Table 2.3) which he considered to be diagnostic of schizophrenia in the absence of brain disease. Many of these 22can be seen as a difficulty distinguishing between ideas in the patient’s mind and perceptions of the external world, a so-called ‘loss of ego boundaries’.

         
            
               Table 2.3: Schneider’s ‘first rank’ symptoms of schizophrenia

               

	1.
            
                        
                        	
                
                           
                           Auditory hallucinations (‘voices’) taking any one of three specific forms:

                
                           
                           a. Voices repeating the person’s thoughts out loud or anticipating his/her thoughts

                
                           
                           b. Two or more hallucinatory voices discussing the person, or arguing about him/her, referring to him/her in the third person

                
                           
                           c. Voices commenting on the person’s thoughts or behaviour, often as a running commentary





	2.
            
                        
                        	The sensation of alien thoughts being put into the mind by some external agency (‘thought insertion’), or of thoughts being taken away (‘thought withdrawal’)



	3.
            
                        
                        	The sensation that the subject’s thinking is no longer confined within his/her own mind, but is instead shared by, or accessible to, others (‘thought broadcasting’)



	4.
            
                        
                        	The experience of feelings, impulses or acts being carried out under external control, so that the subject feels as if he were being hypnotised, or had become a robot (‘passivity of thought’)



	5.
            
                        
                        	The experience of being a passive and reluctant recipient of bodily sensation imposed by some external agency (‘somatic passivity’)



	6.
            
                        
                        	Delusional perception: a delusion arising suddenly and fullyfledged on the basis of a genuine perception which others would regard as commonplace and unrelated






         

         We can therefore trace the origins of the diagnostic criteria for schizophrenia currently in use in ICD-10 and DSM-5 (see Table 2.4). It is annoying that these two diagnostic classifications differ but that serves to remind us that they are works in progress (as indeed are all definitions of all conditions). Indeed, ICD-11, which will come out in the next few years, may do away with the priority given to first rank symptoms so as to be more like DSM-5 – although Stephen says “I don’t think it is wise to do away with 23the most useful symptoms for a diagnosis in all of psychiatry.”

         Schneider accepted that some patients never had any of these symptoms but he distinguished them from diagnostically less useful ‘second rank’ symptoms like perplexity, emotional blunting, and other hallucinations or delusions. Indeed, any ‘first rank symptom’ remains diagnostic of schizophrenia in ICD-10, as long as it lasts at least one month, and as long as brain disease, drug abuse and affective psychosis are excluded. Furthermore, first rank symptoms are about as sensitive and specific for making a diagnosis as most symptoms and signs are in the rest of medicine.

         
            
               Table 2.4: A comparison of DSM-5 and ICD-10 diagnostic criteria for schizophrenia

               

	 
            
                        
                        	DSM-5
            
                        
                        	ICD-10



	Symptoms
            
                        
                        	Two of:

                Delusions

                Hallucinations

                Disorganised speech

                Disorganised behaviour

                Negative symptoms
            
                        
                        	
                
                           
                           One Schneiderian

                delusion or

                hallucination

                or

                
                           
                            

                
                           
                           Two of:

                Catatonic behaviour

                Hallucinations

                Disorganised speech

                Negative features





	Dysfunction
            
                        
                        	Social/work/self-care
            
                        
                        	Not specified



	Duration
            
                        
                        	Six months (or less if treated)
            
                        
                        	One month



	Exclusions
            
                        
                        	Mood disorder
            
                        
                        	Mood disorder



	 
            
                        
                        	Substance abuse

                Another medical condition
            
                        
                        	Substance abuse

                Organic brain disease



	 
            
                        
                        	Autism/communication

                disorder
            
                        
                        	 






         

         
            Cathy

            Cathy has heard voices constantly, all the time, without a break, for more than 30 years. There are several voices; some 24are human and others are ‘aliens’, telling her all sorts of things about herself and the outside world. In the beginning they were so real that she found it difficult to believe they were not heard by other people. The antipsychotic drugs Cathy takes, both a tablet twice a day and an injection every week, help dampen the voices down a bit. In recent years, Cathy has found that she can converse with the voices and even that she finds them supportive.
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