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Objective: to better serve 
your Mentally Ill Client 
 Improve understanding of how a forensic 

psychiatrist may be useful to the defense 
 Enable you to better detect mental illness in 

your client 
 Become familiar with common psychiatric 

illnesses in the criminal setting 
 Recognize the names and uses of various 

psychotropic medications 
  Increase your awareness of the concept of 

recovery from mental illness  
 



PHYSICIAN RESPONSIBILITIES 

Provide comfort and safety 
Reduce suffering and misery 
Enhance recovery 
Sustain health 



Psychiatrist 
Responsibilities 

 Treat Symptoms 
 Encourage and facilitate sustained recovery 
 Many patients will require a multifaceted, 

multistep path to recovery 
 Recovery is possible for many that would 

have been chronically ill and “disabled” 
 Medications are absolutely essential for most 

who sustain recovery.   



Recovery 

 The sustained absence of symptoms of 
mental illness 

 Resumption of normal growth and 
development 

 Re integrating the person as a productive, 
fulfilled member of society 

 Recovery happens in ways that we could have 
never foreseen 30 years ago.   



Recovery 

 People I see and treat and send back to their 
work or families everyday would have lived in 
asylums 50 years ago 

 The problem is lack of resources not lack of 
tools 

 We need to break the cycle  of illness-drug 
abuse-incarceration-illness loop 

 Alternatives are readily available 
 



Treatment of Mental Illness 

 When did it become OK to incarcerate the 
mentally ill? 

 Gaping hole in our social fabric 
 Inhumane 
 Costly consequence of “de-institutalization”  



Forensic Psychiatry 

 Psychiatric Issues at the confluence of the 
Law and Psychiatric Medicine 

 Insanity Issues 
 Competence to stand trial, be sentenced, or 

executed 
 Civil issues 
 Guardianship evaluations, personal injury 
 Treatment of probationers, inmates 

 



 

HELP WANTED 
 

M.D. Psychiatrist or Ph.D. Psychologist with 
extensive post-graduate training to work… 
 

 

 
 
…in adverse settings, such as jail… 
…often with violent offenders… 
… with disturbed and frequently uncooperative   

defendants.  The position requires the specialist to 
be satisfied with… 

… highly variable compensation… 
…skepticism if not outright disapproval from 

colleagues, and…  
… repeated willingness to undergo the rigors  
    of court testimony, especially cross-examination.   

-(Rogers & Shuman, 2000) 
  



FORENSIC ISSUES 

• Mental illness, insanity, and incompetence 
are not synonymous. 

• Insanity and incompetence are legal terms, 
not a medical or  terms. 

• Various definitions of insanity and 
incompetence exist. 

• Definitions vary from state to state. 
• Federal definition applies to all federal 

courts. 
 



FORENSIC ISSUES (cont.) 

 Expert evidence is usually crucial in insanity and 
competency cases  

 In Texas, technical name for insanity plea is Not 
Guilty by Reason of Insanity (NGRI). 

 If found NGRI, the defendant is not held 
responsible for the act. 

 If found Not Competent the defendant may be 
treated and restored, then returned to trial.  

 With NGRI, instead of receiving prison time, the 
person is ordered into psychiatric treatment.  



When to ask for Psychiatric 
Examination   

 Clarify Competence  
 Sanity issues 
 To Testify as Defense Expert 
 Mitigation 
 Assist with managing a difficult client 

 



Commitment and forced 
medication   

 Civil commitment 
 Criminal commitment 
 Forced medications are very limited in that 

they must be administered IM. Few options 
 Mental Health Courts and monitoring by 

mental health authorities can be very helpful 
 Probation provisions helpful 



“Organic” Illnesses 

 Diseases of the brain arise from cellular or 
structural dysfunction. 
 Pathology – study of such dysfunctions. 

 Organic problems: developmental 
abnormality, inherited metabolic problems, 
infection, allergy, tumor, inadequate blood 
supply, injury, scars persisting after recovery, 

 Dementias 
 Mental Retardation- Intellectual Disability  



Degenerative Diseases 

 A disease in which the disease process is 
progressive (becomes more severe). 

 Three of the most frequent and devastating 
diseases: 
 Parkinson’s 
 Huntington’s 
 Alzheimer’s 
 Would it be ethical to incarcerate our parents as a 

result of these brain disorders? 
 



Historical Views of Mental 
Disorders 

 Mental disorders have always been with us but 
their treatment has varied: 
 Hippocrates said mental illness arises in the brain. 
 Arab physicians established humane asylums  
 Middle ages -- demon possession requires exorcism, 

madness was contagious. 
 We have centuries of close observation of those 

with SMI. 
 Many will become completely disabled without 

treatment 
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         Our Ignoble Past 

     Scene in Bedlam 

          mid-1700’s by William Hogarth 



Religious Views 

 Medical diseases might affect the body but 
the mind belongs to God.  

 Institutions for the mentally ill created. 
 Imprisoned but not treated. 

 King George III motivated research to study 
mental disorders. 

 Eventually asylums became more humane. 



Modern Approaches 

 After the 1850’s, neuroscientists studied 
structural consequences of strokes, tumors 
and brain trauma. 

 By the 1920’s-30’s, two diseases were 
eliminated: 
 Pellagra – niacin deficiency 
 General paresis (late stage syphilis) 
 Hope that more disorders would be organic 



Unfortunately 
    “…the clock is being turned back to the 19th century, 

when it was common in the United States to confine 
people with mental illness in jails.  
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“In the 1840's Dorothea Dix warned that ''insane 
persons'' were being confined in ''cages, closets, cellars, 
stalls, pens: chained, naked, beaten with rods and lashed 
into obedience.'‘ 

As a result of her efforts the nation’s asylum system was 
created 

 



Treatment of Severe Mental 
Illness 

 In 1955,after the efforts of Dix and others, 
500,000 individuals were interned in state 
hospitals throughout the country 

 With today’s population we should expect to 
see nearly 1.5 million people with similar 
illness and needs in the US alone 

 Compared to jail and prisons, and in the 
absence of effective treatment, asylums 
were humane alternatives   





Treatment of Severe Mental 
Illness 
 There are fewer than 70,000 state hospital 

beds in the country 
 Where are the 1.5 million serious mentally ill? 

 



Treatment of Serious Mental 
Illness 
 Some, with new treatment modalities, are 

prospering in the community 
 Some are homeless 
 700,000 are in the state penitentiaries 
 500,000 are in county jails 
 80,000 are in federal penitentiaries 
 Nearly the entire expected 1.5 million 

patients at this point are inmates. 
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“The United States leads all countries in the 
number of people behind bars. One fourth of the 
planet’s prison population is in the U.S.. One in 
four has a severe mental illness.” 

  Jails and prisons provide the bulk of the mental 
health care in the United States. 
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One third of inmates incarcerated in the United States 
suffer from moderate to severe mental illness. 

Of the 5,000 juveniles in the custody of the Texas Youth 
Commission, 22 percent suffer from schizophrenia, 
bipolar disorder, or major depression. 

 

  The average stay for all inmates on Riker’s Island, 
New York City’s Jail, is 42 days, but it is 215 days 
for the mentally ill. 

 



Felix Jorge was caught on tape screaming while 
guards physically removed him from his prison 
cell in the throes of a full psychotic 
breakdown.  

Less than 72 hours later, he committed suicide.  
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Tragic Truths About Mental Health 
Care     in Texas 

31
 TDCJ may be the largest provider of psychiatric care in the 

country. Many with SMI are untreated 

  1500 inpatient beds  

    40 psychiatrists 

 Local and county jails house thousands more severely 
mentally ill. Many spend considerable time awaiting trial on 
minor charges. 



Grim Realities of Conditions in 
Several Regional Jails 
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  8x8 cell (cage), 24 year old male, naked (suicide    
prevention)  psychotic, pelted by other inmates with 
semen, urine and feces. 

  8x8 cell, cold, hole in floor with grate, must push (no 
utensils supplied) feces through grate, flushed by 
guards outside at their discretion. Inmate naked, 
depressed, no source of fluids in cell, (suicide 
prevention). 

 



22 y/o black male, family reports recent decreased sleep, 
bizarre ideas, assaultive, agitation. Individual refused 
family’s suggestion of psychiatric exam. Police notified, 
apprehension resisted, inmate charged, jailed, placed on 
suicide precautions. 
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Inmate spent 4 days naked, in “rubber room”, no documentation of 
food or fluids intake. No initial nursing exam or vitals. Family reports 
no psychiatric history, no drug use.  

Patient seen during morning rounds at jail. Lethargic, mumbling, 
inappropriate responses to questions, psychiatrist orders EMS 
transport to local ER to assess medical stability. 

Jail staff and judge decide (without notifying doctor) to detain him 
in jail until he could be seen in court that evening. Inmate then 
transferred to UTMB ER (1 ½ hours away by police car). 

Inmate collapses and dies upon arrival to ER 10 hours after 
doctor’s orders to transport. 
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CRUEL & UNUSUAL PUNISHMENT? 



“Functional Disorders” 

 No obvious organic pathology. 
 Symptoms may be non-physical: 
 Changes in mood, thinking, social interaction. 
 Disruption of normal behavior. 

 Failure to find an organic cause does not 
mean none exists. 

 Most severe mental illnesses are structural 
neurologic diseases 

 Many can be effectively treated 



Diagnosis 
 Verbal interview and observation of patient  
 Thorough physical exam testing sensory and 

motor systems. 
 Additional tests depending upon the findings 

of the physical exam. 
 MRI, CAT, angiogram 
 Psychological or Neuropsychological Testing 

 Postmortem exam to confirm diagnosis in 
some cases. 

 Diagnosis largely dependent on pattern 
recognition 



Normal vs Abnormal 

 Everyone experiences intrusions of strange 
thoughts, peculiarities and eccentricities, 
mood swings. 
 These differ in quality and quantity from the 

mentally ill. 

 Many patients are distressed by their own 
behavior or thoughts and feelings. 



Indicators of Abnormality 

 Distress 
 Maladaptiveness – acts in ways that interfere 

with accomplishing his or her own goals. 
 Irrationality – inability to communicate with 

others, inappropriate affect. 
 Unpredictability – erratic behavior 
 Unconventionality – violations of social norms 
 Observer discomfort – threatening others 



DSM-V 

 Diagnostic and Statistical Manual 
 A standardized way to describe a person’s 

problems: 
 Research, statistical frequencies (epidemiology) 
 Insurance purposes 
 Communication with other professionals. 
 Not a Bible with absolute truths, changes happen as 

understanding of conditions and patterns change 



COMMON MENTAL ILLNESSES IN 
CRIMINAL PRACTICE 

 DEPRESSION 
 ANXIETY DISORDERS 
 SUBSTANCE ABUSE 
 BIPOLAR DISORDER 
 SCHIZOAFFECTIVE DISORDER 
 SCHIZOPHRENIA 

 



Casa de Locos 



 

Schizophrenia 

 
 

 The most crippling of the 
psychiatric disorders 

 Costs more than all the 
cancers combined 

Nobel Prize 
Winner John Nash 



Schizophrenia 

 The most disabling of serious mental illnesses 
 Cost to society more than all cancers 

combined 
 A neurologically based brain disorder 
 Formerly classified as a form of dementia 
 
       

 



SCHIZOPHRENIA 

 A chronic severe brain disorder; often they 
hear voices, believe media are 
broadcasting their thoughts to the world, 
or may believe someone is trying to harm 
them. 
 
 In men it usually develops in teens and 

early 20s;  in women it usually develops in 
20s and 30s. 
 
 



SCHIZOPHRENIA 

 STRONG  GENETIC ELEMENT IN MANY 
CASES 

 MANY OTHERS NO APPARENT HISTORY 
 MAY ALSO BE “TRIGGERED” BY USING 

SOME DRUGS OF ABUSE 
 ? OPENS THE DOOR TO PSYCHOSIS 
 OFTEN A LIFELONG RELAPSING ILLNESS 
  



Genetics of Schizophrenia 



Schizophrenia 



Patient in 
restraint chair at 
the West Riding 
Lunatic Asylum, 
Wakefield, 
Yorkshire ca. 
1869. 



Schizophrenia 1% of 
Population 
 Personality disintegrates and perception is 

distorted, mood symptoms present. 
 Types: 
 Catatonic – remain motionless and rigid, or becomes 

agitated and hyperactive. 
 Paranoid – delusions and hallucinations. 
 Disorganized – incoherent speech, hallucinations, 

delusions, bizarre behavior. 
 Undifferentiated – anything not classified above. 



Diagnosis 

 Currently there is no physical or lab test 
that can diagnose schizophrenia.  
 
 A psychiatrist usually comes to the 

diagnosis based on clinical symptoms, 
patterns of thought, and perceptual 
distortions, and history. 



Positive Symptoms 

 Those  symptoms that appear to 
reflect an excess or distortion of 
normal functions. 



Positive Symptoms 

 Delusions.  Those where the person 
thinks he is being followed or 
watched are common;  also the belief 
that people on TV, radio, computer 
are directing special messages to 
him/her. 
 



Positive Symptoms 

 Hallucinations.  Distortions or 
exaggerations of perception in any of 
the senses. May be command in 
nature 
 Often they hear voices within their 

own thoughts  
 Rarely visual hallucinations 



Positive Symptoms 

 Disorganized thinking/speech. 
 
 AKA loose associations;  speech is 

tangential, loosely associated or 
incoherent enough to impair 
communication. 



Positive Symptom 

 Grossly disorganized behavior. 
 
 Difficulty in goal directed behavior (ADLs), 

unpredictable agitation or silliness, social 
disinhibition, or bizarre behavior. 
 



Disorganized Symptoms 

 

 Thought disorder, confusion, 
disorientation and memory problems. 

 
 
 
 



Positive Symptom 

 Catatonic behavior. 
 
 Marked decrease in reaction to 

immediate environment, sometimes 
just unaware of surroundings, rigid or 
bizarre postures, aimless motor 
activity. 



Summary of Positive Symptoms 

 Delusions 
 Hallucinations 
 Disorganized thinking 
 Disorganized behavior 
 Catatonic behavior or agitation 
 Inappropriate responses 

 



Cognitive Symptoms 

 Difficulties in concentration and memory: 
 Disorganized thinking 
 Slow thinking 
 Difficulty understanding 
 Poor concentration 
 Poor memory 
 Difficulty expressing thoughts 
 Difficulty integrating thoughts, feelings, 

behaviors 



 

Cleveland 
State 
Hospital | 
Patients 
in a 
hospital 
for the 
mentally 
ill, circa 
1946 by 
Jerry 
Cooke  



Negative Symptom 

 . Avolition 
 
 The reduction, difficulty or inability to 

initiate and persist in goal-directed 
behavior.  Often mistaken for 
apparent disinterest.  

 May be mistaken for medication side 
effect or lack or interest 



Examples of Avolition 

 No longer interested in activities that 
the person used to show enthusiasm 
 No longer interested in anything 
 Sitting in the house for hours or days 

doing nothing 
 No longer interested in going out with 

friends 



Negative Symptoms 

 Those that appear to reflect a 
diminution or loss of normal functions. 
 
 May be difficult to evaluate because 

they are not as grossly abnormal as 
positive symptoms. 



Negative Symptoms 

 Affective flattening. 
 
 Reduction in the range and intensity 

of emotional expression, including 
facial expression, voice tone, eye 
contact and body language. 



Negative Symptom 

 Alogia (poverty of speech) 
 
 Lessening of speech fluency and 

productivity, thought to reflect 
slowing or blocked thoughts; often 
manifested as short, empty replies to 
questions. 
 
 



Summary of Negative Symptoms 

 Lack of emotion 
 Low energy 
 Lack of interest in life 
 Affective flattening 
 Alogia 
 Inappropriate social skills 
 Inability to make friends 
 Social isolation 



Paranoid Schizophrenia 

 Persons are very suspicious of others 
and often have grand schemes of 
persecution at the root of their 
behavior. 
 
 During this active phase they may 

have hallucinations and frequent 
delusions. They may act on those. 



Paranoid Schizophrenia 

 May become violent in service of their 
delusional beliefs 
 May become violent as a result of 

“command” hallucinations 
 Often refuse treatment and do not 

believe they are ill 
 



Course of Schizophrenia 

Age (Years) 

Good 

Function 

Psycho- 
pathology 

Poor 
15 20 30 40 50 60 70 

Premorbid Progression Stable 
Relapsing 

Sheitman BB, Lieberman JA. The natural history and pathophysiology of treatment-resistant schizophreni  
J Psychiatr Res. 1998(May-Aug);32(3-4):143-150 



Schizophrenia 

 Treatment over the ages 
 

 Isolation 
 Slavery 
 Execution 
 Torture 

 



Treatment- Pre Modern Era 

 Institutionalization –  
 Jails and prison 
 Asylums- 500,000 in 1955 
 Restraint 
 Convulsive Therapies 
 Lobotomy 
 1955- present, Medications, rehabilitative 

therapy 



 



 
 





Transorbital Lobotomy 



Rosemary Kennedy 





Modern treatment of 
Schizophrenia 
Thorazine 
Elavil 
Lithium 



Treatment: 
Atypical Antipsychotics 
 Clozaril (clozapine) 
 Risperdal* (risperidone) 
 Zyprexa* (olanzapine) 
 Seroquel* (quetiapine) 
 Geodon* (ziprasidone) 
 Abilify* (aripiprazole) 

*FDA-
approved 



Medications 

 In general it may take up to 6 months for 
medications to show optimum effects 
though they are very useful in acute 
psychotic episodes as well. 
 
 Meds include Abilify, Geodon, Clozapine, 

Risperidone, Seroquel, Zyprexa, Geodone.        
 
 Haldol, prolyxin, thorazine remain in use  



Treatment of Schizophrenia 

 Antipsychotic drugs block dopamine 
receptors and prevent positive symptoms. 

 Newer antipsychotics – not clear how they 
work – reduce negative symptoms as well. 

 PCP produces similar psychotic symptoms by 
reducing NMDA receptors (inhibition), so 
dopamine is not the whole story. Bath salts, 
kush frequently cause psychotic sxs. 

 Psychosocial support an important 
treatment. Groups, Clubhouses, Employment 
 



ANTI PSYCHOTIC MEDICATIONS 

 These medications may have  side 
effects and the individual may refuse 
treatment 
 Many with schizophrenia do not 

realize or believe that they have an 
illness or symptoms and will refuse 
treatment 
 



Pharmacological Treatment of 
Acute Schizophrenia 
 Antipsychotic medications are effective for 

decreasing the severity of psychotic 
symptoms  
 Nearly all patients on antipsychotic  

medications will experience some burden 
from side effects 
 Antipsychotics are less effective for 

negative  symptoms and cognitive 
impairment 



Long-term treatment of 
schizophrenia 

 Antipsychotic medications are effective for preventing 
relapse in stabilized patients if they are taken regularly 

 Effective adjunctive treatments include patient and 
family education, skills training, supported 
employment,  cognitive behavior therapies, and 
psychotherapies 

 For most individuals, antipsychotic medications control 
the symptoms while non-pharmacological treatments 
address the impairments in social, vocational, and 
educational functioning 



Long Acting Medications 
 
 
improve compliance 
are as or more effective 
than pills 
generally milder side 
effects 

 
 
 
 



Schizophrenia 

 Future is bright for both present and future 
treatments 

 Sustained control of symptoms is possible for 
many 

 Appropriate treatment is cost effective 
 Early, continuous, and intensive treatment 

clearly effects the outcome for many   



BIPOLAR DISORDER 





BIPOLAR DISORDER 

 Formerly known as manic-depressive illness 
 Genetic transmission similar to schizophrenia 
 More common than schizophrenia 
 1.5-2% of population 
 Episodic with complete recovery between 

episodes 
 



What is Bipolar Disorder ? 

 It is a spectrum of 
affective episodes 
including: 
 Major depressive 

episode 
 Manic episode 
 Mixed episode 
 Rapid cycling 
 Hypomanic episode 
 

 The DSM-IV 
categorizes it into: 

 Bipolar I Disorder 
 Bipolar II Disorder 
 Cyclothymia 
 Bipolar N.O.S. 
 

 



Bipolar I or II Disorder ? 
What is the difference? 
 Bipolar I 

 
 1+ manic or mixed 

episodes 
 May have other 

mood episodes 
 

 
 

 Bipolar II 
 
 1 + major depressive 

episodes AND 
 1 +  hypomanic 

episodes 
 Never manic or 

mixed episode 



Prevalence Rates and Course 

 Bipolar I 
 = in men and women 
 Men>manic episodes 
 Women>dep episodes 
 Women>rapid cycling 
 Ave. age onset = 20 
 Recurrent  
 60-70% of manic episodes occur before or after a 

depressive episode 



 List of Prognostic 
Indicators of Treatment 
Outcome 
1. Suicidality 
2. Presence of a personality disorder 
3. Quality of family and social support 
4. Substance use 
5. History of severity of prior episodes 
6. Bipolar I type is most severe 
7. Treatment onset-the sooner the better 
8. Age of onset-the younger the more severe    
 



Bipolar Disorder- 
Major Public Health Issue 
 Overall economic burden is estimated at $45 

billion dollars annually 
 Costs of treatment for an individual may 

exceed $17,000 per year  
 1 in 3 people with bipolar disorder fail to 

comply with medications 
 Non-adherence to treatment often results in 

hospitalization, arrest, and suicide 
 
 



6%9%

32% 53%

Weeks asymptomatic Weeks depressed
Weeks manic/hypomanic Weeks cycling/mixed

Bipolar Patients Are 
Symptomatic  
Almost Half Their Lives 

N=146  
12.8-year follow-up 

Judd et al. Arch Gen Psychiatry 2002;59:530-537 



Evaluation of Mania 

 Young Mania Rating Scale items*: 
 Elevated mood 
 Increased motor activity 
 Sexual interest 
 Sleep 
 Irritability 
 Speech 
 Language 
 Content 
 Disruptive/aggressive behavior 
 Appearance 
 Insight 

*Possible Score = 0-60 



Treatment: 
Mood Stabilizers 
Lithium* 
Depakote* (divalproex sodium) 
Lamictal* (lamotrigine) 
Tegretol (carbamazepine) 
Trileptal (oxcarbazepine) 
Neurontin (gabapentin) 
Topamax (topiramate) 
Gabitril (tiagibine) 
Keppra (levetiracetam) 

*FDA-approved 



BIPOLAR DISORDER 

MANIC EPISODES MAY BE 
INDISTINGUISHABLE FROM SCHIZOPHRENIC 
EPISODE IN the ER 
SUBSTANCE ABUSE VERY COMMON IN 
BIPOLAR DISORDER 
 



Schizoaffective Disorder 

 There will be symptoms of 
schizophrenia as well as mood 
disorder (depression, bipolar, mixed 
mania). 





DEPRESSION 

 UNLIKE SCHIZ AND BIPOLAR  
MUCH MORE COMMON – 

ESPECIALLY RECENTLY 
 “AGE OF DEPRESSION” 
 10% will have one episode or 

more of depression in their 
lifetime 



DEPRESSION 

 Untreated typical episode 2 months to two 
years 

 Genetics similar to bipolar disorder 
 Environmental experience likely plays a role 

as with other major mental illnesses 



FORENSIC ISSUES WITH 
DEPRESSION 
 CLIENT IS SUFFERING 
 DEPRESSION EFFECTS OUTLOOK, 

MOTIVATION, INTEREST, 
COLLABORATION 
 MAY RENDER THEM INCOMPETENT IF 

SEVERE OR WITH PSYCHOTIC FEATURES 
 EFFECTS PRESENTATION AT TRIAL 
 SUICIDE RISK 
 DEATH BY COP  



Treatment for Depression 
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MOOD SYMPTOMS 

 EITHER (OR BOTH) PRESENCE OF 
NEGATIVE MOOD 

 OR ABSENCE OF POSITIVE MOOD 
 IRRITABILITY 



PHYSICAL SYMPTOMS 

 LOW ENERGY, FATIGUE 
 SLEEP DISTURBANCES 
APPETITE DISTURBANCES 
VULNERABILITY TO MANY 

PHYSICAL ILLNESSES 



PSYCHOLOGICAL SYMPTOMS 

 COGNITIVE - HOPELESSNESS 
AND HELPLESSNESS, LOW 
SELF-ESTEEM 
 BEHAVIORAL - WITHDRAWAL,  

SUICIDE ATTEMPTS 
 EMOTIONAL - SADNESS, 

APATHY, LACK OF PLEASURE 



TYPES 

 MAJOR DEPRESSION - ABOVE 
 PSYCHOTIC (MELANCHOLIC) - MORE 

SEVERE, IMMOBILE, SUICIDAL 
 DYSTHYMIA – LOWER LEVEL BUT 

LONGER LASTING (TWO YEARS) 
 DISTRESS - REACTIVE TO LIFE EVENT, 

GOES AWAY WHEN CONDITIONS 
CHANGE, NOT A DISORDER 



PROGNOSIS (COURSE)  

 COURSE HIGHLY VARIABLE 
 MDD USUALLY RECURRENT 
 AVERAGE EPISODE ABOUT 3 - 6 

MONTHS 
 DYSTHYMIA CHRONIC 

 





Treatments of Depressive 
Disorders 
 ECT (electroconvulsive therapy) – current 

passed between electrodes on the scalp 
triggers seizure. 
 Highly effective, memory disruption. 

 Psychotherapy – talking treatments 
 Highly effective, especially combined with drugs 

 Drug treatments – antidepressants (tricyclics, 
SSRI’s, NE-selective reuptake inhibitors, MAO 
inhibitors) 



TREATMENT 

 TREATED WITH SELECTIVE SEROTONIN 
REUPTAKE INHIBITORS (SSRI) - PROZAC, 
PAXIL, XOLOFT, CELEXA, LEXAPRO, 
EFFEXOR, PRISTIQ 
 NOT MORE EFFECTIVE THAN EARLIER 

DRUGS 
 FEWER SIDE EFFECTS, BETTER 

TOLERATED, FEWER OVERDOSES 
 UNCLEAR WHETHER HIGHER RISK OF 

SUICIDE 



TREATMENT (CONT.) 

 COGNITIVE THERAPY 
 PSYCHOTHERAPY 
 COMBINATION OF MEDICATION 

AND PSYCHOLOGICAL THERAPY 
MIGHT BE BEST 
 



Depression Medications 

Many medications discovered that improve 
symptoms of depression 
 
Elavil and “cousins” discovered in the late fifties 
and early sixties 
 
As effective as newer agents but much more 
complicated due to side effects and lethality in 
overdose.  



Depression Medications 

 New generation of medications called SSRI’s 
 Early eighties  
 Much more easily tolerated due to fewer side 

effects 
 Less lethal in overdose. 
 Prozac, Lexapro, Zoloft, Paxil, Celexa,  
 



Depression Medications 

 SNRI’s 
 Effect both Serotonin and Norepinephrine 
 Effective for depression as well as some pain 

syndromes 
 Used for anxiety disorders as well 
 Effexor, Cymbalta, Pristiq among others 



ANXIETY DISORDERS 

 



SYMPTOMS 

 PSYCHOLOGICAL 
 UNEASE, FEAR, WORRY, 

ANXIOUSNESS, DREAD 
 PHYSICAL  
 HEART PALPITATIONS, TREMBLING, 

STOMACH UPSET, FAINTING 



MAJOR TYPES 

 PHOBIAS - INTENSE FEAR OF A 
SPECIFIC OBJECT OR SITUATION 
 PANIC – AT TIMES SITUATIONAL, 

EPISODIC 
 GENERALIZED ANXIETY DISORDER 
 POST TRAUMATIC STRESS 

DISORDER 
 



MAJOR TYPES 

 OBSESSIVE-COMPULSIVE - 
PREOCCUPYING THOUGHTS OR 
BEHAVIORS 
 
 



MAJOR TYPES 

 SOCIAL ANXIETY DISORDER 
 
 



MAJOR TYPES 

 POST-TRAUMATIC STRESS 
DISORDER 
 



TREATMENT 

MEDICATION 
 SSRI’S 
 ANTI-ANXIETY MEDICATIONS 
 COGNITIVE -BEHAVIOR 

THERAPY 



ANTIANXIETY MEDICATIONS 

 XANAX, ATIVAN, KLONOPINE, OTHERS 
 HIGH POTENTIAL FOR ABUSE 
 ADDICTION RISK 
 IMPAIR JUDGEMENT COORDINATION 
 WITHDRAWAL DELERIUM MAY BE LIFE 

THEATENING AND IS SEEN WITHIN DAYS 
OF ARREST OR DISCONTINUANCE 

 INTOXICATING AND MAY CAUSE AMNESIA 



SUBSTANCE DEPENDENCE/ABUSE 

 DEPENDENCE 
 FREQUENT AND EXCESSIVE USE 
 GROWING TOLERANCE/PROBLEMS 

WITH WITHDRAWAL 
 ABUSE 
 PROBLEMATIC CONSEQUENCES OF 

USE - FAMILY, WORK, LEGAL 



TREATMENT 

 VARIATION OF TREAT OR PUNISH? 
 MUCH TREATMENT  INVOLUNTARY 
 GROUP THERAPY - AA 
 SOME MEDICATION 
 DRUG COURTS EFFECTIVE FOR 

SOME 



ADHD Attention Deficit 
Disorder 

 
 Common, especially in males in the criminal 

justice environments 
 Frequent histories of sequential failures and 

disappointments 
 High frequency of drug abuse 
 For many that are high functioning, sxs 

persist into adult life and limit achievement 



ADHD 

 Treatment very effective 
 Stimulants remain mainstay of treatment 

 



Adult ADHD Prevalence 

 40-60% of children with ADHD continue to 
have significant symptoms and associated 
functional impairment into adulthood (Barkley 
1998) 

 1-5% of adult population 
 Adult ADHD patients are more likely to be 

male (2/3 of ADHD Adults) 

129 



In Closing 

 The “true” measure of a 
civilization is not the people or 
territory that it has conquered, 
controlled, dominated, or 
influenced, but how it provides for 
it’s most vulnerable citizens 



THANK YOU 

 mafuller@utmb.edu 
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