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INTRODUCTION 
 

Psychiatry is a basic medical specialisation the special province of which is the study, 
prevention and treatment of all types and degrees of mental disorders. Psychiatry is the branch of 
medicine in which psychological phemonena are important as causes, signs and symptoms or as 
curative agents. 

The general physicians and the neurologists regard physical manifestations as a prime focus of 
interest, and it is really only this rather unimportant feature that they distinguish themselves from the 
psychiatrist. It has been increasingly recognised that psychological factors, especially the bodily 
manifestations of emotions, play a perceptible part in illness over the whole field of medicine. 

The close relation of psychiatry to social conditions is recognised in almost all countries by 
the employment of the services of the psychiatric social workers. 

The relations between psychiatry and psychology are much closer than between psychiatry 
and sociology. Some of the concepts which have been evolved by psychologists, some of their 
techniques, and many of their observations are of fundamental importance in psychiatry. Psychology 
can be for psychiatry almost as important as physiology has been for medicine. 
 
 
 
I. HISTORY OF PSYCHIATRY 
 

Mental disorders, in one form or another, has been recognised from time immemorial, but it is 
only in comparatively recent years that systematic attempts have been made to study and comprehend 
it. 

Early Egyptian papyri contain references to mental disorders. Thus, about 1500 B.C., it was 
written of senile dementia that "The heart grows heavy, and remembers not yesterday". This statement 
may have had a basis in anatomical as well as in psychological observations. Hippocrates, with his 
customary insight, stated that the mental disorder "..appears to me to be nowise more divine than other 
diseases, but has a natural cause.." Asclepius (1st century B.C.) advocated venesection, the use of 
fomentations of poppy and hyoscyamus, sports, music to divert the melancholic. 

The first psychiatric department was founded in England at the beginning of 15th century in 
the hospital, located in former priory of the Order of the Star of Bethlem. In 17th and 18th century 
psychiatric departments and psychiatric hospitals have been founded in many European countries. 

The modern era of the treatment of mental disorders dates from the end of 18th century, and 
can be divided into four periods: 

1. The period of humane reform (Pinel, Esquirol, Tuke, Fricke) 

2. The introduction of non-restraint model (Gardiner Hill, Conolly, Rush) 

3. The hospital period 

4. The social and community period. 
 
 

1. Humane reform 

It was in 1794 that Phillip Pinel was appointed to the medical staff of the Bicetre Hospital, Paris. 
Pinel had shown great interest in the care and treatment of mentally ill, and wrote a number of papers 
in which he discussed "moral" treatment. At that times Bicetre housed upwards of 200 male patients 
who were regarded as incurable and as extremely dangerous. Some of them had been chained for 
many years. Pinel was convinced that they were only unmanageable because they had been robbed of 
air and liberty, and freedom of action. Instead of blows and chains he introduced light, cleanliness, 
fresh air, workshops and promenades. The reforms which had proved to be succesful at Bicetre were 
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duplicated at the Salpetriére, a mental hospital for women, where at later date Esquirol became the 
physician in charge. 

Almost simultaneously with these reforms in France, the humanitarian efforts of William Tuke in 
England, Kirkbride and Rush in the United States of America, and Fricke in Germany had changed 
methods of treatment and care of mentally ill and greatly reduced mechanical restraint. 

 

2. Abolition of restraint 

This period was initiated in 1837 by Gardiner Hill at the Lincoln Asylum. In 1827 in the asylum, 
there were 72 patients. Of these, 39 were constantly in restraint. Under the new regime a revolution 
was effected, out of 130 patients only two were under restraint for a total period of 28 hours. In 1856 
Conolly in England published a book entitled The Treatment of the Insane without Mechanical 
Restraint, in which he embodied his wide experience and principles of the new way of treatment. 

It was due to lack of suitable hospital organisations for the care and treatment of mentally ill that 
a system of colony care arose which met with gratifying success. The colonies of Gheel (in Belgium) 
and Clairmont (near Paris) are the most famous ones. 

 

3. The hospital period 

Since the beginning of the 20th century the modernisation and up-grading of mental hospitals has 
been a continuing process which has resulted in numerous beneficial changes. Their administration, 
medical and nursing staffing, the employment of clinical psychologists, psychiatric social workers and 
occupational therapeutists have raised the standard of care and treatment. 

In 1864, in the new general hospital in Bratislava the 1st psychiatric department was founded. At 
the end of 19th century a psychiatric hospital for mentally retarded individuals (in the small East 
Slovakian town Plešivec) was established. In the year 1907 the family care of mentally ill was 
founded. In the villages near Nitra up to 600 psy- chiatric patients lived and participated at the work in 
families. The system of family care was abolished in 1951, when the creation of a net of psychiatric 
departments in general hospitals and psychiatric hospitals was realised. 

The development of psychiatry in Slovakia was closely related to the development of psychiatry 
in surrounding countries as in Austria, Czech Republic and in Hungary. 

The first psychiatric hospital in the former Czechoslovakia was the psychiatric hospital in Prague 
(established in 1790). 

In 1886 the first independent Czech Psychiatric Department of Charles´ University was 
established in Prague. The first head of this department was professor K. Kuffner, the author of the 
first Czech textbook of psychiatry and the teacher of professor Mysliveček. 

After the First World War and after the proclamation of the First Czechoslovak Republic the 
Elisabeth´s University moved to Hungary and the Comenius University was established in Bratislava. 
The first head of the Neuropsychiatric Department of the University Hospital was professor Zdeněk 
Mysliveček. He build up a modern clinic with several laboratories. In 1925 he established the 
Psychiatric hospital in Pezinok. His successors were professor Křivý, professor Krákora, professor 
Matulay who worked following 3O years at the Comenius University in Bratislava and in Martin. 
Professor Mysliveček gains recognition for the development of Slovak psychiatry. His students were 
at the posts of heads of psychiatric departments in Košice, Nitra, Trenčín, Levoča. 

 

4. Community period 

This is the period of further improvement of care of mentally ill in psychiatric facilities and the 
period of building an efficient system of outpatient treatment. The community period is connected 
with the work of American humanitarian C. W .Beers, who in 1907 wrote an autobiographical study 
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entitled A Mind That Found Itself. Therein he described his experiences while he had been a patient in 
mental hospital, and made suggestions as to the improvements which might be effective. In 1908 
Beers founded the first Society for Mental Hygiene. In the year 1920 (in Paris) The International 
Association of Mental Health was created. The expressed objectives of this organisation were to enlist 
the co-operation of the public in developing those preventive measures which may lead to greater 
social solidarity and individual well being. 
 
 
 
II. PSYCHOPATHOLOGY 
 

 GENERAL REMARKS 
Psychiatry is concerned with phenomenology and the study of mental phenomena. Physicians 

must learn to be masters of precise observation and evocative description, and the learning of those 
skills involves the learning of a new language. Part of the language in psychiatry involves the 
recognition and the definition of behavioral and emotional signs and symptoms - psychopathological 
symptoms. Becoming an expert in recognising specific symptoms allows the clinician to 
understandably communicate with other clinicians, accurately make a diagnosis. 

Psychopathology is a part of clinical psychiatry which is studying and classifying 
psychopathological symptoms. 

Psychopathological symptoms are classified in accordance with the traditional psychological 
functions. The distribution of "psyche" to different mental functions is to some extent arteficial. In fact 
we know,that it is almost impossible to make distinction between - for instant - attention on one hand, 
and consciousness, on the other hand. But from the clinical point of view it is usefull to distinguish 
different mental functions. There are many examples where it is possible to distinguish the primary 
disturbances, e.g. disturbances of attention - on one hand - and disturbances of consciousness - on the 
other hand. 

Description and classification of psychopathological symptoms is only one part of 
psychopathology - descriptional psychopathology. Among other goals of psychopathology there are 
study of general principles of psychopathological symptoms creation and interpretation of meaning 
(understanding) psychopathological symptoms. It is also very important to know how patients describe 
their symptoms and to know, how to formulate questions, to obtain valid data. 
 
DISTURBANCES OF PERCEPTION 
Perception is the process of becoming immediately aware of changes in the outside world or in the 
organism. 
Sensation is specific experience dependent upon the stimulus affecting a sense receptor. It is the 
ultimate element of perception. 
Percepts are the mental products of the act of perception. Percepts represent images of objects. 
 
Disturbances of perception are divided into two groups. 
1. Quantitative disturbances of perception - consit of inhibition of perception and of augmentation 

of perception. 
a. Inhibition of perception is subjectively percieved as a lowered intensity or lowered 

precission of percepts. Signs of lowered perception are frequent in states of extreme 
exhaustion, or constitute a part of symptoms of disturbances of consciousness. 

b. Augmentation of perception is the frequent symptom of intoxication with psychostimulants 
or in the states of psychic excitation. Subjectively is perceived as very intensive perceptions - 
for instant colours of near objects are bright or all sounds are intensive. 

 



Selected Chapters from Introduction to Clinical Psychiatry 

  

7 

2. Qualitative disturbances of perception consist of illusions, hallucinations, psychosensoric 
disorders and gnostic disorders. Common characteristics of qualitative disturbances are distortions 
of percepts, leading to difficulties in identification objects or disturbances in differentiation 
between real percepts and products of phantasy. 
a. Illusions 
An illusion is a perceptual distortion whereby a stimulus is misinterpreted. Illusions may occur 
and be generated by a mood or expectation (for instant by fear or hope). It may occur also under 
conditions of poor perception - e.g. mistaking a tree for an animal in the dark. 
Illusions occur frequently in mental disorders connected with disturbances of consciousness. 
Illusions can be divided into: visual, auditory (misinterpretation of sounds), olfactory, tactile 
(misinterpretation of surface sensations), somatic (misinterpretation of percepts connected with 
the activity of visceral organs e.g. heart) - cenestetic. 
Illusions can occur in association with sleep - hypnagogic illusions (I. occuring while falling 
asleep), hypnopompic (while awakening). 
Definition of illusions involves also a loss of insight. In the case of perceptual distortion without 
loss of insight we are speaking about pseudoillusions. 
 
b. Hallucinations 
Hallucination is defined as a false sensory perception not associated with real external stimuli. 
Hallucinations can be divided into unformed (elementary) and formed (complexe). Undefineable 
sounds or flashes - are examples of elementary hallucinations. Examples of complexe 
hallucinations are "voices of peoples". 
Hallucinations are classified in accordance with sensory modality or with special situations in 
which they do occur. 
Visual hallucinations - false perceptions involving sight are most common in medically 
determined disorders. The special type of visual halucinations are microzooptic h.- false 
perceptions in which small objects (e.g. animals, worms, bugs) are seen. This kind of 
hallucinations frequently occurs in alcoholic delirium. 
Auditory hallucinations are false perceptions of sound, usually of voices but also other noises, 
such as music. They are common in psychiatric disorders and occur most frequently in 
schizophrenia. These can address the patient, converse about him, advise him, echo his thoughts. 
Hallucinations can occur in other sensory modalities than hearing and are thus classified as 
tactile, olfactory and gustatory. Somatic hallucinations are false sensations of things occuring 
in the body. One of our patients with schizophrenia felt a key in his stomach. 
As in the case of illusions pseudohallucinations are differentiated from pseudohallucinations on 
the base of the state of insight. 
 
c. Psychosensoric disturbances 
Psychosensoric disturbances are disorders of perception in which external characteristics of 
percepts are distorted. Psychosensoric disturbances frequently occur in external intoxications. 
Micropsia is disturbance in which objects seem smaller than they are. 
Macropsia - objects seem larger than they are. 
Polyopsia - objects are multiplied (e.g. instead of one table a few tables are seen by patient). 
Trailing phenomenon is psychosensoric disturbance associated with hallucinogenic drugs in 
which moving objects are seen as a series of discrete and discontinuous images. 
 
d. Gnostic disturbances 
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Gnostic disturbances are expressed as an inability to recognise external objects or parts of own 
body. These symptoms occur in different neurologic diseases. 
Anosognosia is inability to recognise a neurological deficit as occuring to oneself. 
Autotopagnosia (somatopagnosia) is inability to recognise a body part as one´s own. 
Visual agnosia is inability to recognise objects or persons. Prosopagnosia is inability to recognise 
faces. 

 
 DISTURBANCES OF ATTENTION 
Attention is an aspect of consciousness that relates to the amount of effort exerted in focusing on 
certain portions of an experience so that they become relatively more vivid. 
Attention can be divided into passive (involuntary) and active (voluntary). 
Attention oscillates in time, attention response to stimulus is circumspection. Attention is characterised 
by its concentration, tenacity, diversion, distribution and vigilance. 
 
Disturbances of attention consist of hypoprosexia, aprosexia and hyperprosexia. 
1. Hypoprosexia - disturbance characterised by pathologically lowered concentration, tenacity, 

distribution and vigilance. Hypoprosexia occurs as a consequence of extreme exhaustion, or as a 
part of symptoms of depression, neurosis or disorders of consciousness. 

2. Aprosexia manifests as an inability to change voluntarilly objects of attention, maintain attention 
focused on some objects or to distribute it into several objects. Aprosexia occurs in disturbances of 
consciousness, in melancholic depression, and in schizophrenia. 

3. Hyperprosexia is characterised by disproportion between intensity of concentration on the one 
hand and ability to distribute attention, its vigility or selectivity on the other hand. It occurs for 
example in hypochondric disorders and manifests as an extreme and prolonged concentration of 
attention on somatic functions. 

 
DISTURBANCES OF MEMORY 
Memory is based on three essential processes:  
1. registration, the ability to create engram;  
2. retention, the ability to store engrams; 
3. recall, the ability to arouse and report in consciousness a previously registered experience. 
A good memory involves the capacity to register data swiftly, the capacity to retain these data for long 
periods of time and the capacity to recall them promptly. 
 
Disturbances of memory consist of quantitative and qualitative disturbances. 
1. Quantitative disturbances - disturbances of quantitative aspects of memory. 
a. Hypomnesia - pathological lowering of ability to create engrams, to store them, or to recall 

engrams in relation to reality oriented goals. Lowered capacity for registration and disturbances in 
retention are frequent symptoms of organic disorders. In a majority of dementing disorders 
patients are able of immediate reproduction of perceived material, but they can´t remember events 
from past few days or months. Hypomnesia with disturbances in recall - e.g. temporary inability to 
remember a name or a proper noun - occurs frequently in neurotic disorders. 

b. Amnesia is partial or total inability to recall past experiences, can be organic or functional in 
origin. 
Retrograde: amnesia prior to a point in time. 
Anterograde: amnesia for events occuring after a point in time. 
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Systematic: amnesia for one sort of memories, unconscious forgetting of unacceptable memories. 
c. Hypermnesia - an exaggerated degree of retention and recall - is seen in certain anxiety disorders 

(e.g. posttraumatic stress disorders with spontaneous repetitive recall of stressfull memories), 
paranoia and manic disorders. 

 
 2. Qualitative disturbances of memory (dysmnesias) 
a. Paramnesia: distortion of recall usually associated with the inclusion of false details or wrong 

temporal relationships. Distortions in recall are encountered in mentally healthy individuals. 
Memories of experiences connected with the emotional distress are frequently distorted (e.g. 
wittness´s errors in courtroom). 

b. False recognition of memories 
In cryptomnesia memories of previous experiences are falsely identified as original ideas. 
Illusions of recognition 
Déjá vu - illusion of visual recognition in which a new situation is incorrectly regarded as a 
repetition of a previous memory. 
Jamais vu - a false feeling of unfamiliarity with a real situation that one has experienced. 
Illusions of memory can occur in normal individuals, they are more common in neurotic 
disorders and occurs occasionally in the aura of an epileptic seizure. 

c. In confabulation, there is an unconscious filling in of gaps in memory by imagined experiences. 
This phenomenon is most characteristic in Korsakoff´s psychosis. 

d. Hallucinations of memory are pathological engrams of experience which in fact never 
happened. They occur in schizophrenia, paraphrenia, or melancholic depression. 

e. Pseudologia phantastica is a symptom which consists of verbalisation of day-dreaming. It 
differs from normal day-dreaming in that the subject believes in the reality of his phantasies 
intermittently and for long enough intervals of time to act on them. 

 
DISTURBANCES OF INTELLIGENCE 
Intelligence is an ability to controll cognitive processes (perception and fantasy, memory, thinking), 
ability to recognise the problem and to elaborate its optimal solution. 
Different aspects of intelligence are: 
abstract thinking - the ability to appreciate nuances of meaning, 
insight - the ability to understand the true cause and meaning of situation, 
judgement - the ability to assess a situation correctly and to act appropriately within that situation. 
 
Disturbances of intelligence are divided into two groups: 
1. Inherited or early acquired disturbances: 
a. Mental retardation (MR): inherited or early acquired (before the age of 2 y.) impairment of 

intelligence, significantly subaverage general intellectual functioning. The impairment is 
influenced by genetic, environmental, and psychosocial factors (prenatal toxic exposures, 
infections, early traumatic lesions of CNS..). 
Degrees of MR 
Mild (IQ=70 - 50-55): individuals can develop social and communication skills, can usually 
achieve social and vocational skills, may need guidance and assisstance when under unusual 
social or economic stress. 
Moderate (IQ=35-40 - 50-55): individuals with moderate m.r. can talk or learn to communicate, 
there is fair motor development, they profit from training in self - help. May achieve self - 
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maintenance in unskilled or semiskilled work, need supervision and guidance when under mild 
stress. 
Severe (IQ=20-25 - 35-40): minimal speech, poor motor development, unable to profit from 
training in self-help. May contribute partially to self - maintenance under complete supervision. 
Profound (IQ below 20-25): minimal capacity for functioning in sensorimotor areas, some motor 
and speech development, need nursing care. 

b. Borderline intellectual functioning - referrs to an IQ in the 71-84 range and is not within the 
category of MR. 

 
2. Acquired impairment (decline, deterioration) of intelligence: 
a. Dementia: impairment of intelligence in the degree which causes impaired performance in daily 

living. Dementia is characterised by multiple impairments in cognitive functions: learning and 
memory,language, problem solving, judgement; impairment of higher emotions, persona- lity 
deterioration. 
Degrees of dementia 
Mild: loss of cognitive functions is compatible with independent living, patient needs help when 
under mild stress, 
Moderate: desorientation and marked memory loss, loss of cognitive functions represents a 
serious handicap to independent living, patient needs supervision, 
Severe: unable to live without systematic supervision, needs nursing care, fails to recognise close 
relatives, disturbances of behaviour (poor impulse controll, insomnia, agitation), neurogical 
symptoms. 

b. Organic psychosyndrome: Main symptoms are: mild disturbance of memory, attention, 
judgment, abstract thinking, emotive lability; abnormality or decline in psychological tests. 
Symptoms are relatively independent of location or type of CNS pathology. Impairment is mild 
and does not interfere with the everyday's activities. 

 
DISTURBANCES OF EMOTIONS 
Emotion is a complex feeling state with psychic, somatic, and behavioral components that is related to 
affect and mood. Affect is observed expression of emotion, mood is a pervasive and sustained 
subjectively experienced emotion. Mood can be assessed by the patient´s description of her/his inner 
state and by assessing the affects. 
Perceiving and understanding one´s own emotions or emotions of other people is not "automatic". The 
term alexithymia refers to an unability or difficulty of describing and differentiating emotions. 
Basic characteristics of emotions: 
- polarity of emotions means that the subjective feelings are positive or negative (pleasant or 

unpleasant) with different states between these two extremes. 
- emotions are transient and temporary, but people are also characterized by certain emotional 

traits (persistent type of emotional reactions). 
- the result of the association of emotions is the feeling of two or several characteristic emotional 

states. 
- the most intensive emotion can irradiate and influence other feelings or other mental functions 

(activity, decission-making). 
 
Emotions are divided according to quality, polarity, intensity and lasting. 
Quality 
lower emotions are feelings connected to perception (pleasant feeling of touching some material), 
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body sensations (pain, hunger), feeling connected to drives (sexual urge) and inidivdual feeling 
(hapiness, sadness). 
higher emotions are seen only in human beings. They involve: social feelings (love, empathy, honor), 
esthetic feelings (sense of beauty), ethic feelings (sense of justice, honesty) and intelectual feelings 
(pleasant feeling after solution of complicated problem). 
 
Polarity 
pleasant vs. unpleasant emotions, 
activating (stenic) vs. inactivating (asthenic) emotions. 
 
Intensity and lasting 
affect - short lasting, temporary feeling, 
mood - long lasting, sustained feeling, 
passion - long lasting emotion of high intensity directed to a certain object, person or activity. 
 
Disturbances of emotions 
1. Disturbances of dynamic aspect of emotions (so called global disturbances) 
a. emotional lability - rapid changes in emotional feeling tone after a minimal stimulus (in children, 

older people, neurotic disorders). A minimalized ability to control affects is called emotional 
incontinence. 

b. emotional tenacity - the emontional tone after a stimulus continues longer time, a capacity for 
changing the feeeling after the new sitmulus is diminished. Emotional tenacity is a common 
symptom in affective disorders. 

c. ambivalence - means bipolarity, i.e. co-existence of antithetic (contrary) emotions toward the 
given object or situation. The ambivalent attitude to some decision or goal is expressed as 
ambitendency. Abmivalence was identified as the fundamental symptom of schizophrenia by 
Eugen Bleuler. It can be also a characteristic trait in different personality disorders and neurotic 
patients. 

d. instability of emotional responsivity - a person´s emotional reactions are signifficantly different 
in different time and are unpredictable (in personality disorders). 

e. katathymia means thinking uncounsciously influenced by emotional feeling (the loved person is 
without any mistakes). 

f. holothymia means consciously directed thinking according to emotional tone. 
 
2. Disturbances of moods 

 Normal mood is known as euthymia. It means that no signs of pathological mood are present. 
 Pathological (pathic) mood is characterized by: 
- a long persistence 
- an increased intensity 
- a resistence to impulses that could change the mood 
- an influence on other mental and physiological functions (eating, acitivity) 
 
a. Expansive moods 

Manic mood is an elated mood. If a patient has a manic mood it does not mean that he/she must 
be jolly, satisfied, cheerful. Manic patients are often angry, irritable (mania resonans). It is a 
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typical picture after the admission to the hospital, where they are restraint in activity. The manic 
mood is regulary accompanied by other symptoms of the manic syndrome - tachypsychism, 
increased activity, increased self-confidence, diminishing of critical approach to one´s own 
desicions, etc. 
Euphoria means abnormal sense of well-being without accompanying signs of increased level of 
activity (in organic disorder, intoxications, rarely in manic disorder) 
Moria - inappropriate, jolly mood, a patient is prone to make silly jokes, is unable to correct 
behavior, he/she is disturbing others (often a symptom of impairment of the frontal lobe). 

b. Depressive moods 
Depressive mood is the term for psychopathological feeling of sadness. As the manic mood, 
depressive mood is usualy accompanied by other symptoms of depressive syndrome: decreased 
activity, bradypsychism, diminished emotional reactivity. 
Melancholic mood is a profound depressive mood with signs of changes in vegetative system (a 
loss of appetite, a loss of weight, dry mouth), diminished interest in the outside world, anhedonia 
(a loss of capacity for pleasant feeling). Delusions could be present (secondary to the mood 
disorder). There is a risk of suicidal attempt. 

c. The term apathy refers to the absence of affects, the absence of feelings. It occurs usualy in 
combination with abulia (apathic-abulic syndrome). 

d. Anxiety is feeling of apprehesion, uneasiness, anticipation of some vague danger. It is one of the 
most common symptom of any mental disorder and the main symptom for several of them. 
Anxiety is accompanied by somatic - autonomic complaints (sweating, increased heart rate, 
trembling, palipitations, etc.). An anxious patient is usually hyperactive, restless, hyperactivity is 
not goal oriented or serves as meassure for supressing anxiety. 
Free floating anxiety is a persitent unfocused fear, not attached to any idea. 
Panic attack is a short period of intense discomfort, anxiety and fear. 
Fear is different from anxiety - it is a response to the threat which is known (see phopbias). 

e. Dysphoric mood is an unpleasant mood, resonant mood and irritable mood which refers to 
dysphoric emotional tone when a person is easily annoyed and provoked to anger, agitation is 
accompanied with motor restlessnes and the high risk of aggressive behavior to one-self or to the 
others. 

f. Delusional mood - a feeling of being puzzlled, threatened, feeling of some non - understandable 
changes in outside or inner world. This mood is secondary to distrubances of thinking (delusions) 
or it occurs during the qualitative distrubances of counsciousness. 

 
3. Disturbances of affects 
a. Inappropriate affect means disharmony between the emotional feeling tone and the idea, 

thought, or speech accompanying it. It is usually observable as the inappropriate face expression, 
inappropriate tonality and tempo of speech, etc. 

b. Blunted affect. According to Bleuler descripton, it is one of the fundamental symptoms of 
schizophrenia. Severe reduction (dullness) in the intensity of emotional reactivity. Other term for 
reduced affects are restricted or constricted affect and flat affect. 

c. Affective stupor - unability to move and speak during the intensive emotional reaction, 
counsciousness and perception are untouched. 

d. Subdued affect - affective reaction during strong stimulation (e.g. during the fire) is subdued, the 
intense reaction is postponed. 

e. Pathological affective reaction (pathological affect) - an intensive emotional reaction with the 
short period of qualitative disturbance of counsiousness (obnubilation) at the peak of reaction. 
The loss of memory (amnesia) for this period is identified later. There is significantly diminished 
control of behavior during the pathological affect, the responsibility for criminal acts is also 
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diminished. 
f. Uncontrolled affective reaction (uncontrolled affect) - in comparison with pathological affect, 

the distrubance of counsciousness is not present, the control of behavior is diminished. 
 
4. Disturbances of higher emotions 
a. Social dullness is a state with a diminshed need of social contacts and diminished capacity for 

common social interactions. 
b. Moral insanity is a traditional term that refers to a personality structure with antisocial behavior 

(frequent criminal acts, lack of sympathy, lack of empathy). 
c. Emotional depravation refers to an advanced personality changes accompanied with 

disturbances of ethical feelings in persons with long-lasting drug addiction. 
d. Emotional degradation refers to disturbances of higher emotions and personality changes in 

patients with organic disorders (senile demetia). Individual emotions, often with negative 
connotation (egoism, irritability) are increased. 

 
5. Disturbances of the content of emotions 
a. Aversion is a disagreable feeling for an object or activity. During the aversion therapy, which is 

the variety of behavioral therapy, the aim is to discourage a form of behavior which is undesired. 
It is most often applied in alcoholism. 

b. Phobias 
Phobia is the experience of a persistant excessive uncontrolable fear when in contact with an 
object or situation which is not a significant source of danger. An individual is aware of 
inappropriatness of the fear. Many types of phobias were described, among them: 
claustrophobia - fear of a closed space 
agoraphobia - fear of an open space 
zoophobia - fear of animals 
acrophobia - fear of height 
anthropophobia - fear of people 
cancerophobia - fear of cancer 
aichmophobia - fear of sharp objects 
nosophobia - fear of disease 

 
DISTURBANCES OF THINKING 
Thought includes the process of judgement, comprehension and reasoning. Normal rational thinking 
consists of a goal - directed flow of ideas, symbols and associations, initiated by a problem or task and 
leading to a conclusion. 
An inidividual´s flow of ideas becomes available for assessment when it is verbalised in speech or 
writing or when the conclusion of thinking process is realised by some act. 
 
Disturbances of thinking can be divided into three main areas: 
1. Speed of thinking 
2. Structure of thinking (formal disturbances) 
3. Content of thought 

 
1. Disturbances of speed of thinking 
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a. Flight of ideas (tachypsychism): an excessive rapidity of thinking manifested as extreme rapidity 
in speech (tachylogia). Logorrhea is voluble speech that is difficult to interrupt. Tachypsychism 
and logorrhea are typical symptoms of manic disorder and can be the symptoms of 
psychostimulants intoxication. 

b. Pathological slowing of the flow of associations (bradypsychism) accompanied with a slowed 
and dimished verbal production is one of the basic symptoms of depressive disorders. It occurs 
also in the states of extreme exhaustion (after extreme physical effort or in severe medical 
conditons). 

c. Blocking is sudden cessation of the flow of associations. Patient suddenly stops the verbal 
production without any recognizable impulse from surroundings. Sometimes it is impossible to 
continue in the previous theme of coversation. Blocking is most often seen in patients with 
schizophrenia. 

 
2. Disturbances of structure of thinking All deviations of rational, logical, goal oriented thinking 

fall into this category. 
a. Patient with autistic (dereistic) thinking fails to take the facts of reality into consideration. It is 

similar to day dreaming but without the mechanism of correction by real facts. The contact with 
other people is usually diminished, patient is preoccupied with inner, private world. Autistic 
thinking is listed among the primary symptoms of schizophrenia. 

b. Symbolic thinking - the concepts or real objects have other - symbolic meaning. E.g. glasses 
symbolize wisdom, blue shirt means "open mind because sky is blue". Symbolization is 
characteristic feature of schizophrenic ideation and speech. 

c. Aglutination (condensation) is fusion of various concepts into one. The result can be a 
neologism - the new, not existed word in common vocabulary. 

d. Magical thinking - symbols, ideas, words, situations, actions have special power and meaning 
(superstitions are based on magical thinking - e.g. black cat crossing the way means some bad 
luck in the future). Magical thinking as psychopathological phenomena is more meaningfull, has 
significat influence on behavior of patient. Magical thinking is sypmtom in schizophrenia and 
some neurotic disorders (obsessive - compulsive disorder). 

 
3. Disturbances of the flow of associations 
a. Circumstantiality is characterized by overinclussion of details and remarks. There is too little 

selective suppression of new associations. It occurs as a personality trait, in schizophrenia and 
organic mental disorders it takes an extreme forms. 

b. Tangential thinking is a form of disturbance of associations. Patient never gets from one point to 
the desired goal, thought and speech diverge from the topic. It occurs in disorders of 
consciousness, in some patients with epilepsy and in mental retardation. 

c. Loosening of associations (incoherence) : flow of thought in which ideas shift from one subject 
to another in a completely un-related way. In severe form speech my be incoherent. One of the 
basic symptoms of schizophrenia and the frequent symptom of qualitative disorders of 
consciousness. The extreme form, when only a mixture of words and phrases is verbalized by 
patient, is called word salad (in schizphrenia, intoxications, delirium). 

d. Perseverative thinking - perseveration is the involuntary persistence of response to some 
question or topic (in disorders of consciousness, in organic mental disorders).  

e. Verbigeration is a meaningles repetition of specific word or phrase. 
 
4. Disturbances of the content of thought 
a. Overvalued idea - unreasonable, sustained false belief maintained less firmly than a delusion 

(e.g. hypochondric ideas) 
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b. Preoccupation of thought - certain idea is of the center of thinking. Idea is again and again 
coming back, usually associated with a strong affective tone (paranoid trend, suicidal 
preoccupations). The preoccupation of thought occurs often also in healthy people. 

c. Obsessions (obsedant thinking) is pathological persistence of thought or feeling that cannot be 
eliminated from center of mind by logical reasoning or intended effort. Obssesions are 
accompanied by anxiety. They can be obsedant questions, doubts, or the contrary ideas - the trend 
to do something or to think about something which is inappropriate to the situation - e.g. to shout 
at the concert. Within the obsessive - compulsive disorder the cumpulsions (ritualistic acts) serve 
as procedure to diminish anxiety. 

d. Delusions are false beliefs, based on incorrect inference about external reality, not constistent 
with patient´s intelligence and cultural background, that cannot be corrected by reasoning. 

e. Not all false beliefs are delusions. Common mistakes or errors can be corrected by explantion or 
persuasion. 

Delusions vary in content, duration and intensity from one individual to another. Content often 
reflects the patient´s mood. Thus an elated mood can be reflected in grandeure delusions. It is 
important for differential diagnosis of affective disorders and schizophrenia to take account of 
congruency of delusions with mood. 
As to the duration, delusions can be fleeting, very characteristically in disturbances of consciousness 
where immediate experience can touch them off. They are more persistent in schizophrenia and long - 
lasting in paranoia. 
The multiple delusions of the particular patient can have no relation to one another (unsystematized) or 
can closely cohere (systematized). In systematized delusions the connection can be reasonable and 
logical. 
Delusions can be bizzare - absurd (e.g. patient has no visceral organs) or are more realistic 
("members of the family want to steal patient´s property"). 
 
In accordance with the content, delusions are classified into several groups: 
1. Paranoid delusions are based on ideas of reference (false ideas that behavior of others refers to a 

patient). 
- delusion of persecution: false belief that one is being harassed, cheated, or persecuted, 
- delusion of infidelity (delusional jealousy): false belief that one´s erotic partner is unfaithful, 
- erotomanic delusion: delusional belief that someone is deeply in love with them. 

2. Melancholic delusions: the delusional content is congruent with melancholic mood. 
- delusions of failure - false belief that one is unimportant, unable to do anything useful, 
- delusions of poverty - false belief that one lost or will lose all poverty, 
- delusion of self - accusation - false interpretation of real past events resulitng in feeling of 

remorse and guilt, 
- hypochondriac delusion - false belief of having a fatal physical illness or veneral disease, 
- nihilistic delusions - patient can insist that he has no feelings, that he is dead, that the world 

does not exist, 
3. Delusions of grandeur (expansive delusions). 

- delusions of importance - exaggerated conception of one´s importance, 
- delusions of power (extrapotence): exaggregated conception of one´s abilities/possibilities, 
- delusions of identity - false beliefs of origins, of being the offspring or the member of some 

important family (delusion of origin). 
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DISTURBANCES OF DRIVES 
Drives are genetically determined mental constituents, that produce a state of tension when they are in 
operation. The terms drives and intsticts are often used synonymously. The term drive is more general 
and it is connected to so called primary or physiologically based urges (hunger, thirst, sexuality). The 
term instinct describes an organized and relatively complex mode of response that has no or minimal 
of learned components (unlearned complex adaptive reponse). The instinct response is triggered by 
environmental or physiological impulses. 
Drives and instincts typically determine behavior of subhuman organisms, in people they are modified 
by experience, learning and established social and cultural rules. 
A wide range of human and animal social behaviors including aggression, cooperation, competition, 
sex roles, altruism, have the genetic basis. 
Sigmund Freud proposed that human behavior was determined only by two basic drives - the first of 
them was the urge toward life, procreation and self - preservation which included drives for food, 
water, warmth, and, above all, sex. 
The second was the urge toward death and self - destruction, a return to the inanimate matter of which 
all living things are composed. 
Later the drive-reduction theory was proposed by behaviorists. According to this theory a person 
behaves e.g. aggressively not because of an aggressive instinct, but because he/she has learned to do 
so by being rewarded for such behavior in the past. 
But not all basic motivational factors (drives, instincts) are directed to the fulfilment of the 
physiological needs. In animals and human beings there is a kind of intrinsic motivation. It is 
directed toward the exploring of environment and toward the mastering the manipulation with object. 
These behaviors, often acompanied by feelings of enjoyment and amusment, occur without any 
connection to food or other so called "primary reinforcers". 
It is impossible to study drives directly and to classify them without some interference. For example 
the drive of preservation of one´s own life is associated with an innate possibility to attack or avoid 
danger ("fight or flight" mechanism), to look for and to take food, etc. Other group of drives and 
instincts - the group of parental drives are very complex as well. Experience from ethology (study of 
animals in their natural habits) show, that even animals parenting behavior is in a great deal influenced 
by learning. Only the psychopthology of drives that are most important for clinical psychiatry will be 
mentioned in this text. 
 
Sexual drive 
Sexuality is extremly complex function. Many of biological and social factors, together with 
individual experience, learning and counscious or uncounscious desires are involved in sexual 
behavior.  
Sexual identity is a complex of biological factors (chromosomes, hormones, primary and secondary 
sexual characteristics).  
Gender identity is a persons´s inner feeling of maleness or femaleness continued over time. It is 
composed by normal development of sexual - physiological functions and social influences (e.g. the 
choice of blue and pink dresses are one of the earliest manifestations of response of society - family to 
the gender and future sexual role of the child). 
Sexual behavior is behavior motivated by desire of sexual pleasure, gratification. 
Gender behavior - behavior with masculine or feminine connotations (toys, plays, agresivity, 
professional career, etc.). 
Sexual orientation - is defined by the object which is attractive within the person´s sexual impulses: 
heterosexual (opposite sex), homosexual (the same sex) and bisexual (both sexes). 
 
Four phases of the sexual response cycle are recognized: 
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1. Desire 
2. Excitment 
3. Orgasm 
4. Resolution 

 
Disturbances of sexual drive 
The variation within fairly normal sexual behavior is immense. What could be perceived as normal in 
one person is unacceptable by another one. For clinical purpose it is better to define abnormal 
sexuality. Several characteristics for abnormal sexuality can be set: 
- destructive sexual behavior (to oneself or others), 
- sexual behavior not directed to a partner, 
- different sexual behaviors with compulsive character or behaviour provoking guilt or anxiety. 
 
1. Quantitative disturbances 

For psychopathology the quantitative disturbances of sexual drive not caused by the hormonal 
dysfunction or general medical condition are important. 
a. Increased sexual appetence - hypersexuality (satyriasis, erotomania or Don Juan syndrome 

in males, nymphomania in females) is usualy persistant trait. It is often associated with a lack of 
sexual gratification or with release of emotional tension. Epizodic hypersexuality is often 
associated with manic syndrome. Patients with cognitive disorders (dementia) can be hypersexual 
because of diminishing the rational control of behavior. 

b. Decreased sexual appetence can be life-lasting personal trait. More often it is associated with 
general medical problems and with depressive syndrome. Sexual aversion is the extreme 
variation of decreased sexual appetence. 
Male:  
- Erectile dysfunction (impotentio coeundi). 
- Ejaculatio praecox - ejaculatio after minimal sexual stimulation, before the person wishes it. 

Can be caused by many somatic problems, often the sign of neurotic disorder. 
- Anorgasmia - delay or absence of orgasm despite the person wants it and despite of 

appropriate sexual excitement phase. 
Female:  
- Frigidity - lack of sexual interests. 
- Anorgasmia the same as in males. 
- Dyspareunia - genital pain during the sexual intercourse. 
- Vaginism - involuntary spasm of the musculature of vagina that interferes with sexual 

interocurse. 
 
2. Qualitative disturbances (Paraphylias) 

Paraphilias can be generally defined as sexual fantasies and practices with an intense urge, usually 
distressing to the person. 
Paraphilias can be divided to two main groups: 
- deviances of the manner how to get sexual gratification, 
- deviances of object (dev. of sexual preference). 
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a. Deviances of the manner how to get sexual gratification 
Masturbation is considered as a disorder if accompanied by subjective feeling of distress (e.g. 
compulsive character of masturbation, masturbation as the only or preffered mode of sexual activity). 
Mutual masturbation - most often among the pubertal boys or adolescents. Usually not symptom of 
serious disorder 
Exhibitionism - the recurrent urge to expose one´s genital to a stranger or an unsuspecting person. 
There is a sexual excitment in anticipation of the exposure, orgasm is brought about by masturbation 
during or after the event. It is extremly rare to see exhibicionism in female (maybe exhibicionism - 
like behavior in women is far more socially accepted). 
Sexual sadism (active algolagnia) - sexual gratification is achieved by suffering (psychological or 
physical) of the sexual partner. Partner can be a victim or can voluntarily behave according to 
phantasies of a sadistic person. 
Sexual masochism (passive algolagnia) - sexual gratification is derived from being maltreated by the 
partner or oneself. 
The combination of both deviances is called sado - masochism. 
Frotteurism - touching or rubbing the unknown, unsuspecting, fully dressed women. Usualy occurs in 
crowded places - buses, rows. 
 
b. Deviances of the object of sexual gratification 

Transsexualism - the belief by an anatomically normal person that he/she is a member of the opposite 
sex accompanied by the desire to live and be accepted as a member of the opposite sex. The reversal 
type of masculine or feminine behavior occurs. The transsexual seeks "sex change" procedures - like 
surgical and hormonal techniques - to change the body appearence according to the inner feeling of 
sexual role (sexual identity). It is more the disturbance of gender identity as the deviance of the object 
of sexual gratification. 
Transvestism (fetishistic cross-dressing) - arising of sexual excitment by garments of the opposite 
sex. Without a little exception, this deviance is found exlusively in males. Most transvestites are 
overtly heterosexual dressed in female clothes. 
Homosexuality has not been considered as disorder recently. The ego-dystonic homosexuality can be 
the reason of many psychologic complaints. 
Fetishism - focusing of sexual interest on some objects (hair, dresses, underwears, shoes ...). Sexual 
acitivity may be directed toward the object itself, or the object is incorporated to more complex sexual 
acitivity and in other way normal intercourse (e.g. women has to be dressed in special manner). The 
fetish is the most important source of sexual stimulation. 
Other deviances of sexual preference are e.g.: 
pedophilia - sexual interest is focused on children 
zoophilia - sexual interest is focused on animals gerontophilia - sexual interest is focused on old 
people 
necrophilia - sexual interest is focused on corpses 
 
Disturbances of drive for preservation oneself (drive for survival) 
Drive for preservation oneself is manifested in different ways: as a need of self - assertion, 
competitiveness, need to defend oneself or to attack, need to avoid danger. Disturbances of the drive 
for preservation oneself are frequent symptoms of different mental disorders. 
1. Suicidal behavior is most common clinically important disturbance of this drive. Managing the 

patient after suicidal attempts is a frequent problem in emergency ambulance not only for 
psychiatrists. Suicidal behaviour is a risk factor in several mental disorders (depression, 
schizophrenia, alcohol abuse). 
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 The "true" suicidal attempt should have three main characteristics: 
- clear decision to kill oneself, 
- choosing of an "appropriate" mechanism to commit suicide - to preserve the possibility of help 

coming from surroundings. 
  
A development of suicidal behavior could be divided to several steps: 
1. suicidal ideations that emerge against the will of an individual (ego - incongruent) 
2. suicidal tendentions with an ambivalent approach of an individual 
3. thinking about the way how to commit suicide without the tendention to defend against the ideas 
4. decision about the committing suicide (the sign of the desicion can be calming of the patient!) 
5. realization of suicidal attempt 

 
Demonstrative suicidal attempt is the attempt without the real aim to die. Some secondary goals are 
the true aim of suicidal act (e.g. to get more attention, to threat somebody, suicidal attempt as "crying 
for help"). It is sometimes difficult to distinquish this kind of suicidal attempt from simulation. 
Suicidal attempt can also have a hidden (unconscious) purpose which can be identified by analysis 
of patient´s motivations. Suicidal attempts within the impulsive act or short - circuit acting are 
characterized by no or diminished consideration of other possibilities to resolve a problem. Altruistic 
suicide is motivated by "higher ideas" (political protest, self - sacrifice). Such an act can be higly 
accepted and honored by particular society (e.g. kamikaze during the World War II). The self - killing 
can be a result of the pressure of halucinations or delusions within the psychotic disorder. It is 
sometimes discussed if it is a true suicide. 
 
2. Self - injuries (automutilations) can occur without the aim to take off one´s own life. Such a 

behavior can be result of an emotional tension, acute stress, or it provides the increased level of 
arousal (usually in mentally retarded individuals). 

 
Disturbances of the drive for food 
The term anorexia means diminished appetence for food. Literally understood, it is not appropriate 
term for the disorder anorexia nervosa. There is the voluntary refusal of taking a food in this disorder. 
The "pure" anorexia is often a symptom of depression. The refusal of food can be caused by 
hallucinations or delusions in psychotic (schizophrenic, depressive) patients. 
Hyperphaghia - increase in appetite and intake of food. 
Bulimia means eating of large amounts of food during a short time (binge eating). It is the main 
symptom for disorder bulimia nervosa. It can be also seen in different neurotic disorders when the 
emotional tension is diminished by overeating. 
Pica is the pattern of eating non - nutritive substances (clay, gum). Can be seen in mentally retarded 
persons, in some cultures among the pregnant women. 
 
DISTURBANCES OF WILL AND ACTING 
The term "will" referes to a conscious and deliberate decision to act in a particular way and to the 
initiation of that action. Acting (or motor behavior) is any kind of the expressed behavior (intentional 
or unintentional, simple motoric act or complex behavior). 
There are three phases of the acting: 
1. Impulse to act. It can be drive, need, wish, desire; more generally - any change in homeostasis. A 

personal, conscious reflection of the desired goal of acting is called "wanting". 
2. Decision making process when the appropriate implementations for reaching the goal and the 
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risk - benefit ratio are considered. 
3. Realisation of an act 

 
Disturbances of the will and acting are divided to disturbances of the will and disturbances of the 
acting. 
 
1. Disturbances of the will 
a. Hypobulia refers to reduced impulse to act. Common symptom in depression, chronic form of 

schizophrenia, some personality disorders and neurosis. 
b. Abulia is almost vanished capacity to act acommpanied by the loss of interest about outside 

world (in melancholia, organic mental disorders, residual forms of schizophrenia) 
c. Hyperbulia - over - readiness to act as seen in manic disorder. 

 
2. Rudimentary disturbances of acting 
a. Impulsive reaction - an act performed immediately after the impulse without reflection of the 

goal of acting and without the decision making process. 
The more complex acts after the unsuppressible impulse are called phrenoleptic states: 
- dromomania - abnormal impulse to travel 
- dipsomania - abnormal impulse to drink ("quartan drinking") 
- kleptomania - abnormal impulse to steal 
- pyromania - abnormal impulse to fire-setting 
- erotomania, nymphomania - abnormal impulse for intercourse 

b. Short-circuit reaction refers to an activity when the goal is clear but the decision - making 
process is limited. The first eventuality is chosen without thinking about the consequences. 
Suicidal attempts are often a sort of short- circuit reaction. 

c. Compulsions (anancasms) are forms of repetitious behavior which if left unperformed would 
lead to increase of anxiety (one of the main symptom in obsessive - compulsive disorder). 

 
3. Global disturbances of acting 

Some pathological habits, including drug abuse are inolved in this category. 
a. Tic is involuntary spastic movement. It can be motor or vocal (caused by spasm of laryngeal 

muscles). 
b. Hypoactivity (hypokinesis) is decreased motor and cognitive activity visible as slowing of 

thought, speech, and movements (psychomotor inhibition). 
c. Stupor is an extreme hypoactivity with immobility and lack of responses to stimuli. Despite of 

the apparent withdrawal, stuporose subjects can demonstrate on recovery that they have been 
aware of events around them (catatonic stupor, melancholic stupor, stupor in organic mental 
disorders). 

d. Hyperactivity (hyperkinesis) referes to restless, overactive behavior. When extremely 
hyperactive behavior occurs it is called agitation. 

e. Raptus is unpredictable, sudden, unprovoked attack of extreme agitation (raptus melancholicus, 
anxious raptus, catatonic raptus). 

f. Blocking of behavior is similar to the blocking of associations. It is abruptly interrupted activity 
(a symptom of desintegration in schizophrenia) 
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4. Catatonic disturbances 
Catatonic disturbances are the groups of symptoms that usually occur in catatonic 
schizophrenia. 
a. Echomatisms: 

Echopraxia is pathological imitation of movements of one person by another. 
Echolalia is pathological imitation of speech. 
Echomimia is pathological imitation of gestures and facial expressions. 

b. Catatonic posturing - voluntary assumption of an inappropriate or bizzare posture, generally 
maintained for long periods of time. 

c. Manierism refers to a strange, ingrained patterns of movement. 
d. Negativism is motiveless resistance. If negativism is active, a subject does the opposite of 

what he/she is asked to do. 
e. Catalepsy is a constantly maintained immobile position. Catalepsy can occur together with 

flexibilitas cerea (waxy flexibility) when the limbs of subject can be modelled to different 
positions. 

f. Automatisms are automatic performed repetitive acts without clear (maybe symbolic) 
purpose. 

g. Command automatism (automatic obedience) is automatic following of suggestions. 
h. Paramimia is incongruity between feeling and means of expression. Sometimes this term is 

also used for strange grimasing. 
i. Stereotypy is a constant repetition of some action. 

 
DISTURBANCES OF CONSCIOUSNESS 
Consiousness is an integrative function which enables coordination of all psychic functions. 
Outwardly it is manifested as vigilance - a state in which an organism discriminatedly responds to the 
outside stimuli. Lucidity is the brightness of consiousness and is connected with attention. Other 
dimensions of consciousness are self -awareness (idiognosis) and self-reflection (see Medical 
psychology).  
Disturbances of consciousness reflects the changes in somatic state. They are mutually 
interchangeable. For instance, in cerebral damage somnolency is present. If somatic state is worsening, 
somnolency is changed for sopor and coma. If the somatic state goes better, coma is changed, for 
instance, to amentia. If the patient goes better, amentia will disappear. The marked fluctuation in the 
mental state is a typical sign of disturbances of consciousness. 
 
Disturbances of consciousness are divided into the groups of quantitative and qualitative 
disturbances. 
1. Quantitative disturbances - the disturbances of lucidity. Modell of disturbance is the 

transformation from light to darkness. 
a. somnolentia (lethargy) is the state of partial "darkness". Patient behaves as sleeping. Symptoms: 

bradypsychism, slowed production of associations, poor controll of ideas, fatigue, fragmentary 
and superficial thinking. It is important to distinguish somnolentia from somnolence and 
hypersomnia. 

b. sopor (in older textbooks the term stupor is incorrectly used) - the darkness is deeper. Patient is as 
being sleeping. External stimuli arouse him, but only partially. After stimulation is ended patient 
continues in inactivity and "sleep". 

c. coma: darkness is complete. External stimulation is not effective. Patient is not arousable. The 
pathological reflexes - for instance Babinski - are present. 
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The quantitative disturbances of consciousness are organically determined. They are symptoms of 
cerebral damage: traumatic, toxic, infectious and so on. 

 
2. Qualitative disturbances of consciousness: disturbances of integrative function of 

consciousness. 
a. Amentia (mental confusion): lucidity is normal, but the reflexivity, an integrative function, is 

disturbed. Patients are disoriented in time and situation, bradypsychic, the continuity of thinking 
is destroyed, incoherent thinking is present. The criticism is partially, but not completely present. 
Amentia is transient disturbance. In some cases it lasts for a few hours. Nocturnal confusion of 
demented patients is frequent. Sometimes confusion lasts several days or weeks. 

b. Delirium is very acute disturbance of consciousness. Delirium lasts hours or days. Patient is 
compeletly disoriented, disturbances of perceprion are present - illusions and hallucinations, 
namely visual. Complete scenes are hallucinated. Zooptic and microzooptic hallucinations 
(patient halucinates animals or small animals, worms, spiders) are typical symptoms of delirium 
tremens. Anxiety, emotional lability and overactivity are the most important psychopathologic 
symptoms of delirium. 

Varying somatic symptoms are present in delirium: disturbances of autonomic, metabolic, 
cardiovascular functions. Delirium and amentia are disturbances of somatic origine. They are 
complications of various toxic, metabolic, endocrine conditions. For instance, in uraemia, in hepatal 
damage, in typhus abdominalis. 
 
Obnubilation is the abrupt change of continuity of consciousness. In obnubilation changes of 
idiognosia and intergation of consciousness are present. The continuity of behavior and personality is 
lost. It is a phenomenon of dissociation of actual behavior and personality. The behavior of patient is 
without sense, but it is, perhaps, formally good integrated. For instance, a person is walking in the 
streets of Bratislava, he is going home, but after some time he finds himself in Košice. He has no 
reasons to travel, he has no memories of the travelling. The duration of obnubilation is various. 
Sometimes it lasts several minutes, sometimes several days or weeks. Obnubilation is caused by 
cerebral damage, epilepsy, but sometimes the hysteric obnubilation - after intensive emotional 
experience - can occure. 
Depersonalization - a feeling of unreality - is disturbance of idiognosia. The person experiences the 
own psyche ("I") and the external "world" as a dream, as the fictive, unreal world. Depersonalisation 
can be provoked by extreme fatigue, sometimes is present in intoxications, in schizophrenia, in 
epilepsy. 
 
DISTURBANCES OF PERSONALITY 
Consciousness integrates actual state of mental structure. 
Personality integrates the traits, the basic characteristics of mental structure. 
Some personality traits are objective, for instance, interests, abilities, character. Other personality 
traits are subjective, they are parts of self - image, self - evaluation. 
Mechanisms of personality, mechanisms of defense of personality are enhanced in various 
psychopathological states, for instance rationalisation in alcohol dependency. Patient believes, that his 
drinking is not caused by his dependency, but he is drinking - for instance - because he wants to cure 
his anaemia or his headache. 
 
Disturbances of personality consists of: 
1. disturbances of interests: reduction of interests is common symptom in dementia or in emotional 

degradation. New pathologic interests are present in schizophrenia. 
2. disturbances of abilities: degradation of abilities is a regular part of symptoms in dementia. The 
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most general type of ability is intellect. The degradation of intellectual functions is the key 
symptom of dementia. 

3. disturbances of character: the term characteropathy means reconstruction of character, of 
customs, of higher emotions and social values. It can be present in neuroses, in drug dependency. 

4. emotional degradation referrs to an advanced personality changes accompanied with 
disturbances of higher emotions. 

5. desintegration of the personality: disturbance of personality typical for schizophrenia with 
uncoordinated thought, emotion and impulses. 

6. Disturbances of self – image: 
a. deformed self - evaluation in neuroses, in personality disorders. 
b. apersonalization: the patient believes that he is a different person, for instance : "I am 

Napoleon". 
c. transformation of the personality: the belief is abnormal and the behavior is coordinated 

with patient´s abnormal belief. For instance patient believes that he is the king and at the 
same time he behaves as the king. 

d. multiple personality (alternation) a rare disturbance in which the same individual at different 
times appears to be entirely different person with different character, attitudes and way of 
acting (Dr. Jekyll and Mr. Hyde). 

 
 
III. ASSESSMENT AND DIAGNOSTIC PROCESS IN PSYCHIATRY 
 

GENERAL REMARKS 
Diagnosis may be defined as the description of signs and symptoms of disordered functions and their 
classification into entities that are associated with a predictable outcome. A diagnosis also often 
permits inferences concerning the etiology of a disorder, as well as the choice of a specific treatment 
procedure. Accurate assessment does play an important role in psychiatry. Clinical experience has 
shown that, on the basis of such assessment, it is possible, with respect to certain diagnostic entities to 
predict the patient´s response to therapy with a fair degree of accuracy. 
 
PRINCIPLES OF CLASSIFICATION IN CLINICAL PSYCHIATRY 
The " architecture" of mental disorders: 
- symptoms are elements of clinical picture of disorder, 
- syndromes are higher structures: their elements are symptoms.Sometimes the syndrom is a 

complete structure, called "typical", sometimes it is incomplete, fragmentary, called "atypical" 
structure. 

- nosographic entities - their basis is hypothesis about their aethiological and pathogenetic sources. 
Nosographic entity is "disorder" or "disease". 
Disorder is more neutral word as disease. 
The pathological somatic phenomena are present in "illness". In many mental disturbances the 
pathological somatic mechanisms are not present or they are dubious. 
The official name for nosographic entities in psychiatry is "disorder". But biochemical, 
electrophysiological, immunological and genetical evidence indicate the presence of 
pathophysiological changes in various mental disturbances. This is the argument to believe that 
various entities are really "diseases". 

 
ASSESSMENT IN PSYCHIATRY 
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Difference between the role of diagnosis in general medicine and its role in psychiatry is derived from 
the greater complexity of psychiatric assessment. In addition to evaluating psychopathologic 
symptoms, psychiatric assessment often involves exploration of subtle aspects of the patients 
personality. The psychiatrist in the course of his assessment must also identify subtle deviations in 
cognitive and affective functions, the quality of the patient´s relationships with others, the patient´s 
typical modes of adaptation, the degree to which he is able to satisfy his biological and psychological 
needs. 
The psychiatrist elicits data about a patient through a variety of techniques: 
The psychiatrist´s principal diagnostic tool is the psychiatric examination, which comprises a 
psychiatric history and a mental status examination. 
The psychiatric history provides the psychiatrist with a logitudinal view of the patient´s personality 
developement and the genesis of his psychopathology. 
The purpose of mental status examination is to assess current psychopathology. While the 
psychiatrist´s evaluation of the patient will depend largely on the patient´s answers to his questions, 
other impressions will be based on the patient´s non - verbal reactions, e.g. mood, manner of relating, 
facial expression, and posture. 
Various interview techniques have been developed to facilitate the examination of specific types of 
psychiatric patients. 
The psychiatrist may suggest on occasion that data of crucial clinical importance have not emerged 
clearly during the psychiatric examination. For example the psychiatrist may suspect that the patient´s 
disorder is more serious than the current psychological status would seem to indicate, e.g. he may 
suspect that the patient is suffering from schizophrenia which is in early stage. 
Medical illness may produce psychiatric symptoms which are similar to symptoms originally 
psychological. The anxiety associated with a somatic disease may be difficult to differentiate from 
anxiety disorders on the basis of a psychiatric examination. 
When evidence indicates that the mental disorder may be due to organic factors, a medical or 
neurological examination and appropriate laboratory procedures (e.g. EEG, CT, MRI) are 
requirred to establish the definitive diagnosis. 
Psychological test findings also constitute a valuable source of data for psychiatrist. The 
psychological tests commonly used to supplement and/or clarify the data elicited by means of the 
psychiatric interview are variously designed to facilitate assessment of particular aspects of personality 
function, the nature and extent of psychopathology, the patient´s intellectual potential, and the possible 
presence of organic brain damage. 
The social worker´s report constitutes still another potential source of diagnostic data. The patient`s 
social and family environment plays an important role in both the genesis and the current status of the 
psychiatric disorders. 
 
PSYCHIATRIC EXAMINATION 
Identifying data 
Name and Surname: 
Date of Birth: 
Address: 
Occupation: 
Date of the admission to the hospital: 
Date of the present examination: 
 
OBJECTIVE HISTORY 
1. Manifestations of the disease at home, at job and elsewhere, which led to a suspicion for a mental 
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disease, or its worsening - how he/she had behave, what did he/she say, how fluent whas the 
speach, what was the mood like, how was the orientation, did he/she have suicidal ideations. 

2. The onset and the course of the disease - sudden onset or longer development, first discrete 
manifestations, treatment or investigation in the past, especially in the case of sudden onset, what 
were the circumstances (head injury, excitement, alcohol or other drug intake, epileptic seizure 
etc.). 

3. Premorbid personality - character, temperament, interests, abilities. 
4. Living and working conditions - family, social relationships, situation at job etc.  
5. Alcohol and substance abuse 
6. Physical condition - past and present illnesses, what medicines is he/she recomended to take 

(when did he/she take the last dose, did he/she take some alcohol or other drugs before the 
examination,  

7. Who was giving the objective data about the patient and when, (name, address, relationship to the 
patient). 

 
HISTORY 
Family History 
This part includes information about the patient´ s close family - parents, siblings, children - their age, 
occupation, characteristics of personalities, health (physical illnesses, mental disorders, especially the 
genetically important ones, if dead, cause, age at death), intelligence and educational level of parents 
and other family members, relationships in the family and the roles of different family members 
(especially in the home, where he/she was growed up.). Mental disorders, alcoholism and drug 
addictions, suicidal attempts, personality disorders, social abnormalities in the broader family. 
Personal History 
Prenatal and perinatal history - Information about his/her mother´s pregnancy (illnesses, drugs, 
alcohol, conflicts and other stresses during pregnancy) and delivery, defects, diseases or injuries at 
birth.  If he/she was born in time or not, maturation at birth, twins,... 
Psychomotor development - if he/she was in time with the development of sitting, walking, speaking, 
feeding habits, toilet training, cognitive and emotional development. 
All diseases, injuries, hospitalizations, seizures, defects and any peculiarities in this time (mostly, 
these information are incomplete, the patient can only tell us what he had heard from his parents etc.). 
Childhood, puberty - the history of early childhood (till the age of 3), middle childhood (3 till 11 
years) and late childhood (included puberty through adolescence) - mental and physical development, 
health (all the diseases in childhood, operations, injuries (in the case of head injury, the length of 
unconsciousness, the duration of beeing in treatment, what kind of medical problems did he have 
after,..). Did he/she live and was raised at his own parents or elsewhere (unplanned child, incomplete 
family, stepparents, siblings), relationship towards parents and between parents themselves, conflicts, 
relationship between siblings, the whole atmosphere in the family, as well as it´s social conditions. 
Information about his/her mental development, personality in childhood, emotional development, 
signs of problem behavior in childhood - his/her interests, favourit games, his/her role position 
between peers (submisivity, assertivity, conflicts), striking characteristics (backwardness, impatience, 
agresivity, enuresis, tendency to crimes). Pubertal character changes, plans for the future, choice of 
the occupation, leisure-time activities, friendships, conflicts, relationship to the opposite sex 
(timidness, first loves, problems and reactions). 
Educational history - schooling- e.g.at what age did he/she enter basic school, main problems during 
his school years (lefthander, difficulties with reading, writing, progress at school, preferred and 
disliked subjects, results, relation towards his/her schoolmates, teachers, authorities, adaptability). 
Every school he/she had choosen - if his/her choice was right or not, if he was somehow pressed to 
that choice (each of his even not finished schools). In the case of choosing a college - successes, 
problems, factors, which influenced his/her choice for university studies. In men - military service 
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(adaptation, successes, punishments). 
Health problems - past and recent medical history - illnesses, operations, hospitalizations (in 
chronological order), reactions to medicaments (allergies). History of head injuries and states of 
unconsciousness is of great importance. 
Psychiatric history: in- or out- patient treatment in the past (manifestation and course of the previous 
psychiatric disorder, their reasons, treatment, effectiveness of treatment, improvement of the disease). 
Occupational history - his/her qualification, employment (types, frequency of change, reasons for job 
changes), focusing on the last employment - physical and mental stress at job, his/her position in job, 
conflicts, perspectives, interest for the work, if his/her job is in agreement with his wishes about 
occupation, financial satisfaction, social relationships in his/her office, fluctuation, disciplinary 
problems in job, harmful factors (toxic chemical, noise, ...). Invalidity or changed working ability 
(diagnosis, since when). 
Marital life, family, other social and community relationships - the nature, pattern and stability of 
his/her interpersonal relationship, premarital, marital, postmarital and extramarital relationships, the 
age of both of the partners at the wedding , the duration of their acquaintance before they get married, 
their actual relationship, conflicts, relationships with children, what are the roles of each family 
member, current living situation and social standard.  
Sexual life - development of sexual organs, secondary sexual signs, sexual information and education. 
Polutions, masturbation, sexual phantasies, sexual traumatization in childhood, first sexual 
experiences. Sexual life till now - intensity, technics, satisfaction, methods of birth control, interests, 
troubles, problems in sexual intercourse with his present partner, extramarital relationships, veneral 
diseases. 
Involution and old age -is he/her retired, adaptation, activity, problems, interests, way of life (social 
isolation, helplessness). 
Legal history - encounters with the law,criminal charges, arrests, convictions or time served in prison. 
Premorbid personality and reacting in serious life events - characteristics of his/her own character, 
development of his/her qualities and uses, how he/she evaluates himself, how he/she is evaluated by 
the others (explosivity, indecision, how he/she tolerates failures, how he/she can overcome objective 
difficulties, if he/she shirks solutions etc.). His/her subjective evaluation of present lifestyle and 
reactions in different serious situations. 
Interests - which hobbies he/she have had, what happened with his/her interests now, if they have 
changed and how. 
Alcohol and substance abuse - alcoholic beverages (first experiences, education, development of the 
abuse, preferred types of beverages, manifestations while beeing drunk, tolerance, blackouts, since 
when he had noticed lowered tolerance, disturbances of memory, control in drinking, binge drinking, 
withdrawal symptoms, health problems, social and other complications (injuries, conflicts in his job 
and family life), attitude to drinking. Every other substances: analgetics, psychotropic drugs, nicotine, 
caffeine, canabis, opiates, stimulants, volatiles,... 
In women - age at menarche and menstrual history ( abnormalities, difficulties, mood changes), 
pregnancy (in which age, mental changes during pregnancy, problems and reactions to them, 
deliveries, mental changes after deliveries), abortions (indications of interruptions), sterility 
(gynecological treatment, psychic reactions), climacterium (in which age, duration, course, physical 
and mental manifestations). 
Physiological functions - urination, defecation, sleep, appetite, weight gain or loss. 
 
History of Present Illness 
Subjective complaints, onset - how, when, where it began, precipitating factors or events leading to the 
current moment, development of symptoms, if this experience is the first one or not, previous 
treatment (in the outpatient period), did he/she consider previous treatment as helpful... 
It is very important to find out, whether the patient has a critical insight on the disorder itself, or what 
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does he/she consider to be his/her disease. What does he/she consider to be the reason of present 
troubles, what perspectives does he/she see, how does he/she plan to solve the situation etc. Psychotic 
patients are not mentally ill from their point of view - we should investigate to what extent are they 
critical to their disease, how they can explain their present experiences and symptoms. We have to ask 
about the mood, somatic troubles, sleep. We have to try to search for active symptoms, which we can 
expect from the subjective and objective history, but very carefully. 
If we make the interview with the patient after the end of the episode of a mental disorder, we 
investigate his actual present condition, and his memories about the course of the disease and we find 
out, how does he explain the onset of his mental illness. 
We have to overview the history of the present illness so that we can understand the development of 
the pathological changes. 
 
OBJECTIVE PSYCHIATRIC FINDING 
1. Manifestations noticed during the examination:  
a. contact with the patient - free, disturbed, non-verbal or other contact, eye-contact, limited from 

somatic reasons (bad hearing), from language differences (everything is to be described exactly 
and carefully). 

b. voice and speech: speech - does he/she speak appropriately, does he/she is cry, is he/she quiet, is 
it possible to understand his speach (wrong articulation), the modulation of his voice is not natural, 
pathetic, affected, tearful, he /she doesn´t speak at all, he doesn´t answer at all, he/she stammers,... 
the dynamic aspect of the speech - the speech is appropriate in speed or is it faster, slower,does 
he/she answer immediately, or after latency, the answers are brief, poor in content, incomplete, 
he/she doesn´t finish his productions, speech structure - inadequate answers, it is not fluent, 
association jumps, incoherencies, paralogisms (cite) other peculiarities of the speech - neologisms 
(cite), slang, bad words,... 

c. mimical and pantomimical expression, emotions - hyper-, hypo-, amimia, affected expressions, 
bizarre mimical expressions, description of the content of the mimical expression (anxiety, anger, 
paranoidity, their dynamics). 

d. behaviour - his/her behaviour since entering the room, changes during the examination, e.g. 
defence, agression,... 

e. attention - concentrated, deconcentrated, introverted, extroverted (decsribe) 
f. cooperation and his attitude toward the examination - his/her cooperation is lowered because low 

interested, he/she is sleepy, tired, doesn´t understand, doesn´t want to cooperate,... 
g. appearance, overall physical impression, clothing, personal things, hair, nails, body type, make 

up,...- signs of somatic origin have to be in correlation with the somatic findings. 
 
2. Targeted short clinical examination of certain mental functions: 
a. examination of orientation: awareness of identity, time, place and situation. Not afflicted, not 

sure, disturbed (describe which, how, illustrations). Orientation was not examined (reasons - non - 
verbal contact, is not supposed...). 

b. examination of memory: Long-term (old) and short-term (new) memory - social and cultural 
events, personalities, basic knowledge from school, professional knowledge, personal data 
(birthday, adress), schools, teachers, schoolmates, neighbours, migrations, where do his/her 
children live and work etc. Try to get exact data from the history - children´s and sibling´s age and 
other information, specification of his last job, hospitalizations, treatment... Notice , if the data are 
changing or are constant and sure. Registration of memory (immediate recall) - by repeating of 4 - 
6 member numbers, illustration of other findings (he/she doesn´t know, if he/she had breakfast, if 
he/she remembers the instruction, given short time ago,...). Memory was not examined (reasons - 
non-verbal contact, no cooperation, memory disease is not supposed...). 
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c. examination of his ability to recall the imagination: to name as many countries, animals as 
possible, days in the week, months of the year from behind. Was not examinated… (reasons). 

d. examination of the judgment (comprehension, abstraction and combination ability, objective 
criticism). To determine the difference between objects and things, which is more specific, more 
general, to make a sentence from offered words, to explain the function of some technical 
equipment, the sense of different things, solution of different problems and situations, his attitude 
toward different events, automatic mathematic exercises, judging mathematic exercises... Was not 
examined (reasons - non-verbal contact, insufficient cooperation, such disturbance is not 
supposed). 

 
CLINICAL SYMPTOMATOLOGY 
Description and illustration of any disturbance in each mental function (consciousness, orientation, 
psychomotorics, attention, emotivity, perception, thinking, memory, intelligence, judgment and 
insight, personality) and every other sign or symptom, which can be in the connection with the current 
mental disorder (sleep disturbances, changes of appetite and weight, sexual functions, then sign and 
symptoms somehow connected with them,e.g. withdrawal etc.) 
 
SUMMARY AND DIAGNOSTIC CONCLUSION 
1. Summary of the most important data from the whole history 
2. Summary of all the clinical symptoms 
3. Syndromology (syndromological diagnosis) 
4. Differential diagnosis and diagnosis (nosological) 
5. Planned further investigations and examinations and planned therapy. 
 
 
 
IV. PRINCIPLES OF CLASSIFICATION IN PSYCHIATRY 
 

Classification systems in medicine allow professionals to communicate about the patients with the 
same or similar problems and facilitate research in medicine. If the appropriate diagnosis is given, the 
physician is able to find the optimal treatment for the patient.  

The best classification of diseases should be constructed on etiology. From etiology the symptoms and 
signs are derived by different pathological pathways and from clinical presentation the appropriate 
diagnosis could be made depending on symptomatology of disease. From known etiology the targeted 
treatment (“etiological” not “symptomatic” treatment) can be selected and prognosis of disease based 
on the equilibrium of severity and possibility for treatment could be specified. So ideal noslogical 
system should be constructed from diagnoses with known etiology, pathogenesis, symptoms, treatment 
and prognosis (Table 1).  
 
Table 1. Construction of “nosological diagnosis”  
 

Etiology What is the cause of the diseases.  

Pathogenesis  Way how the etiological factor(s) influences physiological processes in 
different organ systems to pathological deviations. 

Symptoms and signs Subjective complaints and objective (observation, laboratory tests) 
findings typical for the given diagnosis/disease. 
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Treatment  

The best treatment is etiological treatment when the cause not only 
symptoms (symptomatological treatment). The example of difference is 
targeted treatment for bacterial infection and symtpmatological 
treatment for viral infection.  

 
Symptoms and signs could be found in typical clusters which are known as the syndromes. A 
syndrome is a constellation of symptoms that are occurring in the group with high level of regularity 
and sometimes the constellation of symptoms as unique. We can consider the basic disease process 
which is behind this constancy.  
 
 
1. According to "depth":  
- psychoses, 
- non - psychotic states. 
 
Psychosis has two characteristics : 

a. destruction of self - criticism. The patient with the psychotic disturbance believes that he/she is 
normal. For instance: I hallucinate the voice of God. I believe that it is real voice of God. 

b. destruction of social adaptation. The behavior of psychotic person is massively disturbed, 
"crazy", "non - sense". For instance: God is telling me: "Murder this man". I shall murder this 
man. 

Other psychopathological states are non - psychotic. For instance: I have obsessional thoughts. I know 
that these thoughts are non - normal. I am depressed. I know about non - normal state of my 
depression. The most significant differences between psychotic and non-psychotic disorders are in 
legislative standards. The non - psychotic patient cannot be treated involuntarilly, psychotic patient 
can be treated involuntarily. Involuntary treatment of psychotic patient is legally correct. 
 

2. According to etiology and pathogenesis 

a. Psychogenic, reactive disorders. Main pathogenetic mechanism is psychogenesis. 

The scheme of pathogenesis:  

stimulus (social, psychic) ® elaboration (conscious / unconscious) ® mental disorder. 

b. Somatically caused (organic, symptomatic) disorders. 

The scheme of pathogenesis:  

somatic illness ® somatic processes ® extracerebral ® organic or symptomatic mental disorders. 

c. Endogenous disorders. The main factor in (hypothetical) pathogenesis is genetic predisposition. 

The scheme of pathogenesis: 

genetic predisposition ® disturbances of cerebral metabolism ® mental (endogenous) disorder. 

 

3. According to course 

a. disorders of processual character: disorders with identifyable beginning and with typical course 
in time 

b. disorders without temporal course stationary states: mental retardation, personality disorders, 
sexual deviations. Disorders of this type are based on the stationary abnormalities of neural 
substrate of mental apparatus. 


