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IN THE COURT OF COMMON PLEAS OF CLEARFIELD COUNTY, PENNSYLVANIA
CRIMINAL ACTION

: -
COMMONWEALTH OF PENNSYLVAN IA : L E D

- HLED o peseem J @zoqiw

KELLY A. McCLINCEY,

pefendanfy o5 2001 - Wllam haw
\M\\lamA.Sha\'f Ql-laoo: ¢ ek o

PETITION FOR THE NT OF A TEMPORARY GUARDTIAN

AND NOW COME your petitioners, Garry McClinceyjand Trisha
McClincey, who file thisg Petition as Parents and Natﬁral Guardians
of an alleged incompetent, Kelly A. McClincey: |

1. Garry McClincey and'Patricia McClincey aré husband and
wife, parents and natural guardians of Kelly A. McClincey,
presently incarcerated in the Clearfield County Prisbn.-

2. It is believed and therefore averred that the salid inmate
while Age 32 is at the present time incompetent and anable to make
decisions as to his personal and financial welfare andiis similarly
incompetent to make decisions concerning the criminal;matters with
which he is confronted and thus requires the appointment of a
Guardian ad litem in order to protect his interests in all matters
including the criminal and civil proceedings pending agalnst him.

3. It is believed and therefore averred that thelr positions
&S parents and natural guardians of this individuail give them
standing to file this emergency petition.

4. In May of 2000, Kelly McClincey was arrested by the

Pennsylvania State Police and charged with numerous offenses




including officials of the Pennsylvania State Police.

5. Since the date of his incarceration McClincey has failed
to interact with the normal prison population and has been held in
confinement where he has refused exercise, has refused to eat and
in general exhibited behavior which is counterproduétive to an
adjustment to the prison population.

6. The said inmate has also refused to meet with any family
members and has made statements claiming he is a Ukanian citizen,
a member of the diplomatic corps and involved in the spying for one
of several nations. He has also denied any family ties and the
existence of his parents. The defendant has further refused the
assistance of private counsel including David A. Mason, Esquire and
John R. Carfley, Esquire.

7. The said individual has further refused to recognize his

N
natural parents or any or all of his family members.

8. A complete comprehensive psychological report was prepared
by Dr. Stephen Ragusea, a true and correct copy of which report is
attached hereto as Exhibit A. This report was prepared pursuant to
an Order of this Court dated September 26, 2000.

9. Based on thié\report McClincey was transported to Warren
State Hospital in December of 2000 for a three month evaluation.
Upon his return his case was placed on the trial list.

10. Members of the Public Defenders Office negotiated a plea
with the District Attorney’s office for a minium of five (5) years
incarceration with the maximum to be left at the discretion of the
court.

11. The said inmate was sentenced on or about June 1S9, 2001,




at 9:00 A.M. to a five year minimum sentence with a mdximum of 15
years and will shortly be transported to the Western, Diagnostic
Center. ' . !

|

12. Your Petitioners’ motion to receive and review a copy of

the psychological report prepared by the psychiatrist at Warren

State Hospital was held subsequent to sentencing at apbroximately
|

9:15 A.M. on June 19, 2001. The motion was denied at that time.
13. It is believed and therefore averred that the| essence of

psychophrenia is that the individual may be lucid at o#e time and
!

inconteninent hours or even minutes later so that anythﬁng said to
i

the court, his public defenders or anyone attempting toicorrespond

with him must be viewed with suspicion. é
|
14. Prior to his involvement with the Clearfﬂeld County
I
Justice System Mr. McClincey was engaged in business op%rations in
the State of Virginia. At the present time his éutstanding
businesgs interests including his obligation to the Irter%al Revenue

Service and the Virginia Department of Taxation require yesolution.
15. It is believed and therefore averred that durihg the past
l
three years Mr. McClincey has not maintained or folloﬁed through
|

with his business responsibilities thus resulting in éutstanding
{

i

debts abd claims including claims for federal taxes and state taxes

with the Virginia Department of Taxation. i

16. In addition Mr. McClincey was involved in a miAor traffic
accident in the State of Vlrglnla for which he is belng sued for
property damages wh1ch.1nc1dent requires representation 1n order to
avoid complications of the legal matters dealing with tpls mishap

1

including the insurance claim pending. |




17. It is further believed and therefore aveﬁred'that a
Guardian ad litem is needed to monitor the healthcare %rovided by
the Commonwealth of Pennsylvania during this individual%s period of
incarceration and also to assist the individual in meéting legal
obligations established by the court. |

18. In general this individual over the past tw$ years has
shown a propensity to neglect his business interesté, personal
affairs, bills, mail and other personal items and haé exhibited
dillusional behavior including an unwillingness to commuﬁicate with
Oor accept any - assistance from his family or any %ndividuals
associated with his family.

19. It is believed and therefofe averred thatéthe court
should appoint an attorney as a guardian ad litem énd should
further appoint the parents of this individual as Co—aé litems to
assist in all civil and criminal matters currently pehding with
this individual. !

WHEREFORE, Petitioners request this Honorable Court to enter
an Order directing the court, the District Attorney’s dffice, and
the Public Defender’s Office to appear and show cause Why
an attorney should not be appointed to act as Guardian %d litem to

. N . i .
represent this individual’s interest henceforth znd !secure if

necessary an independent psychiatric evaluatio

Johh R. Carf e’%\ |
Attorney for/PetTticners
P. O. Box 249 i
Philipsburg, Pa., 16866

Dated: June 19, 2001




VERIFTICATION : I

I hereby verify that the statements wmade in thas in§:rument
are true and correct. I understand that falsge gtatements herein
are made subject to the penalties of 18 Pa. C.S.§54904 relating to

unsworn falsification to authorities.

Datced:
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< : - - » Mary A. Boutselis, Ph.D.
: e e Héncy R. Chiswick, Ph.D.

A e Ruben J. Echemendia, Ph.D.
S Arjm T. Greeley, Ph.D.

F e Dennis E. Heitzmann, Ph.D.

L Cee Neal A. Hemmelstein, Ph.D.

Psychological Center, P.C.. Jeffrey S. Jackson, Ph.D.

R! Scott Lenhart, Ph.D.
The Atrium At Allenway ! cott Lenhart, Ph.D
315 South Allen Street Marolyn E. Morford. Ph.D.

Suite 218 Patricia E. Piper, Ph.D.

State College. PA 16801 ' Séephen A. Ragusea. Psy.D.. ABPP

(814) 234-3010 ;
Fax (814) 234-2170 J Gowen Roper, Ph.D.

FORENSIC
P HOL L SCREENIN

I. IDENTIFYING INFORMATION:

NAME: Mr. Kelly A. McClincey

AGE: Thirty-Two Years, Five Months
BIRTH DATE: June 12, 1968

DATE OF SCREENING: October 30, 2000

II. REA FOR EVALUATION:

Mr. Kelly McClincey’s attorney John R. Carfley, Esquire requested an evaluation
of Mr. McClincey, a prisoner at Clearfield County Jail. Mr. McClincey was
charged with very serious crimes including attempted Criminal Homicide and
Aggravated Assault. : -

III. EVALUATION TECHNIQUES UTILIZED:

1. Clinical Interview . '
2 Review of Available Records including: a) Police Investigative Records,
and b) Kelly McClincey’s High School Records.
3. Telephone Family Interviews

IV. BASIC OBSERVATI ;

Mr. Kelly McClincey presented as a bearded, somewhat disheveled, Caucasian
male appearing his stated 32 years. Mr. McClincey was not able to develop an
appropriate level of relationship with the examiner due to what appeared to be a

complex paranoid delusional system. He was oriented to person, place, and time
but, although he knew he was m prison, he was not able to explain why he was

in prison.

EXHIBIT f
A ;
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When we discussed the attorney who hired me to evaluate Mr.. McClincey, Mr.
John R. Carfley, Mr. McClincey stated that he would not speak with Mr. Carfley
because he was hired by two people pretending to be his parents. According to
Mr. McClincey, “They look something like my parents but I'd reécognize them if
they were my parents.” Mr. McClincey asserted that these people were not his
parents but he could not explain why these unknown strangers were willing to
pay for his attorney and were concerned about his well being.

During the interview, Mr. McClincey exhibited a variety of strange behaviors.
For example, during the approximately one hour interview, he frequently picked
hairs or pieces of skin off his prison uniform or his hands. He would carefully
place each piece of recovered body material inside his undershirt as if it were
important to preserve the material on his person. When this odd behavior was
pointed out to him and challenged, Kelly McClincey insisted that he could stop
doing it if he wanted to. He proudly took one hair from his shirt and placed it on
the table in front of us with great care and discipline. He seemed quite satisfied
with this accomplishment but as soon as this psychologist turned away, Mr.
McClincey was observed to secretively pick up the hair and place it inside his
undershirt, along with the others. :

Vision and audition were adequate for the purposes of this screening. Gross
motor coordination was generally within normal limits, as were speech and
physical development. Kelly McClincey was cooperative throughout the first
half hour of evaluation but became increasingly resistant and refused to
participate in any psychological testing. He became very defensi:ve, hostile, and
agitated. Mr. McClincey eventually refused to participate in further interviewing
and demanded that he be returned to his cell. He stood up, paced around the
interview room and waited at the cell door until the guards returned to take him
back to his cell. |

Mr. McClincey reports that he has never used drugs, alcohol, or tobacco and that
he was never been arrested prior to this accident. ;

It should also be noted that one prison guard reported, “This prisoner is always
very cooperative with the prison guards.” And another .guard stated,
“McClincey stands in his cell talking to people who aren’t there. He shouldn’t be
here. He ought to be in the hospital.” |

V. SUMMARY OF FINDINGS: |

Based upon this psychological screening, Kelly McClincey appears to be man
suffering from Paranoid Schizophrenia but he is not obviously p::sychotic to the
casual observer. For example, at the time of this evaluation, Mr. McClincey did
not appear to be hallucinating. However, even based upon my brief interaction
with him and a review of the available records, Mr. McClincey’s judgment is

|
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clearly not rational, given that he has repeatedly subverted his own legal defense
by refusing to meet with his attorneys and endeavoring to represent himself in
court against profoundly serious legal charges. Mr. McClincey’s!behavior at the
time of his arrest also seemed irrational and the police officers remarked about
this in their reports. For example, one of the officers wrote, “I made radio
contact with Trooper McGinnes and she advised of the locations in which she
was following the defendent...how one moment he would run a stop sign, and
then he would slow down and drive real slow in front of her.” Another officer
who questioned Mr. McClincey after the incident wrote, “I then asked the
accused as to why he came out of the car with a rifle.. The accused relates that he
knows nothing about any gun. The accused then related that he was a Ukrainian
citizen and that he is exercising his right to diplomatic immunity.”

It might be argued that Kelly McClincey is simply not very bright and his
behavior is just consistent with poor judgment due to low intelligence. Of
course, stupidity, is not a defense per se in our courts. However, there is an
alternative explanation which is important in this matter. It is likely, that Kelly

McClincey suffers from a mental illness called Paranoid Schizophrenia.

While people suffering from some forms of schizophrenia frequently experience
obvious psychotic symptoms such as delusions, hallucinations, disorganized
thinking, etc., these symptoms are ot universally seen in schizophrenia. In fact,
paranoid schizophrenics often evidence few signs of the disease in superficial
observations. Sometimes the disorder manifests itself in more subtle ways.
Indeed, the Diagnostic and Statisti Jan 10)
Edition, which provides one of

our must ely used ystes of diagni,
reports the following in the section on Schizophrenia (pp. 298-314),

“The essential feature of the Paranoid Type of Schizophreriia is the
presence of prominent delusions or auditory hallucinations in the
context of a relative preservation of cognitive functioning
[emphasis added] and affect. Symptoms characteristic' of the
Disorganized and Catatonic Types (e.g, disorganized
speech...inappropriate affect...or disorganized behavior) are not
prominent. Delusions are typically persecutory or grandiose, or
both, but delusions with other themes (e.g., jealousy, religiosity, or
somatization) may also occur. The delusions may be multiple, but
are usually organized around a coherent theme....Associated
themes may include anxiety, anger, aloofness, and
argumentativeness. The individual may have a superior and
patronizing manner....The persecutory themes may predispose the
individual to suicidal behavior, and the combination of persecutory
themes may predispose the individual to violence....Onset tends to
be later in life than other types of Schizophrenia...These individuals
usually show little or no impairment [emphasis added]....”
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It must also be noted that the police investigation uncovered the fact that Kelly
McClincey’s family members report that he had recently been “asked to leave”
his grandmother’s house because he had been “acting weird” for an extended
period of time. In addition, Kelly McClincey’s parents, durix!ng a telephone
interview with this psychologist, recount a history of their son’sidevelopmental
history which is typical of Paranoid Schizophrenia. They also reported that their
son’s behavior has been typical of schiophrenia for a period of years.

All of this information is consistent with both the delusional systel;m witnessed by
this examiner during the October 30th interview and also with the psychotic
behavior reported by prison guards. f

It would be useful for Mr. McClincey to willingly participate in a full
psychological evaluation which could utilize a wide range of psychological tests
and further interviews to document the nature and severity of Mr. McClincey's
psychopathology and overall psychological functioning. However, based upon
the available information, it is my professional opinion that Kelly McClincey is
suffering from Paranoid Schizophrenia (See Appendix A) and 'that he is not
competent to stand trial. Although Mr. McClincey does understand the charges
against him, the potential punishments, and the general nature ‘of the judicial
proceedings, he is not able to assist in his own defense. Obviously, he is clearly
not competent to represent himself in any legal matter. ;

In addition, Kelly McClincey qualifies for a M’'Naughten defenise because he
likely suffered from the disease of Paranoid Schizophrenia at the time of the
alleged offenses and did not appreciate the nature and quality of h1's acts.

As one of the guards observed, Kelly McClincey should not bei in prison. He
clearly belongs in a secure hospital for additional evaluation and treatment.

Please contact this office if a more complete psychological @assessment is
necessary in the future. !

1,"
Z

St ﬁﬁen@A Ragusea, PSY'V
/Zl?nical Psychologist

Diplomate in Family Psychology,

American Board of Professional Psychology
Fellow, American College of

Forensic Psychology

Certified, American Board of
Professional Neuropsychology
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APPENDIX A

i ERTIRY

Schizophrenia

The essential features of Schizophrenia are a mixture of
symptoms (both positive and negative)
tion of time during a 1-month period (
- with some signs of the disorder persist

P These signs and Symptoms are associated with marked social or occupational dys- :
P function (Criterion B). The disturbance is not better accounted for by:Schizoaffective ;

Disorder or a Mood Disorder With Psychotic Features and is not dlie to the direct
physiological effects of a substance or a general medical condition (Criteria D and E).
In individuals with a previous diagnosis of Autistic Disorder (or another Pervasive
Developmental Disorder), the additional diagnosis of Schizophrenia is warranted

characte;ristic signs and

that have been present for al significant por-

or for a shorter time if succe;ssfully treated), ‘
ing for at least 6 months (Criteria A and C).
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S nizophrenia :
|
{

only if prominent delusions or hallucinations are preéent for at }gast a month (Crite-
‘o B)- The characteristic symptoms of Schizophrenia involve|a range of cognitive
and emotional dysfunctions that include perception, inferential thinking, language
and communication, behavioral monitoring, affect, fluency and productivity of
ght and speech, hedonic capacity, volition and drive, and!attention. No single
tom is pathognomonic of Schizophrenia; the diagnosis involves the recognition
onstellation of signs and symptoms associated with impa!ired occupational or

thou

- ofac
social functioning. 2
" Characteristic symptoms (Criterion A) may be conceptualized as falling into two
proad categories: positive and negative. The positive symptoms appear to reflect an
. excess or distortion of normal functions, whereas the negative symptoms appear to
' reflect 2 diminution or loss of normal functions. The positive syn;'lptoms (Criteria Al-
Ad) include distortions in thought content (delusions), perception (hallucinations),
Janguage and thought process (disorganized speech), and self-monitoring of behav-
jor (grossly disorganized or catatonic behavior). These positive symptoms may com-
prise two distinct dimensions, which may in turn be related toldifferent underlying
neural mechanisms and clinical correlates. The “psychotic dimexiqsion” includes delu-
sions and hallucinations, whereas the “disorganization dimensicj)n” includes disorga-
nized speech and behavior. Negative symptoms (Criterion A5) include restrictions in
the range and intensity of emotional expression (affective flattening), in the fluency
and productivity of thought and speech (alogia), and in the initiation of goal-directed
behavior (avolition). g
Delusions (Criterion A1) are erroneous beliefs that usually involve a misinterpre-
tation of perceptions or experiences. Their content may includc:a a variety of themes
(e.g., persecutory, referential, somatic, religious, or grandiose). Persecutory delusions
are most common; the person believes he or sheis being tormented, followed, tricked,
spied on, or ridiculed. Referential delusions are also common; the person believes
that certain gestures, comments, passages from books, newspépers, song lyrics, or -
other environmental cues are specifically directed at him or her. The distinction be-
tween a delusion and a strongly held idea is sometimes difficult to make and depends
in part on the degree of conviction with which the belief is held despite clear contra-
dictory evidence regarding its veracity.
Although bizarre delusions are considered to be especially chjaracteristic of Schizo-
* phrenia, “bizarreness” may be difficult to judge, especially across different cultures.
Delusions are deemed bizarre if they are clearly implausible and not understandable
and do not derive from ordinary life experiences. An example of a bizarre delusion is
a person’s belief that a stranger has removed his or her intem:al organs and has re-
placed them with someone else’s organs without leaving any wounds or scars. An ex-
ample of a nonbizarre delusion is a person’s false belief that he or she is under
surveillance by the police. Delusions that express a loss of conttol over mind or body
are generally considered to be bizarre; these include a person’s belief that his or her
thoughts have been taken away by some outside force (“thought withdrawal”), that
alien thoughts have been put into his or her mind (“thought insertion”), or that his or
her body or actions are being acted on or manipulated by some outside force (“delu-
sions of control”). If the delusions are judged to be bizarre, onl}fl this single symptom
is needed to satisfy Criterion A for Schizophrenia. !

Hallucinations (Criterion A2) may occur in any sensory modality (e-g- auditory,
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visual, olfactory, gustatory, and tactile), but auditory hallucinations are by far fhehj i
most common. Auditory hallucinations are usually experienced as voices, whethe; - , c

familiar or unfamiliar, that are perceived as distinct from the person S OWN thoughys, lﬂe .

The hallucinations must occur in the context of a clear sensorlum those that oceur giti

while falling asleep (hypnagogic) or waking up (hypnopompic) are considered tq be 1 Ind

within the range of normal experience. Isolated experiences of hearmg One’s name .

called or experiences that lack the quality of an external percept (e » @ humming i des

one’s head) should also not be considered as symptomatic of Sch1zophrema or any aff(*

other Psychotic Disorder. Hallucinations may be a normal part ¢ of religious experi- h

ence in certain cultural contexts. Certain types of auditory hallucmatmns (i.e., two or I:ux

more voices conversing with one another or voices maintaining a» running commer. ch
tary on the person’s thoughts or behavior) have been con51dered to be partlcularly

characteristic of Schizophrenia. If these types of hallucinations are present, then only 2
this single symptom 1is needed to satisfy Criterion A. : d

Disorganized thinking (“formal thought disorder’ ") has been argued by some to be w
the single most important feature of Schizophrenia. Because of the difficulty inherent tr
in developing an objective definition of “thought disorder,” and because in a clinical T
setting inferences about thought are based primarily on the individual’s speech, the i1
concept of disorganized speech (Criterion A3) has been empha51zed in the definition v
for Schizophrenia used in this manual. The speech of individuals with Schizophrenia a
may be disorganized in a variety of ways. The person may “slip |off the track” from I

one topic to another (“derailment” or “loose associations”); answers to questions may
be obliquely related or completely unrelated (“tangentiality”); a:nd, rarely, speech
may be so severely disorganized that it is nearly incomprehensibh;e and resembles re-
ceptive aphasia in its linguistic disorganization (“incoherence” or|“word salad”). Be-
cause mildly disorganized speech is common and nonspecific, the symptom must be
severe enough to substantially impair effective communication. Less severe disorga-
nized thinking or speech may occur during the prodromal and re51dual periods of
Schizophrenia (see Criterion C). |

Grossly disorganized behavior (Criterion A4) may manifest 1t|self in a variety of
ways, ranging from childlike silliness to unpredictable agitation! Problems may be
noted in any form of goal-directed behavior, leading to difficultie!s in performing ac-
tivities of daily living such as preparing a meal or maintaining hygiene. The person
may appear markedly disheveled, may dress in an unusual manner (e.g., wearing
multiple overcoats, scarves, and gloves on a hot day), or may dlsp1|av clearly inappro-
priate sexual behavior (e.g., public masturbation) or unpredmtable and untriggered
agitation (e.g., shouting or swearing). Care should be taken not to apply this criterion
too broadly. For example, a few instances of restless, angry, or, agitated behavior
should not be considered to be evidence of Schizophrenia, espeaally if the motivation
is understandable. i

Catatonic motor behaviors (Criterion A4) include a marked decrease in reactivity
to the environment, sometimes reaching an extreme degree of complete unawareness
(catatonic stupor), maintaining a rigid posture and resisting efforts to be moved (Ca‘?’
tonic rloldltv) active resistance to instructions or attempts to be moved (catatonlC
negativism), the assumption of inappropriate or bizarre postures (catatonic postur”
ing), or purposeless and unstimulated excessive motor act1v1ty (catatonic excite”

P ment). Although catatonia has historically been associated with Sch1zoph1‘em‘~f the
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Jinician should keep in mind that catatonic symptoms are nonspecific and may occur
sn other mental disorders (see Mood Disorders With Catatonié Features, p. 417), in
seneral medical conditions (see Catatonic Disorder Due to a Ci;eneral Medical Con-
" gition, p- 185), and Medication-Induced Movement Disorde:rs (see Neuroleptic-

In duced Parkinsonism, p. 792). :

. The negative symptoms of Schizophrenia (Criterion A5) acc!bunt for a substantial
of the morbidity associated with the disorder. Three riegative symptoms—
e flattening, alogia, and avolition—are included in the!definition of Schizo-
: phrenia; other negative symptoms (e.g., anhedonia) are noted il the “Associated Fea-
. ures and Disorders” section below. Affective flattening is especially common and is
" characterized by the person’s face appearing immobile and unr:esponsive, with poor
. eye contact and reduced body language. Although a person with affective flattening
- may smile and warm up occasionally, his or her range of emotic:)nal expressiveness is
" dearly diminished most of the time. It may be useful to observe the person interacting

"j{ with peers to determine whether affective flattening is sufficien;tly persistent to meet
* the criterion. Alogia (poverty of speech) is manifested by brief, laconic, empty replies.
" The individual with alogia appears to have a diminution of thox:ughts that is reflected
in decreased fluency and productivity of speech. This must be differentiated from an

- unwillingness to speak, a clinical judgment that may require olbservation over time

: :degree
. affectiv

* andina variety of situations. Avolition is characterized by an inability to initiate and

. persist in goal-directed activities. The person may sit for longi periods of time and
. show little interest in participating in work or social activities. ;
" Although common in Schizophrenia, negative symptoms ar% difficult to evaluate

-  because they occur on a continuum with normality, are relatively nonspecific, and

may be due to a variety of other factors (including positive syimptoms, medication .

side effects, depression, environmental understimulation, or gemoralization). If a

- negative symptom is judged to be clearly atiributable to any of these factors, then it
“" should not be considered in making the diagnosis of Schizophrenia. For example, the

- behavior of an individual who has the delusional belief that he v;vill be in danger if he

" leaves his room or talks to anyone may mimic social isolation, avolition, and alogia.

* Certain antipsychotic medications often produce extrapyramidal side effects, such as
+* *bradykinesia, that may mimic affective flattening. The distinctici)n between true neg-
[ ative symptoms and medication side effects often depends on clinical judgment
- concerning the type of antipsychotic medication, the effects of anticholinergic medi-
" cations, and dosage adjustments. The difficult distinction between negative symp-
toms and depressive symptoms may be informed by the other accompanying
- Symptoms that are present and the fact that individuals with symptoms of depression
3 typically experience an intensely painful affect, whereas those with Schizophrenia
- have a diminution or emptiness of affect. Finally, chronic environmental understim-
. tlation or demoralization may result in learned apathy and avolition. In establishing
the presence of negative symptoms that are to be used in mal%ing the diagnosis of
S_.Chizophrenia, perhaps the best test is their persistence for a considerable period of
" time despite efforts directed at resolving each of the potential causes described above.
Ithas been suggested that enduring negative symptoms that a:!re not attributable to
the secondary causes described above be referred to as “deficit” symptoms.
Criterion A for Schizophrenia requires that at least two of the [five items be present
®ncurrently for much of at least 1 month. However, if delusionsi; are bizarre or hallu-




Schizophrenia and Other Péychotic Disorder;

cinations involve “voices commenting” or “voices conversing,” then the Presence of
only one item is required. The presence of this relatively severe cor?stellation of sj
and symptoms is referred to as the “active phase.” In those situations in whjcp, the
active-phase symptoms remit within a month in response to treatment, Criterion 4
can still be considered to have been met if the clinician judges that the SYMptomg
would have persisted for a month in the absence of effective treatment. In children
evaluation of the characteristic symptoms should include due considération of the pres-l
ence of other disorders or developmental difficulties. For example, the disorganizeq
speech in a child with a Communication Disorder should not count :toward a diagno-
sis of Schizophrenia unless the degree of disorganization is significantly greater than
would be expected on the basis of the Communication Disorder alone.

Schizophrenia involves dysfunction in one or more major areafs of functiomng
(e.g., interpersonal relations, work or education, or self-care) (Criterjon B). Typically,
functioning is clearly below that which had been achieved before th;e onset of symp-
toms. If the disturbance begins in childhood or adolescence, howeV;er, there may be
a failure to achieve what would have been expected for the individual rather than
a deterioration in functioning. Comparing the individual with unaffected siblings
may be helpful in making this determination. Educational progress is frequently
disrupted, and the individual may be unable to finish school. Many individuals are
unable to hold a job for sustained periods of time and are employed at a lower leve]
than their parents (“downward drift”). The majority (60%-70%) of individuals with
Schizophrenia do not marry, and most have relatively limited social contacts. The
dysfunction persists for a substantial period during the course of the disorder and
does not appear to be a direct result of any single feature. For example, if a woman
quits her job because of the circumscribed delusion that her boss is ttying to kill her,
this alone is not sufficient evidence for this criterion unless there is almore pervasive
pattern of difficulties (usually in multiple domains of functioning). |

Some signs of the disturbance must persist for a continuous period of at least
6 months (Criterion C). During that time period, there must be at le;east 1 month of
symptoms (or less than 1 month if symptoms are successfully treated) that meet Cri-
terion A of Schizophrenia (the active phase). Prodromal symptoms ate often present
prior to the active phase, and residual Symptoms may follow it. Some prodromal and
residual symptoms are relatively mild or subthreshold forms of the positive symp-
toms specified in Criterion A. Individuals may express a variety of unusual or odd
beliefs that are not of delusional proportions (e.g., ideas of reference orimagical think-
Ing); they may have unusual perceptual experiences (e.g., sensing thelpresence of an
unseen person or force in the absence of formed hallucinations); their ispeech may be
generally understandable but digressive, vague, or overly abstract or concrete; and
their behavior may be peculiar but not grossly disorganized (e.g., mumbling to them-
selves, collecting odd and apparently worthless objects). In addition to these positive-
like symptoms, negative symptoms are particularly common in the prodromal and
residual phases and can often be quite severe. Individuals who had be:en socially ac-
tive may become withdrawn; they lose interest in previously pleasurable activiﬁe§}
they may become less talkative and inquisitive; and they may spend the bulk of their
time in bed. Such negative symptoms are often the first sign to the family that some-
thing is wrong; family members may ultimately report that they experienced the in-
dividual as “gradually slipping away.” 1
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;'btypes and Course Specifiers .

;Ihe diagnosis of a particular subtype is based on the clinical picture that occasioned
' ecent evaluation or admission to clinical care and may therefore change

he mOSt ¥ o ) Ay
ver Hme. Separate text and criteria are provided for each of the following subtypes:

295.30 Paranoid Type (see p. 313)

295.10 Disorganized Type (see p. 314)
295.20 Catatonic Type (see p.315)
295.90 Undifferentiated Type (see p. 316)
295.60 Residual Type (see p. 316)

 The following specifiers may be used to indicate the characteristic course of symp-
toms of Schizophrenia over time. These specifiers can be applied only after at least
1-year has elapsed since the initial onset of active-phase symptoms. During this initial
i-year period, no course specifiers can be given.

Episodic With Interepisode Residual Symptoms. This specifier applies
when the course is characterized by episodes in which Criterion A for Schizo-
phrenia is met and there are clinically significant residual symptoms between
the episodes. With Prominent Negative Symptoms can be added if prominent
negative symptoms are present during these residual periocs.

Episodic With No Interepisode Residual Symptoms. This specifier applies
when the course is characterized by episodes in which Criterion A for Schizo-
phrenia is met and there are no clinically significant residual symptoms be-
tween the episodes.

Continuous. This specifier applies when characteristic symptoms of Criteri-
on A are met throughout all (or most) of the course. With Prominent Negative
Symptoms can be added if prominent negative symptoms zre also present.
Single Episode In Partial Remission. This specifier applizs when there has
been a single episode in which Criterion A for Schizophrenia is met and some
clinically significant residual symptoms remain. With Prominent Negative
Symptoms can be added if these residual symptoms include prominent nega-
tive symptoms.

Single Episode In Full Remission. This specifier applies when there has
been a single episode in which Criterion A for Schizophrenia has been met and
no clinically significant residual symptoms remain. :

Other or Unspecified Pattern. This specifier is used if ancther or an unspec-
ified course pattern has been present. '

lecording Procedures

?he diagnostic code for Schizophrenia is selected based on the appropriate subtype:
:95-30 for Paranoid Type, 295.10 for Disorganized Type, 295.20 for Catatonic Type,
f?5j90 for Undifferentiated Type, and 295.60 for Residual Type. There are no fifth-
ligit codes avalable for the course specifiers. In recording the name of the disorder,
l‘le course specifiers are noted after the appropriate subtype (e.g., 295.30 Schizophre-
1 Paranoid Type, Episodic With Interepisode Residual Symptonis, With Prominent
legative Symptoms).
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Associated Features and Disorders

Associated descriptive features and mental disorders. The individual With! Schizo.
phrenia may display inappropriate affect (e.g., smiling, laughing, or a silly facia] ¢,
pression in the absence of an appropriate stimulus), which is one of the Cliefinin
features of the Disorganized Type. Anhedonia is common and is manifested t!>y aloss
of interest or pleasure. Dysphoric mood may take the form of depression, aniety,
anger. There may be disturbances in sleep pattern (e.g., sleeping during the aay and
nighttime activity or restlessness). The individual may show a lack of interest in eat.
ing or may refuse food as a consequence of delusional beliefs. Often there aré abnor-
malities of psychomotor activity (e.g., pacing, rocking, or apathetic irnmiobﬂjty).
Difficulty in concentration, attention, and memory is frequently evident.

A majority of individuals with Schizophrenia have poor insight regarding the fact
that they have a psychotic illness. Evidence suggests that poor insight is a manifesta-
tion of the illness itself rather than a coping strategy. It may be comparable toithe lack
of awareness of neurological deficits seen in stroke, termed anosognosia. This symp-
tom predisposes the individual to noncompliance with treatment and has been found
to be predictive of higher relapse rates, increased number of involuntary hospital ad-
missions, poorer psychosocial functioning, and a poorer course of illness. !

Depersonalization, derealization, and somatic concerns may occur and sometimes
reach delusional proportions. Anxiety and phobias are common in Schizophrenia.
Motor abnormalities (e.g., grimacing, posturing, odd mannerisms, ritualistic or ste-
reotyped behavior) are sometimes present. The life expectancy of individuals with
Schizophrenia is shorter than that of the general population for a variety of reasons.
Suicide is an important factor, because approximately 10% of individuals with Schizo-
phrenia commit suicide—and between 20% and 40% make at least one atterr:\pt over
the course of the illness. Although the risk remains high over the whole lifespan, spe-
cific risk factors for suicide include male gender, being under 45 years of age, depres-
sive symptoms, feelings of hopelessness, unemployment, and recent hospital
discharge. Suicide risk is also elevated during postpsychotic periods. Males success-
fully complete suicide more often than females, but both groups are at increased risk
relative to the general population. ;

Many studies have reported that subgroups of individuals diagnosed with Schizo-
phrenia have a higher incidence of assaultive and violent behavior. The major predic-
tors of violent behavior are male gender, younger age, past history of violence,
noncompliance with antipsychotic medication, and excessive substance use;:. How-
ever, it should be noted that most individuals with Schizophrenia are not m:ore dan-
gerous to others than those in the general population. 1

Rates of comorbidity with Substance-Related Disorders are high. Nicotine Depen-
dence is especially high, with estimates ranging from 80% to 90% of individuals with
Schizophrenia being regular cigarette smokers. Furthermore, these individuals tend
to smoke heavily and to choose cigarettes with high nicotine content. Comorbidity
with Anxiety Disorders has also been increasingly recognized in Schizophrenia- In
particular, rates of Obsessive-Compulsive Disorder and Panic Disorder are zelevated
in individuals with Schizophrenia relative to the general population. SchilzonPal’
Schizoid, or Paranoid Personality Disorder may sometimes precede the ;onse’f ©
Schizophrenia. Whether these Personality Disorders are simply prodromal t(i) Schiz0
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whether they constitute a separate earlier disorder is not clear.
d risk of Schizophrenia has been found in association with prenatal
g., prenatal exposure to flu, prenatal exposure to famine, ob-

omplications, central nervous system infection in early childhood).

An increase

gtetric €

ociated laboratory findings. No laboratory findings have b?en identified that
Schizophrenia. However, a variety of measures from neuroimaging,
al, and neurophysiological studies have showf'n differences be-
fween groups of individuals with Schizophrenia and appropriately matched control
subjects. In the structural neuroimaging literature, the most widely:' studied and most
consistently replicated finding continues to be enlargement of theiz lateral ventricles.
Many studies have also demonstrated decreased brain tissue as evidenced by wid-
ened cortical sulci and decreased volumes of gray and white matter. However, there
is ongoing controversy as to whether the apparent decrease in brain tissue is a focal
as opposed to a more diffuse process. When examined by region,! the temporal lobe
has most consistently been found to be decreased in volume, while the frontal lobe is
implicated less often. Within the temporal lobe, there is evidence %)f focal abnormali-
fies, with medial temporal structures (hippocampus, amygdala, and entorhinal cor-
tex), as well as the superior temporal gyrus and planum temporale, most consistently
found to be smaller in volume. Decreased thalamic volume has also been observed in
both individuals with Schizophrenia and their unaffected ﬁrst-dégree relatives, but
fewer studies have looked at this. Another finding that has been consistently replicat-
ed is that of increased basal ganglia size, but there isincreasing evidence that this may
be an epiphenomenon of treatment with typical neuroleptic medication. An in-
creased incidence of large cavum septum pellucidi has also bee:n demonstrated in
individuals with Schizophrenia. This may have important pathopl‘hysiological impli-
cations, because it is suggestive of an early (ie., prenatal) midline developmental
brain abnormality, at least in a subgroup of individuals with Schi:zophrenia.

In terms of functional brain imaging studies, hypo?rontality’(i.e., a relative de-
crease in cerebral blood flow, metabolism, or some other proxy lfor neural activity)

are diagnostic of
neuropsychologic

. continues to be the most consistently replicated finding. However, there is increasing
recognition that functional abnormalities are unlikely to be limited to any one brain

region, and most of the more recent studies suggest more widespread abnormalities

involving cortical-subcortical circuitry.
Neuropsychological deficits are a consistent finding in groups of individuals with

Schizophrenia. Deficits are evident across a range of cognitive |abilities, including
memory, psychomotor abilities, attention, and difficulty in changing response set. In
addition to the presence of these deficits among chronically ill individuals with
Schizophrenia, there is increasing evidence that many of these deficits are found
among individuals during their first psychotic episode and priolr to treatment with
antipsychotic medication, in individuals with Schizophrenia wko are in clinical re-
mission, as well as in unaffected first-degree relatives. For these reasons, some of the
Reuropsychological deficits are thought to reflect more fundamental features of the
illness and, perhaps, to reveal vulnerability factors for Schizophrenia. These deficits
are clinically meaningful in that they are related to the degree of !difficulty that some
fIldividuals with Schizophrenia have with activities of daily livinlg as well as the abil-
ity to acquire skills in psychosocial rehabilitation. Accordingly, the severity of neu-
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ropsychological deficits is a relatively strong predictor of social and Vocationg]
outcome.

Several neurophysiological abnormalities have been demonstrated in groups of
individuals with Schizophrenia. Among the most common are deficits in the percep.
tion and processing of sensory stimuli (e.g., impairment in sensory gating), abnormg)
smooth pursuit and saccadic eye movements, slowed reaction time, alterations i
brain laterality, and abnormalities in evoked potential electroencephalograms.

Abnormal laboratory findings may also be noted as a complication either of
Schizophrenia or of its treatment. Some individuals with Schizophrenia drink exces.
sive amounts of fluid (“water intoxication”) and develop abnormalities in urine spe.
cific gravity or electrolyte imbalances. Elevated creatine phosphokinase (CPK) levels
may result from Neuroleptic Malignant Syndrome (see p. 795).

Associated physical examination findings and general medical cbnditions. In-
dividuals with Schizophrenia are sometimes physically awkward and may display
neurological “soft signs,” such as left/right confusion, poor coordination, or mirror-
ing. Some minor physical anomalies (e.g., highly arched palate, narrow- or wide-set
eyes or subtle malformations of the ears) may be more common among individuals
with Schizophrenia. Perhaps the most common associated physical zindings are mo-
tor abnormalities. Most of these are likely to be related to side effects from treatment
with antipsychotic medications. Motor abnormalities that are secondary to neurolep-
tic treatment include Neuroleptic-Induced Tardive Dyskinesia (see p, 803), Neurolep-
tic-Induced Parkinsonism (see p. 792), Neuroleptic-Induced Acute Akathisia (see
p. 800), Neuroleptic-Induced Acute Dystonia (see p. 798), and Neuroleptic Malignant
Syndrome (see p. 795). Spontaneous motor abnormalities resembling those that may
be induced bv neuroleptics (e.g., sniffing, tongue clucking, gruntir:,g) had been de-
scribed in the preneuroleptic era and are also still observed, although they may be dif-
ficult to distinguish from neuroleptic effects. Other physical findings may be related
to frequently associated disorders. For example, because Nicotine Dependence is s0
common in Schizophrenia, these individuals are more likely to develop cigarette-
related pathology (e.g., emphysema and other pulmonary and cardiac problems).

Speéiﬁc Culture, Age, and Gender Features

Clinicians assessing the symptoms of Schizophrenia in socioeconomiic or cultural sit-
Lations that are different from their own must take cultural differences into account.
Ideas that may appear to be delusional in one culture (e.g., sorcery and witchcraft)
may be commonly held in another. In some cultures, visual or audito;ry hallucinations
with a religious content may be a normal part of religious experience (e.g., Seeing the
Virgin Mary or hearing God’s voice). In addition, the assessment of disorganized
speech may be made difficult by linguistic variation in narrative styles across cultures
that affects the logical form of verbal presentation. The assessment of affect requires
sensitivity to differences in styles of emotional expression, eye contact, and body lan
guage, which vary across cultures. If the assessment is conducted in a language that
is different from the individual’s primary language, care must be taken to ensure that
alogia is not related to linguistic barriers. Because the cultural meaning of self-initiated:
goal-directed activity can be expected to vary across diverse settings, disturbances ©
volition must also be carefully assessed. ’ '
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: !
nce that clinicians may have a tendency| to overdiagnose
thnic groups. Studies conducted in the Uni;ted Kingdom and

. United States suggest that Schizophrenia may be diagnosed more often in indi-
. jyals Who are African American and Asian American than in other racial groups.

{15 not clear, however, whether these findings represent true diff(;erences among ra-

oups OF whether they are the result of clinician bias or cultural insensitivity.
- Jural differences have been r_loted in the presentation, course:, and outcome of
sdﬁzophIenia- Catatonic behavior has been reported as relatively uncommon among
with Schizophrenia in the United States but is more common in non-
s, Individuals with Schizophrenia in developing nations tend to
te course and a better outcome than do individuals in industrialized

pizophrenia

There 15 some evide
hrenia in some €

6¢chizZOpP

ave a more acu
The onset of Schizophrenia typically occurs between the late teens and the mid-
s, with onset prior t0 adolescence rare (although cases with age at onset of 5 or
~gvears have been reported). The essential features of the condition are the same in
children, but it may be particularly difficult to make the diagﬂosisi in this age group-
““In children, delusions and hallucinations may be less elaborated than those observed

in adults, and visual hallucinations may be more common. Disorganized speech is
observed ina number of disorders with childhood onset (e.g., Corrixmunication Disor-
ers, Pervasive Developmental Disorders), as is disorganized behavior (e.g., Attention-
Deficit/ Hyperactivity Disorder, Stereotypic Movement Disorder). These symptoms
ould not be attributed to Schizophrenia without due consideration of these more

mmon disorders of childhood. Schizophrenia can also begin la'fer in life (e.g., after

ge 45 years). Late-onset cases tend to be similar to earlier-onset Schizophrenia, al-
though a number of differences have been observed. For example, the proportion of
: affected women is greatez, and individuals with late onset are I:nore likely to have
“been married than individuals with an earlier age at onset, but they are nonetheless
‘more socially isolated and impaired when contrasted to ¢he gener:al population. Clin-
ical factors such as the postmenopausal state, human leukocyte aritigen subtypes, and
rebrovascular disease are possible risk factors. The clinical presentation is more
likely to include persecutory delusions and hallucinations, and less likely to include
d_iSOIganized and negative symptoms. Often the course is characterized by a predom-
inance of positive symptoms with preservation of affect and sodial functioning. The
ourse is typically chronic, although individuals may be quite responsive to antipsy-
“chotic medications in lower doses. Among those with the oldest age at onset (ie., over
“age 60 years), sensory deficits (e.g., auditory and visual loss) occur more commonly
than in the general adult population, although their specific role in pathogenesis re-
“Tains unknown. There is also evidence suggesting that cogni?tive impairment ac-
companies the clinical picture. However, the issue of whether identifiable brain
Pa&‘QIOgy defines late-onset illness remains unclear. |
- Evidence from a large body of literature demonstrates that bchizophrenia is ex-
Pressed differently in men and women. The modal age at onset for men is between 18
5 ar}d 2? years, and that for women is between 25 and the mid-30s. The age-at-onset dis-
: ::;uhon is bimodal for women, with a second peak occurring 1a‘1ter in life, but unimo-
wh among men. Approximately 3%-10% of women have an age at onset after 40,
ereas late onset is much less common in men. Women also have better premorbid

ctioning than men. Women with Schizophrema tend to express more affective
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symptomatology, paranoid delusions, and hallucinations, w}éereas men tend tq ex.
press more negative symptoms (flat affect, avolition, social withdrawal). Regardi,
the course of Schizophrenia, women have a better prognosis than men, as defined},

number of rehospitalizations and lengths of hospital stay, ovetall duration of illnegg
time to relapse, response to neuroleptics, and social and work tunctioning. Howey, erl
the gender advantage in these parameters appears to attenuate to some degree Wit};
age (i.e., short- to medium-term outcome is better in women, but long-term outcome
for women, especially in the postmenopausal period, becomes more like that for
men). A slightly higher incidence of Schizophrenia has been observed in men than in

I
women. Further, a number of studies have demonstrated gender differences in the

genetic transmission of Schizophrenia. Rates of Schizophrenia! among family men.
bers of women with Schizophrenia are higher than those among family members of
men with Schizophrenia, while relatives of men have a higher incidence of schizotyp-

al and schizoid personality traits than do those of women.

l
{
|
|
Schizophrenia has been observed worldwide. Prevalences am01:1g adults are often re-
ported to be in the range of 0.5% to 1.5%. Annual incidences are most often in the
range of 0.5 to 5.0 per 10,000. Incidence estimates beyond this rar:1ge have been report-
ed for some population groups—for instance, a far higher ihcidence for second-
generation African Caribbeans living in the United Kingdom. '

‘Birth cohort studies suggest some geographic and historical variations in inc-
dence. For example, an elevated risk has been reported among lirban-born individu-
als compared with rural-born individuals, as well as a gradualliv declining incidence

for later-born birth cohorts.

Prevalence

|
Course
The median age at onset for the first psychotic episode of Schizo;i)hrenia is in the early
to mid-20s for men and in the late 20s for women. The onset may be abrupt or insid-
ious, but the majority of individuals display some type of prodromal phase manifest-
ed by the slow and gradual development of a variety of signs and symptoms (e.§
social withdrawal, loss of interest in school or work, deteriora;tion in hygiene and
grooming, unusual behavior, outbursts of anger). Family members may find this be-
havior difficult to interpret and assume that the person is ”goin:g through a phasg-"
Eventually, however, the appearance of some active-phase symptom marks the dis-
turbance as Schizophrenia. The age at onset may have both pathophysiological and
prognostic significance. Individuals with an early age at onset :are more often mal?
and have a poorer premorbid adjustment, lower educational achievement, moreé evl-
dence of structural brain abnormalities, more prominent negative signs and SYWP'
toms, more evidence of cognitive impairment as assessed withlneuropsyChO]Oglcal
testing, and a worse outcome. Conversely, individuals with a later onset are more 0
ten female, have less evidence of structural brain abnormalities br cognitive impai’”
ment, and display a better outcome.
Most studies of course and outcome in Schizophrenia suggest that the course may

. : o : . . . as
be variable, with some individuals displaying exacerbations and #ermsswns, where
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tﬁ ors remain chronically ill. Because of variability in definition a’nd ascertainment,
summary of the long-term outcome of Schizophrenia is not possible.

an accurate . ]
mission (i.e., a return to full premorbid functioning) is probably not com-

omplete I . P
non in this disorder. Of those who remain ill, some appear to have 2 relatively stable

ourse, whereas others show a progressive worsening associated with severe disabil-
ﬁY- Farly in the iliness, negative symptoms may be prominent, ap;pearing primarily
rodromal features. Subsequently, positive symptoms appear. Because these pos-
*ive symptoms are particularly responsive to treatment, they typically diminish, but
Is, negative symptoms persist between episodes of positive symp-

i many individua
toms. There is some suggestion that negative symptoms may becbme steadily more

* srominent in some individuals during the course of the iliness. Numerous studies
have indicated a group of factors that are associated with a better prognosis. These
include good premorbid adjustment, acute onset, later age at onset, absence of anoso-
gnosia (poor insight), being female, precipitating events, associated mood distur-
* bance, treatment with antipsychotic medication soon after the onset of the illness,
consistent medication compliance (ie., early and consistent treatment predicts better
response to later treatment with antipsychotic medication), brief ;duration of active-
 -phase symptoms, good interepisode functioning, minimal residual symptoms, absence
> ol structural brain abnormalities, normal neurological functioning; a family history of

Mood Disorder, and no family history of Schizophrenia.

i
!
|
i
i

The first-degree biological relatives of individuals with Schizophti“enia have a risk for
greater than that of the general population. Con-

;Sc“hizophrenia that is about 10 times
rdance rates for Schizophrenia are higher in monozygotic twirils than in dizygotic
twins. Adoption studies have shown that biological relatives of individuals with

chizophrenia have a substantially increased risk for Scﬁizoph:énia, whereas adop-

relatives have no increased risk. Although much evidence suggests the impor-

tance of genetic factors in the etiology of Schizophrenia, the existe!ance of a substantial

iscordance rate in monozygotic twins also indicates the importance of environmen-
ta factors. Some relatives of individuals with Schizophrenia m;ay also have an in-
reased risk for a group of mental disorders, termed the sch;izophrenia spectrum.
Although the exact boundaries of the spectrum remain unclear, family and adoption
dies suggest that it probably includes Schizoaffective Disorciier and Schizotypal
ersonality Disorder. Other psychotic disorders and Paranoid, S:chizoid, and Avoid-
ant Personality Disorders may belong to the schizophrenia spectrum as well, but the

Vidence is more limited. :

le_f_erential Diagnosis
wide variety of general medical conditions can present with p?sychotic symptoms.

r@Fhoﬁc Disorder Due to a General Medical Condition,

lagnosed when there is evidence from the history, physical examination, or labo-
are the direct physio-

g's syndrome, brain
stance-Induced De-

a delirium, or a dementia

X

Tato ..

io-gizltests that indicates that the delusions or hallucinations
)Consequence of a general medical condition (e.g., Cushix;x

10r) (see p. 334). Substance-Induced Psychotic Disorder, Sub
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lirium, and Substance-Induced Persisting Dementia are distinguished from Schiz()‘.': y

phrenia by the fact that a substance (e.g., a drug of abuse, a medication, or expos

R . . . Ure
to a toxin) is judged to be etiologically related to the delusions or hallucinationg (see
p. 338). Many different types of Substance-Related Disorders may produce Symp-
toms similar to those of Schizophrenia (e.g., sustained amphetamiine Or cocaine yge
may produce delusions or hallucinations; phencyclidine use may produce a Mixtyre
of positive and negative symptoms). Based on a variety of features! that characterize
the course of Schizophrenia and Substance-Related Disorders, the ¢linician must g.
termine whether the psychotic symptoms have been initiated and maintained by the
substance use. Ideally, the clinician should attempt to observe the individual during
a sustained period (e.g., 4 weeks) of abstinence. However, because such prolonged
periods of abstinence are often difficult to achieve, the clinician may need to consider
other evidence, such as whether the psychotic symptoms appear to be exacerbated by
the substance and to diminish when it has been discontinued, the reialative severity of
psvchotic symptoms in relation to the amount and duration of su:bstance use, and
knowledge of the characteristic symptoms produced by a particular substance (eg,
amphetamines typically produce delusions and stereotypies, but n(iyt affective blunt-
ing or prominent negative symptoms).

Distinguishing Schizophrenia from Mood Disorder With Psychotic Features and
Schizoaffective Disorder is made difficult by the fact that mood disturbance is com-
mon during the prodromal, active, and residual phases of Schizophr;enia. If psychotic
symptoms occur exclusively during periods of mood disturbance; the diagnosis is
Mood Disorder With Psychotic Features. In Schizoaffective Disord?er, there must be
a mood episode that is concurrent with the active-phase symptoms of Schizophrenia,
mood symptoms must be present for a substantial portion of the totjal duration of the
disturbance, and delusions or hallucinations must be present for at least 2 weeks in
the absence of prominent mood symptoms. In contrast, mood symptoms in Schizo-
phrenia either have a duration that is brief in relation to the total duration of the dis-
turbance, occur only during the prodromal or residual phases, orido not meet full
criteria for a mood episode. When mood symptoms that meet full criteria for a mood
episode are superimposed on Schizophrenia and are of particular clinical signifi-
cance, an additional diagnosis of Depressive Disorder Not Otherv:vise Specified or
Bipolar Disorder Not Otherwise Specified may be given. Schizophrenia, Catatonic
Type, may be difficult to distinguish from a Mood Disorder 'With Catatonic
Features. !

By definition, Schizophrenia differs from Schizophreniform Disorder on the basis
of duration. Schizophrenia involves the presence of symptoms (ind{;ding prodromal
or residual symptoms) for at least 6 months, whereas the total duration of symptoms
in Schizophreniform Disorder must be at least 1 month but less than 6 months
Schizophreniform Disorder also does not require a decline in functipning. Brief Psy-
chotic Disorder is.defined by the presence of delusions, hallucinations, disorganized
speech, or grossly disorganized or catatonic behavior lasting for at least 1 day but for
less than 1 month.

The differential diagnosis between Schizophrenia and Delusional Disorder rests
on the nature of the delusions (nonbizarre in Delusional Disorder) aI;’ld the absence 0
other characteristic symptoms of Schizophrenia (e.g., hallucinatiofns, disorganiz®
speech or behavior, or prominent negative symptoms). Delusional Disorder may be.
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C a-ruculaﬂy difficult to differentiate from the Paranoid Type of Sc:hizophrenia, be-
: ﬁse this subtype does not include prominent disorganized speech,disorganized be-

2 ior, or flat OF inappropriate affect and is often associated with less decline in

hav1 . . -
B an is characteristic of the other subtypes of Schizophrenia. When poor

fonctioning the other S e ricesldi
§5Y¢osodal functioning is present in Delusional Disorder, it anses‘dlrectly from the
5 dusional beliefs themselves. :
_> A djagnosis of Psychotic Disorder Not Otherwise Specified rnayi be made if insuf-
“fent information is available to choose between Schizophrenia and other Psychotic
pisorders (€-8- Schizoaffective Disorder) or to determine whether the presenting
mptoms are substance induced or are the result of 2 general medical condition.
-Guch uncertainty is particularly likely to occur early in the course o;f the disorder.

d Pervasive Developmental Disorders (e.g.. Autistic

- Although Schizophrenia an
‘pDisorder) share disturbances in language, affect, and interpersonal relatedness, they
s. Pervasive Developmental Disorders are

“<an be distinguished in a number of way
characteristically recognized during infancy or early childhood (uitsually before age
years), whereas such early onset is rare in Schizophrenia. Moreover, in Pervasive

-Developmental Disorders, there is an absence of prominent delusions and hallucina-
ormalities in affect; and speech that is absent or minimal

“tions; more pronounced abn
and characterized by stereotypies and abnormalities in prosody. Schizophrenia may
occasionally develop in individuals with a Pervasive Developmental Disorder; a di-

gnosis of Schizophrenia is warranted in individuals with a preexisting diagnosis of
Autistic Disorder or another Pervasive Developmental Disorder only if prominent
" hallucinations or delusions have been present for at least a monthi. Childhood-onset
" Schizophrenia must be distinguished from childhood presentatioins combining dis-
‘organized speech (from a Communication Disorder) and disox;.'ganized behavior
(from Attention-Deficit/Hyperactivity Disorder). D

- Schizophrenia shares features (e.g., paranoid ideation, magic'al thinking, social
avoidance, and vague and digressive speech) with and mey be pr:eceded by Schizo-
typal, Schizoid, or Paranoid Personality Disorder. An additional diagnosis of Schizo-
phrenia is appropriate when the symptoms are severe enough to fsatisfy Criterion A
of Schizophrenia. The preexisting Personality Disorder may be noted on Axis I
followed by “Premorbid” in parentheses [e.g., Schizotypal Pe!rsonality Disorder

(Premorbid)].
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Diagnostic criteria for Schizophrenia
A.

Characteristic symptoms: Two (or more) of the following, each present for a signjf.
icant portion of time during a 1-month period (or less if successfully treated): -

(1) delusions

(2) hallucinations

(3) disorganized speech (e.g., frequent deraiiment or incoherence)
(4) grossly disorganized or catatonic behavior

(5) negative symptoms, i.e., affective flattening, alogia, or avolition

Note: Only one Criterion A symptom is required if delusions are bizarre or haliyg.
nations consist of a voice keeping up a running commentary on the person's behavior
or thoughts, or two or more voices conversing with each other.

Socialloccupational dysfunction: For a significant portion of the time since the on-
set of the disturbance, one or more major areas of functioning such as work, inter-
personal relations, or self-care are markedly below the level achieved pfior to the
onset (or when the onset is in childhood or adolescence, failure to achieve expected
level of interpersonal, academic, or occupational achievement). ‘i

Duration: Continuous signs of the disturbance persist for at least 6 months. This 6-
month period must inciude at least 1 month of symptoms (or less if successfully treat-
ed) that meet Criterion A (i.e., active-phase symptoms) and may include periods of
prodromal or residual symptoms. During these prodromal or residual periods, the
signs of the disturbance may be manifested by oniy negative symptoms or two or
more symptoms listed in Criterion A present in an attenuated form (e.g., odd beliefs,

unusual perceptual experiences).

Schizoaffective and Mood Disorder exclusion: Schizoaffective Disorder énd Mood
Disorder With Psychotic Features have been ruled out because either (1) no‘Major De- .
pressive, Manic, or Mixed Episodes have occurred concurrently with the active-phase
symptoms; or (2) if mood episodes have occurred during active-phase symptoms,
their total duration has been brief relative to the duration of the active and residual

periods.

Substance/general medical condition exclusion: The disturbance is not due to the
direct physiological effects of a substance (e.g., a drug of abuse, a medication) or
general medical condition. "

Relationship to a Pervasive Developmental Disorder: If there is a history of Autistic
Disorder or another Pervasive Developmental Disorder, the additional diégnosis of
Schizophrenia is made only if prominent delusions or hallucinations are also present
for at least a month (or less if successfully treated). :

Classification of longitudinal course (can be applied only after at least 1 year has elapsed

since the initial onset of active-phase symptoms):

Episodic With Interepisode Residual Symptoms (episodes are deﬁn;ed by th‘_?
reemergence of prominent psychotic symptoms); also specify if: With Pr omt-
nent Negative Symptoms ‘

Episodic With No Interepisode Residual Symptoms

Continuous (prominent psychotic symptoms are present throughout the per iod
of observation); also specify if: With Prominent Negative Symptoms
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sjagnostic criteria for Schizophrenia (continuec?i’)

single Episode In Partial Remission; also specify it: With P;’[rominent

Negative Symptoms :
single Episode In Full Remission
other or Unspecified Pattern

Schizophrenia Subtypes
“The subtypes of Schizophrenia are defined by the-predominant symptomatology at
_ the time of evaluation. Although the prognostic and treatment implications of the
- subtypes are variable, the Paranoid and Disorganized Types tend to be the least and
- nost severe, respectively. The diagnosis of a particular subtype is b:ased on the clini-
“cal picture that occasioned the most recent evaluation or admissic;;n to clinical care
and may therefore change over time. Not infrequently, the presentstion may include
symptoms that are characteristic of more than one subtype. The choice among sub-
types depends on the following algorithm: Catatonic Type is assigned whenever
" prominent catatonic symptoms are present (regardless of the presence of other symp-
“toms); Disorganized Type is assigned whenever disorganized speech and behavior
and flat or inappropriate affect are prominent (unless Catatonic Type is also present);
- Paranoid Type is assigned whenever there is a preoccupation with delusions or fre-
quent hallucinations are prominent (unless the Catatonic or Disorganized Type is
present). Undifferentiated Type is a residual category describing p;resentations that
include prominent active-phase symptoms not meeting criteria for the Catatonic, Dis-
organized, or Paranoid Type; and Residual Type is for presentations in which there
- is continuing evidence of the disturbance, but the criteria for the ac{ive-phase symp-
toms are no longer met. _ .
- Because of the limited value of the schizophrenia subtypes in clirtical and research
settings (e.g., prediction of course, treatment response, correlates of illness), alterna-
- tive subtyping schemes are being actively investigated. The altemat:ive with the most
‘empirical support to date proposes that three dimensions of psychopathology (psy-
chotic, disorganized, and negative) may come together in different ways among indi-
. z’iduals with Schizophrenia. This dimensional alternative is described in Appendix B
{p- 765). :

295.30 Paranoid Type

?'he essential feature of the Paranoid Type of Schizophrenia is the presence of prom-
Inent delusions or auditory hallucinations in the context of a relativie preservation of
Cognitive functioning and affect. Symptoms characteristic of the Disorganized and
SaMtomc Types (e.g., disorganized speech, flat or inappropriate affect, catatonic or
disorganized behavior) are not prominent. Delusions are typically persecutory or
grandiose, or both, but delusions with other themes (e.g., jealousy, religiosity, or so-
Matization) may also occur. The delusions may be multiple, but are usually organized
around a coherent theme. Hallucinations are also typically related to the content of
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the delusional theme. Associated features include anxiety, anger, aloofaess, and 4.

entativeness. The individual may have a superior and patronizingjmanner ang
either a stilted, formal quality or extreme intensity in interpersonal interactions. The
persecutory themes may predispose the individual to suicidal behavior, i‘md the com.
bination of persecutory and grandiose delusions with anger may pradispose the
:ndividual to violence. Onset tends to be later in life than the other types of Schizo-
phrenia, and the distinguishing characteristics may be more stable ove: time. Thege
individuals usually show little or no impairment on neuropsychological or other cog-
nitive testing. Some evidence suggests that the prognosis for the Parancid Type may
be considerably better than for the other types of Schizophrenia, particullarly with re-
gard to occupational functioning and capacity for independent living.
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IN THE COURT OF COMMONFPLEAS OF CLEARFIELD COUNTY,

A CRIMINAL ACTION

COMMONWEALTH OF PENNSYLVANIA C)
VS NO. 00-534-CRA |
KELLY AARON MCCLINCEY
ORDER

NOW, this 17th day of July, 2001, this
and date set for argument into the above-captioned

Appointment of Temporary Guardian; the Court being

that the same should be heard on the civil side, iz

PENNSYLVANIA

|+ 1800 - co

being the day
Petition for
satisfied

is the ORDER

of this Court that said Petition be and is hereby certified to

the civil side of the Court and the Clerk of Court

Pleas directed to assign it a term,and number.

P Q?%THE COURT,
“/s/JOHN K. REILLY, JR.

[

of Common

President Judge
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Jhe 2 5 2001 an m@yﬁ
Wg“atw A. Shaw mwi.m Vg
n &
rothonotary " -
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IN THE COURT OF COMMON PLEAS OF CLEARFIELD COUNTY, PENNSYLVANIA

COMMONWEALTH OF PENNSYLVANIA
vs. No. 01-1200-CD
KELLY A. McCLINCEY

CERTIFICATE OF SERVICE
I do certify that I made service of the Petition for the

Appointment of a Temporary Guardian of Kelly McClincey in the above

captioned matter upon Kelly A. McClincey, certified mail, return
receipt requested.

Service was accomplished on September 8, 2001,

as evidenced by the signed return receipt attached heret

(At

£3ohn R. Carflef, Egg:
Attorney for FPetitioners
P. O. Box 249

Philipsburg, Pa., 16866
(814) 342-5581

O.

FILED
SEP 2 2001

I
William A. Shaw
" Prothonotary




IN THE COURT OF COMMON PLEAS QOF CLEARFIELD COUNTY, PENNSYLVANTA
CIVIL, DIVISION
IN RE:

KELLY AARON MCCLINCEY : NO. 01-1200-cp

NOW, this 26th day of September, 2001, following
hearing into the above-captioneq Petition for Appointment of

Temporary Guardian, it ig the ORDER of this Court that Garry L,

litem for the estate of Kelly Aa. McClincey, an alleged
incapacitateg berson, for a period six (g) months from date

hereof, at which time said guardianship shall terminate. 7t is

FILED

SEP 2 7 2001

VWiliam A, Shaw
Pathenotary
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OFFICE OF COUR ADMINISTRATOR
FORTY-SIXTH JupiciaL DISTRICT oF PENNSYLVANIA

CLEARFIELD COUNTY COURTHOUSE
230 EAST MARKET STREET, SUITE 228
CLEARFIELD, PENNSYLVANIA 16830

DAVID s. MEHOLICK PHONE: (814) 765.2641 MARCY KELLEY
COURT ADMINISTRATOR FAX: 1-814-765-6088 7¢ 13 DEPUTY COURT ADMINISTRATOR

July 30, 2001
John R. Carfley, Esquire
Attorney at Law
Post Office Box 249
Philipsburg, PA 16866
RE: COMMONWEALTH

Vs,
KELLY AARON MCCLINCEY
No. 01-1200-CD

Dear Attorney Carfl ey:

( Very truly yours,

\w/}f/(j I 4«’/""”//\{ ,::,_\
Marcy Kelléy %
Deputy Court Administrator

cc: Honorable John K. Reilly, Jr.
District Attorney’s Office
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IN THE COURT OF COMMON PLEAS OF CLEARFIELD COUNTY, PENNSYLVANIA

KELLY A. McCLINCEY No. 01-1200-CD

CONSENT_ OF TEMPORARY GUARDIANS

GARRY L. McCLINCEY and PATRICIA A. McCLINCEY, Parents and

,(//'ui 4// {[éffﬁé

Dated: October 5, 2001

FILED

OCT 0 & 2001

William A. Shaw
Prothonotary



STATE OF PENNSYLVANIa :

SS:
COUNTY oOF CENTRE :
On this 5th day of October, 2001, before me, the

NOTARIAL e
JOHN R. CARFLEY NOTARY PuBLIC
PHILIPSBURG BORO,, CENTRE COuNTY

MY COMMISSIoN EXPIRES APRIL 18, 2004




Date: 07/25/2001 Clearfield County Court of Common Pieas NO. 1828861
Time: 11:15 AM Receipt Page 1 of 1

Received of: Carfley, John R. (attorney for McClincey, Kelly A $ 0.00

Zero and 00/100 Dollars

Case: 2001-01200-CD Amount
Civil Complaint 0.00
Indigent or No Fee
Total: 0.00
Payment Methog: Cash William A. Shaw, Prothonotary/Clerk of Courts
By:

Clerk: JKENDRICK Deputy Clerk



SENDER: COMPLETE THIS SECTION

Complete items 1, 2, and 3. Also complete
item 4 if Restrlcted Delivery is desired. -
B Print your name and address on the reverse

so that we can return the card to you.
W Attach this card to the back of the mallplece
or on the front if space permits.

COMPLETE THIS SECTION ON DELIVERY

A. Rec veer (P/eaée(P int Clearly) | B
y (’, A meq

ate of Dalivery

B0

1. Article Addressed to:

Kelly McClincey #ES2611

P. 0. Box 200

Camp Hill, Pa., 17001-
0200

c. Slg
f I %(/W O Agent
73 I Addressee
D. I dew address different from#em 17 L Yes
If YES, enter delivery address below:  [J No

3. Service Type

XCertified Mail  [J Express Mail
O Registered [0 Return Receipt for Merchandise
O Insured Mail O c.o.D.

4. Restricted Delivery? (Extra Fee) O Yes

2. Article Number (Copy from service label)

7000 0600 0028 8961 9031

PS Form 3811, July 1999

.

Domestic Return Receipt

102595-00-M-0952



~Pirst-€tass Mail__
" I"Postage & Fees Paid
USPS -

‘Permit No. G-10

UNITED STATES POSTAL SERVICE
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* Sender: Please print your nameaddress, and ZIP+4 in this box *

John R. Carfley, Esdg.
P. O. Box 249
Philipsburg, Pa., 16866
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7000 OLOO 0028 89kL 9031

Postage
Certified Fee

Return Receipt Fee
(Endorsement Required)

Restricted Delivery Fee
{Endorsement Required)

Total Postage & Fees

oLl 0

/50

$ A.09

Recipient’s Name (Please Print Clearly) (to be completed by mailer)

Kelly McClincey #ES=-2611

L] .
City, State, ZIP+4

.200.

Street, Apt. No.; or PO Box No.

' P. 0O, BOX.

_onq LT




Certified Mail Provides:

B A mailing receipt

B A unique identifier for your mailpiece

B A signature upon delivery

m A record of delivery kept by the Postal Service for two years

Important Reminders:
B Certified-Mail may ONLY be combined with First-Class Mail or Priority Mait.

] C;erﬁfied' "Mailjs no?‘a\\/ailable for any class of international mail.

» KO INSHRANCE, COVERAGE 1S PROVIDED with Certified Mail. For
‘valual{Beplease consider Insured or Registered Malil.

PREY

& For an adcwg_gnal fed, a Return Receipt ma?/ be requested to J)rovide proof of

| deljvery. To'Bbtain Rgturr} Receipt service, please complete and attach a Return

'\Receipt (PS.Foryd 3811) ko the article and add applicable postage to cover the

fag. Endorse\iailpiege YReturn Receipt Requested”. To receive a fee waiver for

a dupligatbe_r‘e,turn 2eipt, a USPS postmark on your Certified Mail receipt is
required.

® For an-additiondl fee, delivery may be restricted to the addressee or
addressee’s authorized agent. Advise the clerk or mark the mailpiece with the
endorsement “Restricted Delivery”.

B [f a postmark on the Certified Mail receipt is desired, Elease present the arti-
cle at the post office for postmarking. If a postmark on the Certified Mail
receipt is not needed, detach and affix label with postage and mail.

IMPORTANT: Save this receipt and present it when making an inquiry.
PS Form 3800, February 2000 (Reverse) 102595-99-M-2087
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