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	1. Definition and general characteristics of psychosis
1.1 Definition of psychosis: Psychosis is the loss of contact with reality. It is rather a condition than a diagnosis. 
1.2 General features
During the evaluation of information gathered during the psychiatric exploration an important aspect is to decide whether the patient was psychotic or not. 

The symptoms of psychosis can vary; be aware that not necessarily all of them are present at your patient! 

The most important psychiatric disorders with psychotic features are as follows: schizophrenia, schizoaffective disorder, bipolar disorder (depressive or manic phase) with psychotic features, severe depression with psychotic features, delusive (paranoid) disorder, drug-induced psychosis. 
2. Positive symptoms
2.1 Definition: An exaggerated or abnormal presence of a normal function, which occurs on the basis of normal thoughts, feelings, and behaviour (i.e. phenomena, which were not present before are there during the psychotic state, e.g.: hallucinations, delusions, stupor). Positive symptoms are not specific to any certain disorder, they can be present at psychoses of different aetiologies (see chapter Differential diagnosis of psychosis).

2.1.1 Delusion: Beliefs and conclusions held with strong conviction despite superior evidence to the contrary. Delusions are always centred on one’s subjective self. 
2.1.1.1 Examination: questions and observing the patient’s behaviour.

The questions should always be formed tailored to the patient, it is not advisable to follow a mechanic routine when questioning the patient. The questions below are examples which often help us in confirming the presence of delusions.  
„How have been things going on lately? Has anything been bothering you recently?”

„Do you have the feeling that you can read other people’s mind? Has anyone been controlling your thoughts?” „Did you have the feeling that others have been controlling your thoughts or acts?”

„Do you have any special abilities?”

„Do you believe that you might be a deputy or trustee of God?” „Do you have a special mission in life?”

„How have you been spending your time recently?” „Do you like being alone or are you rather a social person?” „Are you scared of people or do you like people in general?”

„Are there people you don’t trust?” „Why not?”

„Do you ever feel in danger? Do you think your life is in danger?”

„Have you ever contacted the police because of these things?”

It might occur that the patient dissimulates the delusions, which means that he/she tries to hide their presence during the psychiatric examination. Therefore it is important to observe their behaviour, since delusions can have an effect on the interpersonal connections and everyday behaviour of patients. (E.g.: If the content of the delusion is that the patient is being watched then he/she might have the shades down all the time or does not use light in the dark.)
2.1.1.2 Advised behaviour during exploration
· It is unadvised to argue with the patient’s delusions, since he/she is convicted about their truth. Therefore, if we start to convince the patient about the validity of the delusions, we risk cooperation with the examination and with therapy.

· It is also not advised to confirm the delusions. If the patient directly asks whether the examiner believes in them, then in the beginning it is best to shuffle („I will tell you what I think, but first I would like to see what your opinion is regarding this matter…”) and to direct the questions toward the patient. 
2.1.2 Conceptual disorganization (formal thought disorder): disorganized thought process, during which the aim-oriented sequential organization is discontinued. To be able to see one’s thought process we need to examine the patient’s speech, his/her communication (i.e.: we do not concentrate on what the patient says, but rather on how he/she says it). 
Formal thought disorders are severe psychopathological symptoms meaning excessively altered functionality! 
2.1.2.1 Examination: to observe cognitive-verbal processes throughout the interview. From the practical point of view the most important is to let the patient talk freely for a while, since this way – although it is not for sure that the things said are a coherent whole – we can still collect important pieces of information. Severely disorganized thinking (incoherence, amentia) can be hard to differentiate from delirium, so it is important to follow the aspects mentioned in the related chapter, with high emphasis on the importance of physical examination. 

· Clang associations: ideas are related only by similar or rhyming sounds rather than actual meaning 
· Loose associations: sentences or words are not logically connected to those that occur before or after, associations between sentences can be indirect or completely missing as well
· Neologisms: formation of new, meaningless words

· Tangentiality: wandering from the topic, with associations gradually leading to another topic, between which the connection can still be noticed

· Incoherence: pattern of sentences are unintelligible, unfollowable, with completely missing logical connections. In extreme form: amentia (extremely disorganized speech is called schizophasia, word salad) 
· Circumstantiality: patient gives unnecessarily many irrelevant details when answering a question. Difficulty in answering a question directly, without giving excessive, unnecessary details, but the patient is able to eventually return to the original point.

· Blocking: an abrupt, explicit and permanent stop in the middle of a train of thought
2.1.3 Perceptual disturbances (Hallucinations, illusions)
Hallucinations are perceptions in the absence of external stimulus. They can be classified based on sensory modality (visual, auditory, olfactory, gustatory, tactile, or somatic), complexity and the reality of the phenomenon. In case of illusions external stimuli are present, but their sensation is distorted or misinterpreted.
2.1.3.1 Examination: they can be noticed via verbal report and behaviour during the interview. Heteroanamnesis can also provide important information. (Questions and observation of the patient’s behaviour). 
Indirect signs which might refer to hallucinations can be: 1) patient is unable to focus during the interview, 2) absence of mind, 3) looking around in the room or fixating to a point, smooth pursuit eye movements, 4) talking by him/herself (sometimes loudly), unusual behaviour, 5) behaviour by external stimuli clearly not present.

Important questions:

·  „Have you ever had any unusual or strange experience?”

· „ People sometimes tell that they hear voices or sounds others cannot hear. How about you?”

· „Do you ever receive personal messages from the tv/God/devil?”

· „What do these voices tell you?” „Does it ever occur that they speak evil of you or that they criticize you or comment your actions?” „Do they ever give you commands? Do you follow those?”

When indirect signs are present, it is worth to ask about the phenomenon (e.g. „What was this?” „Have you heard something?” „What have you seen?” „What are you doing right now?”)

2.1.4 Catatonic symptoms: qualitative psychomotor disturbances, which can be associated with different (psychiatric) disorders
2.1.4.1 Their examination is mostly through the observation of the patient’s behaviour. 

Catatonic symptoms can make the examination harder. In the presence of catatonic inhibitory symptoms even the success of verbal communication or the cooperation with the examination (following requests) can be problematic. In such cases it is important to engage in verbal communication, to observe the patient’s behavioural answers which help us understand how much the patient understands speech or recognises the situation. It is important to underline the key role of physical examination, especially in the exclusion of „organic” neurological disorders (especially in case of mutism or severe stupor).
· Stupor: lack of/severely decreased psychomotor activity, not actively relating to environment

· Catalepsy: mental inhibition of the movement of voluntary muscles

· Waxy flexibility: patient withholds passive moving steadily, but his/her posture can be altered into different, even bizarre positions, which are held
· Mutism: missing or very little, verbal response (exclude known aphasia)

· Negativism (active or passive): opposition or no response to instructions or external stimuli

· Command automatism
· Posturing (crystallization): long-lasting spontaneous or active maintenance of a posture against gravity
· Mannerism: odd, distorted use of normal actions, or use of normal actions in an odd context. Verbal mannerism refers to odd wording, style. 

· Motor stereotypes: repetitive, purposeless actions

· Agitation: psychomotor agitation not influenced by external stimuli. Jactation or „storm of movement” is an extreme form of agitation where motor agitation is severely increased with a completely disintegrated motor pattern
· Block (logo- or ergorexis): sudden, unexplainable cessation of the train of speech or action

· Echolalia, echopraxia: mimicking the sound/word (echolalia) or gesture/action (echopraxia) last heard or seen
3. Negative symptoms
3.1 Definition: 
Characteristic symptoms of schizophrenia. Decrease, impoverishment or lack of normal functions (feelings, willpower, energy, motivation). With other words normal functions deteriorate with the occurrence of the illness (not necessarily with psychosis only). Negative symptoms are frequent and significantly worsen everyday functionality. 
3.1.1 There are no special questions to examine their presence. Judging their existence is based on the observed behaviour, attitude, speech, psychosocial surrounding and everyday life of the patient. 
Blunted affect: Lacking or decreased emotional reactivity to external stimuli, in regard to the disorder of certain non-verbal communication channels such as gestures (reduced intensity), vocal tone and inflection (monotonic, flat, emotionless speech).

Restricted affect: Lacking or decreased reactions to emotionally saturated topics (death, accident, good news), apathy, emotional distance.

Poor rapport: Lacking or decreased eye contact, not answering questions, unwilling to meet others, unable to identify other people’s feelings, decreased empathy, not recognizing other people’s needs. 

Passive/apathetic social life or social withdrawal: Number of social connections is reduced, inactivity is present (hypobulia, lack of initiative). Patients are only involved in passive actions (such as watching television). Decreased self-sufficiency and hygiene are characteristic (patients often have a neglected look, their clothes are dirty, personal hygiene is objectionable). They hardly have social connections, tend to isolate (friends, relationships), their social connections are short, superficial, sexual interest is decreased. 
Lack of spontaneity and poverty of speech (evaluation of the productivity, topics and quality of verbal communication). Thought process is characterised by alogia (unproductive, poor in its topics), which is reflected in the patient’s verbal communication as well. Speech is poor, spontaneously patients tend to speak very little, and examination can only be maintained with an active involvement of the examiner. The answers of the patients are short, very concrete, arrive after a long latency or can be missing as well. The content of the communication usually reflects general lack of knowledge and information, which can be the result of narrowed or lacking general interest. 

Disturbed abstract thinking: concretization.
Stereotypic thinking.
4. Positive and Negative Syndrome Scale (PANSS)
PANSS (Kay et al., 1987) is a scale configured to measure the manifestation of schizophrenia symptoms. It consists of two parts, a clinical interview and a rating scale, on which symptom severity is scored by the clinician. Evaluation is based on heteroanamnesis and exploration as well. The scale examines symptoms by symptom dimensions: positive (7 items), negative symptoms (7 items), general symptoms (16 items). 
5. Summary 
With careful examination of the symptoms listed in the chapter the presence of psychosis can usually be proven. As mentioned in the beginning of the chapter, psychosis is a state, not a mental disorder in itself. Differential diagnostic aspects relevant to confirm which mental disorder is causing psychosis:

· single or permanent substance abuse, medical treatment or general medical condition preceding psychosis

· characteristics, symptoms, duration of symptoms 

· simultaneous presence of affective symptoms, their timing in relation to the psychotic episode
· presence/absence of simultaneous altered consciousness
6. Task, summarizing questions
What is the definition of psychosis?
Which psychotic symptoms are you aware of?
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