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Objectives
Recognize early signs of delusional thinking and 
initiate a focused medical work-up.
Use empathic, non-confrontational communication 
to build a therapeutic relationship.
Coordinate collaborative care and timely referral to 
behavioral health services.
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Introduction
24-year-old female with 
•delusions, 
•history of substance use, 
•not taking medications as prescribed

4



Purpose of the session
• From the primary care perspective: 
• Discuss primary care strategies for engaging patients who 

struggle to connect with reality or present with delusional beliefs.
• Emphasize balancing safety, empathy, and timely referral.

*Our role in primary care is not to diagnose psychosis in isolation, 
but to recognize red flags, maintain connection, and coordinate 
collaborative care.
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Early Recognition
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•When to suspect psychosis or delusional thinking
•Fixed, false beliefs not shared by cultural group.
•Odd or tangential thought processes, inappropriate affect, social withdrawal.
•Poor adherence to care, paranoia about staff or medications.

•Common contributors
•Substance-induced psychosis (especially methamphetamine, stimulants, or alcohol withdrawal).
•Primary psychotic disorders (schizophrenia spectrum).
•Medical and neurologic causes (delirium, thyroid dysfunction, temporal lobe epilepsy, dementia, etc.).

•Screening and early assessment
•Brief mental status exam.
•Ask about sleep, appetite, safety, perceptual experiences.
•Include family/caregiver observations if appropriate.



Medical Work-up
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•Initial labs and testing
•CBC, CMP, TSH, B12/folate, syphilis screen, HIV.
•Urine toxicology (to rule out substance-induced psychosis).
•Consider neuroimaging (CT/MRI) if new onset, focal findings, or atypical presentation.

•Rule out metabolic or medication causes
•Corticosteroids, anticholinergics, dopaminergic meds, etc.

•Document functional impact and safety
•Suicidal/homicidal thoughts, self-care ability, ability to follow up.



Therapeutic relationship

8

•Principles of engagement
•Empathic listening: Acknowledge distress, not content.
“That sounds really frightening for you.”
•Avoid direct confrontation of delusional beliefs; focus instead on shared goals (e.g., sleep, nutrition, safety).

•Maintain a calm, nonjudgmental tone.
•Building trust over time

•Offer consistency, reliability, and transparency.
•Validate emotions, not delusions.
•Small steps—trust may take multiple visits.



Communication strategies
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•Do:
•Use clear, simple language.
•Set gentle boundaries (avoid colluding with delusions).
•Involve supportive family or community partners with consent.

•Avoid:
•Challenging delusions directly (“That’s not true”).
•Overloading with information.
•Dismissing or ignoring emotional distress.

How could you phrase your response to her?



Collaborative Care and Referral
When to refer urgently
• Danger to self or others, inability to care for self, severe agitation.

Establish referral pathways
• Local psychiatry, crisis teams, community mental health.

Collaboration with behavioral health
• Warm hand-offs within integrated primary care models.
• Coordinate MOUD or SUD treatment if comorbid substance use.

Follow-up in primary care
• Continue physical health monitoring.
• Support adherence to treatment plans.
• Maintain continuity and empathy.
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