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ABSTRACT 
Recent data suggest that the presence of psychotic symp

toms in patients suffering from posttraumatic stress disorder 
(PTSD) may represent an underrecognized and unique sub
type of PTSD. Among combat veterans with PTSD, 30% to 
40% report auditory or visual hallucinations and/or delu
sions. The presence of psychotic symptoms in PTSD is associ
ated with a more severe level of psychopathology, similar to 
that of chronic schizophrenia. In this review, the differential 
diagnosis of psychotic symptoms in PTSD is discussed, 
including possible comorbid schizophrenia, psychotic depres
sion, substance-induced psychosis, and personality disorder.  
A recent biologic study supporting the existence of a unique 
subtype of PTSD with psychotic features is also addressed, as 
are the similarities between PTSD with psychotic features 
and psychotic depression disorder. Finally data on the treat
ment implications of psychotic symptoms in PTSD are pre
senwd. The intriguing recent filings on psychotic symptoms 
in PTSD need further investigation in noncombat-related 
PTSD populations before findings can he generalized to all 
individuals with PTSD.  
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INTRODUCTION 
Hallucinations and delusions have been reported to 

sometimes occur after an individual has experienced a 
severely stressful eveut. In the Diagnostic and Statistical 
Manual of Mental Disorders, Fourth Edition, (DSM-IV)1 
stress-induced reactions with psychotic symptoms are 
included in the brief psychotic disorders. Until recently, 
little attention has been given to the presence of psychotic 
symptoms in more prolonged reactions to severe stress, 
including postraumatic stress disorder (PTSD). Recent 
findings suggest that hallucinations and delusions are 
frequently overlooked symptoms in a significant number of 
PTSD patients. Furthermore, evidence suggests that the 
presence of psychotic symptoms in PTSD may have 
important implications for clinical treatment and outcome.  

PTSD is an anxiety disorder that can develop in a person 
who has been exposed to a traumatic event. The symptoms 
comprising PTSD are divided into three symptom clusters: 
(1) the reexperiencing of phenomena, including thoughts, 
images, and dreams associated with the trauma; (2) avoid
ance symptoms, including numbing and behavioral avoid
ance of stimuli associated with the trauma; and (3)

hyperarousal symptoms, including intense psychological or 
physiologic reactivity in response to cues that are reminders 
of the event (eg, irritability, exaggerated startle, and sleep 
disturbances). PTSD rarely occurs in isolation; the core 
symptoms are often associated with the presence of comor
bid conditions. Those that cooccur with high frequency 
include major depressive disorder, personality disorders, 
and alcohol and substance abuse.[2,3] 

Psychotic symptoms have also been reported to occur 
with high frequency in patients with chronic PTSD. The 
presence of hallucinations in PTSD has been reported for a 
number of years,[4-6] but the frequency and characteristics of 
psychotic symptoms had not been systematically studied 
until recently. Among combat veterans with PTSD, 30% to 
40% report psychotic symptoms in the absence of comorbid 
psychotic conditions, such as schizophrenia or bipolar dis
order,[7,8] compared with a rate of 15% of persons with 
depression.[9] The rate of psychotic symptoms in persons who 
have PTSD from noncombat-related traumas is unknown.  

In addition to being a relatively common finding in PTSD, 
the presence of psychotic features is linked to more severe 
psychopathology;[10 ] therefore, a greater understanding of this 
condition may have important clinical implications for the 
treatment of PTSD. This article reviews the recent findings 
on the psychological and biologic characteristics of patients 
with PTSD with psychotic features (PTSD-P), discusses 
issues concerning the differential diagnosis of the psychotic 
symptoms, and addresses clinical treatment implications. In 
the four case studies presented below, the diversity of 
presentation of psychotic features in PTSD is illustrated.  

CASE DESCRIPTIONS 
Case 1 

A 46-year-old, African-American truck driver 
presented with a history of having his life threatened by 
police when he was a teenager. He was evaluated for 
medication treatment for intrusive thoughts, anger, 
avoidance, and hyperarousal symptoms that had 
worsened in the past year due to family and work 
stressors. In addition to symptoms of PTSD, he occasionally 
thought that he heard news commentators discussing the 
events of his life, and he heard his name being called at 
night. His wife complained of his social isolation. He had 
significant symptoms of depression, but denied any his
tory of alcohol or drug use.
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Case 2 
A 53-year-old, Caucasian man presented 

for treatment of PTSD symptoms upon the 
encouragement of a social worker. He was an 
unemployed factory worker with a history of 
severe social isolation since his service in 
Vietnam. The patient had a strict religious 
upbringing. When in Vietnam, he was hazed 
by his fellow enlisted men by being placed in 
a body bag while intoxicated for the first time.  
He volunteered for work in tile morgue for the 
rest of his tour of duty.  

On presentation to the clinic, he exhibited 
intrusive thoughts (particularly concerning 
the dead bodies he had seen), hyperarousal, 
and avoidance symptoms, as well as ideas of 
reference, paranoia, and occasional odd 
beliefs. (For example, he believed that the 
electricity in the building had an effect on 
his body.) None of the beliefs were clearly 
bizarre or disorganized. He also exhibited an 
odd, restricted affect. He denied auditory or 
visual hallucinations.  

Case 3 
A 54-year-old, Hispanic, homeless Vietnam 

combat veteran presented with PTSD symp
toms associated with his combat experiences, 
including intrusive thoughts, nightmares, 
avoidance symptoms, and hyperarousal. He 
had also used methamphetamine up until 
3 months before his evaluation. In addition to 
symptoms of PTSD, he occasionally heard his 
name being called at night outside his window, 
and heard the voice of a dead comrade calling 
to him.  

Case 4 
A 49-year-old, divorced Caucasian man 

presented with anger, isolation, and thoughts 
of suicide. He was a Vietnam combat vet
eran. In addition to symptoms of PTSD, he 
reported feeling "like everyone is trying to 
screw me over." He had a history of hearing 
footsteps walking behind him and seeing 
snakes on the ground. He became convinced 
that someone had poisoned his Christmas 
dinner. His belief that he had been poisoned 
declined when nothing happened to him after 
the passage of time.  

SYMPTOM ChARACTERISTICS AND 
GLOBAL IMPAIRMENT 

As illustrated by the above ease examples, 
there can be a diverse presentation of symp
toms in PTSD-P. Nonbizzare, positive symp-

toms of psychosis are the most commonly 
reported. Among the combat veterans with 
PTSD-P studied to date, almost all reported 
auditory hallucinations.[7,8] Most of these hallu
cinations related to their traumatic experi
ence (eg, hearing the voice of a dead enemy 
calling to them), although many patients also 
report nontrauma-specific auditory hallucina
tions (eg, hearing their name being called).  
Delusions are also reported in as many as 
86% of patients with PTSD-P and can 
include nontrauma-specific content (eg, the 
belief that one is being poisoned).[7,8,11] These 
symptoms are not confined only to known 
flashback episodes.  

When present, psychotic symptoms are 
associated with an increased severity of a 
number of other symptoms. Among veterans 
with PTSD-P, significantly higher levels of 
general psychopathology, paranoia, violent 
thoughts, feelings, and behaviors have been 
reported, as well as greater degrees of depres
sion, anxiety, and anhedonia.[8,10,11] (General 
psychopathology includes symptoms of 
somatic concerns, anxiety, guilt, tension, man
nerisms, posturing, depression, motor retarda
tion, uncooperativeness, unusual thought 
content, disorientation, poor attention, lack of 
insight, low volition, poor impulse control, 
preoccupation, and social avoidance.) 
Individuals with PTSD-P have levels of gen
eral psychopathology similar to those of 
patients suffering from chronic 
schizophrenia.[12] This high level of impairment 
in PTSD-P vs PTSD without psychotic fea
tures is similar to the greater levels of social 
impairment reported in depressed patients 
with psychotie features vs those without psy
chotic features.[9] It is interesting that the 
severity of PTSD symptoms, as measured by 
the Clinician-Administered PTSD Scale 
(CAPS), does not appear to he greater in 
patients with psychotic features.[7,13] This sug
gests that PTSD-P may reflect a distinct sub
group of patients, rather than simply very 
severe PTSD. Likewise, the presence of psy
chotic symptoms in depression is not assoei
ated with more severe levels of depression.[9] 

The number of veterans with noncombat
related PTSD who report psychotic symptoms 
appears to vary across ethnic groups. The 
highest rates are among African-American 
and Hispanic populations.[6,8,13,14] It is not 
known what factors account for these ethnic 
differences, but ethnic and cultural differ
ences are also noted in acute and brief reac-

Volume 5 - Number 9 September 2000 53 CN S S P ECT R u m S



Feature Article 

"...when depression 

is present in 

patients with 

PTSD-P, both the 

psychotic and PTSD 

symptoms are 

more severe."

tive diagnoses where a disproportionately high 
rate of reporting is observed in individuals in 
developing countries.[15] These ethnic differ
ences suggest a social factor in the reporting 
of stress-related psychotic reactions.  
Likewise, there may be ethnic differences in 
the risk factors for the expression of some psy
chotic symptoms. For example, it has been 
observed that minorities exposed to racist and 
discriminatory behaviors may tend to be more 
vigilant and suspicious about others in society, 
which may contribute to a higher rate of para
noid symptoms.[15] 

DIFFERENTIAL DIAGNOSIS 
AND RELATIONSHIP TO 
OTHER DISORDERS 

Schizophrenia Spectrum Disorders 
Persons who present with PTSD and psy

ehotic features need to be carefully evaluated 
to determine if they meet the criteria for schiz
ophrenia or schizoaffective spectrum disor
ders. Delusions and hallucinations associated 
with the presence of disorganized speech, 
grossly disorganized behavior, or negative 
symptoms (eg, affective flattening, alogia, or 
avolition), in addition to social and/or occupa
tional dysfunction, suggest a schizophrenia 
spectrum disorder. Those who meet these eri
teria and suffer from PTSD are classified as 
having schizophrenia with comorbid PTSD.  

The PTSD rate in patients suffering from 
schizophrenia and other chronic psychotic ill
nesses may be quite high. Because of their 
disabilities, patients suffering from schizo
phrenia have a greater chance of being trau
matized (eg, homeless patients are at a greater 
risk of assault). In addition to reality-based 
traumas, it has also been suggested that the 
experience of psychosis itself, which subjects 
the individual to a terrifying inner life experi
ence, may induce PTSD symptoms.[16-21 ] It is 
also possible that traumatic experiences could 
precipitate a psychotic deeompensation in 
patients at risk for schizophrenia. The PTSD 
rate in individuals with either schizophrenia 
or a delusional disorder has been reported to 
be as high as 46% to 56%.[17,19] The traumatic 
experiences described in these studies have 
been the psychotic experience itself or the 
experience of subsequent forced hospitaliza
tion and treatment. It has been suggested that 
the symptoms of PTSD, resulting from psy
chosis, may be mistaken for the symptoms of 
schizophrenia. For this reason, consideration

of a diagnosis of PTSD may be useful in the 
treatment of these patients.  

Psychotic Major Depression 
As noted above, depression occurs with a 

high frequency in chronic PTSD, with even 
higher rates observed when psychotic features 
are present. Because the rate of psychotic 
symptoms in depressed patients is as high as 
15%,[9] it can be argued that the presence of 
psychotic features in those with comorbid 
PTSD and depression may be better classified 
as psychotic dcpression. This does not appear 
to account for all cases of PTSD-P, however, 
since as many as 32% of PTSD patients with 
psychotic features do not meet the criteria for 
either current or lifetime major depressive 
disorder.[13] It is interesting to note that when 
depression is present in patients with PTSD-P, 
both the psychotic and PTSD symptoms are 
more severe.[14] This suggests that depression is 
an important factor in the pathophysiology of 
psychosis in PTSD.  

The reported increase in general psy
chopathology in persons with PTSD-P is simi
lar to that reported in persons with psychotic 
depression. Specifically, the presence of psy
chotic symptoms in depressed patients is 
associated with higher rates of guilt, psy
chomotor disturbance, morbidity, and residual 
impairment.[9] Similar to PTSD-P, the presence 
of psychotic features in depression is not sim
ply associated with more severe depression.  
Psychotic major depression has a poorer 
response to either placebo or tricyclic antide
pressants than nonpsychotic major depres
sion.[9] It may be that PTSD-P also has a poorer 
response rate to standard antidepressant treat
ment alone.  

A further relationship between psychotic 
major depression and PTSD-P is suggested by 
the history of PTSD in psychotic major depres
sion. In a study of first psychotic hreaks, there 
was a significantly higher rate of PTSD pre
ceding psychotic major depression than either 
bipolar psychotic depression or nonaffective 
psychotic illnesses.[22] In addition, in a study of 
outpatients with major depressive disorder, 
those with psychotic features were nearly four 
times more likely to have PTSD than those 
without psychotic features.[23] These findings 
indicate a possible link between PTSD and an 
increased risk of developing psychotic symp
toms. They also suggest that PTSD may be an 
underrecognized, comorbid condition in indi
viduals with psychotic depression.
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Bipolar Disorder 
Unlike depression, mania is normally not 

associated with PTSD.' The presence of 
grandiosity, a decreased need for sleep, 
pressured speech, the flight of ideas, or other 
symptoms of mania in the presence of PTfSD-P 
are most consistent with a comorbid bipolar 
disorder as the primary source of the 
psychotic symptoms.  

Substance-induced Psychosis 
Rates of comorbid alcohol and drug abuse 

are high in chronic PTSD. Therefore, it is 
possible that the majority of persons with 
psychotic symptoms in PTSD are suffering 
from alcohol hallucinosis, stimulant paranoia, 
or another substance-induced psychosis.  
Evidence suggesting the unlikelihood of this 
possibility includes the similar rates of 
alcohol or other drug use reported in PTSD 
patients with and without psychotic features.[8] 
In addition, PTSD-P patients with alcohol 
abuse histories have a lower intensity of psy
chotic features, as measured by the Positive 
and Negative Syndrome Scale (PANSS), than 
those without alcohol abuse histories[13] 

It is possible that, despite similar substance 
use histories, there are some PTSD-P patients 
with an increased sensitivity to substance
induced psychosis. Greater stimulant con
sumption is related to an increased probability 
of developing a substance-induced psychosis; 
however, there are significant individual 
differences in the susceptibility to 
psychosis.[24,26]In addition, once substance
induced psychosis has occurred, the patient 
has an increased sensitivity to developing a 
substance-induced psychosis in the future. It 
has also been reported that, in addition to 
possessing an increased sensitivity to future 
substance-induced psychoses, individuals who 
have experienced stimulant-induced psychosis 
may experience a stress-induced psychosis 
when abstinent from drugs. [27-30] Therefore, some 
instances of PTSD with psychotic symptoms 
may represent the existence of a substance
induced, psychosis-sensitive population.  

Personality Disorders 
High rates of character pathology occur in 

persons with chronic PTSD. These include 
borderline, schizotypal, and paranoid 
personality disorders.[1] The presence of a per
sonality disorder may be a contributing factor 
to the development of psychotic symptoms in 
PTSD. For example, those with horderline

personality disorder (BPD) may exhibit 
transient, stress-related, paranoid ideation 
and reality distortions, such as a belief that 
the treatment staff is conspiring against them.  
Because BPD is also associated with an 
increased rate of childhood trauma and 
neglect, there is an overlap between the 
diagnoses of BPD and chronic PTSD. There is 
some evidence that childhood trauma is 
associated with a higher rate of psychotic 
symptoms, as well as with a higher probability 
of PTSD and BPD.[31,32] It is possible that 
similar etiologic factors may be involved in 
the production of the psychotic symptoms in 
PTSD and BPD.  

Patients with schizotypal or paranoid 
personality disorder may also experience 
psychotic decompensation under stress; 
therefore, individuals with premorbid cluster A 
personality disorders may he overrepresented 
in the population of persons with PTSD who 
develop psychotic symptoms. The patient 
described in the second case example 
appeared to have a cluster A personality disor
der. The rate of character pathology in PTSD 
patients with psychotic symptoms vs those 
without psychotic symptoms is unknown.  

Flashbacks Associated With PTSD 
Reexperiencing is one of the three 

symptom clusters of PTSD. Reexperiencing 
phenomena can include intrusive distressing 
recollections of the event, including images, 
thoughts, or perceptions, as well as feeling or 
even acting as if the traumatic event were 
recurring. These experiences can range from a 
vague sense of reliving the experience to 
illusions, hallucinations, and flashback 
episodes. It has been argued that the 
psychotic symptoms in PTSD are simply 
flashback experiences, but most of the 
research to date has excluded patients whose 
psychotic symptoms occurred in response to 
traumatic cues. Psychotic symptoms that are 
not related to traumatic events appear to 
differentiate more clearly PTSD-P from flash
backs. In addition, it has been reported that the 
severity of psychotic symptoms, as measured 
by the PANSS, is not correlated with the 
severity of reexperiencing symptoms, as mea
sured by the CAPS. This would be expected if 
PTSD-P were secondary to flashbacks.[13] 

The distinction between a psychotic 
symptom and a reexperiencing symptom is 
not always clinically clear, and the relationship 
needs to be investigated further. Clinically, it
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is important to remember that psychotic 
symptoms, by definition, involve grossly 
impaired reality testing, in which the 
individual makes incorrect inferences about 
external reality, even in the face of contrary 
evidence.[15] This is distinct from how most 
patients describe flashback episodes (in 
which external reality testing is only briefly 
impaired, if at all).  

Factitious/Malingering Disorders 
As with all disorders in psychiatry, it is 

necessary to be attuned to the possible inten
tional production or feigning of psychological 
signs or symptoms either for social support or 
material gain. The rate of factitious disorders 
and malingering is increased in chronically 
disabled patient populations in which housing 
and/or financial incentives can be gained by 
having the disorder. Additionally, the need for 
social support through the production of 
symptoms may be higher in socially disabled 
populations. A factitious or malingering 
disorder is suggested by inconsistency 
between the symptoms that the patient reports 
and his or her observed behaviors. In 
addition, the report of psychotic symptoms 
that are rarely observed outside of general 
medical conditions or substance abuse, such 
as vivid visual hallucinations, increases the 
probability of a factitious or malingering com
ponent to the patient's condition.  

BIOLOGIC FACTORS IN PTSD 
WITH PSYCHOTIC FEATURES 

There is only one report in the literature 
examining biologic differences between PTSD 
patients with or without psychotic features.  
Dopamine beta-hydroxylase (DBH) is the 
enzyme that converts the catecholamine 
neurotransmitter dopamine to norepinephrine 
in norepinephrine-containing neurons. It has 
been reported that plasma levels of DBH are 
reduced in patients suffering from psychotic 
major depression.[33] 

Although the significance of plasma DBH 
is uncertain, it is released along with 
norepinephrine from synaptic vesicles in both 
the adrenal gland and sympathetic neurons.  
Hamner and Gold[34] reported that patients with 
PTSD with psychotic features had nearly 
twice as much DBH enzyme activity in the 
plasma as those without psychotic features 
(whose enzyme activity levels were similar to 
controls). They proposed that this might 
represent a trait difference that could con-

tribute to the production of psychotic 
symptoms. The physiologic significance of an 
increased plasma level of D b H activity is 
unclear; however, this finding suggests that 
significant biologic differences may exist 
between PTSD patients with psychotic 
features vs those without psychotic features.  
This is the case for depression: The presence 
of psychosis in depression is associated with 
significant differences in a number of biologic 
markers, including greater elevations in corti
sol, increased nonsuppression of cortisol by 
dexamethasone, differences in sleep measures, 
and increased ventricle-to-brain ratios.[35,36] 

TREATMENT 
The only published report on the treatment 

of PTSD-P is a case report of a 44-year-old 
Vietnam veteran with PTSD and auditory and 
visual hallucinations, as well as a thought 
disorder, paranoid ideation, and alcohol and 
cocaine abuse. The patient demonstrated 
marked improvement with clozapine therapy.[37 ] 

In addition to this case report, Hamner and 
colleagues[38] reported good responses to the 
atypical antidepressant risperidone in an 
open-label trial of patients with PTSD-P.  

The recognition of psychotic symptoms in 
PTSD could have important clinical implica
tions for medication treatments. In depression, 
the presence of psychotic symptoms is 
associated with a poorer response to tricyclic 
antidepressants alone, compared with 
depression without psychotic symptoms. The 
treatment response is significantly improved 
with the addition of an antipsychotic.[8,39,40] 

CONCLUSION 
The available data suggest that the 

presence of psychotic features in persons with 
PTSD may represent an underrecognized, 
unique subtype of PTSD; however, comorbid 
psychotic depression, substance-induced psy
chosis, personality disorder, or a factitious dis
order must be carefully excluded as the source 
of psychotic symptoms. Further investigation 
of psychotic symptoms in noncombat-related 
PTSD populations is needed before findings 
can be generalized to all individuals with 
PTSD. The only published biological study[34] in 
this area suggests that patients with PTSD-P 
may possess unique biologic traits or states.  
The intriguing similarities between PTSD-P 
and psychotic depression suggest that recogni
tion of psychotic symptoms in PTSD may have 
important clinical implications.

Volume 5- Number 9 * September 2000 56 C n S S P ECT R U MS



Feature Article

REFERENCES 
1. American Psychiatric Association. Diagnostic 

and Statistical Manual of Mental Disorders.  
Fourth Edition. Washington, DC: American 
Psychiatric Press; 1994.  

2. Hryvniak MR, Rosse RB. Concurrent psychi
atric illness in inpatients with post-traumatic 
stress disorder. Mil Med. 1989;154:399-401.  

3. Southwick SM, Yehuda R, Giler EL Jr.  
Personality disorders in treatment-seeking 
combat veterans with posttraumatic stress dis
order. Am J Psychiatry. 1993;150:1020-1023.  

4. Van Putten T, Emory WH. Traumatic neuroses 
in Vietnam returnees: a forgotten diagnosis? 
Arch Gen Psychiatry. 1973;29:695-698.  

5. Faustman WO, White PA. Diagnostic and psy
chopharmacological treatment characteristics 
of 536 inpatients with posttraumatic stress dis
order. J Nerv Ment Dis. 1989;177:154-159.  

6. Mueser KT, Butler RW. Auditory hallucina
tions in combat-related chronic posttraumatic 
stress disorder. Am J Psychiatry.  
1987;144:299-302.  

7. Hamner MB. Psychotic features and combat
associated PTSD. Depression and Anxiety.  
1997;5:34-38.  

8. David D, Kutcher GS, Jackson El, et al.  
Psychotic symptoms in combat-related post
traumatie stress disorder. J Clin Psychiatry.  
1999;60:29-32.  

9. Schatzberg Al, Rothschild AJ. Psychotic 
(delusional) major depression: should it be 
included as a distinct syndrome in DSM-IV? 
Am J Psychiatry. 1992;149:733-745.  

10. Sautter FJ, Brailey K, Uddo MM, et al. PTSD 
and comorbid psychotic disorder. comparison 
with veterans diagnosed with PTSD or psy
chotic disorder. Journal of Trauma and Stress.  
1999;12:73-88.  

11. Butler RW, Mucser KT, Sprock J, et al.  
Positive symptoms of psychosis in posttrau
matic stress disorder. Biol Psychiatry.  
1996;39:839-844_ 

12. Hamner MB, Frueh BC, Ulmer HG, et al.  
Psychotic features in chronic posttraumatic 
stress disorder and schizophrenia: comparative 
severity. J Nerv Ment Dis. 2000;188:217-221.  

13. Hamner MB, Frueh BC, Ulmer HG, et al.  
Psychotic features and illness severity in com
bat veterans with chronic posttraumatic stress 

disorder. Biol Psychiatry. 1999;45:846-852.  
14. Wilcox J, Briones D, Suess L. Auditory halluci

nations, posttraumatic stress disorder, and eth
nicity. Compr Psychiatry. 1991;32:320-323.  

15. Mezzich J, Lin K-M, Cambell Hughes C. Acute 
and transient psychotic disorders and culture
bound syndromes. In: Sadock B, Sadock V, 
eds. Kaplan & Sadock's Comprehensive 
Textbook of Psychiatry. New York, NY: 
Lippincott Williams & Wilkins; 1999.  

16. Williams-Keeler L, Milliken H, Jones B.  
Psychosis as precipitating trauma for PTSD: a 
treatment strategy. Am J Orthopsychiatry: 
1994;64:493-498.

17. Shaw K, McFarlane A, Bookless C. The phe
nomenology of traumatic reactions to psychotic 

illness. J Nerv Ment Dis. 1997;185:434-441.  
18. Shancr A, Eth S. Postpsychosis posttraumatic 

stress disorder [letter; comment] [see com
ments]. J Nerv Ment Dis. 1991;179:640.  

19. McGorry PD, Chanen A, McCarthy E, et al.  
Posttraumatie stress disorder following recent
onset psychosis: an unrecognized postpsychotic 
syndrome. J Nerv Ment Dis. 1991;179:253-258.  

20. McGorry P. Posttraumatic stress disorder 
postpsychosis [letter; comment]. J Nerv ment 
Dis. 1993;181:766.  

21. Lundy MS. Psychosis-induced posttraumatic stress 
disorder. Am j Psychother. 1992;46:485-491.  

22. Strakowski SM, Keck PE Jr, McElroy SL, et al.  
Chronology of comorbid and principal syn
dromes in first-episode psychosis. Compr 
Psychiatry. 1995;36:106-112.  

23. Zimmerman M, Mattia JI. Psychotic subtyping 
of major depressive disorder and posttraumatic 
stress disorder. J clin Psychiatry 
1999;60:311-314.  

24. Brady KT, Lydiard RB, Malcolm R, et al.  
Cocaine-induced psychosis. j Clin Psychiatry.  
1991;52:509-512.  

25. Satel SL, Edell WS. Cocaine-induced paranoia 
and psychosis proneness. Am J Psychiatry: 
1991;148:1708-1711.  

26. Unnithan SB, Cutting JC. The cocaine experi
ence: refuting the concept of a model psy
chosis? Psychopathology 1992;25:71-78.  

27. Yui K, Goto K, lkemoto S, et al. Stress induced 
spontaneous recurrence of methamphetamine 
psychosis: the relation between stressful expe
riences and sensitivity to stress. Drug Alcohol 
Depend. 2000;58:67-75.  

28. Yui K, Ishiguro T, Goto K, el al. Spontaneous 
recurrence of methamphetamine psychosis: 
increased sensitivity to stress associated with 
noradrenergic hyperactivity and dopaminergic 
change. Eur Arch Psychiatry Clin Ncurosei.  
1999;249:103-111.  

29. Yui K, Goto K, Ikemoto S, et aL Increased sen
sitivity to stress and episode recurrence in 
spontaneous recurrence of methamphetamine 
psychosis. Psychopharmacology (Berl).  
1999;145:267-272.  

30. Yui K, ishiguro T, Goto K, et al. Precipitating 
factors in spontaneous recurrence of metham
phetamine psychosis. Psychopharmaeology 
(Berl). 1997;134:303-308.  

31. Pribor EF, Dinwiddie SH. Psychiatric corre
lates of incest in childhood [see comments].  
Am J Psychiatry. 1992;149:52-56.  

32. Swett C Jr, Surrey J, Cohen C. Sexual and 
physical abuse histories and psychiatric symp
toms' among male psychiatric outpatients. Am 

J Psychiatry: 1990;147:632-636.  
33. Sapru MK, Rao BS, Channabasavanna SM.  

Serum dopamine-beta-hydroxylase activity in 
clinical subtypes of depression. Acta Psychiatr 
Scond. 1989;80:474-478.  

34. Hamner MB, Gold PB. Plasma dopamnine beta
hydroxylase activity in psychotic and non-psy-

chotic post-traumatic stress disorder.  
Psychiatry Res. 1998;77:175-181.  

35. Schatzberg AF, Rothschild Al, Langlais PJ, ci 

al. A corticosteroid/dopamine hypothesis for 
psychotic depression and related states. J 
Psychiatr Res. 1985:19:57-64.  

36. Rothsehild AJ, Benes F, Hebben N, et al.  
Relationships between brain CT scan findings 
and cortisol in psychotic and nonpsychotic 
depressed patients. Biol Psychiatry.  
1989;26:565-575.  

37. Hamner MB. Clozapine treatment for a veteran 
with comorbid psychosis and PTSD [letter].  
Am J Psychiatry. 1996;:153:841.  

38.Hamner MB, Ulmer HG, Huber MG, et al.  
Risperidone treatment of psychotic features in 
PTSD. New Research Program and and abstracts.  
Presented at: The American Psychiatric 
Association Annual Meeting; May 30-June 4, 
1998; Toronto, Canada:232.  

39. Spiker DC, Dealy RS, Hanin I, et al. Treating 
delusional depressives with amitriplyline. J 
Clin Psychiatry. 1986;47:243-246.  

40. Spiker DG, Weiss JC, Dealy RS, et al. The phar
macological treatment of delusional depression.  
Am J Psychiatry. 1985;142:430436.

Volume 5 - Number 9 * September 2000 57 CN S S P E C T R u M S


