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Preface

A few months before the final manuscript of this book was sent to the
publisher, Dr. Karl A. Menninger died, shortly before his ninety-
seventh birthday. Thus, when I sat down to write this preface, he was
very much on my mind. I remembered that it had been almost forty
years since he wrote A Manual for Psychiatric Case Study, not one of his
well-known but probably the most practical of his books. The psycho-
analytically trained part of me began to wonder what had motivated me
to write a book on a topic so similar to that which had earlier drawn the
attention of my revered teacher. There is no pressing need for another
book on psychiatric evaluation; furthermore, evaluation is a very diffi-
cult subject to write about in a straightforward way.

Whatever my unconscious motivations may have been, I hope they
were less significant than those of which I was aware. I wrote this book
mainly as part of an effort to reverse certain trends in psychiatric educa-
tion. In the last decade psychiatrists have increasingly been trained in
an environment that emphasizes brief evaluation of patients and de-
emphasizes teaching about the complexity of human behavior and ex-
perience. Trainees no longer study psychiatric evaluation in a systematic
manner. They take fewer intensive histories, fill out forms instead of
describing the patient’s mental status, and, with rare exceptions, are not
taught how to conceptualize biological and psychosocial interactions.

One need only compare a hospital chart of a decade ago with a
current one to realize what has been lost. The modern chart tends to be
more perfect from a legalistic and utilization review standpoint. In con-
trast to the older chart, it is likely to have fewer missing notations,
without failure to record interventions. What is missing from the mod-
ern chart, however, is a description of a person. One could search
through its pages and find almost nothing about how the patient has
lived his or her life, or how the tragedy of mental illness has influenced
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that life and that of the patient’s loved ones. Nor can one learn very much
about the patient’s personality, other than what is too often a pejorative
use of a DSM-III-R Axis II label. What has in the past been variously
described as a humanistic, existential, holistic, multidimensional or
systems-oriented approach to evaluation and treatment is in danger of
disappearing.

I believe that the current reductionistic approach to psychiatry,
whether driven by cost-containment, new biological discoveries, or new
categorical approaches to diagnosis, is bad for our patients. Too often, it
leads to under-diagnosis, over-diagnosis, or inaccurate diagnosis fol-
lowed by inappropriate and sometimes harmful treatment.

This book can be viewed as a plea for students to approach psychi-
atric evaluation with a healthy reverence for the complexity and diffi-
culty of the task. It calls upon the student to examine all dimensions of
the patient’s personhood, from biological to spiritual. Because it is not
reductionistic, its mastery may require more effort on the part of the
reader than other texts on this subject. Hopefully, this effort will be
more than compensated for, if the student can discover or rediscover the
emotional and intellectual joys of dealing with a patient in all dimen-
sions of personhood.

In a sense, this is an old-fashioned book, conveying the message
that some, but certainly not all, of the old ways are better. The book is
not intended to present new ideas, but rather to synthesize old ones and
to show how they are relevant to modern technologies. Whatever might
be found here that is original is a description of my own techniques in
evaluating patients and some ideas I have developed about evaluating
patients’ capacities through my forensic work.

I have no illusions that this book will have a significant impact on
how psychiatry is practiced. The forces influencing modern psychiatry,
particularly economic forces, are powerful and a single treatise on eval-
uation is unlikely to diminish them. Yet, one must act on what one
believes and hope that it will have some influence on those beginning
the study of this very exciting profession. As I write this, I cannot help
wishing that Dr. Menninger were still around to make the case for hu-
manistic psychiatry in a manner of which I am not capable. His genius,
his eloquence, and his influence are sorely missed.

Many people helped me with this book. Laura Deiulio, Alane Hare,
and Mary Lou Allison were diligent and patient in typing the many
drafts of the text. Ken Selig, Sean Shea, Sherwyn Woods, Jeffry
Andresen, and Joseph Noschpitz read earlier drafts and provided very
helpful commentary. Joe, in his characteristic, loving way, sent back the
manuscript with line by line editing, a gift I deeply appreciate.
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CHAPTER ONE

The Problems of
Evaluation in Psychiatry

When residents and medical students begin to work with psychiatric
patients, they have already learned a great deal about the process of
medical evaluation. They know how to detect signs and symptoms of
illness by taking a history and performing a physical examination. They
have also learned how to use abnormal findings as a guide to laboratory
testing and to appreciate the relevance of these findings to diagnosis
and treatment. These skills are all necessary or essential in treating
psychiatric patients. Unfortunately, they are far from sufficient.

Unlike other medical specialties, in which training is built almost
entirely on an expansion of learning processes already initiated in medi-
cal school, psychiatric training requires the student to master perspec-
tives, skills, and knowledge that have not previously been taught. As a
result, psychiatric residents experience more difficulty in making the
transition from medical student to resident than do residents in other
specialties, and medical students are frequently confused and discour-
aged by the seemingly foreign nature of the psychiatric rotation.

Many of the difficulties of learning to be a psychiatrist are ulti-
mately determined by subtle but fundamental differences between
mental and physical illnesses. The traditional pedagogical approach in
psychiatry is to encourage students to ignore or minimize these differ-
ences and to emphasize the similarities between all illnesses. Although
this emphasis is reassuring to students, it can also retard or inhibit their
capacity to grapple with issues that are critical to psychiatric manage-
ment and treatment. The approach here is to acknowledge the sim-
ilarities between physical and mental illness but also to focus on those
differences that have a direct influence on the process of psychiatric
evaluation.
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HOW DOES THE MANNER IN WHICH
MENTAL ILLNESSES ARE DEFINED INFLUENCE
THE PROCESS OF PSYCHIATRIC EVALUATION?

Psychiatric disorders (in the course of this discussion the terms
illness, disease, and disorder will be used interchangeably) are defined
and classified primarily on the basis of observations of the patient’s
behavior and experience.- Almost all of the diagnostic criteria listed in
the revised third edition of the American Psychiatric Association’s Diag-
nostic and Statistical Manual (DSM-III-R; APA, 1987) can be viewed as
either an aberration of behavior or as some abnormality of inner (or
subjective) experience (of perceiving, thinking, or feeling). The DSM-
III-R diagnostic criteria for major depressive episodes are typical and
illustrative. They include:

1. Depressed mood (an experiential [subjective] criterion).

2. Diminished interest in activities (experiential).

3. Significant weight loss or weight gain (an outcome of behavior

that in turn may be related to the experience of change in

appetite).

Insomnia or hypersomnia (behavioral).

Psychomotor agitation or retardation (behavioral).

Fatigue or loss of energy (experiential).

Feelings of worthlessness or excessive or inappropriate guilt

(experiential).

8. Diminished ability to think or concentrate or indecisiveness
(experiential).

9. Recurrent thoughts of death or suicidal ideation (experiential) or
a suicide attempt (behavioral).

Atypical behavior and/or experience may also be part of the presen-
tation of physical illness. Almost all patients show some type of help-
seeking behavior, some patients curtail their activities, and most
complain about unpleasant internal experiences such as pain, dizziness,
or fatigue. The emphasis in defining physical illness, however, is on
uncovering and measuring characteristic anatomical and physiological
changes in organ systems, and the patient’s atypical behavior and expe-
rience are assumed to be appropriate responses to those pathophysio-
logical changes.

In psychiatry, the patient’s behavioral and experiential symptoms
are in themselves viewed as inappropriate and pathological. Psychia-
trists increasingly seek to relate these behavioral and experiential find-
ings to organic dysfunction. The range of abnormal behavior and
experience is so great, however, that often it is not possible to relate
specific symptoms to specific biological changes. Even when organic
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causes of mental conditions become more carefully defined, the accu-
racy of psychiatric diagnosis is still likely to be determined by the thor-
oughness and precision with which symptoms are assessed. It is the
need to make a proper assessment of behavioral and experiential symp-
toms that requires the physician to develop new perspectives and skills.

When evaluating behavioral manifestations of mental disorders, the
psychiatrist must acquire several skills, namely, how to obtain accurate
descriptions of abnormal behavior from the patient or other observers,
and how to make direct observations of the patient’s current behavior.
Some patients are able to describe troubling aspects of their own behav-
ior with relative clarity. Others, however, cannot. More objective ac-
counts of the patient’s aberrant behavior are likely to be obtained from
the patient’s family, friends, or others who have interacted with him or
her. Sometimes, the physician is concerned with behavior, such as inap-
propriate aggressivity or withdrawal, that is viewed as pathological or
deviant either by the patient or by others. At other times, the physician
is concerned with a behavioral abnormality that is characterized by a
deficit in functioning or by the patient’s apparent lack of ability to ac-
complish tasks that were once accomplished more easily. In any case,
assessment of behavioral abnormality routinely requires a considerable
amount of history taking to determine past patterns of behavior. The
psychiatrist must be concerned with how long the behavioral aberra-
tions have been present, whether they have occurred previously, and
how much the current behavior differs from the patient’s usual patterns
of conduct.

It is also critical that the clinician develop skills in detecting current
behavioral aberrations, in particular, patterns that are likely to appear
during the process of evaluation. To develop such skills the psychiatrist
must extend his or her medical observational capacities and learn to be a
participant observer who is constantly aware of how the patient interacts
with her or him throughout each interview. Skills are also required in
observing how patients behave in their interactions with other patients,
with hospital staff, and with family members.

The task of learning about and describing the patient’s experiences
is more complex. Thoughts, feelings, and perceptions are private phe-
nomena, and many patients are unwilling or unable to discuss them
with the physician. One of the first skills that a psychiatrist must master
is how to ask questions about inner experiences that patients can under-
stand and answer. The psychiatrist must also learn how to establish a
professional relationship with patients that allows them to feel sufficient
trust so that they are willing to share the nature of their experience.

Sometimes, the nature of the patient’s present experience can be
elucidated by focusing on the past. By developing an accurate history of
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what experiences patients have had in past environments, the psychia-
trist may be able to infer something about how they may be experiencing
their current environment. To make these kinds of inferences, the psy-
chiatrist must be skilled in taking a detailed history of past experience.

Even when patients are interviewed skillfully, their communica-
tions may be inaccurate or distorted. The psychiatrist must, therefore,
develop competence in determining when patients are presenting mis-
leading information. When information supplied by the patient is insuf-
ficient or inaccurate, the psychiatrist can seek more detailed and
accurate information about certain internal experiences by asking ques-
tions that test the patient’s perceptual and thought processes. These
questions form part of the traditional mental status examination; they
often reveal evidences of pathology that the patient would not or could
not describe in an ordinary conversation.

In psychiatry, the issue of the accuracy with which the patient re-
ports or reveals experience is especially critical. When the nature of
internal experience is part of the definition of a mental disorder, the
accuracy of diagnosis is directly correlated with the accuracy of the
patient’s reporting. Yet, the possibilities of inaccurate reporting are very
high. There are many reasons for psychiatric patients to exaggerate,
minimize, or just lie about their symptoms. Fear of mental illness, con-
cern about stigmatization, wishes for more attention, or some form of
excuse from responsibility often leads to inaccurate reporting. It is also
very difficult for the physician to assess the accuracy of patient report-
ing; at best, it is rarely possible to detect physiological abnormalities
that explain and confirm the patient’s reported experience.

Finally, the psychiatrist must be concerned with the relationship of
the patient’s behavior and experience. In some instances, inner experi-
ence can be inferred by observing deviant patterns of behavior. The
patient who is withdrawn and tearful is likely to feel sad. In other
situations, behavior may be predicted by learning about inner experi-
ences. The patient who describes uncontrollable feelings of anger is at
greater risk of behaving violently than one who does not.

In summary, the fact that mental disorders are defined in terms of
behavior and experience requires the psychiatrist both to become more
thorough and more skillful in using traditional medical methods of eval-
uation and to develop new skills that are unlikely to be learned in the
process of traditional medical education. The psychiatrist must be
skilled in:

1. Helping patients and others accurately describe behavior.

2. Observing behavior as a participant.

3. Taking an extensive history that focuses on past behavior and
experience.
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Helping patients communicate inner experience.

Detecting inaccurate communication.

Testing for aberrations of perception, thought, and feeling.
Determining how behavioral and experiential difficulties may be
related.

Nk

The manner in which these skills can be learned and applied to the
process of evaluation will be discussed in subsequent chapters.

HOW DOES THE MANNER IN WHICH MENTAL ILLNESSES
ARE INFLUENCED BY THE ENVIRONMENT AFFECT THE
PROCESS OF PSYCHIATRIC EVALUATION?

One reason why mental illnesses are so complicated, so protean in
manifestation, and so interesting is that the phenomena which define
them —disturbances in behavior and experience —are powerfully influ-
enced by the environment. Physical illnesses are also responsive to the
environment, but they are influenced by environmental variables in a
more subtle manner and, as a rule, only over prolonged periods of time.
The signs and symptoms of mental disorders are characterized by dra-
matic short-term responsivity to environmental events.

Psychiatric symptoms are peculiarly context-dependent. They can
change from hour to hour and even from minute to minute depending
on the nature of the environment. Even severely disturbed psychiatric
patients whose symptoms appear to have powerful biological determi-
nants may function normally under certain environmental conditions.
Most experienced clinicians have observed situations in which ex-
tremely regressed psychotic patients have responded to emergencies
such as a physical illness or a natural disaster with highly adaptive
behavior.

As a resident in psychiatry I had the opportunity to observe the
response of an entire ward of chronically psychotic patients to the threat
of an impending tornado. Some of these patients were so severely dis-
abled that they often had to be fed or bathed by others. Yet, during a
tornado drill, under the realistic threat of death or injury, the entire
group behaved impeccably in following directions for self-protection.
One patient who had not uttered an intelligible sentence in years was
able to provide very coherent instructions to his fellow patients. When
the threat of danger ended, he returned to speaking gibberish.

Less drastic changes in the environment can also modify psychotic
behavior. There are psychiatric units where patients are given privileges
only if they present tokens. These tokens, in turn, can be earned only by
behaving in a nonpsychotic manner (this is a so-called token economy).
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We know that, under such conditions, the more gross manifestations of
the psychotic behavior often disappear. Other psychiatric syndromes
such as anorexia nervosa are effectively treated by creating hospital
environments in which patients receive reinforcement only if they gain
weight. Psychiatrists’ awareness of the importance of milieu factors has
led to the design of hospital environments that help the patient to be-
have in an adaptive manner. Here, the environment (or the hospital
milieu) becomes a major vector in treatment.

Environmental change may also have the dramatic, short-term ef-
fect of worsening psychiatric symptomatology. Psychotic patients, par-
ticularly those who have organic impairments, are greatly disturbed by
even minor shifts in the physical environment. All psychiatric patients
may be profoundly disturbed by environmental events outside their
control that involve loss or that put demands on them that they can-
not meet.

Even the relationship with the physician can be viewed as an envi-
ronmental variable that will influence the course of the patient’s illness.
This is apparent in both the short and the long run.

Examiners for the American Board of Psychiatry and Neurology
often have the opportunity to observe two or three psychiatrists inter-
viewing the same patient for the same purpose on the same day. There is
usually a very significant variation in the content of these interviews.
What happens is that each physician imposes his or her unique environ-
ment upon the patient and the patient responds to each environment
differently. A similar phenomenon can be observed at teaching confer-
ences when the patient is interviewed by both a skilled and an unskilled
clinician. The unskilled clinician may create an interviewing environ-
ment in which the patient will become more symptomatic. When the
skilled interviewer takes over, the severely disturbed patient may be-
come much more comfortable and may begin to look relatively normal.

The long-term relationship with the physician creates an environ-
ment in which many new forms of learning can take place. In and of
itself, this relationship often provides enough support so that the patient
can behave more adaptively and can experience less suffering. All psy-
chotherapeutic relationships can be conceptualized as efforts to help the
patient by creating a new environment in which new adaptive behaviors
can be learned and older maladaptive behaviors unlearned.

Because the nature of psychiatric symptomatology is so powerfully
shaped by the environment, the psychiatric physician must pay very
close attention to the context in which symptomatology occurs. The
focus here is usually on levels of stress in current and past environments
that are believed to have precipitated new symptomatology or to have
exacerbated preexisting symptomatology. One of the most important
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environments to be assessed here is the one created by the patient’s
family. The clinician who is aware of family or other environmental
stressors is in a better position to try to modify them. The psychiatrist
must also be concerned with what happens in the patient’s environment
once the symptoms of a mental disorder appear. Psychiatric symp-
tomatology generally elicits new responses from the surround (in the
form of stress or reinforcement) that may sustain symptoms or make
them worse. These environmental responses can also be modified in a
manner that helps to diminish the severity of the symptomatology. An
analysis of the environment in which symptoms develop and are sus-
tained is not usually viewed as an essential aspect of nonpsychiatric
evaluation (even though it probably should be). In psychiatry, an analy-
sis of the influence of the environment is indispensable.

The environment also exerts a long-term influence on behavior and
experience. From birth onward, the patient is exposed to a unique social
milieu. In the process of developing within this milieu, one may learn
patterns of behavior and experience that are maladaptive, or one may
fail to learn responses that may be necessary for coping. The nature of
the patient’s social learning can be a cause of symptomatology or can
favor the development of personality traits that complicate symp-
tomatology. Understanding the patient’s past learning often allows the
physician to provide psychological interventions that help the patient to
learn more adaptive responses and to unlearn maladaptive ones.

The psychiatrist learns about how the patient has been influenced
by past environments by taking an extensive past history. Such a review
is usually much more detailed than is customary in other aspects of
medical practice. Every person enters the world with a unique set of
potentialities, which are either expressed or inhibited by the manner in
which he or she interacts with a unique environment. Properly elicited,
the past history is always rich and interesting. It is truly the story of the
patient’s life and should be pursued in as much depth as time allows.
Statements such as “the past history is negative” or the “psychosocial
history is unremarkable” are logically incorrect in any medical approach
to the patient, but they are especially inappropriate in psychiatric
practice.

In summary, the fact that mental disorders are powerfully influ-
enced by the environment requires the psychiatrist to take a much more
detailed history than is customary in traditional medicine. This history
must focus on the patient’s learning experiences in past environments,
on the nature of the environment in which the symptoms developed,
and on the environmental response to the patient’s symptoms. The phy-
sician must also consider how current environmental variables, includ-
ing the physician’s own interaction with the patient, will influence the
patient’s symptomatology.
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HOW ARE MENTAL ILLNESSES INFLUENCED
BY THOUGHT PROCESSES AND WHAT IS THE SIGNIFICANCE
OF THIS INFLUENCE FOR PSYCHIATRIC EVALUATION?

All patients think about their symptoms, but the content of that
thought has little immediate impact on most physical symptoms. The
patient’s thoughts (which are on aspect of her or his experience) do,
however, exert a powerful and direct influence on his or her behavior and
emotional state (another aspect of the patient’s experience). There is now
ample evidence from the fields of cognitive therapy and attribution the-
ory that the manner in which individuals think about and explain their
environment, their behavior, and their feelings influences how they be-
have and how they feel. Often, the influence of thinking on symp-
tomatology is readily apparent. Patients who repeatedly view the
environment as unfriendly, when in reality it is not, behave inap-
propriately. Patients who think of themselves as helpless, unloved, or
unlovable create or escalate feelings of anxiety and sadness in them-
selves. Often, the clinician can predict how the patient will behave or
can infer a great deal about what the patient may feel, by knowing what
the patient is thinking.

Psychiatric evaluation requires meticulous attention to the content
of the patient’s thoughts. Physicians must first of all be concerned with
the presence of irrational thoughts (which may themselves be symp-
toms) and how they influence the patient’s behavior and feeling. They
must also be concerned with the patient’s motivations and how these are
related to the patient’s behavior. Finally, they must determine if there are
patterns of thinking that are regularly associated with the patient’s
symptomatology. Some of the patterns are manifestations of person-
ality traits.

HOW ARE MENTAL ILLNESSES INFLUENCED
BY PERSONALITY TRAITS, AND WHAT IS THE SIGNIFICANCE
OF THIS INFLUENCE FOR PSYCHIATRIC EVALUATION?

In the course of interacting with the environment over time, pa-
tients begin to develop consistent and predictable patterns of behaving
and experiencing. The manner in which patients perceive, think about,
or relate to themselves or to others is of particular interest to psychia-
trists. When such behaviors and experiences take on consistent patterns
and become pervasive or enduring, we view these patterns as person-
ality traits. When such traits are clearly maladaptive and when they
contribute to the patient’s distress or disability, we view them as disor-
ders of personality. In standard nomenclature (DSM-III-R), a person-
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ality disorder can be the primary or Axis I diagnosis; it is often a second-
ary or Axis II diagnosis. Whether or not a formal personality diagnosis
is actually made, all psychiatric patients do have personality traits that
influence the manner in which they deal with any mental illness they
may develop.

Physical illnesses are also influenced by personality traits. Indeed,
much of the focus of preventive medicine these days is on efforts to
change the lifestyle of patients, which is largely a manifestation of their
personality traits, in the hopes that such a change will reduce the risk of
certain physical illnesses or will help them cope with illnesses that
already exist. In nonpsychiatric medicine, however, the influence of
personality on symptomatology is chronic and insidious. In psychiatric
medicine, this influence is more apparent and may be immediate as well
as long-standing.

Personality variables exert a direct influence on how an individual
responds to stressful events. Such elements of personality may be criti-
cal in determining whether patients’ coping mechanisms will be suffi-
cient or insufficient to allow them to avoid symptomatology. Patients
described as having narcissistic personality traits, for example, and who
constantly seek the approval of others may predictably react to a loss of
reinforcement by becoming depressed. Patients with antisocial person-
ality traits are likely to respond to stressful circumstances with abrasive
interpersonal behavior such as exploitation of others, lying, or aggres-
siveness. Patients with paranoid traits may respond to a minor social
slight with massive anger.

Knowledge of personality traits also helps the psychiatrist predict
how patients are likely to respond to specific psychiatric disabilities.
Highly compulsive patients, for example, often cope more successfully
with organic brain impairments than those who lack this trait. A patient
with antisocial personality traits who develops schizophrenia will usu-
ally pose difficult problems with aggression. A patient with histrionic
personality traits who becomes depressed may show unpredictable
mood swings as the illness develops.

Personality traits also influence responses to treatment. Highly de-
pendent patients may do better with a very structured treatment ap-
proach. Paranoid patients may not be willing to comply with some
treatment approaches, whereas compulsive patients may be highly com-
pliant. Antisocial patients may lack the motivation to participate in ther-
apeutic enterprises unless they are under duress.

In summary, the clinician’s task in evaluating personality traits is
threefold: first, to try to describe those personality traits that are pre-
sent; second, to seek to determine which of these traits are maladaptive;
and third, to attempt to ascertain how these traits influence the patient’s
response to any symptoms of mental disorders that may be present.
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Evaluations of personality are made by obtaining a history of the
patient’s past patterns of perceiving, thinking about, and relating to
himself or herself and other<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>