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Preface



After homeostasis, the brain’s main raison d’être is to drive behavior. All behavior and mental activity reflect brain function. The brain is the organ of the mind. Experience, from uterus to deathbed, affects behavior, but it does so through alterations in brain structure and function. Nowhere is this better illustrated than in studies of synaptic change during learning paradigms, in which stimuli activate a cascade of biochemical events leading to rapid and relatively permanent protein change (933).1


The notion of the mind within a neuroscience framework is paradoxical to some. This need not be the case if one conceptualizes the mind as having meaning only in the context of brain, just as the concept “city” has meaning only in the context of an organized collection of buildings, streets, and groups of people engaged in various functions. The term “city” is shorthand for these structures and functions, just as the term “mind” can be shorthand for what the human brain primarily does.


Psychopathology, as a category of behavior, also reflects brain functioning. It is not surprising, then, that many psychopathologic phenomena were originally described in the neurologic literature and that the traditional study of psychopathology derives from nineteenth- and pre-nineteenth-century neurologists and neurologically trained psychiatrists, or alienists (for example, Freud was trained as a neuropathologist). This traditional understanding of psychopathology as expression of deviant brain structure or function is the essence of neuropsychiatry as conceptualized in this book. More limited definitions circumscribe neuropsychiatry to the study and treatment of patients with neurologic disease (e.g., dementia, epilepsy, stroke), the symptoms of which often include striking psychopathologic phenomena. But in its broadest sense, neuropsychiatry is modern psychiatry: the application of insights from basic and clinical neuroscience research to the study of psychopathology and to the treatment of patients experiencing these phenomena. Neuropsychopharmacology, neurophysiology, and neuropsychology are the foundations for this modern psychiatry; biologic psychiatry and behavioral neurology are themes within it.


Thus, the more circumscribed view of neuropsychiatry focuses on patients with traditional neurologic disease and what were previously called the “organic mental disorders.” Neuropsychiatry, as envisioned in this book, incorporates all the clinical issues faced by the general psychiatrist with a busy hospital practice. From this perspective, melancholia and obsessive compulsive disorder, for example, are as much neuropsychiatric disorders as are dementia and epileptic psychoses; emotional blunting can be understood as a form of dysprosody and formal thought disorder as speech and language deficit; and neuropsychiatry becomes the principles and skills of clinical neuroscience within the everyday challenges of psychiatric practice. In this framework, the psychiatrist becomes the neuropsychiatrist, not because of subspecialization training but because of a fundamental approach to the understanding and treatment of people with mental disorder. Thus, neuropsychiatry no longer needs to be limited to a few subspecialists caring for a select group of patients. A neuropsychiatric understanding of mental disorder and its treatments can be applied by all psychiatrists to all of their patients.


The humanism of neuropsychiatry, so illusively sought in much of modern medical practice, is found in the manner in which neuropsychiatry is applied: how one interacts with and cares for the person with the illness. Humanism in neuropsychiatry is also found in its nonjudgmental conceptualization of psychiatric disorder. The patient is mentally ill, not because of bad parenting (although bad parenting does not help) or repressed, forbidden sexual urges toward relatives but because he has brain dysfunction.2


What a modern neuropsychiatrist does in practice is analogous to the practice of a neurologist or a cardiologist. Neuropsychiatrists have the luxury of spending more time with each patient and with the patient’s family; indeed, they are paid for their time and not the procedure. The basic clinician-patient interactions, however, are similar, as well as the implicit and explicit expectations that society demands (but does not always receive) from these interactions. The patient, experiencing a condition that adversely affects his quality of life and functioning, seeks a remedy for the condition. The clinician is expected to be well trained and knowledgeable. He is supposed to know what he is doing. The patient assumes that he is capable of accurately diagnosing the condition and of prescribing treatment and patient care of demonstrable efficacy.


The neuropsychiatrist, as do all practitioners, assumes great responsibility when he begins these interactions with the patient. Over the years, I, my colleagues, and our students have found that this joint venture best starts with a neuropsychiatric evaluation: a detailed history; a systemic, neurologic, and mental status examination; and the rational and judicious use of laboratory tests. All, hopefully, converge so that a reliable, valid diagnosis is made and the most specific, efficacious treatments prescribed. This book describes these processes. It also illustrates how to identify and organize abnormal behaviors as reflections of brain dysfunction and offers the principles of patient management from this viewpoint within hospital and clinic settings.


Mentally ill patients are also treated by other physicians, nurses, social workers, and psychologists. Their behavioral, social, and psychologic interventions can be compatible with a neuropsychiatric understanding of psychopathology and the application of biologic treatments as the primary agents to alleviate psychopathology. Just as the expertise of these professionals is essential in the care of other sick people, it is essential in the care of the mentally ill as well. They also need a starting point to begin their interactions with patients. Their understanding of the neuropsychiatric evaluation and their competence in parts of it provide a foundation helpful in their initial assessments of mentally ill patients.


Finally, this is not meant to be a heavy-weight textbook taking up space on a shelf. Rather, it is a clinically practical book that can be used to teach the neophyte how to practice psychiatry as neuropsychiatry and to refresh and reinforce more experienced practitioners in their care of patients. The purpose of the book is to synthesize the ideas and skills of basic psychiatric assessment with the principles of clinical neurobiology (behavioral neurology, neuropsychology). Common, classic psychiatric syndromes, along with less well-known regional brain syndromes, are presented from the neurobiologic viewpoint. This spectrum of conditions forms the bulk of everyday psychiatric practice. Discussion of treatment and management issues also provides a reasoned and practical neurobiologic and behavioral approach to the care of the mentally ill. For the neophyte, the basics of assessment, syndrome description, and management can be used as a foundation to patient care. For the more experienced practitioner, the neuropsychiatric framework perhaps offers a fresh view of long-standing clinical challenges.


Although a new book, this text incorporates sections from General Hospital Psychiatry, coauthored by Frederick S. Sierles and Richard Abrams (Free Press, 1985). Those sections represent their efforts as much as they do mine.
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Neuropsychiatric Examination: Overview


EXAMINATION GOALS


The neuropsychiatric examination is the traditional mental status examination and psychiatric diagnostic interview carried out and understood from a neuropsychiatric perspective. Much of this examination is conducted without touching the patient. Examination skills, with notable exceptions, primarily depend on how the examiner interacts with the patient. These skills are discussed in depth. The neuropsychiatric examination is complete, however, only in the context of an assessment of the central nervous system (CNS) (the traditional neurologic examination) and other organ systems (the systemic examination). (These procedures are not discussed here, but readers can refer to the textbooks cited as references 80, 256, 258, 790, and 1019 for details of these aspects of patient evaluation.)


The examiner has two primary goals in conducting the neuropsychiatric examination: (1) to establish a reasonable clinician-patient relationship, and (2) to determine a probable diagnosis. The first goal develops when the examiner initially meets the patient. It is necessary for the successful completion of the evaluation and later for the subsequent execution and monitoring of a treatment plan. The second goal is essential for the development of the treatment plan.


Historical information is integral to patient evaluation, but it must be separated from information about the patient’s present behavior and experiences. Past and present information is needed for diagnosis; however, present behavior and experiences will change as the illness process changes and as treatments affect that process. The examiner must be clear when referring to past or present behavior. This separation is critical when treating a patient whose condition fluctuates, as is often the case in patients who are suicidal or whose moods shift rapidly. Some affectively ill patients, for example, can shift from stupor to excitement to depression within hours or minutes, and the pattern of shifts needs to be documented. Multiple daily examinations may be necessary, and confusion can result unless each examination is limited to the patient’s behavior and experiences at the time of each examination.


A secondary goal of the neuropsychiatric examination is to obtain additional information to begin planning for further evaluation (e.g., neuropsychological testing, brain imaging, electrophysiological measures) and treatment. For example, knowing a patient’s hobbies and interests may not be helpful in deciding whether or not he is affectively ill, but it may provide clues to his cognitive strengths and weaknesses that could affect treatment outcome. In such a situation, neuropsychological testing might help in vocational planning following the patient’s recovery. Additional personal information, such as the names and interests of the patient’s children, may have no diagnostic importance. In cases of longterm treatment, however, this type of information helps the neuropsychiatrist maintain an interest in the patient’s life, reinforce the clinician-patient relationship, and increase compliance with treatment.


EXAMINATION STYLE AND STRUCTURE


The style and structure of the examination ultimately is shaped by the examiner’s personality. Five basic strategies, however, can facilitate the examination process: (1) establishing a conversational manner and interactive relationship with the patient (i.e., the tone and style of the examination), (2) reinforcing the interactive relationship with personal and supportive comments, (3) using a semistructured format with screening questions to get a sense of the illness pattern and follow-up questions to establish the details, (4) developing a script for each section of the examination, and (5) modifying questions and comments based on the patient’s present behavior and statements. Some examiners also find it helpful to develop an interview personality, which they wear, like a suit of clothes, to facilitate the examination. A warm and supportive, yet firm, manner, representing a stereotype of the avuncular country doctor or of the unconventional, but caring, young television doctor, can facilitate the evaluation process.


The evaluation begins when the examiner first sees the patient. By greeting the patient outside the office and chatting with him as he walks to the office and sits down, the examiner sets the tone for the remainder of the examination. Using such phrases as “I’m Dr. so-and-so, I’d like to chat with you for a bit,” and commenting about the weather, a recent inpatient activity, or the trip to the clinic or office, as if one were engaging an acquaintance in a conversation, can initially achieve patient trust and cooperation far more than addressing clinical openings to the patient while flipping through his chart. Specific words and phrases one chooses are important. “Hi” is less formal than “hello”; “chat” is more relaxing than “examine” or “talk.”


Inpatients often are interviewed by several staff members. Going through it all again is often irritating. Comments by the examiner, such as “I hope I didn’t interrupt something,” “I’m sorry I had to drag you away from that. . . . This won’t take too long, I’ll try to get you back as soon as I can,” “I know you’ve seen so-and-so already, but I just want to chat with you awhile about what happened to you just before you came in here” or “. . . what’s been happening to you since you’ve come into the hospital,” often placate patients as they recognize that the examiner understands how they feel and is trying to be helpful. Patient uncooperativeness usually results from anxiety, suspicion, or irritability. The examiner who consciously puts the patient at ease and minimizes suspicions and patient irritability is likely to obtain the most useful information from the patient.


A conversational tone increases the examiner’s likelihood of getting sufficient and reliable information. He can reinforce by (1) not having a desk between him and the patient, but rather setting chairs kitty-corner to each other (face to face is too aggressive and anxiety provoking for many patients); (2) assuming a relaxed posture and not sitting stiffly like a “judge”; (3) avoiding jargon and using colloquialisms and idioms whenever possible so that terms, such as “episode,” “hospitalization,” and “diagnosis,” become phrases, such as “when you were sick before,” “when you last stayed overnight in a hospital,” “what your doctors thought was the problem (did they give it a name?)”; and (4) using humor in an appropriate way. Patients also often say and do things that are humorous, and the examiner should not be afraid to laugh or reply in kind. Even the awkwardness of having to complete clinical forms while examining the patient can be minimized by such comments as “I’ll be taking a few notes to keep things straight in my mind” or “. . . to be thorough and make sure I don’t forget to check on things that may be important.”


The examiner can further reinforce the conversational tone through personal and supportive statements to put the patient at ease and give him the sense that the examiner is interested in him as a person and not just as a clinical entity. Manic patients often become cooperative following positive comments about their colorful dress, and dysphoric, depressed patients are more willing to relate their experiences following comments about their obvious distress. Helpful openers might be: “That’s a nice hat you have—where did you get it? I like your buttons, what does that one say?” “You really seem to be upset (or very sad or nervous).” If a patient relates a distressing event, it is appropriate to respond with “that’s awful” or “that’s upsetting.” Even if the event is part of a delusion, the patient likely has feelings about it and will appreciate an empathic examiner. It is equally appropriate to respond to positive things the patient may say by making such remarks as “I hope they appreciated what you did,” “You must have been pleased by that,” You seem better now than the last time you were ill,” “The medicine seems to have helped,” or “Despite your setback, this past year seems better than the year before.”


The conversational tone of the examination relates to its style. Despite the seeming informality, the examination should not be haphazard in content or format. Structure is important; questions and testing procedures should proceed in a logical sequence while remaining responsive to the patient’s behavior. Every area of the examination should be covered in a standardized manner. It is rarely useful to rely primarily on open-ended questioning during which the examiner is passive and nondirective. Although the sequence of questions can vary and lead-ins and screening questions must be individualized, a basic sequence of topics and approach for each symptom area should be maintained throughout the examination.


Some typical lead-ins are:


“Sometimes when people feel the way you do now, they also have (or experience) . . .”


“I knew someone who had the same thing happen to him, and he also had . . .”


“You said you’ve had some difficulties with your memory. Is it the kind of difficulty that . . .”


Typical screening questions are:


“Has there ever been a time when for weeks, or even longer, you were feeling down, sad, depressed, or without energy or interest in things?”


“Have you ever felt the opposite of being depressed, where you were full of energy, excited, or really hyper for more than a few minutes or hours?”


Just as procedures for examining the heart or lungs must be overlearned, procedures for examining specific behavioral areas can, and should, be overlearned. A flexible script or pattern of inquiry for each area of psychopathology or historical topic is essential. Groping for the right words or wondering what to ask next does not build rapport. Specific lead-ins, screening questions, and scripts for evaluating psychopathology are discussed in chapters 3 and 4.


The neuropsychiatric examination is clearly a diagnostic process. Although it is not designed to be therapeutic, patients are often comforted by an examiner who is skillful at his job, knowledgeable about the patient’s condition, and empathic to the patient’s needs. Nevertheless, the goals of the examination are explicit. Without this evaluation, treatment usually flounders and the patient ultimately suffers. (See Table 1.1 for an outline of the neuropsychiatric examination.)


TABLE 1.1
The Neuropsychiatric Evaluation
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	Important Subsections







	[image: logo]







	I. Historical







	1. Chief complaint


	Specific complaint in the patient’s own words; age; gender; ethnicity; marital, living, and legal status; referral source; reason for referral







	2. History of present episode


	Duration, type of onset, precipitating events, predominant signs and symptoms, sequence and patterns of symptom development, treatments, social and interpersonal context of episode, specific references to important screening questions, inclusion and exclusion diagnostic criteria, any life-threatening or dangerous behaviors







	3. Past psychiatric history


	Age and illness onset, pattern of course, number of episodes, characteristics of episodes, interepisode functioning, co-occurrence or comorbid conditions, treatments and their effects







	4. Alcohol


	Age of onset of use, degree of use, consequences of use, treatments and their effects







	5. Street drugs


	Age of onset of use, degree of use, types of drugs, consequences of use, treatments and their effects







	6. Antecedents of psychiatric morbidity


	Seizure disorder; head injury; gestational, birth and postnatal difficulties; prolonged high fevers; abnormal childhood development; severe bouts with childhood diseases







	7. Family


	Identification of ages of first-degree relatives, major illnesses of relatives, treatments and their effects







	8. Personal


	Relationships with friends and family, sexual activity and deviation, marriage or companion, children, employment, interests and hobbies, temperament, general cognitive abilities (e.g., math, languages), academic ability, characteristic modes of interacting with people and dealing with problems of living, deviant personality traits







	9. Systematic review of symptoms


	Particular attention to endocrine, central nervous system, and cardiovascular disorders







	II. Behavioral







	1. Appearance


	Age, gender, ethnicity, body type, hygiene, dress, level of consciousness, interpersonal manner







	2. Motor


	Activity; speed and rhythm; extrapyramidal, frontal, and cerebellar features; catatonic features; minor neurologic signs







	3. Affect


	Range, intensity and quality of mood; lability; relatedness; emotional expression; volition







	4. Speech and language


	Rate, rhythm, pressure, language (speech processes and formal thought disorder), thought content







	5. Delusions


	Delusional mood, delusional ideas







	6. Perceptual


	Other hallucinations, dysmegalopsia and other psychosensory phenomena, illusions







	7. First-rank symptoms


	Thought broadcasting, experiences of alienation and control, complete voices, delusional perceptions







	III. Cognitive and behavioral neurologic examination







	1. Level of consciousness, attention, and concentration


	Letter cancellation, behavioral changes associated with altered consciousness and orientation (see chapter 5)







	2. Screening for diffuse impairment


	The Mini-Mental State







	3. Specific functions







	A. Motor functions


	Overflow, persistence, echopraxia, Gegenhalten, idiokinetic praxis, kinesthetic praxis, constructional praxis, dressing praxis, handedness







	B. Language functions


	Speech, nonfluent aphasias, fluent aphasias, naming, repetition, writing, reading, prosody







	C. Thinking


	Problem solving and judgment, comprehension and concept formation, reasoning







	D. Memory


	Digit span and numbers forward and backward, immediate and delayed recall of words and objects, autobiographic information







	E. Visual spatial and higher perceptual function


	Constructional tasks, facial recognition, topographic orientation, awareness of illness, spatial recognition







	F. Integrating functions


	Graphesthesia, stereognosis, novel bimanual tasks







	 







	IV. Traditional neurologic examination


	See References 258, 790, 1019







	 







	  V. Systemic examination


	See References 80, 256







	 







	VI. Laboratory studies


	See Chapter 6
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TABLE 1.2
Difficult Examination Situations and Techniques to Resolve
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	Situation


	Techniques for Resolution
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	Mania







	A. Overtalkative with press of speech; circumstantial speech or flight of ideas


	
1. Increase interview structure, use more closed-ended questions, speed up rhythm of questions.


2. Continuously come back to a topic in order to gather all information that can be gathered before letting the interview content “get away.”


3. If the patient is interruptible without producing unacceptable irritability, stop the flow of speech and say such things as “I’d like to know more about that later, but right now . . .


4. If flight of ideas is uncontrollable, use the patient’s distractibility by switching, with great show, to questions related to specific diagnostic criteria, or have a third party in the room to which you address your questions (e.g., “How old did you say he was?”) so that the patient is perhaps stimulated to interrupt you with the answer (e.g., “48”).


5. Begin to ask questions in so soft a voice that the patient becomes distracted by it and asks you what you said. The examiner raising his voice rarely helps.








	B. Irritable, tendency to dismiss the question as stupid, to tell examiner to read the information in the chart


	
1. Switch to the least emotionally laden topics first.


2. If the patient has a constant theme, use it to introduce questions on other topics that must be assessed, even if the sequence strains logic.


3. Do not get insulted.


4. Remain firm but nonjudgmental and matter of fact.








	C. Agitated, pacing patient


	1. Walk with the patient and have an examination “conversation on the go.”







	 


	Depression







	A. Psychomotor retardation


	
1. Slow down rhythm of questions; reduce number of questions; ask more closed-ended, concrete questions.


2. Interview in several 10–15-minute segments, rather than conduct one long interview;


3. Interview in late afternoon when retardation may be less because of diurnal pattern of symptoms.








	B. Continuous ruminations


	1. Same as for mania A, but at a much reduced rate.
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	Schizophrenia







	A. Avolitional patient with paucity of speech and content


	
1. Same as for depression.


2. Patient may be willing to do paper-and-pencil cognitive tests and cooperate with systemic examination.


3. The latter can be used as a structure for asking mental status questions.








	B. Patient with severe formal thought disorder


	
1. Same as for avolitional patient.


2. Some information also may be obtained by focusing on visual and pictorial tasks, rather than on verbal tasks and questions.








	C. Persecutory delusions and extreme suspiciousness


	
1. Start with the least emotionally laden topics.


2. Orient the wording of all questions about present episode and psychopathology to the patient’s viewpoint.


3. Avoid all phrases that sound judgmental.
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Occasionally, patients remain uncooperative or difficult to examine, despite the style and techniques described above. Uncooperativeness often results from irritability. Other examination difficulties can arise from manic or depressive behaviors, the patient’s persecutory delusions, frontal lobe dysfunction, and cognitive impairment. Table 1.2 lists the more common examination problems and techniques to help resolve them.





Chapter
2
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Principles of Diagnosis and Psychiatric Nosology


Incorporating the principles and skills of the traditional psychiatric evaluation, the neuropsychiatric evaluation is a process to diagnose patients that is based on shared descriptive clinical features (behavioral, historical, laboratory). Because an understanding of the etiology and specific pathophysiology of psychiatric disorders remains elusive, the present-day classification system is a “best guess” approximation. Many patients do not clearly fit into the system’s categories. Even among those patients who do and who seem clinically homogeneous, pathophysiologic heterogeneity is likely. Nevertheless, the evaluation process based on our modern knowledge of mental illness permits the clinician to make educated guesses so that treatments can be prescribed with some degree of specificity.


Prior to 1970, psychiatric diagnosis, particularly in the United States, was arbitrary and idiosyncratic. Diagnostic reliability (precision and consistency) was poor (865, 925). During the 1970s, several sets of reliable research diagnostic criteria were developed. This work resulted in publication of the Diagnostic and Statistical Manual of Mental Disorders, Third Edition, (DSM-III), the first official diagnostic system in the United States with known reliability and specified criteria for each disorder (60). DSM-III and its revision, DSM-III-R, are not perfect, however, and surveys of practicing U.S. psychiatrists and psychiatric residents (473) revealed that most clinicians do not properly use the criteria based system. The system is perceived as too complex, and the introduction of multiple revisions further complicates its use (1096). No matter how carefully crafted future DSM systems become, they (as the present version) will be limited in use unless properly implemented. Experience and skill are required to match real patients and their symptoms to the criteria. The examiner also must know the relevant data and understand the principles of diagnosis.



THE DIAGNOSTIC PROCESS



Selection of the Probability from the Possibilities


Most clinicians diagnose by pattern recognition. Interpretations of electroencephalograms (EEGs) and most x-rays are done this way. As long as the patient is typical, or a “classic” example (and the clinician had been able to observe many such examples during training), pattern recognition is a reasonable method for classifying patients. Unfortunately, many patients are atypical and do not fit the classic pattern. The DSM system was developed precisely because training programs had, and still have, their different and often idiosyncratic versions of what is classic. Pattern recognition diagnosis can be quite accurate, but it has low reliability, is difficult to teach, and is suitable for a limited number of patients. (See Table 2.1 for a description of some patterns seen by neuropsychiatrists. Until reliable, specific, and sensitive diagnostic laboratory tests for psychiatric illnesses are developed, however, diagnosis will require a reliable, learnable system that can be applied to all patients. This system, the basis for all medical diagnoses, is the probabilistic process of exclusion and inclusion.


A patient’s most likely diagnosis is selected from many possibilities; without any information, all diagnoses are equally probable. As the examiner collects information, the probability of any one diagnosis changes. For example, Patient A arrives for evaluation and treatment. Without additional information about age, gender, chief complaint, and other factors, every diagnosis is equally probable. As the examiner collects information, however, the probability that Patient A is suffering from certain conditions diminishes and eventually reaches zero, while the probability favoring other diagnoses increases. Eventually, this continuing process of exclusion and inclusion leaves the examiner with the most likely diagnosis. To illustrate again, if Patient A is male, the possibility of obstetric/gynecologic conditions is zero. If he staggers, slurs his speech, and smells of alcohol, the probability of the diagnosis being acute alcohol intoxication increases, while the probability of most other conditions decreases, many to virtually zero. More information is obviously needed for furthering the exclusion/inclusion process. If, however, the examiner obtains this information properly, the most likely diagnosis will be reached.


The process of exclusion/inclusion by probability has four requirements: The examiner must (1) know the possibilities (i.e., the available diagnostic choices), (2) know the information that is helpful in discriminating patient groups (i.e., which clinical data affect the probabilities and which do not), (3) be able to elicit signs and symptoms (in psychiatry, the psychopathology which affects the probabilities), and (4) be able to identify and properly classify signs and symptoms.


TABLE 2.1
Examples of Diagnostic Patterns Seen by the Neuropsychiatrist
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	Pattern


	Most Likely Diagnosis
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	Hallucinations, delusions, fluctuating language disturbance, loss of emotional expression, loss of drive and ambition, no history indicating coarse brain disease


	Schizophrenia







	
Altered mood (irritability or euphoria), rapid/pressured speech, hyperactivity


A. Broad affect, no coarse brain


B. Shallow mood, avolitional, chronic course



	
Bipolar affective disorder, mania


Frontal lobe orbital-medial syndrome








	Typical depressive features (e.g., insomnia, anorexia, psychomotor retardation), but without profound unremitting sadness or dysphoria (the words, but not the “music” of depression)


	
Secondary depression


A. With increased muscle tone and bradykinesia-parkinsonism


B. With renal stones—parathyroid disease


C. With paresis—stroke








	Altered or fluctuating level of arousal, agitation, diffuse cognitive impairment, rambling speech


	Delirium







	Clear consciousness; diffuse cognitive impairment, particularly affecting memory; organizational and problem-solving difficulties


	Dementia







	Transient and episodic perceptual disturbances and delusions, but no affective blunting


	Seizure disorder







	Typical and constant anxiety or obsessive compulsive features beginning after age 35 in a male patient


	Systemic illness (e.g., endocrinopathy, hypertension), coarse brain disease (e.g., stroke, tumor)







	Dementia with ataxia and urinary incontinence


	Normal-pressure hydrocephaly
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The examiner needs to know the possible diagnostic choices in order to reach the most likely diagnosis. In adult neuropsychiatry, the choices are limited and fall into seven categories (see Table 2.2 for the diagnostic possibilities in each category). Knowing the information that discriminates the possibilities is also essential. For example, early morning awakening and a diurnal change in a sad mood are highly discriminating for the diagnosis of melancholia, whereas loss of insight and inability to answer proverbs have little diagnostic significance. Diagnostically discriminating data are described in detail in Chapters 3 and 4 and in Part II.


Diagnostic success also derives from the examiner’s ability to elicit, identify, and properly classify psychopathology and other data that relate to specific conditions. In the example of Patient A, the successful examiner must be able to detect slurred speech and the odor of alcohol and know that these signs correlate with acute alcohol intoxication. This process is enhanced if, when clinically possible, the examiner observes the patient before starting treatment. Observing the patient’s behavior (on the hospital unit, in the clinic, during the examination) and obtaining laboratory tests uncontaminated by psychotropic medication are important for accurate diagnosis. Except for certain emergencies, such as the possibility of violence, or when the patient is well known to the clinician and the patient’s present state is typical for him, the rule of observation before treatment should be maintained. A rush to institute treatment often results in a stormy course and hitor-miss management, whereas a few days taken to evaluate the patient properly may save years of suffering and mistreatment and minimize risks of iatrogenic morbidity (i.e., tardive dyskinesia). The following vignettes illustrate the point:


A 42-year-old woman was hospitalized for worsening depression despite receiving an adequate dose of amitriptyline. During the week prior to admission, she became increasingly agitated and indicated she was experiencing auditory hallucinations. Upon admission, a neuroleptic was immediately added to the antidepressant, but the patient’s condition worsened over the next 2 days. Her agitation became severe and her speech unintelligible. A consultant observed that she was flushed, her skin dry, and her pulse high. Anticholinergic delirium was diagnosed, all psychotropic medication was discontinued, subcutaneous physostigmine was administered, and she became essentially symptom-free within 48 hours. After recovery she related ingesting, during the week prior to her admission, significant amounts of an over-the-counter sleep aid with anticholinergic properties. The rush to treat with a neuroleptic, another anticholinergic drug, exacerbated the developing delirium.


A 62-year-old woman suddenly barred her daughter from the house and accused her of being an impostor. She also said aliens had moved into her neighborhood and switched the houses and neighbors so that her real neighborhood was somewhere else. Her daughter had seen her 2 days earlier and said her mother was well at that time and had no previous psychiatric illness. On admission, the woman was agitated and had difficulty finding her way about the unit. She had no symptoms of depression or mania. The attending physician immediately concluded that the patient had a “late-onset schizophrenia” and planned to prescribe a neuroleptic. A consultant, however, suggested that the acute and late onset in an otherwise psychiatrically well person, the delusions of impostors (Capgras syndrome) and real and false neighborhoods (reduplicative paramnesia), and her difficulties finding her way about the unit (spatial disorientation) possibly indicated a nondominant parietal lobe stroke. This was confirmed with a computed tomography (CT) scan. Rest and support were recommended as the only treatment, and the patient was fully recovered within a week. In addition to illustrating the merits of observation and diagnosis before treatment, this case is an example of the therapeutic benefit of hospitalization and supportive care, without psychotropic medication, for some patients.


TABLE 2.2
Adult Neuropsychiatric Diagnostic Possibilities
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1. Mood Disorders


Affective disorder: bipolar, unipolar, mixed, dysthymia, cyclothymia, borderline, bulimia


2. Schizophrenia


Various putative subtypes


3. Other Psychoses


Brief reactive psychosis, schizoaffective, simple delusional disorder, atypical, not otherwise specified


4. Personality Disorders


Extremes of trait:


Schizoid, schizotypal, paranoid (A)


Borderline, histrionic, narcissistic (B)


Passive aggressive/dependent, avoidant (C)


Antisocial (D)


5. Personality “Illness”


States related to extremes of trait:


Anxiety disorder: panic disorder, agoraphobia, other phobias, generalized anxiety disorder, obsessive compulsive disorder, Gilles de la Tourette syndrome, post-traumatic stress disorder


Somatoform disorders (somatization disorder, conversion, hypochondriasis), sexual dysfunctions, adjustment disorder, dissociative disorders


6. Coarse Brain Disease


Syndromes resulting from central nervous system dysfunction or lesions:


Delirium, intoxications, dementia


Focal syndromes: frontal, temporoparietal


Seizure-related syndromes


Other: postconcussion, amnestic syndromes


Chronic or intermittent drug- and alcohol-induced disorders; alcohol and drug intoxications and withdrawal


Symptomatic (1-5)


7. Problems of Living


For example, divorce, bereavement, parent-child difficulties
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Phenomenologic Clinical Method



The phenomenologic clinical method (983) is best suited to the neuropsychiatric examination. It incorporates three principles: (1) objective observation of signs and symptoms independent of immediate interpretation, (2) description using precise terminology, and (3) the assessment of the form of behavior separately from its content.


Objective observation of signs and symptoms is essential for accurate diagnosis. For example: A 36-year-old man was hospitalized, and the admitting psychiatrist felt him to be suicidal. The patient had an 8-year history of progressive deterioration in function, punctuated by recurrent episodes that were characterized by auditory and visual hallucinations and occasional irritability. He was recently fired from the last of many short-lived jobs, and his wife was about to leave him. In each of six previous hospitalizations, he had been diagnosed as a paranoid schizophrenic and treated with neuroleptics. His present hospitalization resulted from his attempt to shoot himself in the chest. When examined by a consultant, he related experiences of seeing a small, shadowy male figure that gradually seemed to approach him, as it became larger, until it was standing next to him on his right. These appearances (occurring many times daily) were always accompanied by fearfulness. Recently, the figure was experienced as beginning to push its way into the patient’s body and trying to take it over. The patient felt this. The patient stated he was going to shoot himself in the chest, not to commit suicide but rather to kill the shadowy figure. He was convinced he would not harm himself. The consultant neither elicited nor observed any features of depression or of emotional blunting. Although the above features are consistent with DSM criteria for schizophrenia, the consultant, in objectively summarizing the features as frequent visual and tactile hallucinations associated with fearfulness in the absence of other features of schizophrenia, pursued the evaluation further. He ultimately determined that the patient had a left temporoparietal contusion and a seizure disorder. Treatment with anticonvulsant medication resolved all symptoms and permitted the patient to return home and obtain employment. He remained asymptomatic and functioning well for the next 2 years.


For objective observation to be useful, however, the clinician must be able to characterize in precise terminology what he observes. For example, the term “confusion” could refer to an altered state of consciousness (as in delirium), disorientation in clear consciousness (as in dementia), or unintelligible speech (as with a dominant hemisphere stroke), or it could describe a patient who gets easily lost or who cannot find his way about the hospital unit (as with a nondominant hemisphere stroke). Each condition has a different diagnostic implication, which goes unrecognized when each is subsumed under the vague term “confusion.” Clinicians also often use imprecise terms, such as incoherent or irrelevant speech or looseness of associations, to describe the speech of patients. The speech of some aphasic stroke patients is incoherent and at times irrelevant to the topic, as is the speech of some schizophrenics and some manics. If the clinician uses the imprecise term, he will not discriminate aphasia from schizophrenic formal thought disorder or manic flight of ideas, and misdiagnosis may occur. Precise terms of greatest diagnostic discrimination should be used in characterizing psychopathology.


The separate assessment of behavioral form from content is perhaps the most critical process of the phenomenologic clinical method. This is true because the form of the psychopathology generally reflects the illness process (what the clinician is trying to identify), whereas the content of psychopathology generally reflects the person and his experience. What a patient is talking about, the words spoken by a hallucinated voice, and the specifics of a delusional idea are content. The linkage of speech and word usage, the clarity and duration of a hallucination, and whether the delusional idea derives from other psychopathology or appears suddenly and fully formed are form. Cross-cultural studies (295, 467, 725) have shown that the content of psychopathology varies dramatically, but the form of psychiatric illness is similar across cultures. For example, films of Chinese psychiatrists making rounds in regional mental hospitals clearly reveal the manics (mugging for the camera, saluting, insisting on speaking) from the depressed patients (sad face, motor retardation, agitation) despite all interchanges being conducted in Mandarin. Melancholic patients from rural African villages share with melancholics from industrialized western cities the typical form of depression with its characteristic profound sadness, insomnia, anorexia, psychomotor retardation, and feelings of guilt. What varies is the content of their guilty ideas and ruminations.



Decision-Making Steps



The diagnostic process is a series of decision-making steps. Initially, the clinician obtains a general impression of the patient. If the pattern is clearly recognizable, this initial impression is unlikely to change despite elaborate examination and laboratory assessment (865). The clinician must recognize this tendency and consciously employ the process of selecting the probabilities from the possibilities by using the phenomenologic clinical method to elicit and identify the psychopathology that effects those probabilities. This process proceeds by a series of decisions, each of which increases the likelihood of the final diagnostic choice.


The most fundamental decision is whether the patient has deviant behavior and whether that deviance reflects illness. This decision is critical because it will determine if the patient is to receive any treatment and if the primary treatment will be biologic (e.g., medications, electroconvulsive treatment [ECT]), or psychosocial (e.g., counseling, behavior therapy).


Deciding whether behavior is deviant is not always easy. Almost 50% of individuals without mental disorders have hallucinated at some time in their lives (417), and most people will experience some features of depression (190) following the death of a spouse or other close relative. One shortcoming of the DSM system is that diagnoses are, in part, determined by the number of symptoms experienced, rather than their form and how different symptoms relate to each other. For example, in her studies of bereavement, Clayton found that more than 50% of widows met research criteria for major depression, but neither the widows nor the investigators considered the widows who met these criteria to be ill (190). Simply counting symptoms obviously misses important information. Other investigators have also commented on the limitations of the DSM format and its application in the considertion of symptom interaction (301, 706). Thus, experience, common sense, and the use of time-honored and partially validated processes, such as the phenomenologic clinical method, remain the best guidelines for identifying the truly deviant.


When a decision has been made that the patient has deviant behavior, the examiner must next decide if this deviance is the result of a pathologic process. For example, professional basketball players are deviant (or abnormal) in height. They are more than 1.5 standard deviations above the mean height for American males of their generation. This deviance, however, is not the result of disease. Acromegalics, on the other hand, are deviant in height because of pituitary pathology. Among professional basketball players, the outward character (height) and the internal constitutional determinants of height are on a continuum with the norm. Among acromegalics, the outward character (height) is also on a continuum with the norm, but the internal determinants are not. The patterns of the two height deviations also differ (acromegalics have a typical facial and head bony structure) and illustrate how the interactions of features into patterns can be helpful in diagnosis.


Psychiatric patients with affective disorder and schizophrenia, for example, are clearly deviant in their outward character (behavior). Also, significant evidence exists that these patients are deviant because of brain pathology (50, 140, 165). Within the diagnostic possibilities displayed in Table 2.2, evidence indicates that some pathologic processes underlie all categories except personality disorder and problems of living. Among the personality disorders, Group A patients and some individuals in Groups B and D may have subtle forms of illness, and future data may show them to have pathology. For the rest, the presence of pathology is unknown. Using the analogy of deviant height, individuals in personality disorder Groups A, B, and D might respond to biologic intervention, just as acromegalics can be partially treated. Individuals in Group C, however, if indeed they do not have underlying pathology, are unlikely to respond to biologic treatments.


The logical steps inherent in the diagnostic process begin with the patient’s chief complaint. Once the chief complaint is characterized (see Table 1.1), the examiner immediately formulates a dynamic (i.e., working) differential diagnostic list of probabilities, which then guides the gathering of information related to the present illness (see Table 1.1). For example, if the patient is a 45-year-old, married, working, Euro-American man, whose chief complaint is “I’m nervous,” the examiner should immediately consider the probable conditions likely to generate such a chief complaint. These would undoubtedly include depression, anxiety disorder, problems of living, adjustment disorder, and thyroid disease. These probabilities then suggest questions and stimulate observational sensitivity to specific signs and symptoms related to these disorders. The first question to be asked, however, is by the examiner of himself: “What are the probabilities that could result in this patient’s chief complaint?”


As the examiner collects information related to the present illness, the working differential diagnostic list may change several times, with some initially considered probabilities being eliminated and new ones added. Progressing through the different sections of the evaluation (see Table 1.1), the examiner continuously revises the working list as data affecting the probabilities are collected. Even laboratory studies (see Chapter 6) must be guided by the working differential diagnosis list, with each specific test related to one or more of the choices on the list. When all relevant information has been gathered, the examiner should be left with a single disorder or a small number of choices ranked by their probabilities.


The clinician, therefore, has three conceptual structures that provide the means to reach a diagnostic conclusion: (1) the template of the evaluation (see Table 1.1), (2) the interaction of the working diagnoses list with that template, and (3) both of these as they relate to the basic diagnostic process of eliminating most possibilities and identifying the most likely choices. The skills of data acquisition, identification, and organization are required to use these interacting structures. Specifically, the examiner must be skillful in (1) the techniques and style of the superficially conversational, but semistructured, mental status examination, and (2) the principles of phenomenology—objective observation, precise terminology, and the separation of psychopathologic form from content To be successful in these efforts, the clinician must have a data base: What are the possibilities (i.e., the nosology)? What are the probabilities in the circumstances of his practice (i.e., what conditions are more prevalent and what conditions are almost never seen in his practice setting)? What bits of clinical information affect the probabilities of the possible choices? As this information is gathered, the process of elimination proceeds to its conclusion—the diagnosis. Figure 2.1 illustrates this process of integrating the conceptual structures needed to reach a diagnosis. Part of the dilemma of modern psychiatric clinical practice revolves around continually changing nosology, diagnostic criteria, and data bases that seem to predict diagnoses.


NOSOLOGY


The DSM nosology (i.e., the American Psychiatric Association’s classification of mental disorders) and its, or other, sets of diagnostic criteria are used at the beginning and at the end of the diagnostic process. To begin the diagnostic process, the clinician must have a reasonable notion of the possibilities to know what to select or eliminate. DSM provides the latest official list of these possibilities. Every psychiatric clinician must know the major DSM categories (e.g., affective disorders, anxiety disorders) and some of the subcategories (e.g., bipolar or unipolar, agoraphobia or obsessive compulsive disorder). The International Classification of Diseases (ICD) provides the remainder of the possibilities, including other diseases of the central nervous system and of other organ systems. Because some of these diseases result in psychiatric disorders, the clinician must have a working knowledge of them. Studies indicate that from 25 to 40% of acutely ill psychiatric inpatients have systemic conditions that either directly cause behavioral changes leading to psychiatric hospitalization or lead to complications that confuse the diagnostic picture or make treatment and management more difficult (1060).
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Figure 2.1. Integrated Process Used in Reaching a Diagnosis





In addition, skilled clinicians know, and the application of DSM criteria demonstrates, that no matter how vigorously criteria are applied some patients will not meet all the required criteria for any diagnosis. DSM provides the “not otherwise specified” (NOS) category for these patients. Experienced and knowledgeable clinicians, however, can further refine this and other amorphous categories (e.g., hallucinosis secondary to coarse brain disease) by their awareness of the scientific literature, which always runs ahead of the official nosology and offers unofficial, but clinically useful, choices (e.g., catatonia as a treatment-responsive syndrome separate from schizophrenia; various frontal and parietal lobe syndromes).


A working knowledge of specific sets of diagnostic criteria is used at the beginning of the evaluation to relate the list of diagnoses to the evaluation template (see Table 1.2). From the chief complaint, for example, the clinician suspects the patient is depressed and so asks a screening question for depression. If the patient endorses this, the clinician must know diagnostic criteria for depression to ask further questions (e.g., about sleep, appetite, changes in libido) and elicit information to confirm or eliminate this possibility. Criteria, therefore, help to shape the structure of the evaluation from its beginning. Once the data collection portion of the evaluation is complete, knowledge of diagnostic criteria is again used to take stock of what has been collected. This is necessary to determine whether the patient’s signs and symptoms and historical information meet criteria. If not, does that failure eliminate the possibility, or are enough criteria met to conclude that possibility still is the most probable?


A difficulty in using the DSM system is the misunderstanding that complexity of criteria ensures specificity. Although DSM lists specific criteria, many are not operationally defined and, thus, their use is left to the imagination (i.e., bias, idiosyncrasies) of the examiner. For some diagnostic criteria to be met, for example a patient must have poor concentration or poor memory or must have insomnia. But what does “poor” precisely mean in this context, and where is the point in time in bed when insomnia begins? Among the criteria for dysthymia, no specific operational definition exists for the criteria of “low energy” or “fatigue,” “poor concentration,” and “difficulty making decisions”; the criteria for generalized anxiety disorders include “feeling keyed-up or on edge” and “difficulty concentrating.” There are specific tests of concentration and precise ways of defining various other criteria, but these procedures cannot all be incorporated into the DSM system. Thus, significant latitude remains for idiosyncratic decision making (565). In the hands of researchers using structured interviews and their own operational definitions, reliability for DSM is improved (822).


To illustrate this problem, at the University of Iowa (1074) researchers were asked to use the DSM criteria, the Feighner criteria (299), and the Research Diagnostic Criteria (RDC) (927) research criteria to diagnose independently of each other the same group of patients. These researchers had to interpret, or selfoperationalize, what the specific criteria implied but did not specify. As expected, they had some serious diagnostic disagreements. In fact, for 62 of the 98 patients, disagreements on diagnosis occurred in at least one of the three diagnostic systems, with a disagreement rate of more than 34%. As the authors conclude, “The Bible may tell us so, but the criteria don’t. They are better than what we had, but they are still a long way from perfect.”


Clinicians need to be aware that many of the criteria in DSM are not operationally defined and that they must provide these definitions if they are to become more precise diagnosticians. Some help in this regard can be obtained from the scientific literature, in which data are available that suggest what constitutes an abnormal “this” or a deviant “that” and how to go about measuring them. Chapters 3, 4, and 5 focus on these suggested operational definitions.


Finally, trying to maximize diagnostic reliability has led researchers to rely on several structured (the Structured Clinical Interview for DSM-III-R [SCID] [929]) and semistructured (the Scale of the Assessment of Negative Symptoms [SANS] [46] and the Scale for the Assessment of Positive Symptoms [SAPS] [47]) rating scales and clinical interviews for assessing patients. Many researchers who have used these clinical instruments often find that, despite their helpfulness in acquiring specific information from a patient, a complete picture of the patient and his illness is still not available at the end of the process. Several researchers (205) have pointed out this problem and demonstrated why a descriptive narrative that considers the interactions among symptoms is necessary when using structured interviews to ensure that the patient is not lost in the complexity of rigid questions. Regardless of this and other shortcomings (e.g., disrupting the process for establishing a good doctor-patient relationship), some rating scales are of practical help to the clinician in operationalizing criteria or in characterizing syndromes. They are discussed in Chapters 3 and 4.





Chapter
3
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Operational Definitions of Major Psychopathology
I. Appearance, Motor Behavior, and Mood and Affect


That operational definitions are necessary for diagnostic criteria to have reliability is an example of the phenomenologic principle that precise terminology and description of form are essential for diagnosis. Precise description of the form of psychopathology makes objective observation possible. For example, a clinician could not discriminate the various forms of formal thought disorder unless he knows the characteristics of each form. The neuropsychiatric evaluation (see Table 1.1) displays the major behavioral areas and their associated psychopathology, which must be assessed to accurately diagnose patients. Each of these areas relates to one or more diagnostic criteria, and their precise description is needed to determine if the observed phenomena meet the operational definitions of those criteria. Rating scales can be helpful in some areas; in many, however, there is no aid other than the continual study of psychopathology.


Appearance


Obvious patient behavior and aspects of general appearance that are helpful in diagnosis (e.g., age, gender, the patient using a walker) are often overlooked by the examiner. Women have greater risks than men for affective and some anxiety disorders. It is rare for an anxiety disorder to develop for the first time after age 35, whereas bipolar affective disorder commonly develops during the third decade of life. Simple observations about gender and age have a big effect on the diagnostic probabilities.


The patient’s appearance is always evaluated first. Interviewing or testing the patient is not necessary for this part of the evaluation. When possible, the examiner should greet the patient outside the examining room and walk with him to the place chosen for the interview. This initial, outwardly informal introductory period permits the examiner to observe the patient’s motor coordination, gait, and manner. Observation of the patient’s behavior on the inpatient unit is also extremely helpful. The examiner should deliberately review the patient’s apparent age, gender, race/ethnicity, body type, nutrition, personal hygiene, and level of consciousness. Each of these may affect the diagnostic probabilities, and the examiner should pay attention to these details. Thus, a heavily tattooed young male suggests antisocial personality, whereas a dazed, ataxic woman with urine-stained clothes suggestes normal-pressure hydrocephalus. Physical constitution also should be noted. Small-framed, lanky people with low fat and muscle mass (ectomorphs) are overrepresented among individuals with schizophrenia. Largeframed, heavy-set people with a high fat/muscle ratio (endomorphs) are overrepresented among individuals with affective disorder. Although by no means absolute, the presence of one of these body types alters the clinical probabilities and is thus potentially helpful in the diagnostic process (737). Table 3.1 illustrates correlations between some psychiatric conditions and observations of general appearance.


Motor Behavior


Observations of motor behavior also begin upon meeting the patient. When recorded, these observations should include a description of gait, abnormal movements, frequency of movement, rhythm, coordination, and speed. The wide-based or ataxic gait of the alcoholic, the hesitant gait of the Huntington’s chorea patient, the stooped shuffle of the patient with frontal lobe disease, and the manneristic hopping and tiptoe gaits of catatonia are some of the unusual motor behaviors that the examiner can observe while walking with the patient to the examining room.


One of the more common motor disturbances seen in seriously ill patients is agitation. An increase in the frequency of non-goal-directed motor behavior, agitation is the motor expression of increased arousal or of an intense mood. It can reflect anxiety, sadness, anger, or euphoria. Pacing, handwringing (suggesting depression), head-rubbing (suggesting schizophrenia), constant shifting of body positions and playing with one’s fingers (suggesting anxiety), and picking at one’s bed sheets (suggesting delirium) are examples of agitation.


TABLE 3.1
Sample of Correlations of General Appearance with Psychiatric Condition












	[image: logo]







	Feature


	Example


	Condition at Risk
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	Age and gender


	Male under age 20


	Character and behavior disorder, drug-related conditions







	 


	Female over age 40


	Unipolar affective disorder







	 


	Female


	Affective disease, somatization disorder







	 


	Male


	Sociopathy, schizophrenia







	Body type


	Endomorph
Ectomorph


	Affective disorder
Schizophrenia







	Level of consciousness


	Clouded


	Acute coarse brain syndrome (delirium)







	Personal hygiene


	Dirty/unkept


	
Coarse brain syndrome (acute or chronic),


schizophrenia








	 


	Unilateral poor hygiene


	Hemispatial neglect







	Nutrition


	Recent weight loss Chronic malnutrition


	Depression Dementia







	Manner


	Hostile and suspicious


	Delusional psychosis, coarse brain disease







	Dress


	Head decorations, bright colors, scant clothing


	Mania







	 


	Multiple layers of clothes


	Dementia, mania







	 


	Unilateral abnormalities


	Hemispatial neglect
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Because of chronic ingestion of neuroleptics, many psychiatric patients exhibit constant jerky finger movements, foot tapping, pelvic thrusts, or repetitive oral movements, such as lip smacking or moving the tongue in and out of the mouth. These movements are manifestations of a coarse brain disorder and characterize the condition termed tardive dyskinesia (61). Although tardive dyskinesia typically exacerbates with stress, it is also frequently observed in patients who are calm and should not be confused with agitation.


Psychotic patients often appear odd. Neighbors and total strangers can easily identify these patients by their socially deviant behaviors: talking to themselves, gesticulating, or shouting to the air. Global, usually goal-oriented activities also can be disturbed. The extremes of these changes in levels of activity are termed hyperactivity and hypoactivity. A patient who is doing too many things at the same time; engages in many conversations, one after the other; and goes from one place to another in quick succession is hyperactive. The patient who sits for long periods and rarely moves or responds to surrounding events is hypoactive. In its extreme form, hyperactivity appears as frantic, constant, impulsive, and incomplete multiple activities, which may appear non-goal-directed. It is invariably associated with an intense excitement state in which the patient is constantly talking and often shouting. Extreme importunate and intrusive behavior and intense irritability or euphoria are usually present (376; also see Chapter 2.) Prior to the availability of biologic treatments, particularly electroconvulsive treatment, patients experiencing extreme excitement occasionally suffered cardiovascular collapse and even death (259). Extreme hyperactivity or excitement is most frequently observed in individuals who satisfy modern diagnostic criteria for mania (376, Chapter 2; 972).


Extreme hypoactivity is termed stupor. A stuporous patient may stay motionless for hours, stare fixedly, or follow the examiner about the room with his eyes, yet remain mute and unresponsive to spoken comments and even to painful stimuli (general analgesia) (494). When associated with coarse disease, particularly of the brain stem, the syndrome is termed akinetic mutism (969). When coarse disease cannot be demonstrated, such stuporous patients most frequently satisfy diagnostic criteria for affective disorder (376, Chapter 2; 969). Stupor is also a feature of the catatonic syndrome.


Catatonia


The syndrome of catatonia is characterized by specific motor behaviors and by periods of extreme hyperactivity and hypoactivity. The specific motor behaviors, however, can occur independently of the full syndrome. Studies show that 25 to 50% of individuals who exhibit catatonic features have an affective disorder and that about 15 to 20% of patients with bipolar affective disorder exhibit one or more catatonic features: To scratch a catatonic is, often, to tickle a manic. Patients who have catatonia as part of their affective disease are indistinguishable from affectively ill patients without catatonia in their demographic characteristics, psychopathology, and treatment response and in the prevalence and pattern of psychiatric illness in their first-degree relatives. Although 5 to 10% of catatonics satisfy diagnostic criteria for schizophrenia, catatonia generally has a favorable treatment response (969). About 10% of acutely ill psychotic inpatients have two or more catatonic features (842).


Catatonic features are described in Table 3.2. Mutism and stupor, although characteristic of catatonia, are not pathognomonic. Other motor behaviors should be present, and most patients have three or more features. There appears to be no relationship among any one feature or number of features and any one diagnosis or response to treatment. Thus, the presence of one or two features has as much diagnostic and treatment significance as the presence of seven or eight features. Three features—mutism, negativism, and stupor—occur together more frequently than by chance (14) and correspond to the clinical syndrome of negativistic stupor (i.e., akinetic mutism or coma vigil secondary to frontal lobe damage, third ventricle tumors, or lesions of the reticular activating system and caudal hypothalamus; 969). Mutism, stereotypy, catalepsy, and automatic obedience also occur together more frequently than by chance (14), correspond to the classic description of catatonia (494), and are associated with the diagnosis of mania. Luria (611) described several patients with catatonia-like symptoms after frontal lobe injury. Dogs with ablated frontal lobes also demonstrate many catatonic features. This relationship between frontal lobe lesions and catatonia-like behaviors is not surprising, as the frontal lobe is intimately involved in the regulation of motor activity (611). The frontal lobe signs of pathologic inertia (difficulty initiating motor acts or stopping them once started) and stimulus bound behavior (motor response to stimuli despite instructions to the contrary) may underlie catatonic features.


Specific procedures to elicit catatonic features are seldom part of the routine mental status examination. The examiner, however, should always test for catatonia when the following behaviors are observed: odd gaits inconsistent with known neurologic disease (e.g., tiptoe walking, hopping), standing in one place for prolonged periods, holding the arms up as if carrying something, shifting position when the examiner shifts position, repeating most of the examiner’s questions before answering, responding to most of the examiner’s questions with the same question (e.g., Examiner: How old are you? Patient: How old are you?), making odd hand or finger movements that are not typically dyskinetic, performing inconspicuous repetitive actions (e.g., making a series of clicking sounds before or after speaking, tapping or automatically touching objects while walking about), mutism, psychomotor retardation, or speech that becomes progressively less voluble until it becomes a nonunderstandable mumble (prosectic speech). The pattern of psychosis and what appear to be obsessive compulsive behaviors should alert the clinician to the possibility of catatonia.


Patients displaying one or more of the above features while conversing with the examiner may allow themselves to be placed in odd postures; may be unable to resist the examiner moving their arms, despite instructions to the contrary; or may be unable to resist shaking the examiner’s proffered hand, despite instructions to the contrary (automatic obedience).


TABLE 3.2
Catatonic Features
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	     Feature


	Description
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	Mutism


	A state of verbal unresponsiveness, not always associated with immobility







	Stupor


	Extreme hypoactivity, in which the patient is mute, immobile, and unresponsive to painful stimuli







	Catalepsy


	Maintenance of postures for long periods. Includes facial postures, such as grimacing, and Schnauzkrampf (lips in an exaggerated pucker); and body postures, such as psychologic pillow (patient lying in bed with his head elevated as if on a pillow), lying in a jackknifed position, sitting with upper and lower portions of body twisted at right angles, holding arms above the head or raised in prayerlike manner, and holding fingers and hands in odd positions







	Waxy flexibility


	Examiner’s experience of the patient offering initial resistance before allowing himself to be postured, similar to that of a bending candle







	Mannerisms


	Odd purposeful movements, such as hopping instead of walking, walking on tiptoe, or saluting passersby, or exaggerations or stilted caricatures of mundane movements







	Stereotypy


	Often striking, non-goal-directed, repetitive motor behavior; repetition of phrases and sentences in an automatic fashion, similar to a scratched record, termed verbigeration (verbal stereotypy)







	Gegenhalten (negativism)


	Patient resisting examiner’s manipulations, whether light or vigorous, with strength equal to that applied, as if bound to the stimulus of the examiner’s actions







	Echophenomena


	Includes echolalia, in which the patient constantly repeats the examiner’s utterances, and echopraxia, in which the patient spontaneously copies the examiner’s movements or is unable to refrain from copying the examiner’s test movements despite instruction to the contrary







	Automatic obedience


	Despite instructions to the contrary, the patient permitting examiner’s light pressure to move his limbs into a new position (posture), which is then maintained by the patient despite instructions to the contrary







	Ambitendency


	The patient appearing motorically “stuck” in an indecisive, hesitant movement, which results from examiner verbally contradicting his own strong nonverbal signal, such as offering his hand as if to shake hands, while stating, “Don’t shake my hand, I don’t want you to shake it.”
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Patients with classic catatonic features are often misdiagnosed because of the false expectation that they must be mute and immobile. In fact, most patients with catatonic features speak and move about. Because motor behavior is regulated by frontal lobe systems, motor abnormalities, (including the catatonic syndrome), severe hyperactivity, and stupor may reflect coarse frontal lobe disease.


There are no official diagnostic criteria for catatonia. Based on their literature review, Fink and Taylor (310) suggested the set of criteria displayed in Table 3.3. Additional frontal lobe and parietal lobe motor behaviors are discussed in Chapters 5 and 13.


Other Spontaneous Abnormal Movements


Abnormal movements long have been recognized as a feature of mental disorder. Nineteenth- and early twentieth-century writers (116, 418, 554) richly described patients with such hyperkinetic phenomena as rocking; twisting truncal movements; ballistic arm movements; athetoid finger and hand movements; forehead wrinkling; grimacing and pouting movements; stereotyped biting and chewing; flicking and licking of the tongue; and rubbing, picking, kneading, tapping, grasping, and pulling behaviors. Patients were said to be uncoordinated, stiff, and fragmented in their movements with a loss of normal smooth-transition movements. Continuous grimacing and twisting of facial features and making snorting, guttural, and clicking sounds were also thought to be common. Kraepelin believed that choreiform movements of the face and fingers were common in dementia praecox, and he (554) and Bleuler (116) each described dementia praecox patients to exhibit tremor, adiadochokinesia, and ataxia (“the cerebellar form of dementia praecox”), grand mal seizures (thought to be an early sign of dementia praecox), transient paralysis after apoplectiform seizures, and wavering movements. The prevalence of these behaviors then and now is unknown but is probably highest among schizophrenics and the chronically ill (116, 554). In a given patient, these behaviors do not appear to change in character or frequency over time, although they occur more often during stress (491). Their apparent high frequency among psychiatric patients in the prepsychotropic drug era probably reflects the inclusion of patients with coarse brain disease, whereas the prevalence of these behaviors today probably reflects drug-induced dysfunction, as well as diagnostic heterogeneity. Drug-induced abnormal movements are strikingly similar to the spontaneous abnormal movements reported in patients during the prepsychotropic drug era. Other than by history, there is no reliable way of discriminating the two phenomena.


 


TABLE 3.3
Proposed Diagnostic Criteria for Catatonia
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I. Immobility, mutism, or stupor of at least 1 hour’s duration, if associated with at least one of the following that can be observed or elicited on two or more occasions: catalepsy, automatic obedience, posturing


OR


II. In the absence of immobility, mutism or stupor, at least two of the following that can be observed or elicited on two or more occasions: stereotypy, echophenomena, catalepsy, automatic obedience, posturing, Gegenhalten (negativism), ambitendency
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NOTE: See Table 3.2 for operational definitions.


SOURCE: Adapted from reference 310.


 


Consistent with the prevalence of these abnormal movements in psychotic patients are other data (neuroimaging, neurodevelopmental, neuroanatomic, clinicopathologic) indicating that cerebellar dysfunction may play a role in the pathogenesis of some schizophrenias (970). Table 3.4 displays some of the more typical cerebellarlike features observed in psychotic patients and how to assess these features.


Drug-Induced Abnormal Movements


All psychotropic agents affect motor function. Cyclic antidepressants and lithium have been associated with extrapyramidal syndromes (73, 477). In therapeutic doses, they can produce persistent, fine, and rapid tremors and coordination difficulties that can impair fine motor performance. Coarse tremors, ataxia, and myoclonus can occur after ingestion of toxic amounts of these compounds. Monoamine oxidase inhibitors may induce agitation. Anxiolytics, in large doses, can also induce ataxia, tremors, and myoclonus (207). Neuroleptics have the most profound effect on motor behavior (61, 261), although they differ widely in potency and capacity to affect motor function. For example, the piperazine phenothiazines are 10 to 30 times as potent in inducing extrapyramidal signs as are other classes of phenothiazines (109).


TABLE 3.4
Cerebellarlike Motor Features
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	     Feature


	Description
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	Ataxia


	Head- or body-weaving movements. Can be observed or tested by asking the patient to heel/toe walk with eyes open for 12 feet. Dystaxia is observed when the patient, standing erect with feet together and eyes open, sways or staggers in reaction to slight push to his back.







	Dysdiadochokinesia


	Inability to perform rapid, alternating movements (20 trials), such as pronation and supination of hands (placed on thighs). Mistakes in placement, breaks in movement, and jerky irregular movements can occur. Having the patient rapidly touch the tip of his thumb with the tip of each finger in sequence (both hands palms up, fingers fully extended on thighs—15 trials) is another test.







	Asynergy, dysmetria, intention tremor


	Inability to perform smoothly simple motor tasks. The patient is asked to put his arms and hands at his sides and with eyes open, then touch his nose with one and then the other hand, five times with each hand. Loss of speed and fluidity, jerky movement, and performance in stages as if a robot are abnormal responses. Pastpointing (dysmetria) or intention tremor may also be observed at this time.
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Parkinsonism is a common manifestation of this potency. Bradykinesia (i.e., decreased frequency of movement) is the earliest and most common feature of drug-induced parkinsonism. It is characterized by an expressionless face, slow initiation of motor activity, loss of secondary movements (such as arm swing, which gives the patient a stiff, frozen appearance), and micrographia (handwriting becomes small and choppy). Bradykinesia is associated with muscle weakness and fatigue; muscle rigidity of the neck, trunk, and extremities; and cogwheeling (a delayed sign in which the examiner, as he flexes and extends the patient’s arm at the elbow, feels the arm move in short, stop-and-go arcs, as if periodically stopped by the gears of a wheel). Postural difficulties are also observed, including a flexed posture and deficits in righting responses, as well as a shuffling, propulsive gait. Tremor at rest and during voluntary actions; pill rolling at rest (uncommon in drug-induced states), and a fine perioral tremor (the rabbit syndrome) have been reported. Drug-induced parkinsonism usually begins within a few days of drug administration and seldom occurs for the first time after 3 months of treatment. Symptoms often first appear in the preferred hand. Depending on the neuroleptic and the dose administered, upward of 50% of patients may be affected. The very young, the very old, and women may be most susceptible (61, 261).


Dystonias, sudden muscle spasms, usually begin within the first few days of neuroleptic treatment. They are dramatic, frightening to the patient, and often painful and may recur over several days before they are controlled. Young patients are most vulnerable to these reactions, which commonly include cramps and spasms of the muscles of the face, jaw, neck, throat, and tongue. Oculogyric crisis, blepharospasm, respiratory stridor with cyanosis, torticollis, and opisthotonos can occur, as well as slow, writhing movements of the extremities. Acute dyskinesias without severe muscle spasm also can occur early in treatment. These include tongue protrusion; lip smacking; chewing movements; blinking; athetosis of the fingers and toes; shoulder shrugging; and myoclonic movements of the head, neck, and extremities. The incidence of dystonias rises with the increased usage of high-potency neuroleptics (589).


Akathisia is a state of motor restlessness in which the patient is unable to sit or be still. It is usually associated with a subjective feeling of jitteriness and may be mistaken for a spontaneous panic attack or an exacerbation of psychoses, although patients will often state they are not anxious, just restless. Akathisia usually begins after several days of drug administration and continues to increase in incidence during the first several months of treatment. Severity and duration are variable. Its medical relationship to other drug-induced movements is unknown. Risk factors are unknown. The incidence is about 20%.


Tardive dyskinesia, characterized by an extraordinary variety of abnormal movements, results from prolonged exposure to neuroleptics. Its onset is usually after many months or years of treatment, is often first observed in the preferred hand, and may appear only after dose reduction or discontinuation of neuroleptics; 30 to 50% of patients exposed to prolonged neuroleptic treatment may be affected. Elderly patients and those with preexisting coarse brain conditions may be most vulnerable. Features of tardive dyskinesia include the buccolinguomasticatory syndrome (vermicular movements of the tongue on the floor of the mouth; protruding, twisting, and curling tongue movements combined with sucking, pouting, and bulging of the cheeks), choreiform movements of the extremities, particularly the fingers; ballistic arm movements, gait and postural movements, (shifting of weight, lordosis, rocking and swaying, pelvic thrusting, and rotary movements), grunting vocalizations, respiratory dyskinesias and chest heaving resulting in stridor and cyanosis, and dysphagias. Symptoms exacerbate with stress. Many patients seem unaware of their abnormal movements and some appear to have associated cognitive impairment. Tardive dyskinesia appears to be irreversible (61, 261).


Extrapyramidal side-effect motor features and tardive dyskinesia are so prevalent among psychiatric patients receiving psychotropic medication that the clinician must be able systematically and reliably to determine their presence and extent. These features are disturbing to patients and can interfere with interpersonal and job functioning. In the case of tardive dyskinesia, they may be associated with cognitive deficits further impairing function (1038, 1044).


One of the most widely used rating scales of motor abnormality is the Abnormal Involuntary Movement Scale (AIMS) (404), a 12-item scale that assesses the severity (quality, frequency, amplitude) of abnormal movements of the face and mouth, extremities, and trunk. Table 3.5 displays the AIMS, as modified by Munetz and Benjamin (693), with additional scoring suggestions by Lane et al. (567). Once mastered, the AIMS can be used as a standardized, easily and rapidly administered assessment form as part of the patient’s record or as a guideline for the clinician to learn the procedure, so that he can assess abnormal movements without the need of a scale.


Mood and Affect


Most psychiatric conditions are associated with some disturbance in mood. ‘I’m upset,” “I’m nervous,” and “I’m sad” are among patients’ chief complaints that express an altered mood state. Mood refers to the emotion of the moment. Its qualities include sadness, happiness, anger, anxiety, and disgust. Studies of human emotional expression (155, 858, 859, 1006) suggest that emotion has cognitive and arousal components. Although normal emotional expression requires an integration of brain structure and function bilaterally, there is some evidence that this bilateral association is asymmetric, with brain structures related to nonverbal function (usually right-sided) being more intimately involved. An unresolved debate continues as to whether positive (e.g., happiness) and negative (e.g., sadness) emotions are both bilaterally represented, or whether each is primarily subserved by one hemisphere (544, Chapter 23).


The greater the intensity of the mood (its amplitude), the more likely it is to affect behavior. Physiologically, mood intensity and arousal correlate to the extent that observations regarding mood intensity can predict pulse, heart rate, blood pressure, and pupillary dilation. Arousal mechanisms, however, are not clearly understood and are complex, as the above physiologic measures often do not correlate with each other, but a reasonable clinical rule is that the more intense the mood, the greater the arousal (672, pp. 134–130).


TABLE 3.5
Modified Abnormal Involuntary Movement Scale (AIMS)
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The association between mood and motor behavior is described above in the section on motor behavior. Mood also affects facial expression, manner, speech, thought processes, thought content, and, when extreme, the development of delusions and perceptual disturbances. These effects are discussed in Chapter 4.


The behavioral area in which mood is expressed is termed affect. Affect can be understood quantitatively as having a range, intensity, and stability. Qualitatively it can be understood as having appropriateness of mood, quality of mood, and relatedness. Mood is the content of affect. They are not synonymous terms.


In mental illness, the quality of mood may become constant despite changes in the patient’s immediate surroundings. Many patients with affective disorder express a constant mood of sadness, elation, or irritability. Patients with anxiety states may be in a constant state of apprehension, and patients with schizophrenia may have no expression of mood and appear emotionally blunted and apathetic. Variability of emotional expression over time is the range of affect and can be compared with the variations and modulation in music. In each of the above examples of constant mood, the range of affect is constricted. A person with a constricted affect essentially expresses only one mood over a prolonged period of time, regardless of surrounding events. Thus, either a depressed patient who expresses only sadness or a manic patient who expresses only euphoria has a constricted affect.


In contrast, some patients have rapid mood shifts. For example, they move quickly from tearfulness to laughter or then to angry outbursts. These outbursts often occur with minimal or no provoking stimuli. This instability of emotional expression is termed lability of affect. Constricted affect and lability of affect are opposite extremes in the variability of emotional expression. Regardless of the underlying pathophysiology, many mentally ill individuals have some disturbance in affective variability.


Moods can vary in intensity as well as quality. Intensity of mood refers to the degree or amplitude of emotional expression (i.e., the degree of arousal). Rage is more intense than anger, and euphoria more intense than happiness. In many patients, affectivity can be constricted in range (restricted to a single quality of mood) but with great intensity. The manic, for example, can shout, joke/pun, make grandiose pronouncements, and laugh with great force. He never varies his mood until overcome by exhaustion. His range of affect is severely constricted, but the amplitude of his affect is great.


Mood appropriateness has been overvalued for its diagnostic importance in past official nosologies. Its definition and meaning also have been generally misconstrued. Mood appropriateness refers only to the patient’s moods expressed during the examination and is determined, in part, by the examiner’s own mental state and empathic understanding of the patient’s behavior (“What’s appropriate for me is appropriate for the patient”). Inappropriateness of mood quality (laughing in a sad situation) is not a pathognomonic sign and may reflect normal anxiety (e.g., gallows humor), as well as serious illness. Thus, a patient who is angry at being hospitalized against his will has an appropriate mood by the standard of empathic understanding. The examiner would be angry, too, in the same situation. A patient who shows no sadness in stating that a parent died ten years ago has an appropriate lack of mood, because normally intense grief does not last that long. A patient who laughs uproariously when exhibiting a significant injury has an inappropriate mood; by the standard of empathic understanding, the examiner would not think such a situation humorous.


Using the above scheme, it becomes possible to categorize patients’ emotional behavior more precisely. A manic who emits prolonged bellylaughs at only mildly humorous situations has an appropriate mood but an inappropriately increased amplitude of mood and constriction of affect (decreased range). A schizophrenic who is apathetic and shows no emotion when seeing his family for the first time in months has an inappropriate mood, constriction of affect, and decreased mood intensity. The patterns of emotional behaviors (Table 3.6) have diagnostic correlation. They are discussed in more detail in Chapters 8 through 18, which deal with specific syndromes.


The most difficult facet of affect to evaluate is relatedness, or the ability of an individual to express warmth, to interact emotionally and empathically, and to establish rapport. Loss of relatedness, often associated with personality deterioration, is observed in patients with dementia and in schizophrenia (formerly called dementia praecox). It is extremely difficult, however, to measure what is missing and to characterize the deterioration in a patient’s personality without some sense of his personality before the morbid process began.


In response to this difficulty in evaluating relatedness, several investigators (7, 46, 99) have developed clinical instruments that reliably assess observable behaviors and expressions of interests and feelings and that take into account what clinicians have traditionally meant by loss of relatedness and personality deterioration. Present-day terminology employs the rubric negative symptoms (51, 232), but traditionally these behaviors have been termed emotional blunting (116, 552).


The construct of emotional blunting can be divided into (1) loss of emotional expression and (2) avolition (99). Although both deficits often co-occur in the same patients, particularly in schizophrenics, these behavioral divisions of emotional blunting may derive from independent brain systems (avolition: dominant frontal; loss of expression: nondominant frontal) and can be observed separately. Thus, many patients have both deficits, but some have avolition with a sparing of emotional expression or vice versa (also see Chapter 5).


Table 3.7 displays a scale for rating emotional blunting that has good reliability, is internally consistent within subscales, and is easily used in a clinical setting (7, 99). Learning to use the scale also provides the clinician with the experience to assess emotional blunting without the direct use of the scale.


TABLE 3.6
Patterns of Affect
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	Syndrome


	Range


	Mood
Intensity


	Mood
Appropriateness


	Relatedness


	Quality
of Mood
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	Depression


	Decreased (constricted)


	Increased


	Inappropriate


	Related


	Apprehension, sadness, dysphoria (sadness plus irritability)*







	Mania


	Decreased or labile


	Increased


	Inappropriate or appropriate


	Related


	Euphoria, irritability, sadness







	Schizophrenia


	Decreased


	Decreased


	Inappropriate or appropriate


	Unrelated


	Apathy
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*See reference 105.


 


TABLE 3.7
Emotional Blunting Scale
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	     Rating
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	Loss of Emotional Expression:







	 







	1. Absent, shallow, incongruous mood


	0    1    2







	2. Constricted affect (narrow range)


	0    1    2







	3. Unchanging affect (lacks modulation)


	0    1    2







	4. Expressionless face


	0    1    2







	5. Unvarying, monotonous voice


	0    1    2







	6. Difficult to excite emotions/unresponsive


	0    1    2







	 







	Loss of Volition:







	 







	7. Indifference/unconcern for own present situation


	0    1    2







	8. Indifference/unconcern for own future (lacks plans, ambition, desires, drive)


	0    1    2
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KEY: 0, absent; 1, mild (or questionable); 2, severe.


 


Emotional expression is assessed first by observint the patient’s facial expressions, tone of voice, and gestures and evaluating the emotional content of the patient’s speech. The quality and intensity of mood and the range of affect are all related to emotional expression. The examiner must also elicit emotional responses from the patient by asking questions or by making comments about the usual emotion-related aspects of life: family, friends, good and bad life events, and personal interests. Emotional expression is referred to as prosody. Ross (847) has suggested a functional-anatomic organization of prosody, specifically the affective components of language, and has related these to the nonverbal hemisphere. Ross considers loss of emotional expression as a motor aprosodia that is analogous to motor aphasia. In motor aphasias there is an impairment in the fluent and clear articulation of language, whereas in motor aprosodia there is an impairment in the emotional expression of language. The analogy also incorporates anatomic localization. Thus, as motor aphasia involves the dominant frontal regions, motor aprosodia involves the nondominant frontal regions. Psychiatric patients with loss of emotional expression and neurologic patients with motor aprosodia share similar features: expressionless face, monotonous voice, loss of speech rhythm and musicality, loss of emotional gesturing, and apparent absence of mood. Psychiatric patients with emotional blunting have been shown to have decreased cerebral flood flow and metabolism bifrontally (140) and bilateral frontal cortical atrophy (50). It is unclear, however, whether there is a specific association between the loss of the emotional expression part of emotional blunting and functional and structural abnormalities in the nondominant frontal regions.


In assessing emotional expression, the examiner needs to determine whether the patient has and can express feelings. Inquiring about relationships and feelings toward mates, spouses, children, parents, and siblings and about activities the patient likes to do for fun is usually sufficient in providing the observational information necessary to rate this aspect of emotional blunting.


Volition refers to that aspect of personality and cognition related to planning, drive, ambition, and desires. Patients with frontal lobe lesions, particularly in the dorsolateral parts of the dominant hemisphere (see the above section on motor behavior) are described as avolitional. In its severest form, this loss of volition extends to grooming and hygiene, and avolitional patients often appear slovenly.


In assessing volition, the examiner needs to determine what the patient thinks about his present situation and what are his future plans. Inquiring about past, present, and future work, willingness to stay in the hospital for a prolonged period, plans for having a family, and leisure pursuits is usually sufficient in providing the information necessary to rate this aspect of emotional blunting.


Emotional blunting has been considered a core feature of schizophrenia since the earliest descriptions of the syndrome (116, 552). Patients with emotional blunting have a paucity of emotional response. Thus, their characteristic pattern of affective response is a constricted affect, a decreased intensity of mood, apathy, inappropriateness of mood, and unrelatedness. They are expressionless in facial movements, tone of voice, and social behaviors. These patients are seclusive and avoid social contact, and they are indifferent to hospital staff, visitors, relatives, and their physical environs. They express little affection for their families and acquaintances and are unconcerned about the present situation. They are devoid of libido. They have no plans or desires for the future. When asked how they feel about being in the hospital or how they would feel if they had to remain hospitalized for many months, emotionally blunted patients rarely protest or will blandly state: “Well, I don’t want to, but it’s okay.” If they want to leave the hospital, it is to go to a nursing home or halfway house that lets them watch television all day. In the hospital, they lie on the floor, stand in a corner, or sit alone and interact with no one. They have little interest in hospital activities and prefer to smoke and drink soda pop. Outside the hospital, they have no friends, rarely see their family, do not work, and have no hobbies or interests. When asked, “What would you do if you won ten million dollars in the lottery?” they are at a loss and, beyond saying, “I’d put it in a bank or give it to charity,” can think of nothing they would like to do. Occasionally, patients with emotional blunting make silly jokes and express a fatuous, but shallow, mood incongruous to the situation. This is Witzelsucht (a German term meaning “searching for wit”) and is associated with coarse brain disease.


Clinicians sometimes find it difficult to distinguish the emotional blunting of schizophrenics from the changes in affect resulting from depression. A review of Table 3.6, however, will show that the patterns of affective disturbances are usually different between these two groups of patients. Thus, although depressed patients have a decreased affective range, their mood is often profound and intense, with the quality being sadness, dysphoria, or apprehension. Looked at another way, their emotional expression is not lost. Their facial expression is one of sadness or apprehension; their tone of voice suggests sadness or worry. Further, they are often highly concerned about their predicament. Those who are not psychotic want to get better and resume their lives. Those who are psychotic may be convinced that they are bad, are going to die, or should kill themselves, but these are not the thoughts of someone who is indifferent to his situation or surroundings.





Chapter
4
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Operational Definitions of Major Psychopathology
II. Speech and Language, Delusions, Perceptual Phenomena, and First-Rank Symptoms


Speech and Language


Odd communication is a common feature of psychiatric disorders, particularly psychosis. Unfortunately, the organization of language and language disorder has received insufficient attention in most discussions of the mental status examination. The Feighner criteria (299) widely used in schizophrenia research, for example, uses as an all-encompassing thought (language) disorder phrase “verbal production that makes communication difficult because of a lack of logical or understandable organization.” DSM-III refers to “illogical” and “incomprehensible” speech, DSM-III-R uses the criterion “incoherence or marked loosening of associations,” and a proposal for DSM-IV suggests “disorganized speech.” Each of these ignores the different processes of language that are helpful in differential diagnosis. In contrast, the neuropsychiatrist, as does the aphasiologist, considers the form of language fundamental for diagnosis. This is necessary because different disorders of communication are associated with different conditions and with dysfunction in different brain regions.


Bleuler (116) coined the term thought disorder to indicate his belief that the abnormal speech of schizophrenics resulted from abnormal thinking. Although several investigators have demonstrated thinking problems in schizophrenics, there are no data indicating a direct causal relationship between thinking problems in schizophrenics and their abnormal utterances. Further, the term thought disorder is used by different investigators to refer to different phenomena: the form of utterances (formal thought disorder or aphasialike speech), the content of speech (odd or “bizarre” content putatively reflecting odd or bizarre thought), or odd communication (inappropriate interactions) (569). In this book, the term formal thought disorder is used to refer to the aphasialike utterances of patients.


A definitive classification of thought disorders does not exist, but many definitions have moderate reliability (43) and are valid to the extent that they tend to discriminate patient groups (44), predict outcome, and relate to differences on electrophysiological measures (10).


The presence of certain thought disorders suggests particular syndromes. For example, rambling speech is characteristic of acute coarse brain disorders (e.g., deliria, intoxications); driveling speech, perseveration, non sequiturs, derailment, paraphasias, and tangential speech are more often associated with chronic coarse brain disorders (e.g., dementia) and schizophrenia; and flight of ideas is the classic speech pattern in mania. Table 4.1 displays the various types of thought disorders, their definitions, associated conditions, and an example of each.


The form of speech and language differs from thought content. The form of speech is characterized by its rate, pressure, rhythm, idiosyncrasy of word usage, grammar (i.e., the rules of language), syntax (i.e., the organization of words into sentences), and associational linkage. The way a patient speaks is form; what he is talking about is content. Content primarily reflects cultural and personal life experiences, rather than a disease process. Thought content is rarely of diagnostic importance. Exceptions to this rule are the thoughts of suicide, guilt, and hopelessness often expressed by depressed patients or the grandiose ideas of great wealth, power, or high birth expressed by manics. These thoughts, however, also can be conceptualized as either the content of a profound unremitting sadness, which is the essential psychopathologic form of major depressive illness, or the content of an intense euphoric mood, a cardinal feature of mania. Strange or bizarre ideas are never diagnostic and can occur in many conditions (117, 122, 159, 972).


The evaluation of speech and language is the most difficult aspect of the neuropsychiatric examination to master. It demands considerable concentration and practice. The speech of psychiatric patients is often filled with unusual and fascinating content upon which unwary clinicians can focus to the exclusion of form recognition. Skill in determining speech and language dysfunction can be developed only by consciously asking oneself questions about how the patient is using language. For example:


“What are the rate and rhythm of this patient’s speech?”


“Is his speech fluent or halting and dysarthric?”


 


TABLE 4.1
Thought Disorder
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	Disorder


	Associated Condition


	Definition


	Example
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	    Formal Disorders


	 







	 


	Schizophrenia, chronic coarse brain disease


	 


	 







	Driveling speech


	 


	Associations are tightly linked and syntax appears preserved, but the meaning (content) of speech is lost (as if patient were speaking an unfamiliar language). It is similar to double talk. Word salad is its most severe form.


	“I’m not rejected by the mechanistic frame, but backhoe or not, who needs that done if he couldn’t.”







	Perseveration


	 


	Repetition of stock words and phrases is automatically placed into the flow of speech.


	“I’ve been intellectually involved for years. The intellectual flow of thoughts is manifest. My intelligence, your intelligence are all part of the academic intellectual community.”







	Non sequiturs


	 


	In the absence of flight of ideas, the patient’s responses are totally unrelated to the examiner’s comments or questions.


	
Q. “How old are you?”


A. “I’m a very practical person.”








	Derailment


	 


	A sudden, disrupted switch from one line of thought to a new parallel line of thought occurs.


	“I started in the lumber business what the environmentalists don’t understand trees mean jobs.”







	Tangential speech


	 


	Tightly linked associations bypass the goal. Responses are vague, allusive, and beside the point, although the general subject matter is related to the question.


	
Q. “What type of work do you do?”


A. “I work in Chicago.”


Q. “Yes, but what do you do in Chicago?”


A. “I’ve been there a year.”


Q. “And what have you been working at for that year?”


A. “It’s hard work.”








	Neologism


	 


	New words are formed by the improper use of the sound of words or the meaningless combination of two or more words.


	Sound: globe for glove Combination: combining parallel and circumstantial into parastantial







	Private word usage


	 


	Words or phrases are used in an idiosyncratic way, which makes their meaning obscure.


	“I can’t be responsible for the protoplasmic reticulum of his actions.”







	Word approximations


	 


	Words without precise meaning are used.


	Using the word “writer” for pen, the phrase “water coffee heater maker” for percolator.
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	Other non-aphasia like speech disorders







	Rambling speech


	Acute coarse brain disease, intoxications, deliria


	Non-goal-directed speech is used. Meaningful connections between phrases or sentences are lost, but the syntax and meaning of the fragments remains generaly intact. It is almost always associated with a decreased level of consciousness.


	“It’s too hot, turn it off, turn it off . . . Who’s that person? . . . I’m not a plumber. . . . Did it rain?”







	Flight of ideas


	Mania


	Jumping from topic to topic, the speaker often responds to external stimuli. Multiple lines of thought can occur. A line of thought often fails to reach its goal.


	“I’ve been working in Chicago for 15 years. The city is too crowded and what is planned parenthood doing about it? Being a parent is not easy and college is expensive. How do we live within our means? I have the answer and the government budget deficit will be solved.”







	Clang associations


	Mania


	Associations are made by the sounds rather than the meaning, of words.


	“I started in the lumber, tumbler, number business a while back.”







	Verbigeration


	Catatonia (associated with bipolar affective disorder, coarse brain disease, or schizophrenia)


	This is verbal stereotype, in which the patient repeats associations, particularly at the end of a thought, in an automatic manner.


	“I’ve been working in Chicago for 15 years, 15 years, 15 years, years, years.”







	Circumstantial speech


	Mania; chronic alcoholism; interictal temporal lobe epilepsy; aging; some personality disorders


	Associations are tightly linked, but extra, nonessential associations are interspersed. The speech takes a circuitous route before reaching the goal.


	“How long have I been working in Chicago? Let me tell you it hasn’t been easy. All that political stuff, then the recessions. My own health problems added to that, you know, but after all this time things have finally turned out OK. It took 15 years, however.”
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“Is he using precise words?”


“Does his speech make sense; if not, how are his associations linked?”


It is also helpful at some point in the examination to allow the patient to talk for a bit while the examiner listens, not to the content but solely to the patient’s use of language.


Although the rate of speech can reflect cultural patterns, severe deviations are commonly observed in mentally ill patients. Slow or hesitant speech is characteristic of depression, altered states of consciousness, and several coarse brain disorders (91; 135; 555, pp. 77–80; 588). Rapid and pressured speech is characteristic of anxiety and mania. The rhythm or cadence of speech can also be disturbed in mentally ill patients. Hesitant speech is often heard in patients with Huntington’s chorea (653); scanning speech (where word sounds are stretched, producing a slow, sliding cadence) is characteristic of multiple sclerosis (588); staccato (abrupt and clipped) speech is often a sign of partial epilepsy (122); adult onset stuttering and palilalia (repetition of one’s own verbal output) are observed in patients with extrapyramidal lesions (124); and coprolalia (involuntary utterances of profanity) is associated with Gilles de la Tourette’s syndrome (202, 766).


Studies of psychiatric patients and patients with coarse brain disease demonstrate striking similarity of speech and word usage (569). This is not surprising because many of the descriptions of the speech of aphasic patients (particularly those with temporoparietal or thalamic lesions) are identical to descriptions of thought disorder (see Table 4.1). The neurologic and psychiatric terms may differ, but the phenomena described are similar, thus suggesting some overlap in the neurologies of formal thought disorder and of some forms of aphasia (764). Table 4.2 displays a comparison of neurologic and psychiatric terms for these elements of speech disorder. The psychiatric terms are defined, and the neurologic term generally is associated with the same speech abnormality. In-class and out-of-class semantic paraphasias need some explanation. An in-class semantic (referring to the meaning of words) or verbal paraphasia is a word usage that, although imprecise, remains understandable because the approximate word or phrase relates to some characteristic of the precise word (e.g., its basic function or class). Thus, pen, pencil, crayon, and chalk are all writing implements, and the in-class word approximation “writer,” although imprecise, conveys the meaning. In contrast, an out-of-class semantic or verbal paraphasia is so far removed from the actual thing that the utterance seems idiosyncratic and the meaning is obscure: private word usage. Circumlocutory speech means that the patient refers to an object, event, or person by using phrases related to function or physical characteristic, rather than calling it by its name. For example, a pen becomes “the thing you write with.” It is similar to tangential speech in that the patient appears to have understood the subject being discussed and what information he is being asked to communicate, but he cannot precisely communicate that information. What is uttered is vague and allusive (as in tangential speech), or around the point (circumlocutory speech). Aphasia is discussed further in Chapter 5.
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ments (slow, irregular, complex,

serpentine). DO NOT include tre-
mor (repetitive, regular, rhythmic).

Lower (legs, knees, ankles, toes)
(e.g. lateral knee movement, foot
tapping, heel dropping, foot
squirming, inversion and ever-
sion of foot.

01 2 3

01 2 3
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Specific Scoring Criteria

Movements are rated only if they possibly might be TD movements (e.g..

movement due to other disorders, such as Huntington’s chorea, tics, and

tremor, would not be noted).

Except for upper extremities, movements that occur with elicitation are rated

the same as spontaneous movements.

Finger movements that occur in the passive hand in parallel with elicitation

are scored one lower than finger movements not in parallel with elicitation.

Tongue movements can be rated with mouth closed by observing movement

of larynx

Assuming adequate quality and frequency, a sufficient condition for giving tongue

movement a score of 3 i if the tongue breaks the imaginary plane connecting

upper and lower teeth. Thus, the “bon bon™ sign would be given a score of 3.

6. Lateral jaw movement clearly distinguishes jaw from lip movement.

7. When lip movement is passive due to tongue or jaw movement, it is not rated.

8. Lip movement i not considered passive in the presence of jaw movement if
both upper and lower lips move.

L

Lol

L

absent; 7. marginal: +, average; ++. above average: +++. extreme.
D, tardive dyskinesia.

souRce: From Hospital and Community Psychiatry. 39, no. 11 (p. 1175, Table 1), 1988, “AIMS Con-
ventions™ section of this table is from Journal of Nervous & Mental Disease. 173 (p. 355. Table 2).
1985. Reprinted with permi
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General Scoring Criteria for
Rating Severity of Movement
in All Anatomic Areas

Quality  Frequency Amplitude

Minimal, may be extreme normal;
movements present are of marginal
quality with average frequency, or
marginal quality with marginal fre-
quency.

Mild; definitely consistent with
TD. Quality, frequency, and ampli-
tude are average.

Moderate; above average, TD
movement, with either frequency
or amplitude above average.

Severe; among the most severe TD
movements with either frequency
and amplitude both above average
or extreme amplitude.
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