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 Characterized by the presence of one or more delusions 

lasting one month or  longer 

 The delusion are not due to medical illness, medication 

side effects, illicit drug or another psychiatric disorder. 

 Some times delusion are only presenting symptoms. Unlike 

schizophrenia which is multisymptematic disorder. 

 No prominent hallucinations. Tactile and olfactory 

hallucinations related to theme of delusion may present 

 Although functioning is impaired in the delusional area but 

in other areas behaviour and thinking are impaired.    



Following are the specific types of delusion disorder type 

 Erotomanic Type:   In this central theme of delusion is that 

another person is love with the individual 
 

 Grandiose Type: Central theme of the delusion is the 

conviction of having some great talent of insight or having 

made some important discovery. 
 

 Jealous Type:  Central theme of delusion is that his or her 

spouse or lover is unfaithful. 
 

 Persecutory Type: Presence of delusion of persecution. 



 Somatic type: Central theme of delusion involves body 

functions or sensation. 

 

 Mixed Type: This subtype applies when no one delusion 

theme predominates  

 

 Unspecified Type: When the dominant delusion belief can 

not be clearly can not be determine or is not described in 

the specific type.  



 Prevalence is 0.03 % 

 

 Mostly starts in middle ages 35-40 years. 

 

 Slightly more frequent in female.  



 Etiology is not well defined.  

 

 Genetic transmission appears to be an important factor.  

 

 Common occurrence in neurological illness has led to the 

speculation that the limbic system, basal ganglia and 

neocortical associations may be involved in the 

development of the disorder. 



 Advancing Age 

 Sensory Deprivation 

 Social Isolation  

 Recent Immigration 

 Family history of psychiatric disorder 

 Female gender  

 Neurological injury  



 Chronic course, although 30-50 % of patients show 

substantial remission after 10-15 years 

 

 Prognosis is better with and acute presentation and an 

early age of onset.  



General Issues:  

 Persons with delusional disorder do not take treatment 

due to denial and mistrust. 

 Patients are frequently non complaint with recommended 

treatment. 

 Hospitalization typically not required unless patient is 

dangerous. 

 A complete medical work up is indicated to rule out 

medical or substance related disorders.   

 



 A trial of second generation antipsychotics could be 

helpful.  



 Attempt to establish a strong therapeutic alliance with 

patients. 

 

 Assure the confidentiality (except if dangerousness 

becomes an issue). 

 

 Insight oriented psychotherapy, supportive and cognitive 

behaviour therapies are beneficial. 

 

 Patient typically reject group therapy because of trust 

issue.   



Brief Psychotic Disorder: 

 Sudden onset 

 Presence of florid psychotic symptoms (delusions, 

hallucinations and formal thought disorder), disorganised 

behaviour or catatonic signs. 

 Duration: More than I day but less than 1 month. 

 Recovers completely to the pre morbid level of functioning.  

 Often precipitated by a stressful life event. 

 May be with stressor or without stressor or with post 

partum onset or with catatonia . 
 



 In United State, It accounts 9% in first episode of psychotics 

 

 More common in 20-30 years age group. 

 

 Brief psychotic disorder is two fold common in female than 

male.  

 



Hospitalization is generally required to: 

 Provide safe environment. 

 

 Rule out medical, medication related and substance related 

causes of psychosis. 

 

 Antipsychotic is used for psychosis. 

 

 Benzodiazepine or mood stabilizer for agitation.  

 



 

 Essential feature of Schizophrenia are present. 

 

 Duration: At least 1 month but less than 6 months. 

 

 Personal, occupational and social functioning may be 

impaired. 

 

 Recovers completely to the premorbid level of functioning. 



 Life time prevalence 0.2 % is approximately. 

 

 Male and female prevalence is equal  

 

 Treatment : Basically same as for schizophrenia  

 



 Persistence of both mood disorder(manic, depressive or 

mixed episode) and characteristic . 

 

 Persistence of psychotics symptoms in the absence of 

mood symptoms at least for 2 weeks . 

 

 Impairment in personal, social and occupational 

functioning. 

 

 Disturbance is not due to the effects of a substance or 

another medical condition.  



Bipolar Type: 

 This sub type applies if a manic episode is part of the 

presentation major depressive episode may occur. 

 

Depressive Type: 

 In this only major depressive episodes are part of the 

presentation. 

 Prevalence life time prevalence is to be 0.3 % 

 Schizophrenia disorder is higher in females than in males  

 

 

 



 Prognosis of schizoaffective is some what better than 

schizophrenia disorder but worse than mood disorder 

 

 The suicide risk in schizoaffective disorder is 5 %. If 

depressive symptoms are present then suicide risk is high   



 General Consideration:  

It is generally accepted hath a combination of antidepressant, 

mood stabilizer and antipsychotics medication along with 

psycho-social interventions represent the best approach   



 Second generation antipsychotics are more beneficial than 

first generation antipsychotic. 

 Clozapine may be the most effective antipsychotic 

medication for the treatment of schizoaffective when 

accompanied by suicidal behaviour. 

 Antidepressant for depression. Mood stabilizers (Lithium, 

dival proex, SGAs, Carbamazepine for manic episode. 

 

 ECT: It can be effective for patients refractory to the usual 

treatment or who are suicidal    



 Supportive psychotherapy, group therapy, family therapy 

and cognitive behaviour therapy can be helpful as adjunct 

to medication. 



Characterised by the following: 

 Presence of prominent delusion or hallucination that are a 

direct psychological effect of substance (e.g. drug abuse, a 

medication , a toxin) example included.  

 Substance intoxication (Alcohol, opiods, cannabis, 

amphetamine, cocaine, inhalants). 

 Substance withdrawl (Alcohol, benzodiazepine). 

 Medications: (e.g. Corticosteroids, antidepressants, 

anticholineragic agents). 

 Toxin: (e.g. Organophosphate insecticides, nerve gases, 

carbon monoxide  



 Treatment of substance intoxication and withdrawl. 

Treatment of toxin 

 

 Tapering and stoppage of medication or shift to other 

medication. 

 

 Start with low dose antipsychotic and go slow increase 

with titration of symptoms and benefit.     



 Characterised by the following 
 

 Presence of prominent hallucinations or delusions that are 

direct physiological effect of a medical condition e.g 

Temporal lobe epilepsy and right parietal lesions.  



 Treatment of underlying medical conditions. 

 

 Use of second generation antipsychotics preferred.  

 

 Start with low dose go slow with titration of symptoms.   




