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| NTRODUCTI ON

8§ 5:1 Overview



For many practitioners, the terns used by psychiatrists and
psychol ogists in fornulating their diagnoses of defendants are
unfam liar ones that tend to create confusion when handling a
psychol ogi cal case.

The purpose of this chapter is to provide an overview of the
various di sorders and term nol ogy used by psychiatrists and
psychol ogists in their reports (and in their testinony), to review
the testing procedures enployed in the profession, and briefly to
di scuss the various types of treatnent and pharnaceuticals used to
treat disorders.

The primary reference used in this chapter is the D agnostic
and Statistical Manual of Mental Disorders, Fourth Edition,
published in 1994 by the Anmerican Psychiatric Association. The
term DSM and DSM IV are tradenarked terns and are used throughout
this chapter where there is a reference to the book. To the extent
there is a "bible" in the field of psychol ogy and psychiatry, the
DSMis it. Furthernore, DSMI1V is easy to use, conprehensive, and
i ncl udes the conbined efforts of nore than a thousand nent al
heal t h prof essi onal s.

The authors of DSMIV indicate that it is nmeant for forensic
use, although are very careful to note that there may be
"significant risks that diagnostic information will be m sused or

m sunderstood ... because of the inperfect fit between the
questions of ultimate concern to the law and the information
contained in the clinical diagnoses."***1* DSMIV at xxiii.***

Neverthel ess, DSMIV is widely used and invaluable in forensic
situations and shoul d be considered an authoritative text on the
subj ect of nental disorders.

| f your expert is still using DSMI1I1 or DSMI1I1-R (prior
versions of the text), be advised that your expert is not using a
reference that is considered currently authoritative in the field.
Make sure that your expert has reviewed and is famliar wth DSM
IV, or your expert wll be able to be inpeached on cross-
exam nation by an attorney who knows the difference.***2* For



excell ent instructions on how to inpeach an expert for failure to
review the nost recent edition of an authoritative text, see
Younger, The Advocate's Deskbook: The Essentials of Trying a Case
285-86 (1988).***

8§ 5:2 Introduction to psychol ogy and psychiatry

For those of you who never took an introduction to psychol ogy
class in college, this chapter will provide you with a working
knowl edge of the various terns and di sorders used in the field.
The first distinction to understand is what is the difference
bet ween psychol ogy and psychiatry and whether it natters to the
attorneys or the court.

Psychol ogy is generally understood to be the science of
ment al process and behavior, while psychiatry refers primarily to
t he nedi cal study of diagnosis, treatnment, and prevention of
mental illness. Psychiatrists are nedical doctors whereas
psychol ogi sts are not.

8 5:3 Review of nental disorders

The American Psychiatric Association defines a nental
di sorder as a:clinically significant behavioral or psychol ogical
syndrome or pattern that occurs in an individual and that is
associated wth present distress (e.g., a painful synpton) or
disability (i.e., inpairnment in one or nore inportant areas of
functioning) or with a significantly increased risk of suffering,
death, pain, disability, or an inportant |oss of freedom In
addition, this syndrone or pattern nmust not be nerely an
expectabl e and culturally sanctioned response to a particul ar
event, for exanple, the death of a |oved one. Watever its
original cause, it must currently be considered a manifestation of
a behavioral, psychol ogical, or biological dysfunction in the
i ndi vidual. Neither deviant behavior (e.g., political, religious,
or sexual) nor conflicts that are primarily between the individual
and society are nental disorders unless the deviance or conflict
is a synptomof a dysfunction in the individual, as described
above. ***1* DSM IV at xxi—xxii.*** As is well established in the



case |l aw and statutes, not all nmental disorders are relevant to
crimnal defense. Wile a psychotic disorder frequently wll
provi de a defense in a case, borderline personality disorder
generally will not. It is inportant to note the distinction

bet ween a di sorder, which is net when an individual exhibits the
requi red synptons of that mal ady and such synptons inpair that
person's ability to function effectively. Thus, while many people
may exhi bit synptons of depression, they do not qualify for a

di agnosi s of depression unless they neet the required criteria of
t he di agnosi s and such synptons are affecting their ability to
function effectively.

In this chapter, the disorders that are included are those
whi ch are generally severe enough to constitute a total defense to
acrinme, a partial defense, or to render an individual inconpetent
to stand trial. Specifically not included are the follow ng
categories: (1) substance-rel ated disorders (since nost statutes
specifically disallow such a disorder to be used as a
defense), ***2* There are exceptions to this rule. \Were chronic
use of drugs and/or al cohol has caused pernanent, organic brain
damage clearly resulting in permanent psychotic behavior, courts
have adm tted such evidence to establish an insanity defense.
Additionally, there is no prohibition against establishing
i nconpetence resulting fromchronic al cohol and/or substance
abuse. However, in order for alcohol and/or substance abuse to be
rel evant in these cases, it nust have caused anot her di sorder,
such as denentia or schizophrenia. Those disorders are addressed
and where the cause may be al cohol and/or substance abuse, it wll
be noted. *** (2) sexual disorders, such as pedophilia (which are
al so statutorily disallowed as defenses to crines), (3) disorders
that are not generally severe enough to be defenses or to result
in inconpetence (personality disorders, adjustnent disorders, et
cetera), and (4) those disorders which are rarely relevant to
crimnal cases (eating disorders, sleep disorders et cetera).

8 5:4 —Special note about substance-abuse disorders

Al t hough subst ance-abuse di sorders tend to be common features
in crimnal defendant's nental health picture, they are not
relevant to crimnal defense (or prosecution) unless they result
in sone other nental health disorder—such as hall ucinati ons,
persi stent delusions or collateral brain damage and/or an aberrant
mental status such as a “black-out”. Additionally, the types and




nuances of the various substance abuse di sorders are sinply too
vol um nous to be accurately described in this chapter.

CATEGORI ES OF DI SORDERS

8§ 5:5 Introduction

The categories of disorders that are reviewed in this chapter
i ncl ude the foll ow ng:

* Schi zophr eni a

*Psychosi s

eDelirium

*Denenti a

*Mbod Di sorders

*Di ssoci ative Disorders

*Mental Retardation

ePosttraumatic Stress D sorder

*Antisocial Personality Disorder

*M scel | aneous | npul se-Control Disorders, including
Intermttent Explosive D sorder, Pathol ogical Ganbling,
Kl ept omani a, and Pyromani a.
8§ 5:6 Schi zophrenia

Schi zophrenia (actually a collection of nultiple subtypes of the
di sorder) is a frequent diagnosis in those individuals with severe
mental di sorders who have commtted crines. It is a disease

di agnosed by observation of a nunber of behaviors and a pattern of
signs and synptons that are significant and dramatic. Although
many | ay persons think of a schizophrenic as a person with a so-
called "split personality,” that is a wholly erroneous description
of the illness.

| ndi viduals with schizophrenia are usually very noticeably
mentally ill, although they can appear nornal at first contact. It
is not the type of nental disorder, that if untreated, can renmain
hi dden from associ ates for an extended period of tine. Many
(untreated) individuals with schizophrenia are unable to function
ably in the outside world. Mst individuals with schizophrenia,
however, are not violent crimnal offenders, either.

§ 5:7 —Synptons



Schi zophreni a i s diagnosed as a di sease by the presence of
several synptons which nust occur together for a certain | ength of
time. An accurate diagnosis of schizophrenia requires that the
i ndi vi dual nmust have the disturbance for at |east six nonths and
at |l east one nonth of those six nust include active synptonol ogy
with at least two of the generally recognized synptons being
present. There are two general categories of synptons, the
positive and the negative. "Positive" and "negative" as used here
do not have a noral quality—+ather they have a qualitative aspect.
The term "positive" nmeans an exaggerated form of normal behaviors.
For exanple, rather than normally perceiving events,
schi zophreni cs woul d have hal | uci nati ons. The term "negative"
connotes a restriction of the range of an otherw se nornal
behavi or. Thus, rather than exhibiting a normal varied range of
enotions, an schizophrenic individual will exhibit flattened or
virtual Il y nonexi stent enotions.

The positive synptons are primarily del usions,
hal | uci nati ons, disorganized thoughts and conmuni cati on, and
di sorgani zed or catatonic behavior. These concepts are defined
generally as foll ows:

8§ 5:8 ——Pel usi on

A delusion is an erroneous belief involving a
m sinterpretation of perception or experience. These beliefs are
not anenable to rational challenge. Delusions are often thematic
and often involve such famliar subjects as religion, persecution
and grandiosity. Typical delusions include a belief that the CIA
is consorting with novie actors to control the banking system of
the United States or a belief that the person is the reincarnated
Jesus Christ and has special powers beyond nost other individuals.
Par anoi d del usions are the nost common type of delusion. Signs and
synbols are generally interwoven into these del usions and
seenm ngly innocuous events can take on great significance. The
lyrics to songs on the radi o, the gestures nmade by a policenman
directing traffic may have special inportance to the individual
havi ng del usi ons and the person may believe that the lyrics or
gestures are directed at hinself.

8§ 5:9 — —Hal |l uci nations



Hal | uci nations consi st of hearing voices that are not real or
seeing imges that are not present. Less commonly, hallucinations

can affect the other senses—taste, touch, and snell. Most
frequently with schizophrenia, the hallucinations are auditory.
Cenerally, individuals will hear voices (generally nore than one)

whi ch are not believed to be the person's own voice. Unfortunately
for the individual who is hearing such voices, they are nost often
insulting, evil, or threatening ones. There is little evidence of
soot hing, gentle voices. Hallucinations, |ike delusions, are often
bi zarre and nmust occur during the period when the individual is
fully awake.

8§ 5: 10 —Pistinction between del usi ons and hal | uci nati ons

Del usi ons are belief systens gone awy while hall ucinations
are sensory systens gone awy. Hence, individuals who believe that
al i ens have planted listening devises in their teeth are having
del usi ons. I ndividuals who honestly "saw' such an operation are
havi ng hal | uci nati ons. The presence of both of these synptons
together is common in schizophreni a.

8 5:11 ——bi sorgani zed thinking and speech

This consists of an inability to keep one's thoughts and
speech noving in a conprehensive, continuance and rational
fashion. Individuals with schizophrenia either have transitions
fromone thing to another w thout any appropriate segue or the
speech is so disorganized as to constitute what is conmonly
referred to as a word salad. The di fference between common
di sorgani zed speech (as many peopl e engage in, junping from one
thing to another) and schi zophrenically disorgani zed speech is one
of degree—schi zophrenia is nmarked by such severely di sorganized
t hought s and speech as to effectively preclude comuni cati on.

8§ 5:12 —-bBbi sorgani zed behavi or

I ndi vidual s with schi zophrenia often act in a variety of ways
that are w de-rangi ng, but generally inappropriate. For exanple,



they often are unable to attend to their clothing and hygi ene, and
engage in inappropriate, strange, or unprovoked aggressive
behavi or. The DSM IV notes that the behavior nmust be distingui shed
from behavior that is nmerely aimess or frominappropriate

behavi ors that occur occasionally.

8§ 5:13 ——Catatonic notor behaviors

These are behaviors in which the individual either ceases any
movenent or becones totally unaware of the external environnent.
There is sonetines marked stiffness of posture, an unw llingness
to be noved froma position and/or the assunption of strange
poses.

The "negative" synptons are generally exhibited by a | ack of
enotional reaction to stinmuli, technically referred to as
affective flattening, alogia and avolition.

§ 5:14 —-Affective flattening

This very conmmon synptomis what is generally referred to as
the lack of enotional reaction in an individual. The person's face
registers very little and there is very little response, eye
contact is not maintained and the entire range of enotional
response is vastly dimnished. It is inportant that this
flattening occur on a persistent basis in various situations to be
consi dered as a synptom of schi zophreni a.

§ 5:15 —-Alogi a

Defined as a poverty of speech, this behavior is
characterized by a decrease in speech, such that the individual
answers in brief, hollowrelies. Distinct froman unwillingness to
comuni cate, the individual with alogia will continue this |ack of
speech on a persistent basis over tine.

8§ 5:16 ——-Avolition



Avolition is defined as the lack of volition, or direction.
| ndi vi dual s exhibiting this behavior do not engage in activities
that are goal directed and seem unable to engage in normal work or
social activities.

The DSM IV notes that it is inmportant to distinguish between
apathy resulting fromchronic understinmulation fromthe
environnment (inmagine reviewing IRS returns day after day, week
after week) and negative synptons which exenplify schizophreni a.

It is beyond the scope of this chapter to discuss the length
of time and variety of synptonms that nust be exhibited together in
order to make an accurate diagnosis of schizophrenia. In the event
you need additional information, you nmay wish to refer to DSM 1V,
as well as the follow ng references:

*Meyer, The dinician's Handbook, The Psychopat hol ogy of
Adul t hood and Adol escence (2d ed. 1989).

* Kavanagh, Schi zophrenia, An Overview and Practical Handbook
(1992).

§ 5:17 Psychosis

Psychosis is a synptom of a di sease rather than a di sease itself,
unl i ke schi zophrenia, which is a recogni zed di sease. Psychosis
means that an individual's reality testing ability is

i mpai red. ***1* Yudof sky, Wat You Need to Know About Psychiatric
Drugs 158 (1991) (herei nafter Yudofsky, Psychiatric Drugs).*** It
is characterized by an inability to fully distinguish reality from
m st aken belief or sensation. Thus, individuals in a psychotic
state may be schi zophrenic, nmay have a nood di sorder (rmmajor
depression or bipolar disorder) or a brain tunor, may have

i ngested LSD or other drugs, or have a serious illness.

8§ 5:18 Delirium

Deliriumand denentia are disorders that have a variety of
causes, including Al zheiner's disease, drug/al cohol intoxication,
traumatic injury, and illnesses such as H'V or hepatic
encephal opat hy. Sonetines, there is a m xed eti ol ogy—nt oxi cation



and injury. Deliriumis an acute onset disorder (e.g.- hours to
days), while denentia is usually | ongstanding.

CGenerally, these disturbances are characterized by "a
clinically significant deficit in cognition or nenory that
represents a significant change froma previous |evel of
functioning."***1* DSM IV at 123.*** Denentia and delirium are not
i nt erchangeabl e terns, however, but are separate diaghoses and
addressed separately bel ow

Deliriumis a two-part diagnosis involving (1) a disturbance
of consciousness along with (2) a change in cognition that cannot
be accounted for by a preexisting or evolving denentia. Generally,
t he di sturbance in consciousness is exhibited through a reduced
clarity of awareness of the environnment. The individual cannot
focus well, attention wanders and the individual cannot always
answer the right question at the right tine.

Additionally, the change in cognition is commonly exhibited
as nenory inpairnent, disorientation and | anguage di sturbances.

The typical patient will have trouble with renmenbering snal
sequences of unrelated itens, wll get confused about what tine of
day it is, and will often be uncertain as to where they are at the

time. It is quite common for sl eeping and waki ng cycles to becone
confused or totally reversed.

I ndi viduals with deliriummay exhibit a variety of enotional
di sturbances, such as anxiety, irritability, or fear. You nay have
seen individuals with deliriumif you have been to a nursing hone.
Sonme of the elderly patients will exhibit typical delirium
synpt ons—Aot know ng where they are or who the people around them
are, and being intensely anxious or afraid. Additionally,
individuals in the hospital with certain nmedical conditions wll
al so exhibit deliriumas exhibited by pulling out intravenous
tubes, calling out, nmuttering, becom ng agitated and fearful.

§ 5:19 —€auses for delirium



The causes of deliriumtend to be specific: general nedical
conditions (such as liver disease or excessively high fevers),
head injury, medications, substance intoxication or wthdrawal, or
senility. Sonetines, however, there is an unknown etiol ogy for the
delirium

8§ 5:20 —bifferences between psychosis and delirium

When individuals are having deliriumsynptons wth
hal | uci nations and delusions, it is inportant to distinguish that
fromother acute and chronic psychotic disorders. Generally, with
delirium the psychotic synptons (hallucinations, et cetera) wll
fluctuate, are fragnented and will usually be associated with
specific EEG abnormalities. Additionally, with delirium the
under |l ying etiol ogy nentioned above will be present.

§ 5:21 Denenti a

As defined by DSM1V, it is "the devel opnment of nultiple
cognitive deficits (including nmenory inpairnent) that are due to
the direct physiological effects of a general nedical condition,
to the persisting effects of a substance, or to nultiple
etiologies&hellipd4;, " Sinply stated, there nust be nenory
i npai rment plus one of the follow ng: disturbance in executive
functioning (abstract thought, ability to engage in conpl ex
behavi or), aphasia (deterioration of speech ability), apraxia
(inmpaired notor skills, w thout physical cause), agnosia (failure
to recogni ze objects wthout physical cause). Wth denenti a,
unli ke delerium there is no change in the | evel of consciousness.
These synptons nmust be severe enough to interfere with the
i ndi vi dual s normal functioning at work and socially and nust be a
decrease fromtheir normal way of functioning.

The nmenory inpairnent is a required el enent for a diagnosis
of denentia and is usually seen promnently as the disease first
begins. Either the individual is incapable of |earning new
i nformation or cannot recall previously known information.
Denentia is to be considered when individuals become |ost while in
famliar places, forget what they went to the store for, |eave
boiling pots on the stove and forget them In nore severe cases,



the person forgets their occupation, friends and famly and
occasionally even his nane.

§ 5:22 —€causes of denentia

Denentia tends to vary depending on the cause of it. For
exanple, it is defined as "Denentia of the Al zheinmer's Type,"
"Denmentia Due to Head Traumm," "Denentia due to H'V D sease,"
"Subst ance | nduced Persisting Denentia," et cetera. Because of the
numerous different etiologies for denentia, it is inperative that
ot her synptons are recogni zed and di agnosed accurately. For a
detail ed di scussion of the various types of denentia and their
di agnostic features, see the DSM I V.

8§ 5:23 Mdod di sorders

Mood di sorders nay or nmay not be severe enough to play a
significant role in crimnal cases. For exanple, depression is a
nmood di sorder, yet it is very rarely the type of disorder that
woul d render a person either legally inconpetent or insane.
Nevert hel ess, nood di sorders can be severe enough to be invol ved
in crimnal jurisprudence and may al so be part of a defendant's
total diagnosis.

There are three general types of nood di sorders which are
reviewed in this chapter: npod epi sodes, mmjor depressive
di sorder, and bipolar disorders. There are substantial witten
studies and information avail abl e about these types of episodes
and disorders as well as several other types of nood disorders.
However, this section will only address the three types set forth
above and will be Iimted in scope to najor aspects of the
di sorders.

8§ 5:24 —Mbod epi sodes

A nmood epi sode (as opposed to a nood disorder) is generally a
function of length of tinme that the behavior |asts. An episode is
a distinct period of tine during which certain features are



observed in the individual. The four types of episodes are
depressi ve epi sode, mani c epi sode, m xed epi sode, and hyponanic
epi sode.

8 5:25 ——Mhj or depressive epi sode

This consists of a period of at |east two weeks during which
the individual is either depressed or has lost interest or
pl easure in nost activities. In addition, four of the follow ng
synpt ons nust occur: wei ght or appetite changes, sleep and
psychonot or (handw i ngi ng, pulling skin, pacing et cetera)
changes, | ess energy, feeling worthless or guilty, difficulty with
cognitive functions, recurrent thoughts of death or suicide, as
wel | as planning or attenpting suicide. Additionally, there mnust
be inpairnent of the individual's life and usually narked feelings
of sadness. The precedi ng synptons need to occur every day or
al nost every day. Excluded fromthese synptons are the norna
bereavenent that would follow a death, or depression caused by
substance abuse. In nen, a nood di sorder can be associ ated nore
frequently with viol ence.

In the majority of cases, there is a conplete rem ssion of
synptons, although the duration of time may vary. There nay be
sonme chronic synptonol ogy that |ingers, although not substantial
enough to constitute a continued diagnosis of nmjor depressive
epi sode.

§ 5:26 ——Mani ¢ epi sode

A mani ¢ episode is characterized by "[a] distinct period of
time [lasting at | east a week] during which the individual
di spl ays an abnormally and persistently el evated, expansive, or
irritable nmood."***1* DSM IV at 328.*** Mst frequently, the
i ndi vi dual displays a "high" nood, although it is so extrene as to
beconme del eterious to the person's effective functioning.
Cenerally, the individual is indiscrimnate in who he engages in
conversation and is marked by "unceasing and indiscrimnate
ent husiasm"***2* | d.*** There is often a marked increase in self-
esteem ranging fromself-confidence to grandiosity and may
i ncl ude del usi onal behavi or and hal | uci nations. There is a notable
decreased need for sleep and the person speaks in a typically



mani ¢ fashion—+oud, fast and difficult to interrupt. It is in the
nature of a nonol ogue rather than a dial ogue. Sonetinmes, however,
individuals will exhibit irritable noods, especially when their

wi shes are thwart ed.

During a mani ¢ epi sode, the individual often goes on buying
sprees, sexual sprees, and constant tal king jags. Additionally,
people with this disorder will often act out of character,
engaging in imoral, unethical and/or violent acts and not
recogni zing the error of such acts. Typically, these individuals
do not recognize that they are ill and disdain help or assistance
fromrelatives. These epi sodes are not caused by nedication or
subst ances.

8§ 5:27 ——M xed epi sode

A m xed episode is when, for a period of at |east one week,
the individual neets the criteria for both a manic episode and a
maj or depressive episode, with the sane criteria and limtations
as set forth in those disorders.

§ 5:28 ——Hyponmani c epi sode

This is a period of at |east four days in which the person
di spl ays an el evated, expansive, or irritable nood. There nust
al so be present at |east three additional synptons listed in
criteria for a manic episode. The distinction between hyponanic
and manic is one of degree—the necessary period of tinme is
shorter, the synptons not as marked and disruptive and with
hypomani a, there can be no del usions or hallucinations.

8§ 5:29 —Mpjor depressive disorder

This disorder is characterized by one or nore major
depressi ve epi sodes, w thout any m xed, nmanic, or hypomanic
epi sodes occurring with them These episodes may range frommld
to severe and may occur in conbination with other disorders,
i ncl udi ng substance-rel ated di sorders, panic disorders, et cetera.
Chroni c general nedical conditions (permanent and/or pai nful



di seases and conditions) and substance dependence (notably al cohol
and cocai ne dependence) may contribute to the onset or
exacer bation of the disorder.

8 5:30 —Bipol ar disorder

This disorder is characterized by the occurrence of one or
nore mani ¢ epi sodes or m xed epi sodes. Additionally, individuals
often have a maj or depressive episode. This disorder is a
recurrent disorder in about 90 percent of the cases.***1* DSM |V
refers to Bipolar | and Il disorders. The difference between them
is generally that Bipolar Il involves recurrent major depressive
and hypomanic (rather than manic) episodes. Al so included in the
section on bipolar disorders are Cyclothym a and ot her disorders
which are not included in this text.***

8 5:31 Dissociative disorders

Di ssoci ative disorders are those nental disorders
characterized by a "disruption in the usually integrated functions
of consciousness, nenory, identity, or perception of the
environnment. "***1* DSM IV at 477.*** These di sorders enconpass a
wi de variety of synptons, generally categorized into four
di fferent groups: dissociative amesia,***2* Fornerly referred to
as "Psychogenic Amesia." *** dissociative fugue, ***3* Fornerly
referred to as "Psychogeni ¢c Fugue." *** dissociative identity
di sorder,***4* Formerly referred to as "Multiple Personality
Di sorder."*** depersonalization disorder, and dissociative
di sorders not otherw se specified.

8§ 5:32 —Bissociative amesi a

Di ssociative amesia is generally defined as "an inability to
recall inportant personal information, usually of a traumatic or
stressful nature, that is too extensive to be explained by nornal
forgetful ness."***1* DSM IV at 478.*** This di sorder has been
frequently reported during wars or other horribly traumatic
epi sodes. It is now often referred to in relationship to child
sexual abuse which is recalled several years later during sone
type of therapy.



There is no certain nmethod of distinguishing between this
type of amesia and malingering, although individuals with the
di sorder tend to score high on standard neasures of
hypnoti zability and di ssociative capacity. For the purposes of
crimnal |aw practitioners, the following quote fromDSMI1V is
significant: Care nust be exercised in evaluating the accuracy of
retrieved nenories, because the informants are often highly
suggesti bl e. There has been consi derabl e controversy concerning
ammesia related to reported physical or sexual abuse, particularly
when abuse is alleged to have occurred during early chil dhood.
Some clinicians believe that there has been an underreporting of
such events, especially because the victins are often children and
perpetrators are inclined to deny or distort their actions.
However, other clinicians are concerned that there may be
overreporting, particularly given the unreliability of chil dhood
menories . There is currently no nmethod for establishing with
certainty the accuracy of such retrieved nenories in the absence
of corroborative evidence.***2* DSM |V at 480-81 (enphasis
added).***In light of this statenent in DSM 1V, courts should
seriously examne the adm ssibility of such evidence and should
exerci se a great deal of caution in determ ning whether such
evi dence should be adm ssible.8 5:33 —bi ssoci ative fugue

This rather unusual disorder is marked by "sudden, unexpected
travel away from hone or one's customary place of daily
activities, with inability to recall sone or all of one's
past."***1* DSM IV at 481.*** The individual is also confused
about his personal identity and sonetines even takes on a new
identity. The travel may be short-ranging in distance and tine to
extrenely | ong-range travel. Once the person "cones out" of the
fugue, the person may not renenber the events that occurred during
t he fugue. The fugue nost often conmes about in response to
traumati ¢ or overwhel m ng events.

There is no certain nmethod of distinguishing between this
type of amesia and malingering, although individuals with the
di sorder tend to score high on standard neasures of
hypnoti zability and di ssociative capacity.

8§ 5:34 —bBissociative identity disorder



This disorder, formerly (and comonly referred to in the
courts as "Multiple Personality Disorder") is diagnosed by "the
presence of two or nore distinct identities or personality states
(Criterion A) that recurrently take control of behavior (Criterion
B). There is an inability to recall inportant personal
information, the extent of which is too great to be expl ai ned by
ordinary forgetfulness (Criterion C). The disturbance is not due
to the direct physiological effect of a substance or a general
medi cal condition (Criterion D)."

As readers who saw the novie "Sybil" will understand, the
individual with this disorder has nore than one (and often
several ) unique personalities with distinct histories, self-inmages
and nanmes. The identities may enmerge in different situations and
the nore hostile or aggressive personalities may interrupt the
others or take over. There is a degree of menory gaps with the
nore passive personality having larger mssing tine than the
others. In addition to the lost current nenories that occur, there
may be | arge m ssing gaps of childhood nmenory. The nunber of
distinct identities ranges fromtwo to nore than one hundred.

Curiously, those with the di sorder have been reported as
havi ng di stinct physiological functions, including differences in
vi sual acuity, sensitivity to allergens, and response of bl ood
gl ucose to insulin.

I ndi viduals with this disorder often report severe physical
and sexual abuse in childhood. Additionally, they often seemto
have abnormal ability to control pain, frequently have repetitive
patterns of physically and sexually abusive rel ationships, and
engage in self-mutilation, suicidal, or aggressive behavior.

Li ke the other dissociative disorders, these individuals tend
to score high on hypnotizability and di ssoci ative capacity.
Typi cal Iy physi ol ogi cal synptonology in these individuals are
scarring fromabuse or self-nutilation, the presence of m graines,
irritable bowel syndrone, and asthnma



As with dissociative amesia, there are those professionals
who believe that dissociative identity disorder is being diagnosed
much too frequently. However, factors that support a diagnosis
woul d include "the presence of clear-cut dissociative
synpt omat ol ogy with sudden shifts in identity states, reversible
ammesi a, and hi gh scores on neasures of dissociation and
hypnoti zability in individuals who do not have the characteristic
presentations of another nental disorder.”

8§ 5:35 Mental retardation

Mental retardation is a disorder "characterized by
significantly subaverage intellectual functioning (an IQ of
approximately 70***1* There is a five-point range of error with 1Q
tests. DSMIV at 39. Thus, those individuals with a 70-75 1 Q may
be retarded if the other factors are present.*** or below wth
onset before age eighteen years and concurrent deficits or
i npai rments in adaptive functioning."***2* DSM IV at 37.***

The "concurrent deficits or inpairnents in adaptive
functioning” include significant limtations in the ability to
care for one's self, to live alone, conmunication skills, social
and interpersonal skills, academ c work, self-direction, health
and safety. To qualify as nentally retarded, at |east two synptons
described in this group of deficits nust be present.

There are four categories of nmental retardation—ild,
nmoder ate, severe, and profound and are descri bed as foll ows:

8§ 5:36 ‘M I1d retardation

This category of retardation is the |argest, accounting for
nearly 85 percent of all individuals with nental retardation. This
category includes individuals wwth 1@ in the range of
approxi mately 50-55, who are able to develop skills in the sixth-
grade range. During their adult years, they are often able to



achieve skills that enable themto beconme mnimally self-
supporting, but often need supervision, guidance and assi stance.
I ndi vidual s can usually live in the comunity, either

i ndependently or in group hones.

§ 5:37 —Mbderate retardation

I ndividuals in this category have an | Q of between 35-40
t hrough 50-55 and constitute approximately 10 percent of all those
who have nental retardation. These individuals are able to |earn
to attend to their own personal care, but are unlikely to go
beyond t he second-grade range of learning. Usually able to live in
the comunity in a supervised setting, many of these individuals
are able to performunskilled or sem -skilled jobs.

8 5:38 —Severe nental retardation

Only 3 to 4 percent of individuals who are nentally retarded
fall within this category of retardation. They are able to perform
limted tasks such as very basic self-care, limted speech, and
have the ability to live in group hones or supervised settings.

8§ 5:39 —Profound nental retardation

Those with profound nental retardation constitute between 1
to 2 percent of all the individuals with nental retardation and
have consi derabl e sensorinotor functioning inpairnent. These
i ndi vidual s nost often need close and continuous supervision and a
few are able to perform sinple tasks.

8§ 5:40 Posttraumati c stress di sorder

Not able in crimnal cases has been the introduction or
attenpted introduction of the posttraumatic stress disorder,
rai sed by defense counsel in drug-smuggling cases and rai sed by
prosecutors in rape cases. Additionally, it has been relied upon
as a defense when acts were commtted during a flashback.***1* See
State v. Felde, 422 So. 2d 370 (La. 1982). ***



Thi s di sorder (hereinafter PTSD) was first heard of in the
courtroomduring the 1970s as the "Vietnam Veteran's Syndrone," a
formof posttraumatic stress. It was often introduced to explain
why veterans engaged in dangerous, high-risk illegal acts, such as
flying planel oads of marijuana into the United States under radar
levels. Additionally, it was used to explain why veterans often
i nexpl i cably begin shooting i nnocent people—theorizing that such
peopl e were having "flashbacks" at the tine.

PTSD is characterized as "the devel opnent of characteristic
synptons follow ng exposure to an extrenme traumatic stressor
i nvol ving direct personal experience of an event that involves
actual or threatened death or serious injury, or other threat to
one's physical integrity; or witnessing an event that involves
death, injury, or a threat to the physical integrity of another
person; or |earning about unexpected or violent death, serious
harm or threat of death or injury experienced by a famly nenber
or other close associate." ***2* DSM IV at 424.***

The individual with PTSD nmust experience either fear,
hel pl essness, or horror follow ng the exposure to the trauma. The
i ndi vi dual persistently re-experiences the traumatic evidence,
experiences a nunbing of general responsiveness, persistently
avoi ds things or places associated wth the traum, and
experiences persistent arousal.

Ceneral categories of events that may give rise to PTSD are
conbat scenarios, being raped, tortured, being held captive,
severe accidents, or witnessing nurders. Cccasionally, when a
person experiences a "triggering event"” (such as hearing a
helicopter, if the person was shot down in Vietnamwhile in one),
the individual will experience severe psychol ogical distress
i ncl udi ng vi ol ent acting-out behavior.

Typically, individuals with PTSD make deliberate efforts to
avoi d di scussing the trauna and often becomne increasingly nore



i sol ated and psychically "nunb" fromthe event. The probl ens these
i ndi vi dual s have i nclude engaging in self-destructive behavi or and
i mpul sive risk-taking, to experiencing dissociative synptons, or
feeling permanently damaged and t hreat ened.

There are three types of the disorder: acute (duration is
| ess than three nonths), chronic (duration is three nonths or
nmore); and del ayed onset (if onset of synptonms occurs at |east six
nmont hs after the stressor).

8§ 5:41 Antisocial personality disorder

Thi s disorder (hereinafter ASPD) has becone increasingly nore
common and i s perhaps the nost troubl esome of the various
di sorders because of the frequency of these characteristics
di spl ayed by so nmany ol der teenagers and young adults. ASPD is
what is nost conmonly understood as a crimnal personality.
I ndi viduals with ASPD exhi bit "a pervasive pattern of disregard
for, and violation of, the rights of others that begins in
chi | dhood or early adol escence and continues into adul thood. "***1*
DSM |V at 645.*** Both deceit and manipul ation are central
features of this disorder, which requires that an individual be at
| east ei ghteen years old and have a history of sone synptons of
conduct disorder***2* A conduct disorder is defined as "a
repetitive and persistent pattern of behavior in which the basic
rights of others or major age-appropriate societal nornms or rules
are violated." The individual engages in one of the four
groupi ngs: aggressive conduct harm ng people or aninmals;
nonaggr essi ve behavi or that causes property | oss or danage;
deceitful ness or theft; or serious violations of rules. DVM5-1V at
85.*** pefore the age of fifteen. Individuals with conduct
di sorders are often seen acting in violent gang behavior and are
frequently classified as delinquent children.

I ndi viduals with ASPD often act inpulsively, con others for
fun or profit, disregard their own and other's safety, are
irritabl e and aggressive and—nopst significantly for crimnal
pur poses—tack renorse and are indifferent to the pain or suffering
of others.



Not surprisingly, given the |ack of enpathy these individuals
di splay, coupled with their seem ngly col d-hearted actions, courts
are generally unsynpathetic to diagnoses of this disorder and tend
to disregard it as a factor even during sentencing. Not
surprising, antisocial personality disorder is a prevalent feature
of individuals who are incarcerated for repeated crines. O note,
recent research suggests a neurophysi ol ogi cal conponent to this
di sorder, in the formof dimnished frontal |obe brain mass in
i ndi vidual s wi th ASPD.

8 5:42 M scel |l aneous i npul se-control disorders

| npul se-control disorders are sonetines rai sed as defenses in
serious felony cases, although rarely are they consi dered adequate
defenses. However, in states that still have the "irresistible
i mpul se test,"***1* For a state-by-state listing of the insanity
def ense, see Appendi x 1A, infra.*** these disorders may prove to
be adequate. \When a disorder causes a believably "irresistible"
impul se will be the issue in those jurisdictions.

Many tinmes, however, an inpul se-control issue will be
adm ssible and relevant at the tinme of sentencing. For exanple, in
an arson case in which soneone was injured, it is unlikely that
the judge will admt evidence of pyromania as a defense or even to
establish dimnished capacity. Such evidence woul d, however, be
nore readily adm ssible at the tine of sentencing, should the
def endant be found guilty.***2* For a detail ed discussion of how
to use psychol ogical testinony during the guilt phase and the
penalty phase of a crimnal trial, see &sects;6:39-6:40, infra.***

I ndi viduals with inpulse control disorders generally operate
inafamliar pattern. First, there is a growi ng tension or
arousal before engaging in any acts which constitute the disorder
(ganmbl i ng, kleptomania, et cetera). This tension/arousal stage is
foll owed by acting on the inpul se—goi ng ganbling, setting the
fire, et cetera). The comm ssion of the act is followed by relief
(di ssipation of the tension) and often subsequently followed by



renmorse or guilt. This sane pattern is sonetines seen with
subst ance abuse di sorders.

§ 5:43 —Pat hol ogi cal ganbling

Thi s di sorder has been raised (both successfully and
unsuccessfully) as a defense in a fair nunber of cases involving
theft of noney or engaging in illegal enterprise to raise noney.
The disorder is defined as "a persistent and recurrent mal adaptive
ganbl i ng behavior that disrupts personal, famly, or vocationa
pursuits” and is not a result of manic behavior.***1* DSM IV at
615 * % %

I ndi viduals with this disorder are often preoccupied with
ganbl i ng and spend significant portions of tinme not just ganbling,
but pl anning for and thinking about ganbling. There is an
excitenment that acconpanies the ganbling for these people and they
are unable to control their behavior, despite efforts to limt or
stop their ganbling. They often try to recoup their |osses and
engage in such behavior on a consistent basis.

Pat hol ogi cal ganblers often lie to their famlies and others
about the nature and extent of their ganbling and are often in
dire financial straits due to their behaviors. Pathol ogica
ganblers may engage in illegal or enotionally disastrous behavior
to obtain noney for ganbling and have often jeopardi zed their
jobs, famly, and friendships for ganbling.

Soci al or professional ganbling is distinguishable from
pat hol ogi cal ganmbling in that the latter is characterized by "out
of control” behavi or—the individual repeatedly nakes del eterious
choi ces that adversely affect other significant aspects of his
life.

8§ 5:44 —Expl osive disorder



This disorder is nmarked by "the occurrence of discrete
epi sodes of failure to resist aggressive inpulses that result in
serious assaultive acts or destruction of property."***1* DSM |V
at 609-10.*** The degree of the aggressive behavior is nuch nore
extrene than the stimulus that provoked such aggression. Like
ot her inpul se-control disorders (pathol ogi cal ganbling,
kl ept omani a, et cetera), this disorder is often described as
"spells" prior to which the tension or arousal occurs, followed by
t he aggressive outburst and an ensui ng sense of relief. Later
guilt or renorse may occur as a result of the behavior.

8§ 5:45 —Kl eptonani a

This disorder is characterized by "the recurrent failure to
resist inmpulses to steal itens even though the itens are not
needed for personal use or for their nonetary value. The
i ndi vi dual experiences a rising subjective sense of tension before
the theft and feels pleasure, gratification, or relief when
commtting the theft."” ***1* DSMIV at 612.*** These individuals
are aware that the theft is wong and often experience guilt or
depression over their acts, but apparently feel sonmewhat powerl ess
over the compul sion.

Kleptomania is not the same as ordinary theft or shoplifting,
whi ch individuals engages in to obtain itens of value or worth.
Rat her, many objects taken by those with kleptomania are not itens
that the individual really wants or has value. This disorder is
not better accounted for by a manic epi sode or other disorder.

8§ 5:46 —Pyronani a

This disorder is characterized by "the presence of nmultiple
epi sodes of deliberate and purposeful fire setting."***1* DSM |V
at 614.*** The individuals experience tension/arousal before
setting the fire, fascination or curiosity with fires, and
pl easure or gratification during the fire. Pyromania is often
found in "fire-watchers" or those who are fascinated with firenen
or the like. Individuals with pyromania nmay be indifferent to the
harm t hey cause by setting fires, but do not set them out of
anger, for financial gain, or for political purpose. They are
respondi ng solely to an internal conpul sion.



TESTI NG PROCEDURES USED FOR PSYCHOLOG CAL EVALUATI ONS

§ 5:47 Generally

There are nunerous types of psychol ogical (“pen & paper”) and

physi ol ogi cal (“brain scans”, etc.) testing procedures enpl oyed by
mental health professionals in their exam nations of individuals.
The purpose of this sectionis to briefly review the nore
psychol ogi cal common tests used and provide a brief overview for
the practitioner to be able to understand how t hey work and

under stand how to question an expert about such tests.
Physi ol ogi cal tests will be covered bel ow

The tests that will be reviewed here include the M nnesota
Mul ti phasic Personality Index (MWI) plus the |ater version (MWPI -
2) and the adol escent version (MWI-A). Additionally listed, but
not described will be other comon tests used by clinicians.

8§ 5:48 M nnesota mnultiphasic personality indices

There are three related tests which formthe M nnesota
Mul ti phasic Personality Indices: the MWI-I (the original), the
MWPI -2 (which is an updated and revised version of the original)
and the MWI-A (which is a related tests for adol escents). Each of
these will be described bel ow briefly.

8§ 5:49 —xriginal MW

The MWl is the nost widely used and researched personality
test and has been witten about in literally thousands of books
and articles.***1* Kline, The Handbook of Psychol ogi cal Testing
458 (1993).*** The test neasures fourteen variables (such as
par anoi a, depression, and schi zophrenia), but approximately 200
"scal es" have been devel oped. These scal es are categories of
measur enent that provide a nore detail ed and specific anal ysis.
For exanple, there are scales to neasure anger, social disconfort,



cynicism and even addiction proneness. In addition to nmeasuring
t hese types of characteristics, there are scales to neasure |ying,
def ensi veness, and exaggeration—all of which are inportant to an
attorney who needs to determ ne whether the defendant is

mal i ngering or exaggerating his nmental illness.***2* The MWPI is
not a diagnostic test to be used in conjunction with the DSM 1V,
but rather is used as an aid in evaluating individuals.***

The original MWI was devel oped in the 1930s and 1940s by
St ar ke Hat haway and J.C. McKinley and contai ned approxi mately 550
true—fal se personality questions.***3* Pope, Butcher &anp; Seelen,
The MWI, MWPI-2, and MWI-A in Court 5 (1993)(hereinafter Pope,
MWPI); Meyer, The Cdinician's Handbook: The Psychopat hol ogy of
Adul t hood and Adol escence 17 (1989) (hereinafter The Cinician's
Handbook) . *** The MMPI exanines personality, attitudes toward the
test and the test-givers, and additionally provides other useful
scales to identify or clarify specific problemareas the
i ndi vi dual may have. ***4* |d. ***

The MWPI has been the subject of continued criticism on the
grounds of its lack of rel evance and appropri ateness as well as
for being outdated.***5* |d. at 6. See also Kline, Handbook of
Psychol ogi cal Testing at 460.*** Nevertheless, its ubiquity in the
worl d of psychiatry and psychol ogy has rendered it generally
accepted in the field. Additionally, the difficulties that many
claimexisted in the MWI have been addressed by the changes in
t he new, anended test, the MWl -2, which was introduced in 1989.

§ 5:50 -M\PI -2

The new MWPI -2 consi sts of approximately 700 questions which
are nore contenporary and | ess sexist than its predecessor. There
are nearly 25 percent nore questions and there are several new
synptomoriented scal es, such as depression and bi zarre
ment ati on. ***1* Pope, MWl at 6.*** |In addition to the expanded
scal es for synptonms, other scales were devel oped to address nore
clinically based problens, such as negative treatnent
i ndicators. ***2* | d. ***

§ 5:51 —MWPI-A



The MWI-A is a variation of the MWI and MWI -2 for use with
adol escents between the ages of fourteen and ei ghteen. There are
several distinctions between the "adult" versions and the
adol escent version. Anong the differences are that the MWPI-A is
about 250 questions shorter than the MWI -2, has a section that
relates only to adol escent problens, and scores the test results
by conparison only to adol escent averages—Aot adult averages.***1*
Pope, MWl at 7.*** The MWPI-A al so has specific scal es geared
toward adol escents, as well. Thus, there are scales to neasure
conduct disorders and ot her problens not seen in adults.

In the event the defendant is an individual between the ages
of fourteen and eighteen, it is inportant that the testing
psychi atri st or psychol ogi st have used the MWI-A and not the
adult version. If there is sonme reason that your expert used the
adult version (perhaps the |onger version would be the only
accurate method of neasuring certain disorders), be certain that
your expert can rationally and convincingly explain the reason for
using the adult test.

In the event the other side used the adult test, you will be
abl e to ask hel pful inpeachnent questions on cross-exam nation.

8 5:52 —Checklist for using the MWIs in the courtroom

This book is much too short to accurately explain the MVPIs.
The tests are much too inclusive and detailed to be thoroughly
under st ood here. Nevertheless, the following outline will give you
a basis for questions to ask. Cenerally, assum ng your expert wl|
rely on the MWI, you need to focus on the follow ng areas during
di rect exam nation:

VWhat is the MWI? How authoritative is it? Studies that support
that view?How is it adm nistered? Did you adm ni ster/oversee the
test in this case? Wat does the test neasure? How does the test
measure such matters? What doesn't the test neasure? Reviewthe
findings of the defendant's test. How did you rule out the
possibility that the defendant was faking? Are there specific ways



built into the test to determne that the witness is |ying, being
secretive, or manipul ative?

I f you are going to rely heavily on the MWI or believe that
t he opposing counsel will rely on the test, be sure to review in
detail Pope, Butcher and Seel en, The MWI, MW I -2, and MWPI-A in
Court (1993). It was published by the American Psychol ogi cal
Association and is useful for clearly understanding the test.
Addi tionally and nost hel pfully, the book contains eighty sanple
guestions to use when exam ning the experts and provides an entire
chapter on how to assess nalingering and ot her aspects of
credibility.

8§ 5:53 O her tests used by psychiatrists and psychol ogi sts

The other well-known tests used by psychiatrists and
psychol ogi sts are the tests known as the Rorschach test, the 16 PF
test, the WAIS-R tests, and the SCID, a structured diagnostic
i nstrument.***1* Meyer, The dinician's Handbook 5 (2d ed.
1989) . ***

DRUG THERAPY FOR | NDI VI DUALS W TH MENTAL DI SORDERS

8§ 5:54 Generally

When i ndividual s have substantial nental disorders, such as
schi zophreni a and bi pol ar disorders, they are often prescribed
phar maceuticals to treat such disorders. The adm ni stration of
certain drugs has becone a major issue in cases where the drugs
change the essential nature of the defendant. For exanple, in
Ri ggins v. Nevada, ***1* Riggins v. Nevada, 504 U S. 127 (1992).***
the United States Suprene Court held that the defendant had a
right to stand trial w thout antipsychotic drugs being forcefully
adm ni stered when the defendant was relying upon the insanity
defense for the crinme charged. Since the effect of the drug was so
prof ound on the defendant's deneanor, the Court found that the
def endant was entitled to have the jury see himin an unnedi cated
state, as he was at the tinme of the crine.***2* The issue of
forced nmedication for purposes of conpetency is addressed in
Chapter 4. ***



In the event that you have a case involving psychol ogi cal
i ssues and the defendant (or a witness, for that matter) is taking
substantial nedication for psychosis or bipolar disorders, it is
inportant to be famliar with the nanes of the drugs and their
effects. If you are review ng nedical records of your client, for
exanpl e, and notice that your client takes Hal dol, you woul d
imedi ately realize that the client may be psychotic. This book
only refers to those drugs used in major nental disorders such as
psychosi s and maj or npod di sorders. Accordingly, only drugs used
to treat those disorders are included. They are grouped by their
function: antipsychotic nedication; antidepressants; and anti manic
dr ugs.

CGenerally, if you are review ng nedical records or
pharmaceutical records wi thout the help of an expert, consider
using the PDR or a |layperson's guide to drugs for help in
under st andi ng what drugs are being used and their effects and side
effects.***3* The book nost frequently relied upon in this chapter
i s Yudof sky, Hal es &anp; Ferguson, What You Need to Know About
Psychiatric Drugs (1991).***

8 5:55 Antipsychotic nedication

Schi zophreni a and rel ated psychoses are extrenely disabling
ment al di sorders that appear in roughly one percent of the general
popul ati on, although they account for approximtely 40 percent of
all hospitalized psychiatric patients.***1* Leonard, Fundanental s
of Psychophar macol ogy 123 (1992).***

Many i ndivi duals who have schi zophrenia or exhibit other
psychotic behavior are treated with anti psychotic nedication. The
di fferences anong the various nedications are substantial and it
is far beyond the scope of this book to discuss the differences.
However, antipsychotic drugs are generally divided into | ow,
medi um and hi gh potency categories. The higher the potency, the
nore |likely the negative side effects (which are discussed | ater
in this section).



Ceneral ly, psychotic behavior is believed to result partly
froman excess of dopamine in the brain or an increased
sensitivity of the dopam ne receptors. Antipsychotic drugs are
believed to prevent dopam ne from binding to dopam ne receptors in
the brain.***2* Yudof sky, Psychiatric Drugs at 177.*** Cbviously,
this explanation is a greatly sinplified explanation, yet it
suffices for an overvi ew purpose.***3* For a nore sophisticated
and accurate explanation, see Leonard, Fundanental s of
Psychophar macol ogy, 123-43 (1992).***

The side effects of antipsychotic drugs that are the nost
worrisome are what are referred to as the "extrapyram dal” ones:
such as stiffening or twisting of facial and other body nuscles
(dystonic reactions); synptons that m m c Parkinson's di sease,
such as | oss of facial expression, drooling, trenors or shaking
and sl ow novenent; agitation and restl essness, and tardive
dyski nesia, the involuntary novenents that can affect facial and
ot her muscl es and can becone progressively worse and al so
irreversible, and “akathisia” or intense restlessness.***4*
Cramrer &anp; Heine, The Use of Drugs in Psychiatry, 82-83 (3d ed
1991); Yudofsky, Psychiatric Drugs 182, 185-88, 196.***

The nore conmon drugs for psychosis include the
foll owi ng: ***5* Description of the drugs found in this chapter are
taken from Yudof sky, Psychiatric Drugs, and Arana &anp; Hyman,
Handbook of Psychiatric Drug Therapy (1991).***

e Chl or promazi ne: (Thorazine). This drug is a | ow potency
anti psychotic and has a sedative effect as well as an
anti psychotic effect.

*Hal operidol: (Haldol). This drug is a high-potency
anti psychotic which has a high risk for extrapyram dal synptons.

eThioridazine HCl: (Mellaril). This is a | ow potency
anti psychotic with a highly sedative effect.

*Cl ozapine: (Clozaril). This is an internedi ate potency
anti psychotic which carries a risk of seizures and a risk of
agranul ocytosi s, which decreases white bl ood cells.

Newer agents such as Risperidone (Ri sperdal) and other so-
call ed “atypi pical antipsychotics” have a superior side-effect
profile to the above, and are rapidly becomng first line
anti psychoti c agents.




8§ 5:56 Drugs for nood disorders

There are two | arge categories of drugs for nood di sorders:

anti depressants and anti mani c drugs. The anti depressant drugs are
prescribed to alleviate synptons associ ated with depressive

di sorders. The antimanic drugs are generally adm nistered to

i ndi vi dual s who exhi bit bipolar disorders and mani ¢ di sorders.

8§ 5:57 —Anti depressant drugs

Al t hough there are several antidepressant drugs that are
avai |l abl e for depression and that work in different ways, nost
individuals are nost famliar wwth a new drug, tradenane Prozac.

There are few categories of antidepressants which are
commonl y described: (1) heterocyclics, which work by inhibiting
the nerve cells' ability to reabsorb certain neurotransmtter
drugs in the brain; (2) nonoam ne oxidase inhibitors (MAOS),
whi ch prevent an enzyme (nonoam ne oxi dase) from breaki ng down
certain neurotransmtters; and (3) serotonin-specific drugs, which
work by limting the re-uptake of serotonin (a neurotransmtter)
in the brain.***1* Yudofsky, Psychiatric Drugs at 42-48.*** Prozac
is a nenber of this last fam |y of drugs.

The nore comon anti-depressants are the foll ow ng:
cAmtriptyline: (Elavil). A heterocyclic.

elmpramne: (Tofranil). A heterocyclic.

* Fl uoxetine: (Prozac, others). A serotonin-specific drug.

*|l socarboxazid: (Marplan). A MOA inhibitor
*Phenal zine: (Nardil). A MAO inhibitor.

§ 5:58 —Antinmani c drugs

The antimanic drugs are given to individuals who either have nmanic
epi sodes or who have bi pol ar disorders. There are two types of
drugs frequently given to the individuals with these di sorders:

Li t hi um and Car banazepi ne.

§ 5:59 — —Lithium



This drug is nost commonly given to individuals with manic or
bi pol ar disorder. It works to |level out the manic episodes and is
often taken daily as a prophal axis to having continued epi sodes.
Lithiumis given to individuals who have either episodes of mania
or episodes of both mania and depression. It does not work
i mredi ately, but usually takes about a week or so before a
noti ceable effect is reached. ***1* Cramrer &anp; Heine, The Use of
Drugs in Psychiatry ch. 20 (3d ed. 1991); Yudofsky, Psychiatric
Drugs at 136.***

8§ 5:60 ——€arbamazepi ne, Val proic Acid, Lanotrigi ne

These drugs are useful in the treatnent of mania (and for
Lanotrigi ne, also depression) and are used with individuals who
have frequent bouts of mania or who do not respond to treatnent
with lithium Sonetines, both |ithiumand one of these drugs are
given in conjunction with antidepressants or other drugs.***1*
Yudof sky, Psychiatric Drugs at 136, 137.***

Quantifying the Cognitive Aspects of Mental 11l1]ness
In the Forensic patient

This section will discuss those neurophysiol ogical (e.g.-physical
tests) and neuropsychol ogi cal neasurenents that are often used by
mental health professionals to assess and neasure an individual's
overall cognitive function, particularly in the realm of the
capacity to formspecific crimnal intent.

An Overvi ew of Functional Neuroanatony

The brain is divided into tw specific anatomc regions, the
cortex and the brain stem \While the brain stem can be inportant
in regards to behavioral and cognitive abnormalities, this section
will concentrate on the role of the cortex in cognition. The
cortex is divided into four regions: the frontal |obes, the
tenporal |obes, the occipital |obe, and the parietal |obes. The
frontal and tenporal |obes of the brain are involved in (anongst
other cognitive functions) preneditation, deliberation, and the
formation of specific intent (both as regards critical and non-
critical decision-nmaking). Specific abnormalities of these brain
regions can result in <cognitive abnormalities that my be
inportant to a psychiatric defense. There are a variety of ways



to assess frontotenporal cortical brain functioning, and these are
di scussed bel ow.

In addition, many nedical conditions (e.g. brain injury, seizure
di sorder, cancer, denentia, etc.) can be associated with specific
abnormalities of the frontal and/or tenporal | obes. When
assessing your client for psychiatric disease, it is inportant to
have an expert screen for pre-existing neurologic disorders, which
may affect frontal or tenporal |obe functioning.

The Linmitations of DSMIV in the Forensic Setting

Wile the DSMIV is a nosological docunent that seeks to
categorize and subdivide nental illness by common characteristics,
the forensic aspects of nental illness are in fact dinensional
characterizations of cognition (at it’s essence, cognhition is
defined as an individual’s ability to think logically). Thus the
| egal definitions of an abnornmal cognitive state do not correlate
to any particular DSM IV di agnosis. That is to say that the |aw
is often interested in cognitive concepts such as "insanity",
"“di m ni shed capacity”, and the like; which are really descriptions
of a particular cognitive state, but are not nedical diagnostic
terms. Underlying these legal constructs is a specific definition
of "cognition", This is either the ability of an individual to
preneditate, deliberate, and form specific crimnal intent (as
pertains to homcide), or the cognitive capacity of an individual
to understand and interact with others (as pertains to infornmed
consent, aiding in one’s own defense, etc.). VWiile all of the
DSM IV nental illnesses discussed above can adversely affect on
"cognition", it is inportant to understand that the neasurenent of
"cognition" from a forensic standpoint (and also from a
neur opsychol ogi cal and neurophysi ol ogi cal st andpoi nt) exi sts
separate and apart from an specific DSM IV di agnosi s.

Neur opsychol ogi cal and Medical Cognitive Testing

Neur opsychol ogical testing is generally not perforned by al

psychol ogi sts, but is admnistered by a subset of Ph.D. degreed
psychol ogi sts terned neuropsychol ogists. Neuropsychol ogi sts have
specific training in the admnistration and interpretation of
specific cognitive assesnent test batteries. In addition, thorough
neur opsychol ogical testing has built into it paradignms to assess
for the presence of synptom anplification or nmalingering for
secondary gain, inmportant issues when presenting a psychiatric
def ense. Wiil e the nuances and subtleties of neuropsychol ogical



testing are beyond the pﬁbl of this particular docunent, there are
other authoritative texts®to which the reader is referred.

Neur opsychol ogi cal assesnment is generally conposed of a battery of
tests administered to an individual t hat measure agai nst
statistical norns that person's ability to "think". A
neur opsychol ogi st generally adm nisters a battery of 10 - 12 tests
that specifically key on certain domains of cognition, such as
attention, concentrati on, short-term menory, i nformati on
processing speed, vi sual nenory, vi sual recal |, executive
functioning and the |ike. The neuropsychol ogi st then synthesizes
this information in the form of a report that seeks to
di mrensionally categorize the presence or absence of specific
cognitive deficits in an individual and the degree of inpairnent
present in each of these cognitive donains.

It is inportant to note that cognitive deficits can exist across
the spectrum of psychiatric and neuropsychiatric disease, such
that individuals with schizophrenia, nood disorders, denentia,

delirium and other neuropsychiatric disorders wll all to a
greater or |lesser extent exhibit cognitive deficiencies on
neur opsychol ogi cal testing. In addition, many of the nedications

used to treat psychiatrically inpaired individuals can cause
cognitive deficits of their own. Finally, acute and chronic drug
and al cohol abuse can also result in denonstrable cognitive
deficits on this type of testing. Thus neur opsychol ogi cal
assessnment can statistically categorize the presence and severity
of key cognitive deficits in a crimnal defendant, and in many
instances is neccesary to denonstrate to the court and/or a jury
the presence and "cognitive" severity of the psychiatric illness
at issue.

Medi cal and neurophysi ol ogi cal testing
In addition to neuropsychol ogical testing, cognitive abnormalities
can be denonstrated through neurophysiological testing. These
physi cal tests of actual brain anatony and function include:

1. The use of static testing, such as CAT scans (CT) and Magnetic

Resonance | magei ng (MRI) to | ook for anatom c brai n
abnormalities (atrophy, injury, stroke, brain nmalformtion,
etc.).

! Neuropsychology for Clinical Practice, Adams, RL, Parsons, OA, Culbertson,JL, Nixon,SJ, 1996, American




2. The use of neur ophysi ol ogi cal testing i ncl udi ng
Electroencephalographya brain stem and vi sual evoked
responsesa and P-300 neurophysiological testing to denonstrate
brain electrical conduction (e.g.- "wiring") abnornmalities.

3. The use of dynamc neuroimging, such as Positron Em ssion
Tormography (PET) or Single Photon Em ssion Ronography (SPECT)
scanning, to delineate netabolic or blood flow abnormalities in

specific regions of the brain associated with a specific

cognitive deficiencya

Again, these tests are dinensional in nature and wll detect
appropriate abnormalities in many of the psychiatric disorders
noted above. These types of tests are wuseful adjuncts in

characterizing the presence and cognitive severity of the various

psychiatric diseases discussed above. If any one test is used

alone to “prove” a specific psychiatric defense, this over-

reliance on a single nedical technology nmay be subject to a

Daubert heari ng.

Finally, there are a variety of common nedical conditions that can

cause or augnent specific cognitive abnormalities in Dboth

psychiatrically ill and psychiatrically well individuals. These

woul d i ncl ude:

1. The <cognitive/brain effects of chronic heart and vascular
di sease.

2. The cognitive/brain effects of endocrine disorders, such as
di abet es and thyroid di sease.

3. The cognitivel/brain effects of autoinmune disorders, such as

system c | upus eryt hemat osus.

Psychological Association, Washington, DC
2 reference #2
® reference #3.



4. The cogni tive/brain effects of specific non- psychiatric
medi cat i ons.
5. The cognitive/brain effects of neurotoxins (eg-lead, solvents,
etc.).
6. The cognitive/brain effects of other non-psychiatric nedical
conditions (eg- cancer, HV, etc).
Again, there are literally thousands of nedical, toxicological and
nmedi cation-related cognitive effects that can inpinge on both
"psychiatrically ill" and "psychiatrically well" individuals, and
may have pertinent ramfications in denobnstrating cognitive
abnornmalities in specific crimnal defendants. However the scope
of this discussion is so broad, that it cannot possibly be
enconpassed in this text.
In summary, the conprehensive di nensional assessnent of a crimnal
defendant's cognitive status should include not only the rendering
of the DSM 1V diagnosis and an appropriate report by an expert,
but should also include the judicious use of neuropsychol ogical
and neurophysiological testing (and, where appropriate, nedica
testing) to buttress these concl usions.
The expert’s report and the di nensional assessnent of Cognition

Wen engaging a nental health expert to evaluate a client, you
shoul d ask the expert the follow ng questions:

1. Does the patient have a nedical/neurological condition that
could affect cognitive functioning?

2. Does the patient take any nedications that could affect
cognitive functioning?

3. Does the patient have a history of toxin exposure that could

af fect cognitive functioning?

* Reference #4



4. Have you done, or wll you refer the patient for cognitive
testing by a bonafide neuropsychol ogi st ?

5. Have you done, or wll you refer the patient for neuroimging
and/ or neurophysiologic testing to denonstrate brain physiologic
abnormalities?

6. Have you requested the patient's past nedical records and/or
ordered current nedical tests to evaluate for non-psychiatric
di sease rel ated causes for any cognitive abnornmalities?

Not every defendant will require all of these tests, and none of

these tests can stand alone as "proof" of a particular type of

cognitive deficit. However, this type of ancillary testing is
reflective of the nodern age of nental health, and should be part

of any conprehensive psychol ogical/psychiatric evaluation of a
mentally ill defendant.
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