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Psychosis    (Part  2)  
 

Will Connor, MD, staff psychiatrist SmartCare  

 

Assessment    It is important to be able to assess for 

psychotic symptoms in patients presenting with mental health 

issues.   Explicit delusions and hallucinations, called positive 

symptoms, are the stereotype, yet the initial presentation in 

schizophrenic illness is often with negative symptoms that may 

appear like a depressive episode -  social isolation,  decreased 

speech,  reduced emotions, and  lack of motivation.    

Psychosis is often triggered by and recognized after a big life 

event.  Negative signs may be present for a short period or for 

years before the onset of the frank psychotic symptoms, so 

early detection can sometimes be achieved.  

 

Technique  Confirming the presence of psychotic 

symptoms in a suspected case of a psychosis may be fostered by 

using simple leading questioning to normalize the symptoms, 

e.g., “Some times when people are dealing with  ____ [the  chief 

complaint, i.e. somatic symptoms, depression, anxiety, etc.], they 

may experience things like trouble with their thinking or 

hearing or seeing things that others don’t. Have you noticed 

anything like this?” Any positive response can be followed up 

with “Tell me more about that”. At times eliciting delusional 

thinking can be difficult because the patient doesn’t recognize 

it as a problem, so asking “Are there are things you believe 

that other people just don’t believe?” can be helpful.   

 

Diagnostic Criteria   A diagnosis of Schizophrenia 

requires two positive or negative symptoms present for one 

month, with the total duration of any key symptoms extending 

to 6 months.   With shorter episodes of symptoms, a diagnosis 

of Brief Psychotic Disorder may be used.  When symptoms are 

present for less than six months, a diagnosis of 

Schizophreniform disorder may be given.  If there are 

significant mood symptoms in addition to psychosis, the 

differential includes the Mood Disorders with psychotic 

symptoms (when mood precedes the psychosis), or 

Schizoaffective Disorder (if mood and psychotic symptoms 

occur concurrently).  Substance abuse can trigger acute 

psychotic episodes, most of which, but not all, remit after the 

drugs clear. 

 

A comprehensive physical, with emphasis on the neurologic 

exam, is crucial and comprehensive labs should include a CBC, 

chemistry panel, thyroid function panel, B12, folate, HIV, 

RPR, and urine toxicology. An MRI and EEG can also be 

helpful if there is concern for possible seizures or brain masses.  

 

 

 

The Primary Care           

Psychiatric Interview   

 

Appearance   Hygiene and grooming; Are there changes 

in appearance or presentation?  Alertness, arousal. 

 

Attitude   How does patient relate to the clinician? … 

cooperative, engaged,  irritable, manipulative, guarded, hostile. 

 

Speech   Rate, rhythm, volume and flow of speech? 

 

Mood   Neutral, happy, sad, anxious, fearful, frustrated, 

angry? 

 

Affect   Range, reactivity, lability of mood as reflected in 

facial/motor expressions, speech and behavior? 

 

Cognition   Is patient alert, oriented to person, place time 

and purpose?  Level of intelligence and knowledge. 

 

Thought Process    Focus, logicality, complexity, 

linearity, purposefulness, disjointedness? What are the main 

themes or subjects?  Any delusions, obsessions or compulsions? 

 

Perceptions   Any distortions: e.g., auditory, visual, or 

tactile hallucinations? 

 

Insight     Is patient aware of their disorder or issues?  Is 

there understanding of the treatment plan and prognosis? 

 

Judgment   Can patient secure food, clothing, shelter and 

social support?  Can the patient make decisions to support 

safety and be involved in treatment plan?    

 

Risks   Self  harm, safety of others, impulsivity 

 

Prior E-Weekly newsletters and a description of our 

program can be accessed at our current blog under 

construction at: 

               www.pc2education.org 
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