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—_————_#—————_____ 

We dedicate this book to two of the original authors of the DSM-III 
Case Book, who are no longer with us. 

Miriam (Mimi) Gibbon, M.S.W. (1932-2009) was a treasured 

colleague and friend. A research scientist at the New York State 
Psychiatric Institute for many years, Mimi was a superb diagnostician 
and teacher, with a creative gift for naming cases. 

Robert L. Spitzer, M.D. (1932-2015) led our Biometrics Research 
Department at the New York State Psychiatric Institute for several 
important decades. A courageous and brilliant scientist, he is often 
described as the most influential psychiatrist of the twentieth century. 
He also led the development of the Diagnostic and Statistical Manual of 
Mental Disorders, Third Edition (DSM-III), which for the first time 

provided diagnostic criteria for all recognized mental disorders and 
which revolutionized psychiatric assessment and diagnosis. His legacy 
also includes many important rating instruments (e.g., Structured 
Clinical Interview for DSM [SCID], Patient Health Questionnaire 

[PHQ]). He was the first author of the DSM-III Case Book, a best seller 

in the field of psychiatry and related disciplines. 
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Introduction 

Learning DSM-5 by Case Example is designed to help undergradu- 
ate, graduate, and postgraduate students in psychology, psychiatry, social work, 
counseling, and psychiatric nursing learn about DSM-5 diagnoses using a case-based 
approach. Most experienced clinicians make DSM-5 diagnoses not by systematically 
applying DSM diagnostic criteria but instead by matching a patient’s symptoms to 
“prototypes” of the DSM disorders that the clinician has internalized over the years 

and that are based on his or her own clinical experience seeing patients with particu- 

lar diagnoses. We aim in this book to accelerate the process of developing the clini- 

cian’s own prototypes by first describing each DSM-5 disorder in prototypical terms 

and then illustrating how these prototypes present in real-life clinical settings, with 

the goal of bringing the DSM-5 disorders to life. These real cases have been drawn 

from our own clinical experience and from the practices of a large number of other 

clinicians, among them many well-known experts in particular areas of diagnosis and 

treatment. The identities of the patients have been disguised by altering such details 

as age and occupation and, occasionally, locale. We have titled each case to make them 

easier to remember and reference. 

This book includes at least one case for each mental disorder included in DSM-5, 

with some exceptions noted below. One of the specific hallmarks of mental disorders 

is the wide range of presentations that are encountered in real life. Because a major 

focus of the book is on teaching students to appreciate diagnostic “heterogeneity,” we 

include several different cases for many disorders that vary with respect to symptom 

presentation, gender, age, clinical course, associated impairment in psychosocial 

functioning, and developmental factors. 

This book does not include separate cases for each of the various Mental Disorders 

Due to Another Medical Condition and Substance /Medication-Induced Mental Dis- 

orders included in DSM-5: 

e The DSM-5 diagnostic construct “Mental Disorder Due to Another Medical Condi- 

tion” refers to presentations in which psychiatric symptoms are the direct patho- 

physiological consequence of another medical condition. DSM-5 includes separate 

diagnoses for the various psychiatric presentations (i.e., psychotic symptoms, 

catatonia, bipolar symptoms, depressive symptoms, anxiety symptoms, obsessive- 

compulsive symptoms, delirium, other neurocognitive symptoms, and changes in 

personality) that may be caused by another medical condition. From a learning per- 

spective, each of these presentations are conceptually the same and differ only in re- 

gard to the presenting symptoms, so we have included cases for a representative 
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subset of disorders: Catatonic Disorder Due to Another Medical Condition (see 

“Mute,” in Section 2.6), Depressive Disorder Due to Another Medical Condition (see 

“Toy Designer,” in Section 4.5), Anxiety Disorder Due to Another Medical Condi- 

tion (see “The Outdoorsman,” in Section 5.8), Major Neurocognitive Disorder Due 

to Another Medical Condition (see “The Hiker” and “Certified Public Accountant” 

in Section 17.2), and Personality Change Due to Another Medical Condition (see 

“Coma” in Section 18.11). 

¢ Similarly, the DSM-5 diagnostic construct Substance /Medication-Induced Mental 

Disorders applies to presentations in which psychiatric symptoms are the direct 

physiological consequence of a substance or medication on the central nervous sys- 

tem. Reflective of the wide variety of possible psychiatric presentations that can be 

caused by a variety of types of substances and medications, DSM-5 includes at least 

60 separately codable Substance /Medical-Induced Mental Disorders (see Table 1, 

“Diagnoses associated with substance class,” in DSM-5, p. 482). Because each of 

these presentations are conceptually the same and differ only in regard to the pre- 

senting symptoms and the causative substance, we have also included cases from 

only a representative subset of disorders: Methylphenidate-Induced Psychotic Dis- 

order (see “Agitated Businessman,” in Section 2.7), Alcohol-Induced Psychotic Dis- 

order (see “Threatening Voices,” in Section 2.7); Ofloxacin-Induced Bipolar and 

Related Disorder (see “Sleepless Housewife,” in Section 3.4), Caffeine / Aminophyl- 

line/ Albuterol/Beclomethasone-Induced Sleep Disorder (see “Mystery Mastery,” 

in Section 12.10), Paroxetine-Induced Sexual Dysfunction (see “Bad Side Effect,” in 

Section 13.8), Alcohol Withdrawal Delirium (see “Thunderbird,” in Section 17.1), 

and Alcohol-Induced Major Neurocognitive Disorder (see “Chief Petty Officer,” in 

Section 17.2). 

There are many patients who are diagnostically evaluated for whom no specific 

DSM-5 diagnosis applies because their presentation does not meet the diagnostic re- 

quirements for any of the specific DSM-5 disorders. There are two circumstances 

where this can happen: cases in which the patient’s presentation falls below the re- 

quired diagnostic threshold in terms of severity or duration (e.g., having only three 

out of the required five symptoms of Major Depressive Disorder or six symptoms 

lasting 10 days instead of the required 2 weeks); and cases in which the presentation 

is not a recognized diagnosis in DSM-5 (e.g., compulsive sexual behavior). Such cases 

would be diagnosed as having one of the various Other Specified Mental Disorders 

offered in DSM-5, with the clinician having the option to record the reason for not 

meeting criteria in the name of the diagnosis (e.g., Other Specified Depressive Disor- 

der, short-duration depressive episode [4-13 days]). In some circumstances, the clini- 

cian is unable to make a specific DSM-5 diagnosis because there is insufficient 

information available to work with, such as in an agitated patient who is hearing 
voices in the emergency room who is unable to provide a psychiatric history. In such 
cases, one of the various Unspecified Mental Disorder diagnoses would be given 

(e.g., Unspecified Schizophrenia Spectrum and Other Psychotic Disorder). 
Because the aim of this book is to teach the prototypical presentations of the various 

DSM-5 disorders and because by definition the Other Specified and Unspecified pre- 
sentations do not conform to any of the prototypical DSM-5 presentations—with the ex- 

Xx Learning DSM-5 by Case Example 



ception of the two cases provided for Other Specified Schizophrenia Spectrum and 
Other Psychotic Disorder (see “Bad Voices” and “Sex Problem” in Section 2.8) and two 
cases provided for Other Specified Personality Disorder (“Stubborn Psychiatrist” and 
“Goody Two-Shoes” in Section 18.12)—no cases are presented for the various Other 
Specified and Unspecified Disorders, nor are they discussed in the introduction to the 
various chapters. 

The discussion following each case elaborates on the ways in which the case material 
fits the prototype presented in the initial case description or highlights those features 
illustrative of the case’s diagnostic heterogeneity. For Schizophrenia, for example, be- 
cause of both its importance as a mental disorder and its considerable symptom diver- 

sity, we include five cases that demonstrate heterogeneity in symptom presentation 

(e.g., delusions and hallucinations vs. disordered speech and behavior vs. prominent 

negative symptoms), age at onset (e.g., early onset vs. late onset), and developmental 

lifespan issues (e.g., Schizophrenia in an adolescent). 

The heterogeneity in diagnosis in DSM-5 can often be noted by the use of so-called 

diagnostic specifiers to further characterize each individual case. For example, Major 

Depressive Disorder has specifiers for severity (Mild, Moderate, Severe); course (In 

Partial Remission, In Full Remission); and symptom presentation (e.g., With Melan- 

cholic Features, With Atypical Features, With Mood-Congruent Psychotic Features, 

With Mood-Incongruent Psychotic Features, With Seasonal Pattern). Therefore, we 

have attempted to include cases in which diagnostic heterogeneity is captured by the 

use of specifiers so as to illustrate their use. DSM-5 diagnostic criteria for each disor- 

der are cross-referenced to the corresponding page on which they begin in DSM-5. 

This book is designed to teach students about the diagnosis of psychopathology. 

Therefore, case descriptions emphasize information about the manifestations of men- 

tal disorders needed to make a diagnosis and may not include information about 

childhood history or family history, except as those details may influence a particular 

diagnostic formulation. Also, the cases do not consistently include information about 

treatment, because the focus of this book is on DSM-5 diagnoses. However, because 

many of the specifiers, especially those for the Mood Disorders, are included in the 

DSM-5 diagnosis to assist with selecting the best treatment, we have included the spe- 

cifics of treatment in such cases. For example, because the main purpose of the With 

Seasonal Pattern specifier for Major Depressive Disorder is to identify that subgroup 

of patients most likely to respond to bright light therapy, this treatment is referred to 

in the case that illustrates seasonal depression. In other instances, we have included 

information about treatment if we felt that it would likely be of particular interest to 

the reader. 

We have mostly selected cases that illustrate single DSM-5 disorders because of 

this book’s emphasis on presenting examples of prototypical DSM-5 disorders. The 

reader should be aware that in real-life clinical settings, comorbidity—that is, the 

presence of more than one DSM-5 diagnosis at the same time—is actually the rule 

rather than the exception. A number of cases in this book do reflect the presence of 

more than one diagnosis, and in such cases, we do comment on the presence of these 

additional diagnoses. 

The discussions in Learning DSM-5 by Case Example are framed in terms of how 

each case either illustrates a diagnostic prototype or demonstrates one or more as- 

pects of diagnostic heterogeneity, unlike the discussions of cases in our previous DSM 
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Casebooks, which were geared to teaching the application of diagnostic criteria and 

the process of differential diagnosis. In some instances, however, it is informative to 

consider alternative diagnoses for a particular case, in order to understand the critical 

differences among types of psychopathology that might be easily confused. In these 

cases, we make an effort to describe the diagnostic alternatives and refer the reader to 

other cases in this volume that illustrate the alternatives. 
Cases in our previous DSM Casebooks appeared in no particular order, and the di- 

agnosis for each case was revealed only in the discussion section. In contrast, this 

book is organized according to the order of the diagnostic groupings as they appear 

in DSM-5 to facilitate the process of learning about the DSM-5 diagnostic classes and 

categories through the illustrative case examples. We have taken the liberty of alter- 

ing the order in which disorders appear within some chapters when a different order 

seems to make more sense from an educational perspective (e.g., Sexual Dysfunctions 

are organized according to the phases of the sexual response cycle rather than alpha- 

betically as they are in DSM-5). 

Teachers and students of abnormal psychology and psychopathology should find 

these cases useful as illustrations of various types and presentations of psychopathol- 

ogy. Although this book is designed primarily for students, it may also be of value to 

experienced clinicians, facilitating their understanding of the new concepts and ter- 

minology in DSM-5. All clinicians, regardless of their level of experience and training, 

may benefit from reading descriptions of cases that are examples of diagnostic cate- 

gories rarely seen in their own treatment settings. Similarly, other professionals, such 

as primary care physicians, internists, and attorneys, may find the cases instructive. 

Finally, these cases provide a historical point of reference as illustrations of diagnostic 

concepts in the United States in the early twenty-first century. 

A particularly useful feature of the book in this regard is the inclusion of an alpha- 

betical index of diagnoses, which lists those cases included in the book according to 

the DSM-5 diagnosis given, along with the corresponding page number on which 

each case begins. Additional information about the cases (e.g., applicable subtypes 

and specifiers, comorbid disorders, key features) is provided to help the reader dif- 

ferentiate among the various cases included for a particular disorder. 
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TABLE 1-1. Characteristic features of Neurodevelopmental Disorders 

Disorder Key characteristics 

Intellectual Disability 
(Intellectual Developmental 
Disorder) 

Language Disorder 

Speech Sound Disorder 

Childhood-Onset Fluency 
Disorder (Stuttering) 

Social (Pragmatic) 
Communication Disorder 

Autism Spectrum Disorder 

Attention-Deficit / 
Hyperactivity Disorder 

Specific Learning Disorder 

Developmental Coordination 
Disorder 

Stereotypic Movement 
Disorder 

Tic Disorders 

Deficits in intellectual functions 
Deficits in adaptive functioning and failure to meet standards 
for personal independence and social responsibility 

Onset during the developmental period 

Difficulties in acquisition and use of language 

Difficulty with speech sound production that interferes with 
speech intelligibility or prevents verbal communication 

Disturbance in normal fluency and time patterning of speech 

Difficulties in social use of verbal and nonverbal 
communication 

Deficits in social communication and social interaction 
Restricted, repetitive patterns of behavior, interests, or 
activities 

Pattern of inattention and/or hyperactivity-impulsivity 
Some symptoms present prior to age 12 years 

Some symptoms present in two or more settings (e.g., at home, 

school, or work; with friends or relatives; in other activities) 

Difficulties learning and using academic skills 

Acquisition and execution of coordinated motor skills 
substantially below that expected for age 

Repetitive, driven, and seemingly purposeless motor 
behavior 

Sudden, rapid, recurrent, nonrhythmic motor movement or 
vocalization 

INTELLECTUAL DISABILITIES 

1.1 

Intellectual Disability 
(Intellectual Developmental Disorder) 

Intellectual Disability, also known as Intellectual Developmental Disorder 
and formerly known as Mental Retardation, is a disorder characterized by “deficits in 
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general mental abilities, such as reasoning, problem solving, planning, abstract think- 
ing, judgment, academic learning, and learning from experience” (DSM-5, p. 31). As 
stated in DSM-5 (p. 31), “The deficits result in impairments of adaptive functioning, 
such that the individual fails to meet standards of personal independence and social 
responsibility in one or more aspects of daily life, including communication, social 
participation, academic or occupational functioning, and personal independence at 
home or in community settings.” The diagnosis is made on the basis of clinical assess- 
ment and is confirmed by the use of individually administered and psychometrically 
valid, comprehensive, and culturally appropriate tests of intelligence (i.e., IQ tests). 
Individuals with Intellectual Disability have scores of approximately two standard 
deviations or more below the population mean, including a margin for measurement 
error (generally +5 points). On tests with a standard deviation of 15 and a mean of 
100, this would be reflected by a score of between 65 and 75 (70+5 points). Because 

IQ test scores are approximations of conceptual functioning, they may be insufficient 

to assess reasoning in real-life situations and mastery of practical tasks. For example, 

a person with an IQ score above 70 may have such severe problems in social judg- 

ment, social understanding, and other areas of adaptive functioning that the person’s 

actual functioning is comparable to that of individuals with a lower IQ score. Thus, 

clinical judgment is always needed in interpreting the results of IQ tests. 

Adaptive functioning involves adaptive reasoning in three domains: conceptual, 

social, and practical: 

e The conceptual (academic) domain involves competence in memory, language, 

reading, writing, math reasoning, acquiring practical knowledge, problem solv- 

ing, and judgment in novel situations, among others. 

e The social domain involves awareness of others’ thoughts, feelings, and experi- 

ences; empathy; interpersonal communication skills; friendship abilities; and so- 

cial judgment, among others. 

¢ The practical domain involves learning and self-management across life settings, 

including personal care, job responsibilities, money management, recreation, self- 

management of behavior, and school and work task organization, among others. 

Intellectual Disability is estimated to affect 1% of the general population. Overall, 

males are more likely to be affected than females. Deficits have an onset during the 

developmental period but may not be present at birth. The age at onset and other 

characteristic features depend on the underlying etiology. In DSM-5, the diagnosis of 

Intellectual Disability refers to the presence of deficits in intellectual and adaptive 

functioning—the cause of the intellectual and adaptive deficits, if known, is indicated 

by giving an additional diagnosis (e.g., Down syndrome). Causes may be genetic, 

such as in Down syndrome, in which case the child also has characteristic physical 

features evident from birth. Causes may also include illnesses such as meningitis, en- 

cephalitis, or head trauma during the developmental period, in which case the Intel- 

lectual Disability is considered “acquired.” Intellectual Disability can be at different 

levels of severity (i.e., mild, moderate, severe, or profound). Severity is determined 

by levels of adaptive functioning in the conceptual, social, and practical domains of 

functioning rather than strictly by IQ, because adaptive functioning determines the 
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amount of support needed. For example, in Severe Intellectual Disability, in the con- 

ceptual domain the individual would generally have little understanding of written 

language or of concepts involving numbers, quantity, time, and money. In the social 

domain, the individual’s speech and communication are focused on the here and now 

within everyday events. In the practical domain, the person requires support for all 

activities of daily living, including meals, dressing, bathing, and elimination, and re- 

quires supervision at all times. The course of Intellectual Disability is usually lifelong, 

although there may be some fluctuations in severity over time. 

Global Developmental Delay (DSM-5, p. 41) is a category in DSM-5 without di- 

agnostic criteria. It is a diagnosis reserved for individuals under age 5 years who, al- 

though failing to meet expected developmental milestones in several areas of 

intellectual functioning, cannot be diagnosed with Intellectual Disability because the 

clinical severity level cannot be reliably assessed at this young age. This is a “holding” 

diagnosis indicating the need for reassessment at a later date. 

Down Syndrome 

Eric, a 15-year-old boy, was brought to the emergency room by his mother who, clutch- 
ing the on-call psychiatric resident’s arm, pleaded, “You've got to admit him; I just can't 
take it anymore.” The patient had been taken home from a special school by his mother 
6 months previously. The mother showed the resident papers from the school that indi- 
cated that Eric’s IQ was 45. He had had several residential placements, beginning at age 
8. On visiting days, the boy always pleaded with his mother, “Mommy, take me home?” 

After a year or so away, Eric would be brought home by his mother, who had always 
been racked by guilt because of his intellectual impairments and her inability to man- 
age him in the home. The patient was an only child whose parents had been divorced 
for the past 4 years. The father had moved to another city. 

During the last 6 months at home, Eric had increasingly become a behavior problem. 
He was about 5’9” tall and weighed close to 200 pounds. He had become destructive of 
property at home—breaking dishes and a chair during angry tantrums—and then, 
more recently, physically assaultive. He had hit his mother on the arm and shoulder 
during a recent scuffle that began when she tried to get him to stop banging a broom 
on the apartment floor. The mother showed her bruises to the resident and threatened 
to call the mayor’s office if the hospital refused to admit her son. 

On examination, Eric was observed to have the typical signs of Down syndrome, in- 

cluding thick facial features, slightly protruding tongue, epicanthal fold of the eyelids 
(skin fold of the upper eyelid), and simian crease (a single line instead of three) on the 
palms of the hands. With indistinct and somewhat slurred speech, the boy insisted that 
he “didn’t mean to hurt anybody.” 

Discussion of “Down Syndrome” 
The need for placement in special schools since age 8 suggests that Eric has had 

significant deficits or impairments in adaptive functioning. His IQ of 45 is con- 
sistent with deficits in general intellectual functioning. Although detailed in- 

formation on Eric’s conceptual abilities, social functioning, and capacities for 

self-care are not immediately evident, he needs to be cared for in settings out- 
side the home. Thus, the combination of deficits in intellectual functioning and 
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adaptive functioning, with onset since birth, indicate the diagnosis of Intellec- 
tual Disability (DSM-5, p. 33) of at least Moderate severity. In Eric’s case, Intel- 
lectual Disability is due to Down syndrome, which would be an additional 
diagnosis made alongside the diagnosis of Intellectual Disability. 

The diagnosis of Intellectual Disability should be made when the criteria 
are met, regardless of the presence of another diagnosis. As is often the case for 
individuals with Intellectual Disability, Eric presents for admission because of 
destructive and aggressive behavior, not because of impairment in intellectual 
functioning. His aggressive behavior has been present during the past 6 months; 
nevertheless, the additional diagnosis of Conduct Disorder (see “Shoelaces” in 
Section 15.3) is probably not justified because Eric has none of the other char- 
acteristic features of Conduct Disorder, such as stealing, lying, and running 
away from home. 

The Enigma 

A psychiatrist specializing in patients with Intellectual Disability received a call from a 

pediatric colleague referring 17-year-old Libby. She was described as “cured from 
depression” and needing only follow-up medication. 

Libby’s arrival created a commotion in the waiting room. She was a small, slender 
person, markedly agitated and restless, who screamed unintelligibly in a high-pitched 
voice while her anxious parents tried to calm her. She looked far from being cured. 

The parents provided the following history: When Libby was under 1 year of age, 
she was diagnosed with severe mental retardation. Extensive diagnostic evaluations 
failed to determine the etiology of her intellectual deficits. She has always been physi- 
cally healthy. Libby is an only child, was reared at home, and attended special classes 
in public schools. She had been cheerful, friendly, and affectionate. She was nonverbal 

but managed to communicate through gestures and vocalizations. She learned some 
household tasks and liked to help her mother around the house. 

Libby had never been separated from her parents until 6 months ago, when the par- 

ents went to Europe for a week and left Libby with a housekeeper. On their return, they 
found her agitated, unresponsive to their requests, and uninterested in her usual activ- 

ities. She cried frequently, slept poorly, ate little, and spent most of the time roaming 
around the house aimlessly. The parents felt guilty about having gone away and tried 
to make amends by spending all their time with Libby and trying to do things with her 

that would make her happy. 
Libby’s parents wondered if she might be physically ill, but an examination and tests 

by her pediatrician were negative. The pediatrician gave her an antianxiety drug, diaz- 

epam, 2 mg three times a day, but it had no effect. The school psychologist thought that 

Libby’s behavior was an attention-getting device, reinforced by her parents’ indul- 

gence; he suggested setting firm limits and referred them to a child guidance clinic, 

where they were informed by the child psychiatrist that Libby was punishing them for 

abandoning her when they went on their vacation. The child psychiatrist suggested 

giving Libby unlimited attention and affection. 

When this regimen only made matters worse, another psychiatrist was consulted. She 

thought that Libby might be depressed and prescribed an antidepressant medication. 

Libby did not improve. In desperation, the parents called every psychiatric hospital in the 

area, trying to have Libby admitted, but none were willing to take her. As one admitting 

social worker explained, psychiatric hospitals generally have no experience treating in- 
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tellectually disabled, nonverbal patients. Libby was finally hospitalized on a pediatric 

ward, where an extensive medical evaluation failed to disclose the cause of her condition. 

' Libby’s pediatrician decided to treat her in the hospital for a “psychotic depression.” 

He therefore increased the antidepressant medication and added an antipsychotic 

drug. Libby started to eat better, slept throughout the night, and was somewhat less ag- 

itated. She was discharged but soon suffered a relapse. She again became irritable and 

agitated, slept poorly, and experienced a decrease in appetite. 
During the diagnostic interview with the specialist, Libby was extremely agitated. 

She screamed often, in a high-pitched voice; would not sit in one place; and tugged at 
her mother’s arm, indicating she wanted to go home. 

The dosage of the antidepressant medication was gradually decreased and eventu- 
ally discontinued. For the next 3 months, Libby’s mood and behavior varied. For sev- 

eral weeks she was calmer, and then she would again start to scream and become 

extremely agitated, aggressive, and very distractible. 
Detailed family history disclosed that a maternal aunt suffered from “depression” and 

responded well to maintenance treatment with the mood-stabilizing medication lithium. 
Therefore, Libby was started on lithium, 300 mg/day, which was increased to 600 mg/ 
day until her serum level was ina therapeutic range, between 0.5 and 0.7 mEq/L. She im- 
proved steadily and gradually, and within a few months was her “old self” again. Her 
improvement continued even after the antipsychotic medication was gradually (over 
several months) discontinued. 

Discussion of “The Enigma” 

This case illustrates the difficulty in diagnosing people with Severe Intellectual 

Disability (DSM-5, p. 33) who are unable to describe their subjective experi- 

ences. Libby seems depressed and agitated but cannot tell us about her persis- 

tent depressed mood. It seems reasonable to make a provisional diagnosis of 

Major Depressive Disorder (DSM-5, p. 160), based on her crying, being unin- 

terested, and having decreased appetite, insomnia, and psychomotor agita- 

tion, even though she has not consistently responded to antidepressant 

medication. Libby’s pediatrician diagnosed a “psychotic depression,” but we 

see no evidence of psychotic symptoms and assume that the antipsychotic 

medication was intended primarily to control her psychomotor agitation. 

The specialist who treated this patient noted the following, with which we 

concur: 

Patients like Libby are often dismissed as cases of nonspecific behavior disorders pecu- 
liar to intellectually disabled persons, or as exhibitions of “attention-getting behaviors” 
due to overprotection by parents as compensation for their guilt feelings. In fact, 
Libby’s case was seen by some as an example of the latter mechanism. 

Libby’s clinical presentation was in marked contrast to her usual condition. 
It was dominated by irritable mood, agitation, distractibility, and sleep distur- 
bance, all of which are included in the diagnostic criteria for Manic Episode 
(DSM-5, p. 124). Her screaming could be seen as an equivalent of pressured 
speech. Symptoms such as grandiosity, flight of ideas, and excessive involve- 
ment in pleasurable activity could not, of course, be described by a severely in- 
tellectually challenged and nonverbal person. The clinical presentation was 
cyclic, and the periods of crying, decrease in activities, loss of appetite, and in- 
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somnia suggest Major Depressive Disorder. The family history was positive 
for a lithium-responding “depression.” It is possible that Libby was in a Major 
Depressive Episode when she was put on the antidepressant medication, and 
she improved at first, but then she developed manic symptoms apparently 
triggered by the medication. Therefore, a diagnosis of Bipolar I Disorder 
(DSM-5, p. 123) seems most appropriate. 

COMMUNICATION DISORDERS 

1.2 

Language Disorder 

Lang Uage Disorder is characterized by “persistent difficulties in the acquisi- 
tion and use of language across modalities (i.e., spoken, written, sign language, or 

other) due to deficits in comprehension or production” (DSM-5, p. 42). The child may 

exhibit reduced vocabulary, limited sentence structure, or impairment in discourse, 

such as not being able to use words and connect sentences to explain something or to 

have a conversation. The difficulties place the child at a level substantially below that 

of his or her age group and interfere with social and academic functioning. The prob- 

lems are not due to hearing problems, any motor dysfunctions, other medical or neu- 

rological conditions, or Intellectual Disability (see Section 1.1). Impairments may be 

in expressive abilities (i.e., the production of verbal material) or in receptive abilities 

(i.e., the understanding of language messages) or both. 

Language Disorder present at age 4 years is likely to be stable over time and persist 

into adulthood, at which time it can adversely affect the ability of the person to func- 

tion occupationally. Children with receptive language impairments have a poorer 

prognosis than those with only expressive problems. 

Broken Home 
mea srt A RR ASE RR SR REE SO TSB RARE RES NEO EASIEST A RBS ONE 

Don, age 3 years 7 months, has had a complicated early medical history, including hav- 

ing been born 11 weeks premature with hyaline membrane disease (a lung disease in 

newborn babies that prevents the lungs from proper expansion) and later having bilat- 

eral hernia repairs. Early developmental milestones were within normal limits: he 

began sitting at 6 months, crawling at 10 months, walking at 13 months, and saying 

words at 12 months. When Don turned 3 years old, his mother noted that his speech 
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seemed far less well developed than that of his playmates, although most of them were 

younger than he was. He did not attend nursery school and had been subjected to a 

number of moves because of parental problems and divorce. 

During the examination, Don was slow to warm up. He was extremely difficult to 

understand and had to augment most of his utterances with gestures to make himself 

understood. Most of his sentences consisted of single words that were mispronounced 

(e.g., “gun” was “dub,” “scissors” was “duh-duh”) or demonstrated limited vocabu- 

lary (e.g., “fish” was “pet”). Don could follow commands such as “Get the red book and 

bring it to the table,” could point out body parts and objects in the room, and could pro- 

duce drawings that seemed quite sophisticated for his age. 

Discussion of “Broken Home” 

Normal developmental milestones rule out Intellectual Disability as an expla- 

nation for Don’s speech difficulties. Significantly, Don's speech difficulties are 

not in articulating certain speech sounds but rather in finding the proper 

words to express himself. This rules out Speech Sound Disorder (DSM-5, p. 44) 

and suggests a Language Disorder (DSM-5, p. 42). The fact that Don appar- 

ently has no difficulty understanding language indicates an expressive type of 

Language Disorder, which has a better prognosis. 

Bye-Bye 

A 5-year-old boy named Zach was evaluated by a psychologist because of problems in 
school. He had begun kindergarten 8 months earlier and had had problems getting 
along with the other children and the teacher from the beginning. The teacher had 

called numerous parent conferences throughout the school year to report that the boy 
seemed angry and frustrated, had great trouble handling the natural conflicts that occur 
among children, seemed at times not to understand her instructions, and was difficult 
to understand. Very recently, there had been some improvement, however, in that Zach 
was now playing with the other children, whereas he had started out staying mostly by 
himself. The parents reported that Zach was taking phenobarbital for a seizure disorder 
but was otherwise healthy, and that there were no problems at home. 

During the examination, Zach was very quiet and shy, and his mother had to remain 
in the room. He stared at the examiner and seemed to be agreeable but often did not 
respond to questions or requests. He sometimes produced inappropriate responses, 

and the examiner was unsure of the boy’s grasp of the task. For example, when given a 
pencil and a toy car and told to “put the pencil on the car,” Zach stared at the examiner, 
put the car on the floor, and began to draw with the pencil. Verbalizations from the boy 
were very limited: he did tell the examiner his name, but he generally pointed to objects 
when asked to name them. When asked to define objects (car, pencil, etc.), he only ges- 

tured to show their use. When leaving the examination room, Zach said “me go” and 
“bye-bye” to the examiner. 

Discussion of “Bye-Bye” 

Zach has difficulty understanding what people say and making himself un- 
derstood. Such disturbance in language development can also be seen in Intel- 
lectual Disability (see Section 1.1), Autism Spectrum Disorder (see Section 1.6), 
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and Specific Learning Disorder (see Section 1.8). The absence of any reference 
to delayed developmental milestones or deficits in adaptive functioning, such 
as late walking or inability to dress himself, suggests that Zach has normal in- 
telligence. His ability to grasp the purpose of common objects (e.g., pencils and 
cars) suggests the presence of inner language and, along with the absence of 
bizarre behavior, rules out Autism Spectrum Disorder (see “Echo” in Section 
1.6). Thus, Zach received the diagnosis of Language Disorder, involving both 
reception and expression (DSM-5, p. 42). Children with both receptive and ex- 
pressive language difficulties are more challenging to treat and often do not 
have as good an outcome as children with only expressive problems. 

1#3 
Speech Sound Disorder 

The characteristic feature of Speech Sound Disorder is “persistent difficulty 
with speech sound production that interferes with speech intelligibility or prevents 

verbal communication of messages” (DSM-5, p. 44). The speech production problem 

is sufficiently severe as to interfere with social activities and academic achievement. 

The speech difficulties are not caused by any condition that is either congenital (i.e., 

present at birth), such as a cleft palate or cerebral palsy, or acquired, such as hearing 

loss or traumatic brain injury. 

The DSM-5 diagnosis requires that the onset of the speech problem is in the early de- 

velopmental period. Although normal speech development is a gradual process, most 

children have intelligible speech by age 3 years and speak most words correctly by age 7. 

Speech problems usually improve with treatment and thus are rarely lifelong. 

Wabbit 
SRST 

André, a 6-year-old in first grade, came to the clinic with his mother, who reported that 

her son was humming and making odd noises, was having problems speaking prop- 

erly, and was reversing letters when writing. André’s teacher sent a report stating that 

André was a “very good” student in reading readiness, phonics, and sports; was aver- 

age in art; and seemed to have problems only in speech. 

On examination, this friendly and handsome boy conversed intelligently on a num- 

ber of topics. Speech errors noted during conversation included “wabbit” for rabbit, 

“bwown” for brown, “dis” for this, and “wewwow” for yellow. The Wechsler Preschool 

and Primary Scale of Intelligence and the Wide Range Achievement Test (WRAT) were 

administered, and André received the following scores: performance IQ, 135 (signifi- 

cantly above average); verbal IQ, 120 (above average); reading grade level, 1.8; spelling 

grade level, 1.4; arithmetic grade level, 1.8. The grade-level scores on the WRAT indi- 
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cated that André was performing academically slightly above grade level. The admin- 

istrator noted that on the WRAT, when asked to spell “cat,” André spelled it “ sat,” with 

a reversed c. 

Discussion of “Wabbit” 
André’s problem is that he has difficulty articulating various sounds, particu- 

larly r, 1, and th, which, in addition to s, z, ch, dzh, and zh, are among the later- 

acquired speech sounds. These most frequently misarticulated sounds are 

sometimes referred to as the “late eight.” André’s ability to understand lan- 

guage and to express himself rules out a Language Disorder, his above-aver- 

age intelligence rules out an Intellectual Disability (see “Down Syndrome” in 

Section 1.1), and his normal social development rules out an Autism Spectrum 

Disorder (see “Echo” in Section 1.6). Thus, a diagnosis of Speech Sound Disor- 

der (DSM-5, p. 44) is made. 

Frequent letter reversals may raise the question of an additional diagnosis 

of Specific Learning Disorder, With Impairment in Written Expression (see Sec- 

tion 1.8). However, a certain number of letter reversals are normal at age 6, and 

this diagnosis is given only if an individually administered test reveals scores 

significantly below expected level. 

1.4 
Childhood-Onset Fluency Disorder 

(Stuttering) 

eo, ® 

r’¢ Fr’ ersiStent “disturbances in the normal fluency and time patterning of speech that 
are inappropriate for the individual’s age and language skills” (DSM-5, p. 45) are the 

hallmarks of Childhood-Onset Fluency Disorder. The types of disturbances include 

sound and syllable repetitions, sound prolongations of consonants and vowels, pauses 

within words, pauses in speech, circumlocutions (i.e., word substitutions to avoid prob- 

lematic words), word production accompanied by physical tension, and monosyllabic 

whole-word repetitions (e.g., “I-I-I see him”). The disturbances must be severe enough 

to interfere with social or academic functioning and must not be caused by a speech- 

motor or sensory deficit or a neurological problem, such as a stroke or head trauma. The 

disorder is commonly referred to as stuttering. Notably, this dysfluency is often absent 

when the child is reading orally, singing, or talking to pets or inanimate objects. 

By definition, the onset of Childhood-Onset Fluency Disorder is in childhood, with 

the majority of cases developing by age 6 years. The majority of affected children re- 
cover. The severity of the problem at age 8 predicts recovery or persistence into ado- 
lescence and beyond. 
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Don’t Worry 

A worried psychiatrist and his wife were referred to a speech therapist for a consulta- 
tion about their 3-year-old son Aaron. The psychiatrist explained that he and his wife 
had first noticed several months previously that at times Aaron had been “stuttering.” 
When this happened, he would get stuck on words or initial syllables, often repeating 
them many times until he was finally able to finish the sentence. Sometimes, he was 
unable to finish the sentence and just gave up. These periods initially were rare but had 
become much more frequent in the last few weeks, and now Aaron was visibly upset 
when they occurred. A few days earlier he had become so frustrated that he began strik- 
ing his head with his fist in an effort to get the words out. 

Aaron’s parents knew that transient stuttering, particularly among boys, was com- 
mon. However, they now wondered if something needed to be done to make sure that 
the problem did not become chronic. They had consulted their pediatrician, who tried 
to reassure them, but the pediatrician’s own slight but noticeable stuttering was discon- 
certing, to say the least. 

The speech therapist told the parents that it was important to maintain their own 
composure during Aaron’s episodes of distress and not to complete his sentences for 
him. She sympathized with their concern but said that most likely the stuttering would 
go away and would not leave any permanent emotional scars. The speech therapist was 
correct. Over the next few months, the stuttering gradually resolved, and Aaron, now 
age 4, is an articulate child without any trace of speech difficulty. 

Discussion of “Don’t Worry” 
Although Aaron’s father was a psychiatrist, a layperson would also have had 

little trouble making this diagnosis. Childhood-Onset Fluency Disorder (Stut- 

tering) (DSM-5, p. 45) isa marked and persistent impairment in the normal flu- 

ency and time patterning of speech that is inappropriate for the child’s age. In 

Aaron’s case, as in most cases, it was manifested by prolongations and repeti- 

tions of sounds and syllables. The severity of the stuttering usually varies from 

situation to situation and is more severe when there is special pressure to com- 

municate. 

1.5 

Social (Pragmatic) 

Communication Disorder 

Social (Pragmatic) Communication Disorder, a new disorder in 

DSM-5, is defined as “persistent difficulties in the social use of verbal and nonverbal 

communication” (DSM-5, p. 47). This category was added to describe individuals 
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who have the social communication component of Autism Spectrum Disorder but 

who are not considered to be part of the autism spectrum because they do not meet 

the criterion for restricted, repetitive pattern of behavior, interests, or activities. The 

word pragmatic is added to the diagnostic label to emphasize that social communica- 

tion is essential for social participation, the development of social relationships, aca- 

demic achievement, and occupational performance. 

The characteristic deficits in using communication for social purposes may be 

manifested as an inability to share information with others in a manner that is appro- 

priate to the social context; the inability to change style of communication to match 

the context or the needs of the listener; a difficulty following rules for conversation, 

such as taking turns in speaking; and difficulty understanding inferences, idioms, hu- 

mor, and metaphors that depend on context for their meaning. The problems of Social 

Communication Disorder, like the other Communication Disorders, must interfere 

with social relationships or academic and occupational functioning. They should not 

be due to a neurological condition or to other mental disorders that may include prob- 

lems with social communication as part of the clinical picture, including Intellectual 

Disability (see Section 1.1), Autism Spectrum Disorder (see Section 1.6), or Global De- 

velopmental Delay (DSM-5, p. 41). 

Children ages 4-5 years should be able to participate in social communication ad- 

equately. Milder forms of Social Communication Disorder may not be apparent until 

early adolescence when social interactions become more complex. The outcome of So- 

cial Communication Disorder is quite variable; some children improve substantially 

over time and others continue to have difficulties persisting into adulthood. Even 

among those who have significant improvements, the early deficits may cause lasting 

impairments in social relationships and behavior. 

Social Gaffes 

Clifford, age 13, is in seventh grade at his local middle school. Although his academic 
performance has always been on grade level, his teachers and parents describe him as 
“a little bit immature” and as “a late bloomer.” Clifford met all of his motor milestones 
on time, always showed an interest in his peers, and liked “all the typical little boy 
stuff—cars, trains, planes, video games, and so on”; however, his mother laments, “Clif- 

ford almost always seemed to be running a step behind.” Clifford talked late, and 

although he had a handful of single words by age 18 months, he did not really begin to 
string words together until he was approaching his third birthday. He received speech 
therapy from preschool until third grade, because of both his delayed use of language 
and his difficulties with sibilant “s” or “sh” sounds. 

Even as a middle school student, Clifford continues to have some difficulties with 

verbal communication. He talks loudly, despite frequent reminders to use his “indoor 

voice,” and when in a small group setting, he will talk over the conversations of other 

kids, sometimes on topics that are largely irrelevant to the group’s conversational con- 

text. At times he sounds a bit pedantic, especially when talking about his gaming activ- 
ities, a topic he frequently brings to the fore. When he gets excited about a topic, like his 
favorite basketball team clinching the division title, he will talk on and on without even 
seeming to pause for breath and can be quite difficult to follow. 

Math is Clifford’s favorite subject, and he is fascinated by all computer-related 
things. He loves video games, especially those of the action and first-person shooter 
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genres. He is a huge basketball fan and follows his favorite professional and college 
teams religiously. He used to play on his school recreational team but quit last year, 
complaining, “I spend so much time on the bench, and then the coach and the other 
kids are always yelling at me, ‘Pass the ball!’ when it’s finally my turn on the court!” 

Clifford has never had many close friends. Children he spends time with usually 
share his interest in video games and online activities, and Clifford refers to kids who 
are merely online contacts as his “friends.” He used to spend more time playing out- 
doors with other children in the neighborhood, but these interactions are now mostly 
limited to “shooting hoops” in Clifford’s driveway, and even these “games” often end 
in shouting matches and hurt feelings. 

Despite his social difficulties, Clifford’s mother and teacher both note that Clifford 

is not a “mean” kid. He wants to have friends and sometimes goes out of his way to try 
to do nice things for others; unfortunately, his efforts often fall flat. He does not seem to 
be able to read others’ body language or nonverbal cues, and his mother will joke, “sub- 
tle is not a word in Clifford’s vocabulary.” He frequently comes across as insensitive to 
the feelings of his peers, pointing out their failings and inadequacies and mistakes, even 
in public settings, without stopping to think about the impact his words might have. He 
teases others with comments that he believes to be jokes but that are sometimes hurtful. 
On the other hand, many of his peers’ jokes go over his head, especially puns and dou- 
ble entendres. If an adult calmly points out to him that he has hurt another child’s feel- 
ings, Clifford typically will, with prompting, apologize and appear to be genuinely 
sorry, but in the absence of outside intervention, he is not likely to realize when his 

words or actions have crossed a line, and he repeats the same social gaffes time and time 
again. 

Discussion of “Social Gaffes” 

Clifford has a difficult time in social interactions with others. He is unable to 

communicate with his friends in conversation, often “talking over” them 

about topics that are not relevant to the context of the conversation. He cannot 

modulate his conversational tone (he talks loudly despite the teacher’s re- 

minders to use his “indoor voice,” and he often sounds very formal and pe- 

dantic). He will talk on and on without regard to others involved in the 

conversation and will say things that are hurtful. He is unable to read body 

language or nonverbal cues in interacting with others, and he is very poor at 

understanding things like puns or double entendres that depend on context 

for their interpretation. These severe problems in social communication inter- 

fere especially with his peer group interactions and cause impairment in social 

functioning (he has few close friends and considers some kids he only knows 

online to be his friends). Clifford’s persistent difficulties in the social use of 

verbal and nonverbal communication all add up to the clinical picture of Social 

(Pragmatic) Communication Disorder (DSM-5, p. 47). 

Social communication deficits are also prominent in Autism Spectrum Dis- 

order (see Section 1.6). However, a person with Autism Spectrum Disorder 

also has restricted or repetitive patterns of behavior, interests, and activities. 

One might wonder if Clifford’s interest in video games is an example of re- 

stricted interests, but in fact he has demonstrated other interests, such as in 

toys when he was little and in playing and following basketball as an adoles- 

cent. Clifford appears to have had a Speech Sound Disorder (DSM-S, p. 44) 

during preschool that responded to speech therapy. 
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AUTISM SPECTRUM DISORDER 

1.6 

Autism Spectrum Disorder 

Autism Spectrum Disorder is a new diagnosis in DSM-5 that is charac- 
terized by 1) “persistent deficits in social communication and social interaction across 

multiple contexts” and 2) “restricted, repetitive patterns of behavior, interests, or 

activities” (DSM-5, p. 50). This diagnosis subsumes most cases of DSM-IV Autistic 

Disorder, Asperger’s Disorder, and Pervasive Developmental Disorder Not Other- 

wise Specified (PDNOS). 

The deficits in social communication are evidenced by 1) deficits in social-emotional 

reciprocity, such that there is limited back-and-forth conversation or sharing of inter- 

ests or feelings; 2) deficits in nonverbal communication, such as poor eye contact, lack 

of facial expression, or understanding or use of gestures; and 3) deficits in develop- 

ing, maintaining, and understanding relationships, such as difficulties adjusting be- 

havior to the social context, poor peer relationships, or lack of interest in peers. 

Restricted, repetitive patterns of behavior may include stereotyped motor move- 

ments, use of objects, or speech. For example, the child with Autism Spectrum Disor- 

der may line up toys, flip objects over and over, or “echo” something that someone 

else has said (echolalia). The child may insist on inflexible adherence to daily routines 

(e.g., taking the same route to school, eating the same food every day), be pathologi- 

cally resistant to change (e.g., becoming very distressed at apparently small changes, 

such as the altered packaging of a favorite food), or have ritualized patterns of behav- 

ior (e.g., repetitive questioning, pacing of a perimeter). He or she may have highly re- 

stricted and fixated interests that tend to be abnormal in intensity or focus (e.g., a 

toddler strongly attached to a pan, a child preoccupied with vacuum cleaners, an 

adult spending hours writing out train timetables). Some fascinations and routines 

may relate to apparent hyper- or hyporeactivity to sensory input, which can be man- 

ifested through extreme responses to specific sounds or textures, excessive smelling 

or touching of objects, fascination with lights or spinning objects, and sometimes ap- 

parent indifference to pain, heat, or cold. 

Some individuals with Autism Spectrum Disorder have prodigious capacities or 

abilities that exceed those of almost all “normal” people; these are called “savant abil- 

ities” and are usually in one or more of five major areas: art, music, calendar calcula- 

tion, math, and spatial skills. The most common kind of savant is the “calendrical 

savant,” who can calculate the day of the week for any given date. Although individ- 

uals with such abilities attract a lot of attention in the media and in literature and 

movies, only a small minority (fewer than 10%) of individuals with Autism Spectrum 

Disorder have such abilities. 
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The signs and symptoms typically become evident in the child’s early develop- 
mental period (i.e., between ages 12 and 24 months) but may not become fully manifest 
until social demands exceed the child’s capacities. Some children have developmental 
delays, whereas others may seem to be developing normally and then regress. Social, 
occupational, or other important areas of functioning are adversely affected. The se- 
verity of Autism Spectrum Disorder is based on both the deficits in social communi- 
cation and the restricted, repetitive behaviors. Severity level is rated based on level of 
support needed: level 1: “requiring support”; level 2: “requiring substantial support’; 
or level 3: “requiring very substantial support.” Further variability in the diagnosis 
can be noted with the following specifiers because of the disorder’s high frequency of 
co-occurrence with other disorders and conditions: With or Without Accompanying 
Intellectual Impairment; With or Without Accompanying Language Impairment; 
Associated With a Known Medical or Genetic Condition or Environmental Factor; or 

Associated With Another Neurodevelopmental, Mental, or Behavioral Disorder. 

The prevalence of Autism Spectrum Disorder is estimated at 1% worldwide. Rates 

have risen in recent years, due to either expanded definitions of the disorder, in- 

creased awareness among health care personnel and the public about these condi- 

tions, a true increase in the incidence of the disorder, or some combination of factors. 

Autism Spectrum Disorder is diagnosed four times more often in boys than in girls. 

Girls are more likely to have co-occurring Intellectual Disability (see Section 1.1), and 

in the absence of Intellectual Disability may go unrecognized because they have a 

milder form of the disorder. The course of the disorder is usually toward improve- 

ment over time, although only a minority of individuals live and work indepen- 

dently. Those with superior verbal and intellectual skills may find places to work that 

match their interests and skills. 

Echo 

Reed, age 3%, a firstborn child, was referred at the request of his parents because of his 
uneven development and abnormal behavior. His delivery had been difficult, and he 

had needed oxygen at birth. His physical appearance, motor development, and self- 
help skills were all age appropriate, but his parents had been uneasy about him from 

the first few months of life because of his lack of response to social contact and to the 
usual baby games. Comparison with their second child, who, unlike Reed, enjoyed 
social communication from early infancy, confirmed their fears. 

Reed appeared to be self-absorbed and aloof from others. He did not greet his mother 

in the morning or his father when he returned from work, and, if left with a babysitter, 

he tended to scream much of the time. He had no interest in other children and ignored 

his younger brother. His babbling had no conversational intonation. At age 3 years, he 

could understand simple practical instructions. His speech consisted of “echoing” 

some words and phrases he had heard in the past, with the original speaker’s accent 

and intonation; he could use one or two such phrases to indicate his simple needs. For 

example, if he said, “Do you want a drink?” he meant he was thirsty. He did not com- 

municate by facial expression or use gesture or mime, except for pulling someone along 

and placing his or her hand on an object he wanted. 

He was fascinated by bright lights and spinning objects, and would stare at them 

while laughing, flapping his hands, and dancing on tiptoe. He also displayed the same 
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movements while listening to music, which he had liked from infancy. He was intensely 

attached to a miniature car, which he held in his hand day and night, but he never 

played imaginatively with this or any other toy. He could assemble jigsaw puzzles rap- 

idly (with one hand because of the car held in the other), whether the picture side was 

exposed or hidden. From age 2, he had collected kitchen utensils and arranged them in 

repetitive patterns all over the floors of the house. These pursuits, together with occa- 

sional periods of aimless running around, constituted his entire repertoire of spontane- 

ous activities. 
The major management problem with Reed was his intense resistance to any at- 

tempt to change or extend his interests. If someone removed his toy car, disturbed his 
puzzles, retrieved a kitchen utensil from his pattern for its legitimate use in cooking, or 
tried to make him look at a picture book, the action would precipitate a temper tantrum 
that could last an hour or more, with Reed screaming, kicking, and biting himself or 

others. These tantrums could be cut short by restoring the status quo. Otherwise, play- 
ing his favorite music or taking a long car ride was sometimes effective. 

His parents had wondered if Reed might be deaf, but his love of music, his accurate 
echoing, and his sensitivity to some very soft sounds, such as those made by unwrap- 
ping a chocolate in the next room, convinced them that this was not the cause of his ab- 
normal behavior. Psychological testing gave him a mental age of 3 years in non- 
language-dependent skills (fitting and assembly tasks) but only 18 months in language 

comprehension. 

Discussionof= Echo 
Reed demonstrates marked impairment in reciprocal social interaction and in 

verbal and nonverbal communication, as well as a markedly restricted reper- 

toire of activities, all beginning early in life. He does not seem interested in 

other children and never wanted to play “baby games” with his parents. His 

speech is limited and peculiar (echoing words and phrases of others), and his 

play is abnormal in that he never engages in imaginative play. His interests are 

markedly restricted and stereotyped (doing puzzles, though with the uncanny 

ability to do them with the picture side down, and making patterns with 

kitchen utensils), and he has stereotyped motor mannerisms denuine of his 

hands). These behaviors, beginning in the early developmental period, are the 

characteristic signs of classic Autism Spectrum Disorder (DSM-5, p. 50). 

The Roman 

Ronald, a 19-year-old man living in London, was brought by his parents to a social worker 
who specialized in working with families of developmentally challenged children. 

The history revealed that he was the youngest of four children, the older siblings 

noted to be intelligent and well-adjusted. Unlike the others, he had a difficult birth and 

had some episodes of cyanosis (bluish discoloration of the skin because of inadequate 
oxygenation of the blood) in the first 48 hours. He was somewhat delayed in motor and 
language development, but not enough to cause his parents to ask for advice. He was 
a quiet, self-contained baby and child, and presented no obvious problems. Ronald was 
close to his siblings, and he fitted in as the passive member of the group: he never ini- 
tiated play, but did what he was told. In retrospect, his parents remembered that he 
never seemed to engage in imaginative pretend play, but they did not worry about this 
at the time. He tended to be poorly coordinated in gross motor movements as an infant 
(e.g., rolling over, sitting up) and was somewhat slower than his siblings in learning to 
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dress himself and perform other motor tasks. He spoke very little and then mostly in 
tesponse to questioning, but his speech was grammatical and his vocabulary was ade- 
quate. His vocal intonation was always rather odd, with unusually spaced rises and 
falls in the intonation of his speech; he used few or no gestures when talking, and 
tended to avoid eye contact; but none of these abnormalities elicited enough concern in 
his parents or teachers to warrant referral for help. 

Ronald went to the same schools as his siblings. He had very specific habits and rou- 
tines with respect to school. He walked the exact same route very day, insisted on sitting 
in the same seat even in activities or classes where seats were not assigned, and orga- 
nized his desk and books at home in a precise way that only he could replicate. He 
coped with schoolwork because of his good rote memory and reading skills, but he was 
poor at arithmetic, and did less well in all subjects in later school years, as understand- 
ing of more abstract ideas was demanded. He was naive and immature, which tempted 
some classmates to tease him, but he was protected from serious bullying by his popu- 
lar and lively older siblings. He never developed any real friendships with peers out- 
side of his family. 

Ronald learned to read before starting school, probably from watching TV commer- 
cials. By the age of about 7 years, he had begun to read books on the ancient Romans 
and their archaeological remains found in England. He had amassed a prodigious num- 
ber of facts about the ancient Romans, which he would recite on questioning, but he 
could not enter into any discussion that required a deeper understanding of the histor- 
ical context. He spent all his spare time in the pursuit of anything Roman, except when 
pulled into games with his siblings. 

As a teenager Ronald remained a loner, with no interest in girls. He decided that he 
wanted to be an archaeologist, working on Roman remains. He managed to pass some 
school examinations at age 16 and stayed on to take the higher exams at age 18. (Stu- 
dents in the United Kingdom take the General Certificate of Secondary Education ex- 
aminations, usually in about 8-10 subjects that must include English and Mathematics 
at age 16, and then take Advanced Level examinations, also known as A-level exami- 

nations, at age 18.) By this time, all his siblings had left the school, and Ronald missed 
their protection. He had great difficulty in working for the higher exams. From being 
rather silent, he began to talk more and more about Roman remains, regardless of the 
evident boredom of his unwilling audience. He seemed sure that he was destined to be- 
come a world-famous archaeologist. His consuming preoccupation with Roman re- 
mains alienated him from many of his peers. His parents became concerned that this 

goal was unrealistic and worried what would become of him as he grew older. 

Discussion of “The Roman” 
The long history of oddities of social behavior, beginning in early childhood, 

suggests an Autism Spectrum Disorder. Children with difficulties in commu- 

nication may have a Language Disorder (see “Broken Home” in Section 1.2), 

but although Ronald was quiet and spoke little as a child except when answer- 

ing questions, his speech was grammatical and his vocabulary was adequate. 

Children whose difficulties are confined to the social use of communication 

(either verbal or nonverbal) may have Social (Pragmatic) Communication Dis- 

order (see “Social Gaffes” in Section 1.5). 

Certainly, Ronald had significant impairment in his interest in and ability 

to make friends and he exhibited some deficits in social communication skills 

(e.g., he was always the passive member of a group, he never initiated play, but 

did what he was told; his speech intonation was always rather odd; he used 

few or no gestures when talking and tended to avoid eye contact). 
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In addition, however, Ronald had an interest in sameness and he adhered 

to specific routines surrounding school activities (e.g., walking daily the same 

route to school, sitting in the same seats, arranging his desk in a certain way). 

He also had restricted patterns of interests and activities as he grew up, being 

preoccupied with all things Roman. He “amassed a prodigious number of 

facts” on this subject, and would talk endlessly about these facts, whether or 

not he had an interested audience. These ritualized patterns of behavior and 

restricted interests are not a part of the clinical picture of Social (Pragmatic) 

Communication Disorder, but instead suggest the diagnosis of Autism Spec- 

trum Disorder (DSM-5, p. 50). Given that the impairments that characterize 

Autism Spectrum Disorder occur on a continuum ranging from mild to severe, 

DSM-5 recommends that the severity be indicated separately for the social 

communication domain and for the restricted, repetitive interests domain. In 

Ronald’s case, we would consider his social communications impairment to be 

at the mildest level (level 1), which DSM-5 labels as “requiring support.” Ac- 

cording to DSM-5 (p. 52), individuals at this level of impairment have “diffi- 

culty initiating social interactions, and [have] clear examples of atypical or 

unsuccessful responses to social overtures of others.” The severity of restricted 

interests is also at the mildest level, which according to DSM-5 entails “inflex- 

ibility of behavior [that] causes significant interference with functioning.” In 

Ronald’s case, his consuming interest in Roman remains has greatly contrib- 

uted to his social isolation. 

The British psychiatrist who submitted this case noted that Ronald’s disor- 

der has been referred to as Asperger’s Syndrome, a higher functioning form of 

autism characterized by difficulties in social communication and highly re- 

stricted and fixated interests, but typically normal language and intelligence. 

Although Asperger’s Syndrome was a separate disorder in the prior edition of 

DSM (which was in effect from 1994 to 2013), it is now encompassed by the 

DSM-5 diagnosis of Autism Spectrum Disorder. 

Rocking and Reading 

Betsy, age 22 years, was referred for evaluation by the staff of her group home. She had 
been placed in the group home 3 months earlier, following court-ordered “deinstitu- 
tionalization” from a large residential facility for the “mentally retarded.” The evalua- 

tion was requested because Betsy “didn't fit in” with other clients and had developed 
some problem behaviors, particularly aggression directed toward herself and, less com- 

monly, toward others. Unlike other clients in the group home, she tended to “stay to 

herself” and had essentially no peer relations, although she did respond positively to 
some staff members. Her self-abusive and aggressive behaviors usually were triggered 
by changes made in her routine. Self-abusive behavior consisted of repeated pounding 
of her legs and biting of her hand. 

Betsy had been placed in residential treatment when she was 4 years old and had re- 
mained in some kind of residential setting ever since. Her parents had both died by the 
time she was 18, and she had no contact with her only sibling. At the time of her transfer to 
the group home, she was reported to have had several abnormal electroencephalograms, 

but no seizures or other medical problems had been noted. When last given psychological 
tests, she achieved a full-scale IQ of 55, with comparable deficits in adaptive behaviors. 

Learning DSM-5 by Case Example 



; During the evaluation, Betsy spent much of her time looking at a children’s book she 
discovered in the waiting room. Her voice was flat and monotonic. She was unable to 
respond to any questions about the book she was reading and reacted to interruptions 
of her ongoing activity by pounding her legs with her fist. She rocked back and forth 
continually during the interview. She made eye contact with the examiner initially but 
otherwise seemed oblivious of everyone around her. She did not initiate activities, im- 
itate the play of the examiner, or respond to attempts to interest her in alternative activ- 
ities, such as playing with a doll. From time to time she repeated a single phrase in a 
monotonic voice, “Blum, blum.” Physical examination revealed extensive bruises cov- 
ering most of her lower extremities. 

Betsy was the product of a normal pregnancy, labor, and delivery. She was noted to 
have been an unusually easy baby. Her parents had first become concerned when she 
failed to speak by age 2. Motor milestones were also delayed. Her parents initially 
thought she might be deaf, but this was obviously not the case, because she responded 

with panic to the sound of a vacuum cleaner. As a young child, Betsy had been noted 
to “live in her own world,” had not formed attachments to her parents, had idiosyn- 
cratic responses to some sounds, and always became extremely upset when there were 
changes in her environment. 

By age 4, Betsy was still not speaking, and placement in the state institution was recom- 
mended following a diagnosis of Childhood Schizophrenia. In the year after her placement, 
Betsy began speaking. However, she did not typically use speech for communication; in- 
stead, she merely repeated phrases over and over. She had an unusual ability to memorize 
and became fascinated with reading, even though she appeared not to comprehend any- 
thing she read. She exhibited a variety of stereotyped repetitive behaviors, including body 
rocking and head banging, requiring a great deal of attention from the staff. 

Discussion of “Rocking and Reading” 
Betsy has long-standing problems, including impairment in social interaction 

(lack of awareness of others and gross impairment in peer relations). Although 

she has some speech, it is markedly abnormal in its production (monotonic) 

and in its form and content (she repeats the same phrases over and over). She 

exhibits repetitive stereotyped behaviors (rocking) and a markedly restricted 

range of interests. All of these, beginning in early childhood, establish the di- 

agnosis of Autism Spectrum Disorder (DSM-5, p. 50). The presentation ina girl 

is much less common than in a boy. Because stereotyped movements are part 

of the definition of Autism Spectrum Disorder—as noted in Criterion B1 

(DSM-5, p. 50), “Stereotyped or repetitive motor movements, use of objects, or 

speech (e.g., simple motor stereotypies, lining up toys or flipping objects, echo- 

lalia, idiosyncratic phrases)’”—an additional diagnosis of Stereotypic Move- 

ment Disorder should be given only if “there is self-injury or when the 

stereotypic behaviors are sufficiently severe to become a focus of treatment” 

(DSM-5, p. 80). Given that Betsy’s behavior is self-injurious (biting her hand, 

head banging), she should receive an additional diagnosis of Stereotypic 

Movement Disorder (DSM-5, p. 77). 

Although some cases of Autism Spectrum Disorder are associated with 

normal or, more rarely, high IQ, this case illustrates the frequent coexistence of 

Intellectual Disability (DSM-5, p. 33) and Autism Spectrum Disorder, espe- 

cially in girls. The diagnosis can be noted as With Accompanying Intellectual 

Impairment to indicate this important limitation to a person’s ability to func- 

tion independently. 
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At the time of Betsy’s placement in the state institution, she received a di- 

agnosis of Childhood Schizophrenia. That diagnosis assumed continuity be- 

tween the childhood disorder and adult psychosis. However, there is now 

considerable evidence from family and longitudinal studies that Autism Spec- 

trum Disorder and adult psychosis are not related. 

Reggie’s Regression 

Reggie was 4 years old when he was first evaluated by a child psychiatrist because of 
alarming changes in his behavior over the previous 2 months. He was the first child born 
to professional parents. According to them, he was a normally sociable baby whose early 
development was entirely within normal limits—he was walking and saying single 
words by his first birthday and spoke in sentences before age 2 years. He was enrolled 
in nursery school at age 3 and was toilet trained at that time. The parents said they had 
videotapes showing that his development up to this point was entirely normal. 

Two months ago, shortly following the birth of his sibling, Reggie appeared to be- 
come anxious and agitated. Over the course of several weeks, his behavior regressed 
markedly in multiple areas; he was no longer toilet trained, he was no longer engaged 
in age-appropriate self-care activities, and he became entirely mute. He similarly re- 
gressed markedly in his social skills, and his parents observed that he now spent hours 

rocking back and forth. 
The psychiatric evaluation indicated that although Reggie was now 4 years old, he 

was functioning at the 1-year level in terms of his cognitive and communicative abili- 
ties. From direct observation and descriptions of his behavior by his parents, he exhib- 
ited many behavioral features suggestive of autism (e.g., lack of social responsivity, 
difficulties with transitions, stereotyped movements). Review of the videotapes of Reg- 
gie’s early development confirmed the history of normal development provided by his 
parents. 

The psychiatrist arranged for extensive medical evaluations, including an electroen- 
cephalogram, magnetic resonance imaging, and various laboratory studies. However, 
the results did not reveal any specific other medical condition that might account for 
Reggie’s disturbance. 

Reggie returned to the psychiatrist 2 years later at age 6 years. At this time, he was 
enrolled in a special education program in which he was provided with a full-time aide 
and special educational supports in a mainstream class. Unfortunately, he had made 
few, if any, developmental gains and remained almost entirely mute. 

Discussion of “Reggie’s Regression” 
Because of Reggie’s severe impairment in language and social reciprocity and 

the presence of stereotyped patterns of behavior, one immediately thinks of Au- 

tism Spectrum Disorder (DSM-5, p. 50). Previously, the normal development in 

Reggie’s first few years would have indicated DSM-IV Childhood Disintegra- 
tive Disorder. 

Although a loss of social or language skills after a period of seemingly nor- 
mal development is possible in Autism Spectrum Disorder, a failure to de- 
velop these skills is more common. Typically, if a loss occurs, it would be 
observed between ages 12 and 24 months, and regression after age 3 years, as 
in Reggie’s case, is very rare. Unfortunately for Reggie and his family, the 
prognosis is worse in such cases of Autism Spectrum Disorder. Although par- 
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ents commonly report an association of the onset of the condition with some 
psychosocial event, such as birth of a sibling, it seems likely that these are 
chance associations reflecting the frequency of certain life changes in preschool 
children. 

ATTENTION-DEFICIT/ 

HYPERACTIVITY DISORDER 

1.7 
Attention-Deficit/Hyperactivity 

Disorder 

Attention-Deficit/Hyperactivity Disorder (ADHD) is defined as “a 
persistent pattern of inattention and/or hyperactivity-impulsivity that interferes 

with functioning or development” (DSM-5, p. 59). For the diagnosis to be made, the 

onset of signs of inattention or hyperactivity-impulsivity should be present before 

age 12 years; the symptoms should be present for at least 6 months in at least two set- 

tings (e.g., at home, school, or work; with friends or relatives; in other activities); and 

the symptoms should clearly interfere with social, academic, or occupational func- 

tioning. 

Signs of inattention include not paying attention to details and making careless 

mistakes, having difficulty sustaining attention in tasks or at play, not listening when 

spoken to, not following through on instructions and failing to finish tasks, having 

difficulty organizing tasks and activities, avoiding or disliking tasks that require sus- 

tained mental effort, often losing necessary things, being easily distracted, and often 

forgetting things while engaged in daily activities. 

Signs of hyperactivity and impulsivity include fidgeting, leaving one’s seat when 

expected to remain seated, running about or climbing inappropriately, being unable 

to play or engage in leisure activities quietly, being “on the go” as if “driven by a mo- 

tor,” talking excessively, blurting out answers before questions have been completed, 

having difficulty waiting one’s turn, and interrupting or intruding on others. 

Clinical presentation of ADHD varies in terms of the degree to which symptoms 

of inattention or hyperactivity-impulsivity predominate: the specifier Predominantly 

Inattentive Presentation can be noted for cases in which there are multiple signs of in- 

attention but few signs of hyperactivity-impulsivity; the specifier Predominantly Hy- 
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peractive/Impulsive Presentation can be noted for cases in which there are many 

signs of hyperactivity or impulsivity but few signs of inattention; and the specifier 

Combined Presentation can be noted for cases with many signs of both inattention 

and hyperactivity-impulsivity. The specifier In Partial Remission is used when symp- 

toms have decreased but functional impairment persists. The disorder may also be 

noted as Mild, Moderate, or Severe, based on both the number of signs that are pres- 

ent and their impact on psychosocial functioning. 

Many other mental disorders have signs and symptoms of distractibility, disorgani- 

zation, and impulsivity and need to be considered before a diagnosis of ADHD is 

made. These include Schizophrenia (see Chapter 2), which may be characterized by 

disorganization; Bipolar and Related Disorders and Depressive Disorders (see Chap- 

ters 3 and 4, respectively), which may be characterized by psychomotor agitation, rest- 

lessness, and impaired impulse control; Anxiety Disorders (see Chapter 5), which may 

be characterized by agitation; Substance Intoxication or Withdrawal (see Chapter 16), 

which may be characterized by distractibility and impulsivity; and Personality Disor- 

ders (see Chapter 18), such as Antisocial and Borderline Personality Disorders, which 

may be characterized by impulsivity. ADHD should not be diagnosed if the symptoms 

are better explained by one of these other conditions. 

ADHD is estimated to occur in about 5% of children in most cultures and about 

2.5% of adults. The disorder is diagnosed more often in males than in females. Fe- 

males are more likely than males to present primarily with signs of inattention rather 

than hyperactivity. ADHD is most often diagnosed during elementary school years 

and it tends to persist into early adolescence. In later adolescence, hyperactivity may 

improve, but problems with inattention and impulsivity often persist. Some individ- 

uals with ADHD may develop antisocial behaviors in adolescence or early adulthood 

(e.g., Conduct Disorder; see Section 15.3) and may go on to have Antisocial Personal- 

ity Disorder (see Section 18.5). ADHD can seriously affect academic achievement, so- 

cial relationships, and occupational potential. If associated with antisocial behavior, 

ADHD may increase the risk of substance use problems and/or incarceration. Traffic 

accidents and injuries of various types are associated with ADHD. 

Daydreamer 
wee TSE SRST RSE CE Ci RRC ENE ERE ee 

Pavel was 11 years old when first brought for a psychiatric consultation by his parents 

for problems he has had “since he was born.” His parents described him as being 
socially immature and as always having trouble making friends. His mother said she 

views Pavel as unhappy, whereas his father described him as being unfocused and lazy. 

They reported that the then-current school year had been particularly hard. He was 
being picked on and seemed to always do and say the wrong thing. 

Pavel was a “demanding” baby. He never seemed to sleep and he cried a lot. His devel- 

opmental milestones were within normal limits. As a toddler, he was “on the quiet side.” 

Pavel maintained a B average in elementary school, but his grades dropped in sev- 
enth grade. His father admits to being very demanding and feels that Pavel constantly 

wastes time when studying, daydreaming instead of focusing on homework. The father 
reports that his son’s absent-minded behavior was evident when he became a member 
of the traveling basketball team in sixth grade. Pavel’s father, an assistant coach on the 
team, observed that Pavel “got lost on the court” and was socially less mature than the 
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other players. His mother says that Pavel usually starts the school year on a positive 
note, but as the work becomes more difficult and complex, he becomes disorganized. 
At meals Pavel has trouble following the conversation. During the summer he has less 
trouble, because he is physically coordinated and spends a lot of time in sports activi- 
ties. However, in day camp he made only one friend, and since starting sleepaway 
camp at age 8, he has never developed a social network. The camp director reported 
that Pavel had difficulty following instructions. Pavel’s mother, age 40, has a master’s 
degree in audiology. His father, age 41, has a master’s degree in business administration 
from an Ivy League college and is a successful investment banker. The marriage is de- 
scribed as “excellent,” and Pavel seems to be the only focus of conflict. His father is dis- 
appointed and irritated with Pavel, and his mother is protective and worried. There are 

two younger brothers, ages 9 and 7, who have no emotional problems. 
Pavel had to be coerced by his mother to attend the evaluation. He says he has trou- 

ble making friends and he does not do as well in school as he should. His favorite sub- 

jects are math and English, even though he does poorly in both. He says that he fights 
with his parents and his father’s criticism can make him cry. He is afraid that coming to 
see a psychiatrist must mean that he is crazy. He says he has no problem sleeping, his 

appetite is excellent, and he loves to watch TV for hours, especially sports events. He 
has no friends and spends his weekends alone. He cannot understand why people do 
not like him. He admits that in school he has trouble keeping his attention on his work 

and that his mind wanders while the teacher talks. At camp things are okay when he is 
playing sports, but he has no close friends. He prefers tennis to team sports because “it’s 
easier to pay attention when you know the ball is always coming to you.” He wishes 
that it would be easier to keep friends, that he and his father would stop fighting, and 
that he could eventually become a professional basketball player. 

School reports consistently state that Pavel has poor organizational skills. He is able 
to sit for 10-15 minutes but frequently gets drinks of water or makes bathroom trips. He 

has poor concentration. During one-to-one tutoring, he can accomplish a lot, and Pavel 
is evaluated as bright by his tutor. No disciplinary problems are reported in school. 

Several of Pavel’s teachers completed the Conners’ Teacher Rating Scale, which as- 

sesses hyperactivity, impulsivity, and attention. The teachers indicated that he had a 
short attention span, was easily distracted, daydreamed often, and consistently failed 
to finish things he started. The neuropsychological testing data indicated problems 
with attention and processing speed. Pavel did poorly ona spatial relations test, a timed 
complex task requiring rapid processing of information. He also did poorly on follow- 
ing oral directions that required attention to both visual and verbal detail. On the Wide 
Range Assessment of Memory and Learning, he did well on memory tasks that are 
meaningful but poorly on memory tests of randomly connected information. 

Pavel began taking methylphenidate, a stimulant that paradoxically has a calming ef- 

fect on children with ADHD, 2 months after the evaluation and coinciding with the be- 

ginning of the school term. His academic performance during eighth grade improved 

dramatically. He received all As and Bs, except for a C in social studies. Conners’ Teacher 

Rating Scale scores showed significant improvement on measures of inattention. 

Pavel’s relationship with his parents improved, and his mother claimed that every- 

one was getting along better. Pavel reported making two new friends from the basket- 

ball program, and his mother reported that classmates have called him to set up dates. 

Pavel’s blood pressure, pulse, height, and weight were monitored. No adverse side ef- 

fects to the medication were reported. 

Discussion of “Daydreamer’” 
Pavel’s problems seem to fall into two general categories: 1) he has trouble fo- 

cusing and paying attention, and 2) socially, he is immature and unable to 

make friends. It is likely that his problems with focusing and paying attention 

contribute to his social difficulties. In any case, his social problems are not se- 
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vere enough to consider Autism Spectrum Disorder (see Section 1.6), and there 

is no evidence of Social Anxiety Disorder (see “No Friends” in Section 5.4). 

Pavel’s problems with focusing and paying attention have been apparent 

since he began school. Over the years he has displayed difficulty paying atten- 

tion to details, sustaining attention to particular tasks, listening to instructions, 

and finishing what he has begun. In addition, he appears to be easily dis- 

tracted. These are the symptoms of inattention that are required for the diag- 

nosis of ADHD (DSM-5, p. 59). This disorder usually involves symptoms of 

hyperactivity and impulsivity (see “Into Everything,” below). Because Pavel 

has few, if any, of these symptoms, the diagnosis would be further specified as 

Predominantly Inattentive Presentation. 

Into Everything 

Evan, age 9 years, was referred to a child psychiatrist at the request of his school because of 
the difficulties he creates in class. Twice during this school year, he has been suspended for 
a day. His teacher complains that Evan is so restless that his classmates are unable to con- 
centrate. He is hardly ever in his seat, and he roams around the class, talking to other chil- 
dren while they are working. When the teacher is able to get him to stay in his seat, Evan 
fidgets with his hands and feet and drops things on the floor. He never seems to know what 
he is going to do next and may suddenly do something quite outrageous. His most recent 
suspension was for swinging from the fluorescent light fixture over the blackboard. 
Because he was unable to climb down again, the class was in an uproar. 

His mother says that Evan’s behavior has been difficult since he was a toddler, and that 
as a 3-year-old he was unbearably restless and demanding. He has always required little 
sleep and would awake before anyone else. When he was small, “he got into everything,” 
particularly in the early morning, when he would awaken at 4:30 or 5:00 A.M. and go down- 
stairs by himself. His parents would wake up later to find the living room or kitchen “de- 
molished.” When he was 4 years old, Evan managed to unlock the door of the apartment 
and wander off into a busy main street; fortunately, he was rescued from oncoming traffic 
by a passerby. He was rejected by a preschool program because of his difficult behavior; 
eventually, after a very difficult year in kindergarten, he was placed in a special behavioral 
program for first and second graders. He is now in a regular class for most subjects but 
spends a lot of time in a resource room with a special teacher. When with his own class, he 
is unable to participate in games because he cannot wait for his turn. 

Psychological testing has shown Evan to be of average ability, and his achievements 
are only slightly below expected level. His attention span is described by the testing 
psychologist as “virtually nonexistent.” He has no interest in TV and dislikes games or 
toys that require any concentration or patience on his part. He is not popular with other 

children. At home, he prefers to be outdoors, playing with his dog or riding his bike. If 
he does play with toys, his games are messy and destructive, and his mother cannot get 
him to keep his things in any order. 

Evan has been treated with a stimulant that included both amphetamine and dex- 
troamphetamine in small doses (5-10 mg/day). While taking the drug, he was much 
easier to manage at school in that he was less restless and possibly more attentive. 

Discussion of “Into Everything” 
Evan's behavior demonstrates the characteristic inattention, impulsivity, and 
hyperactivity of ADHD (DSM-5, p. 59). He primarily shows symptoms of hy- 
peractivity and impulsivity: he often fidgets, has difficulty remaining seated, 
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runs about or climbs in situations where it is inappropriate, and has difficulty 
waiting his turn. He also shows some symptoms of inattention: he cannot sus- 
tain attention, does not seem to listen to what is being said to him, and strongly 
dislikes activities that require sustained attention. 

The diagnosis of ADHD requires that some of the characteristic symptoms 
be present in two or more situations, such as at school and at home, to help pre- 
vent the diagnosis of ADHD in cases in which the disturbed behavior is appar- 
ently situation specific. In Evan’s case, it is clear that his disturbed behavior 
occurs both at home and at school. The diagnosis also requires that the onset 
of symptoms be before age 12. Evan’s symptoms apparently began when he 
was 3 years old. 

Of the three subtypes of ADHD, the appropriate designation for Evan 
would be Predominantly Hyperactive/ Impulsive Presentation because the 

signs of hyperactivity and impulsivity far outnumber the signs of inattention. 

A Wandering Mind 

Noreen Hamilton, a 35-year-old clerk and mother of three small children, applied for 

treatment at a mental health clinic with the complaint that “My mind wanders. It’s hard 
for me to keep my attention on one task, and I get distracted so easily.” She also 

described herself as disorganized, restless, irritable, and bad-tempered. She tended to 
overreact emotionally, and was often depressed for days at a time. Her relationship 
with her long-time lover had begun to unravel. The couple had frequent arguments, 
exacerbated by Ms. Hamilton’s temper. Her lover complained that “problems just never 
get solved.” She also found it difficult to handle her two boys, whom she described as 

“hyperactive.” 
The psychiatrist asked the patient’s mother to complete a questionnaire in which she 

was asked to recall Ms. Hamilton’s behavior as a child. The results placed Ms. Hamilton 
in the 95th percentile for childhood “hyperactivity.” Although Ms. Hamilton’s memo- 

ries of her own childhood were sketchy, she recalled being a disciplinary problem and 
often being sent to the principal’s office in elementary school. She dropped out of high 

school. She received no treatment as a child, but at age 20 and again at age 23, she saw 
a counselor because she had difficulty “coping.” Her marriage, which had been very 
stormy, terminated after the birth of her third child, when Ms. Hamilton was age 25, 

and she again briefly went to counseling. Finally, 2 years ago she went to the commu- 

nity mental health clinic and was given antidepressant medication, which she took for 
several months without any noticeable improvement. 

Ms. Hamilton was entered into a placebo-controlled trial of atomoxetine, a drug that 

has subsequently been approved for the treatment of ADHD in adults. She showed no 

response to placebo but experienced a clear-cut and substantial response to the drug, 

characterized by marked improvement in her concentration, organization, restlessness, 

temper, handling of stress, affective lability, and “the blues.” 

Discussion of “A Wandering Mina” 
Ms. Hamilton’s chief complaints—that her mind wanders, she has trouble 

keeping her attention on one task, and she is easily distracted—are typical of 

adults with ADHD. Her problem with attention and focusing is one of the car- 

dinal symptoms of the disorder, and her mother confirms that as a child Ms. 

Hamilton had hyperactivity, the other characteristic feature. 
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The long-term problems with mood lability, interpersonal relationships, 

and difficulty controlling anger suggest a possible diagnosis of Borderline Per- 

sonality Disorder (see “Disco Di” in Section 18.1). However, she does not have 

any of the other characteristic features of the disorder, such as identity prob- 

lems, intense and unstable relationships, suicidal behavior, or chronic feelings 

of emptiness. 

When first presenting to the clinic, Ms. Hamilton had the following typical 

features of attention deficit: difficulty sustaining attention, difficulty organiz- 

ing tasks, and distractibility. As a child, she probably had other symptoms, 

such as failing to attend to details and problems following through on instruc- 

tions. Because Ms. Hamilton has some symptoms of the disorder but not the 

full syndrome—a situation that is typical when the disorder persists into 

adulthood—the diagnosis is ADHD in Partial Remission (DSM-5, p. 59). 

When an adult complains of inattentiveness, distractibility, affective labil- 

ity, problems controlling temper, and impulsivity, the clinician should be alert 

to the possibility of the persistence of this childhood disorder. Such patients 

frequently also have an unusually high energy level, although this was appar- 

ently not the case with Ms. Hamilton. 

SPECIFIC LEARNING DISORDER 

1.8 

Specific Learning Disorder 

Specific Learning Disorder involves “difficulties learning and using aca- 
demic skills...despite the provision of interventions that target those difficulties” 

(DSM-5, p. 66). Difficulties can include slow, inaccurate, or effortful reading of words; 

trouble understanding the meaning of what is read; problems with spelling words; 

difficulties with written expression; difficulties mastering numbers and calculation; 

or problems with mathematical reasoning (e.g., applying mathematical concepts or 

procedures to solve problems). 

¢ The specifier With Impairment in Reading describes impairment in word reading 
accuracy, reading rate or fluency, or reading comprehension. Dyslexia is a word of- 
ten used to describe problems with accurate and fluent word recognition, decod- 
ing, or spelling; however, additional difficulties, such as problems with reading 

comprehension, are important to specify separately with use of this term. 
e The specifier With Impairment in Written Expression describes problems in spell- 

ing accuracy, grammar or punctuation accuracy, or organization of writing. 
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¢ The specifier With Impairment in Mathematics describes problems with number 
sense, memorization of arithmetic facts, accurate or fluent calculation, or accurate 
mathematical reasoning. Dyscalculia is a term that can be used to refer to problems 
with processing numerical information, learning arithmetic facts, and performing 
accurate or fluent calculations; however, additional difficulties, such as problems 
with math reasoning or word reasoning accuracy are important to specify sepa- 
rately with use of this term. 

Specific Learning Disorder begins during the school-age years. It becomes mani- 
fest when academic demands exceed the young person’s abilities. Individual testing, 
as well as clinical observation, are needed to document that the child is performing 
below expectations for his or her age, and the difficulties should be severe enough to 
adversely affect academic or occupational functioning or impact daily life negatively 

(e.g., the person cannot read signs or instructions on consumer products). Moreover, 
the learning difficulties are not better explained by the presence of generalized intel- 

lectual disabilities, uncorrected visual or auditory acuity, other mental or neurologi- 

cal disorders, psychosocial adversity, lack of proficiency in the language of academic 
instruction, or inadequate educational instruction. 

Worldwide, rates of Specific Learning Disorder in children range from 5% to 15%, 

making them very common mental disorders. In adults, the prevalence is estimated 

at 4%, which is still a substantial rate. 

Slow Learner 

Janet, age 13 years, has a long history of school problems. She failed first grade—she 
said because her teacher was “mean”—and was removed from a special classroom after 
she kept getting into fights with other children. Currently in a normal sixth-grade class- 
room, she is failing reading; barely passing English, arithmetic, and spelling; but doing 
satisfactory work in art and gym. Her teacher described Janet as “struggling with learn- 
ing and memory problems,” noting that Janet has difficulties learning in a group setting 
and requires a great deal of individual attention. 

Janet’s medical history is unremarkable except for a tonsillectomy at age 5 and an early 
history of chronic otitis (ear infection). She sat up at 6 months, walked at 12 months, and 

began talking at 18 months, all within normal limits. Examination revealed an open and 

friendly girl who was very touchy about her academic problems. She stated that she 

was “bossed around” at school but had good friends in the neighborhood. On the 

Wechsler Intelligence Scale for Children, Janet’s full-scale IQ score was 97 (average), 

and her grade-level scores on the Wide Range Achievement Test were 4.8 for reading, 

5.3 for spelling, and 6.3 for arithmetic. 

Discussion of “Slow Learner” 
The differential diagnosis of academic problems includes consideration of 

poor schooling, Intellectual Disability, Attention-Deficit/Hyperactivity Disor- 

der, Oppositional Defiant Disorder, Conduct Disorder, and Specific Learning 

Disorder. In Janet’s case, because other children in her class are apparently 

passing when she is not, it is reasonable to rule out inadequate schooling as an 

explanation for Janet’s academic difficulties. Her average intelligence and rea- 
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sonable overall functioning rule out a diagnosis of Intellectual Disability. Al- 

though there is a mention of “fights with other children” and “difficulties 

learning ina group setting,” there is certainly no description of other behaviors 

that would justify a diagnosis of Attention-Deficit/Hyperactivity Disorder 

(see “Into Everything” in Section 1.7), Oppositional Defiant Disorder (see “No 

Brakes” in Section 15.1), or Conduct Disorder (see “Seizure” in Section 15.3). 

There is positive evidence suggesting that Janet has a Specific Learning 

Disorder, With Impairment in Reading (DSM-5, p. 66): she not only seems to 

have particular difficulty with reading in school, but she also performs signif- 

icantly below her expected level on a reading achievement test. Her reading 

score of 4.8 is more than 1 year below her expected reading level (and even fur- 

ther below grade level if the clinician considers that Janet should probably be 

in the seventh or eighth grade). Given her impairment in reading, it is reason- 

able to regard her fighting and difficulty learning in a group setting as associ- 

ated features of her Specific Learning Disorder. 

Ed Hates School 

Ed, age 9% years, is failing in school, as evidenced by extensive school reports from his 
teacher and from a school psychologist. The teacher reports that he is failing in arith- 
metic, spelling, and science, and that he is doing average work in reading, art, history, 
and gym. She states that he does not work well on his own but that he tries. 

The psychologist reports that Ed has been tested frequently over the past several 
years with the Wechsler Intelligence Scale for Children and has consistently scored in 
the average to high average range. On the Stanford-Binet Intelligence Scales in third 
grade, Ed received an intelligence score of 95 (about average), and on the Stanford 
Achievement Test, he received grade-level scores of 3.0 on reading achievement and 1.0 
on math achievement. In fourth grade, Ed was tested with the Wide Range Achieve- 
ment Test; he received grade-level scores of 4.4 for reading, 3.9 for spelling, and 2.8 for 
arithmetic. Most recently, 2 months ago, in the fifth grade, the Peabody Individual 
Achievement Test was administered. He received age-level scores of 10 years 3 months 
for reading, 8 years 6 months for math, and 9 years 2 months for spelling. 

Examination revealed a quiet but personable boy who expressed concern about his 
schoolwork and “just really hates to go to school.” 

Discussion of “Ed Hates School” 
Why is Ed failing in school? He has a normal intelligence and is motivated, and 

there is no evidence that schooling is inadequate. The extensive achievement 

testing consistently reveals that his greatest difficulty is with arithmetic, and it 

is only in this. area that both his school performance and test results indicate a 

level of achievement significantly below expected levels. These findings sug- 
gest a diagnosis of a Specific Learning Disorder, With Impairment in Mathe- 
matics (DSM-5, p. 66). 

Although the teacher reports that Ed is failing also in spelling and science, 
a diagnosis of Specific Learning Disorder, With Impairment in Written Expres- 
sion, is not appropriate because the achievement testing indicates that Ed is 
not performing significantly below the expected level in spelling. 
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MOTOR DISORDERS 

1.9 
Developmental Coordination Disorder 

Thed lAQNOSIS of Developmental Coordination Disorder may apply when the 
“acquisition and execution of coordinated motor skills is substantially below that 
expected given the individual’s chronological age and opportunity for skill learning 
and use” (DSM-5, p. 74). Manifestations may include clumsiness, such as dropping 
things or bumping into objects, or generally slow or inaccurate performance of motor 
skills. For example, a child may be unable to catch a ball, ride a bike, put together a puz- 

zle or model, use eating utensils, or write. These problems must be severe enough to 

significantly impact activities of daily living or interfere with academic or occupational 

functioning. Furthermore, the motor skills deficits are not the result of a visual problem 

or of a neurological condition that affects motor movement, such as cerebral palsy or 

muscular dystrophy (both congenital disorders of muscle tone and movement). 

The prevalence of Developmental Coordination Disorder is 5%-6% in children ages 

5-11 years. Boys are more likely to be affected than girls. The onset of Developmental 

Coordination Disorder is in early childhood. The course of the coordination problems 

is relatively stable, with persistence into adolescence in a majority of children. In adults, 

poor coordination may interfere with the ability to drive a car or use tools and, there- 

fore, the disorder can continue to present challenges for adaptive daily living. 

He Breaks His Toys 

Juan, age 8 years, was brought to a clinic for evaluation by his mother, who said, “There 

is something wrong with his brain.” When asked to be more specific, she replied with 
a vague litany of complaints that were frequently self-contradictory. 

“He was always slow to learn things, slower than any of my other children. But I 

know Juan is really very smart. Sometimes he just amazes me with what he remembers 
or can figure out. He doesn’t do much, for example, at school or with activities outside 

school. Sometimes I think it’s because he’s lazy, and other times I think he’s depressed, 
and other times I think maybe it’s because he is sick a lot. He gets a lot of stomachaches. 

He’s really such a sweet boy. I mean, he’s so nice with his three sisters and our pets. But 

sometimes he’s so nasty I get afraid. For example, he gets frustrated with some of his 

toys and then he gets destructive. He’s broken more toys than all of my other three chil- 

dren put together. He seems to like people, but he only has one friend at school. He re- 

fuses to try out for soccer or anything like that where he could play with the other boys. 

Sometimes I think he just doesn’t care about anything. He’s always dropping dishes 

and things around the house.” 
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A more detailed history revealed that the pregnancy, birth, and early medical history 

had been unremarkable, but minor problems had appeared in Juan’s first year of life. 

These included being slow to sit up, crawl, and walk. Because Juan was the fourth child 

in the family, his mother had not “had time” to record the actual ages when he reached 
these milestones. She could only pinpoint that “he was much older than any of the other 
children when he did finally manage to do those things,” adding that the pediatrician had 
nonetheless assured her that Juan was not intellectually disabled. “A good thing he did,” 
she laughed, “because later when Juan had so much trouble learning to use the knife and 
fork, and to tie his shoelaces, and to button his shirts, I did worry about that.” 

Asked if there were any remaining concerns along these lines, the mother replied 
“none at all.” Apparently, Juan excelled in reading and did well in all his other school 
subjects, except for handwriting and physical education. 

His medical history was also unremarkable. During his preschool years, Juan had 
only “the normal childhood illnesses” (chicken pox, earaches, and flu) and “an awful lot 
of bruises and scraped knees.” The stomachaches had started “sometime around age 7,” 
but again, the pediatrician had assured the mother that they were not cause for concern. 

Examination revealed a pleasant but rather quiet boy with appropriate affect, good 
concentration, and apparently normal cognitive skills. Although quiet and reserved, Juan 
did not appear apathetic—indeed, he became quite enthusiastic when describing a book 
he had just read. During the interview, Juan denied any problems in school or with peers. 
When specifically asked, he did admit to occasional stomachaches and to nonparticipa- 
tion in group activities, which he attributed to simply “not liking that stuff.” 

Psychological testing performed in the school setting revealed above-average intel- 
ligence and academic performance. However, Juan scored well below the norm on the 
Bruininks-Oseretsky Test of Motor Proficiency, a test of motor development requiring 
tasks involving running, balancing, coordination, and motor speed. The psychologist 
noted, however, that Juan showed good concentration and attention during the testing. 

Discussion of “He Breaks His Toys” 
Many features of Juan’s case are typical of Developmental Coordination Dis- 

order (DSM-5, p. 74). These include late gross motor milestones (standing, sit- 

ting, and walking), early history of bruises (from bumping into things and 

falls), reported “destructiveness” (dropping things or breaking toys when try- 

ing to manipulate them), and difficulty with tasks requiring fine motor coordi- 

nation (buttoning clothes, tying shoelaces, and handwriting) and with sports, 
such as ball games. 

The stomachaches, “laziness,” “depression,” and “apathy” probably repre- 

sent Juan’s efforts to avoid physical education class, tests in which handwrit- 

ing is necessary, and the embarrassment of repeated failures in team sport 
situations. Similarly, Juan’s “bad temper” and “frustration” are probably not 

evidence of disturbance in attention or conduct, but rather a manifestation of 
his motor difficulties. As often happens, it is these secondary problems that 
cause the parents to seek professional attention. 

Some may wonder why a disorder of physical coordination appears in a 
classification of mental disorders. It is true that the defining features of the dis- 
order are more “physical” than “behavioral” or “psychological,” and therefore 
it could be argued that the disorder is more properly a physical rather than a 
mental disorder. However, the disorder seems reasonably classified with the 
other Neurodevelopmental Disorders of childhood because its behavioral con- 
sequences (e.g., irritability and avoidance behavior) are typically treated by 
mental health professionals. 
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1.10 
Stereotypic Movement Disorder 

Stereotypi c Movement Disorder is characterized by “repetitive, seem- 
ingly driven, and apparently purposeless motor behavior” (DSM-5, p. 77). Typical 
stereotypic motor movements or behaviors include hand shaking or waving, body 
rocking, head banging, self-biting, or self-hitting. Such behaviors are clearly mal- 
adaptive and interfere with social and academic functioning and may result in self- 
injury. In cases in which self-injury may be the most serious consequence of this dis- 
order and may constitute a medical emergency, this behavior is noted with the spec- 
ifier With Self-Injurious Behavior. In other cases, Stereotypic Movement Disorder 
may be specified as Associated With a Known Medical or Genetic Condition, Neuro- 
developmental Disorder, or Environmental Factor (e.g., Lesch-Nyhan syndrome [a 
rare inherited endocrine disorder causing a buildup of uric acid in the body, gout, kid- 
ney problems, neurological symptoms, and self-mutilation]; Intellectual Disability; 
fetal alcohol syndrome). When present, these are also noted. 

Some simple stereotypic movements, such as rocking back and forth, are common 

among typically developing young children. Complex stereotypic movements, such 

as arm waving or flapping or head banging or other potentially self-injurious behav- 

iors, may be seen in about 3%—4%. Up to 16% of individuals with Intellectual Disability 

engage in stereotypy and self-injury. The repetitive behaviors of Stereotypic Move- 

ment Disorder ordinarily begin within the first 3 years of life. In most children, these 

problems will resolve over time or with intervention. Among individuals with Intel- 

lectual Disability, the behaviors are more persistent. Motor stereotypies are also among 

the manifestations of Autism Spectrum Disorder (see “Rocking and Reading” in Sec- 

tion 1.6); an additional diagnosis of Stereotypic Movement Disorder is not given in 

such cases unless the stereotypies cause self-injury and become a focus of treatment. 

The Pretzel 

Victor, a legally blind 14-year-old boy with Severe Intellectual Disability, was evaluated 

when he transferred to a new residential school for children with multiple disabilities. 
Observed in his classroom, he was noted to be a small boy who appears younger than his 
age. He kept his hands in his pockets and spun around in place. Periodically, he 

approached his teacher, kissed her, positioned himself to receive a return kiss, and clearly 

enjoyed the contact with her. When offered a toy (which had to be held very close to his 

eyes), he took it and manipulated it for a while. When Victor was prompted to engage in 

various tasks that required him to take his hands out of his pockets, he began hitting his 

head with his hands. If his teacher held his hands, he hit his head with his knees. He was 

very adept in contorting himself, so he could hit or kick himself in almost any position, 

even while walking. His face and forehead were covered with black-and-blue marks. 

Only a sketchy past history was available. Victor was a premature baby, weighing only 

2 pounds at birth. Retinopathy of prematurity (abnormal blood vessels of the retina of the 

eyes leading to retinal detachment and consequent blindness) and severe mental retarda- 

tion were diagnosed early in his life. His development was delayed in all spheres, and he 
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never developed language. Comprehensive studies did not disclose the etiology of Vic- 

tor’s developmental disabilities other than prematurity. He lived at home and attended a 

special education program. His self-injurious behaviors developed early in life, and when 

his parents tried to stop him, he became aggressive. He gradually became too difficult for 

them to manage, and at age 3 years he was placed in a special residential school. The self- 

abusive and self-restraining behavior (i.e., keeping his hands in his pockets) was present 

throughout his stay there, and virtually all the time he was taking one antipsychotic med- 

ication or another. He carried a diagnosis of “cerebral dysfunction.” Although the psychi- 
atrist’s notes mentioned improvement in Victor’s self-injurious behavior, other notes 

described it as continuing and fluctuating. He was transferred to the new school because 
of his lack of progress and the difficulties others had in managing him as he became big- 
ger and stronger. His intellectual functioning was within the 3440 IQ range. His adaptive 

skills were poor. He required full assistance in self-care, could not provide even for his 
own simplest needs, and required constant supervision for his safety. 

In a few months, Victor settled into the routine in his new school. His self-injurious be- 
havior fluctuated. It was reduced or even absent when he restrained himself by holding his 
hands in his pockets or inside his shirt, or even by manipulating some object with his hands. 
If left to himself, he could contort himself, while holding his hands inside his shirt, to such 

a degree that he was nicknamed “Pretzel.” Because the stereotypic self-injurious and self- 
restraining behaviors interfered with his daily activities and education, these became a pri- 
mary focus of a behavior modification program. For a few months he did well, especially 
when he developed a good relationship with a new male teacher, who was firm, consistent, 
and nurturing. With him, Victor could engage in some school tasks. When the teacher left 
the school, however, Victor regressed. To prevent injuries, the staff started blocking his self- 
hitting with a pillow. He was offered activities he liked, and he could engage in them with- 
out resorting to self-injury. After several months, his antipsychotic medication was slowly 
discontinued, over a period of 11 months, without any behavioral deterioration. 

Discussion of “The Pretzel” 
Apparently, Victor suffered brain injury and retinopathy as a result of premature 

birth. His presentation meets criteria for Severe Intellectual Disability (DSM-5, 

p. 33) because of his significantly low intellectual and adaptive functioning, as 

well as the onset of the disturbance during the developmental period. For many 

years he has exhibited repetitive, driven, nonconstructive, inappropriate behav- 

iors, some of which have resulted in damage to his face. Self-restraint, frequently 

seen in cases involving self-injurious behavior, is present as well. The self-injuri- 

ous and self-restraining behaviors are the main obstacles to Victor’s being able 

to function even minimally and, therefore, are a major focus of treatment. 

Because of Victor’s lack of communicative language, it is not possible to as- 

certain whether the motivation for his behaviors is in response to obsessions, as 

would be expected in Obsessive-Compulsive Disorder (see “Lady Macbeth” in 

Section 6.1). However, when self-injurious behavior occurs in Obsessive-Com- 

pulsive Disorder (e.g., severe hand washing), the goal is not the self-injury, as it 

appears to be in this case. In Victor’s case, the presence of self-stimulating be- 
haviors, such as body spinning and object manipulation, and lack of language, 
might at first glance suggest an Autism Spectrum Disorder (see “Echo” in Sec- 
tion 1.6), but unlike individuals with this disorder, Victor has an ability to re- 
late to his caregivers and form basic attachments (within the limits of his 
Intellectual Disability). After ruling out these other disorders, the psychiatrist 
made the relatively nonspecific diagnosis of Stereotypic Movement Disorder 
With Self-Injurious Behavior (DSM-5, p. 77). 
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Tic DISORDERS 

1.11 

Tic Disorders 

A tic is defined as “a sudden, rapid, recurrent nonrhythmic motor movement or 

vocalization” (DSM-5, p- 81). As noted in DSM-5, 

Tics can be either simple or complex. Simple motor tics are of short duration (ie., milli- 
seconds) and can include eye blinking, shoulder shrugging, and extension of the ex- 
tremities. Simple vocal tics include throat clearing, sniffing, and grunting.... Complex 
motor tics are of longer duration (i.e., seconds) and often include a combination of sim- 

ple tics such as simultaneous head turning and shoulder shrugging. Complex tics can 
appear purposeful, such as a tic-like sexual or obscene gesture (copropraxia) or a tic-like 
imitation of someone else’s movements (echopraxia). Similarly, complex vocal tics in- 
clude repeating one’s own sounds or words (palilalia), repeating the last-heard word or 
phrase (echolalia), or uttering socially unacceptable words, including obscenities, or eth- 
nic, racial, or religious slurs (coprolalia). (DSM-5, p. 82) 

DSM-5 includes three specific Tic Disorders, which differ based on whether both mo- 

tor and vocal tics are present and whether the tics have persisted for more than 1 year. In 

Tourette’s Disorder, the classic Tic Disorder, both multiple motor and one or more vocal 

tics have been present but not necessarily at the same time. The tics typically wax and 

wane, but must have persisted for at least 1 year for a diagnosis of Tourette’s Disorder to 

be made. The tics are not caused by substances of abuse (e.g., stimulants) or by other med- 

ical conditions (e.g., Huntington’s disease—an inherited condition that affects the integ- 

rity of nerve cells in the brain). If the individual has had exclusively vocal tics or 

exclusively motor tics over the course of at least 1 year, the diagnosis is called Persistent 

(Chronic) Motor or Vocal Tic Disorder. The type of tic—motor or vocal—is noted). This 

diagnosis is not made if the patient has ever had Tourette’s Disorder (i.e., the fact that 

there are currently only motor or vocal tics is not a result of the waxing and waning of 

types of tics in a person who has had both). The diagnosis of Provisional Tic Disorder is 

made when single or multiple motor and/or vocal tics have persisted for less than 1 year. 

Tics are fairly common in childhood, but most do not persist. The prevalence of To- 

urette’s Disorder in school-age children is estimated to be 0.3%-—0.8%, making it a rare 

disorder. Males are more frequently affected with tics than females. The onset of tics 

is usually between ages 4 and 6 years. Tics are usually most severe when the child 

reaches age 10 or 12. Tics commonly improve over the course of adolescence, al- 

though tics may persist into adulthood. 
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Embarrassed 

Sal Borelli, a 43-year-old married man, was referred to a psychiatrist for evaluation in 

1991 because of unremitting tics. At age 13, he had developed a persistent eye blink, 

soon followed by lip smacking, head shaking, and barking-like noises. Despite these 

symptoms, he functioned well academically and eventually graduated from high 

school with honors. He was drafted during the Vietnam War. While he was in the army, 

his tics subsided significantly but were still troublesome and eventually resulted in a 

medical discharge. He married, had two children, and worked as a semiskilled laborer 

and foreman. When he was age 30, his symptoms included tics of the head, neck, and 
shoulders; hitting his forehead with his hand and with various objects; repeated throat 
clearing; spitting; and shouting out, “Hey, hey, hey; la, la, la.” Six years later, noisy cop- 
rolalia (uncontrollable use of obscene language) started: he would emit a string of pro- 
fanities, such as “Fuck you, you cock-sucking bastard,” out of the blue in the middle of 

a sentence and then resume his conversation. 
Over the next 7 years, Mr. Borelli’s social life became increasingly constricted be- 

cause of his symptoms. He was unable to go to church or to the movies because of the 
cursing and noises. He worked at night to avoid social embarrassment. His family and 
friends became increasingly intolerant of his symptoms, and his daughters refused to 
bring friends home. He was depressed because of his enforced isolation and the seem- 
ing hopelessness of finding effective treatment. After completing the evaluation, the 
psychiatrist decided to try pimozide, an antipsychotic medication that is approved for 

the treatment of tics. 
The pimozide had a dramatic effect in that it eliminated 99% of Mr. Borelli’s symp- 

toms. He resumed a normal social life and was no longer depressed. When last seen, 
many years later, he continued to do well on the same maintenance dosage of pimozide. 

Discussion of “Embarrassed” 
Mr. Borelli has the characteristic features of Tourette’s Disorder (DSM-5, p. 81): 

onset before age 18; multiple motor and one or more vocal tics (involuntary curs- 

ing or shouting); tics have persisted for more than 1 year and are not attributable 

to the physiological effects of a substance or another medical condition. 

Compulsions 

Alan, a 10-year-old boy, is brought for consultation by his mother because of “severe 

compulsions.” The mother reports that the child at various times has to run and clear 
his throat, touch the doorknob twice before entering any door, tilt his head from side to 
side, rapidly blink his eyes, and suddenly touch the ground with his hands by flexing 
his whole body. These “compulsions” began 2 years ago. The first was the eye blinking, 
and then the others followed, with a waxing and waning course. The movements occur 

more frequently when Alan is anxious or under stress. The last symptom to appear was 

the repetitive touching of doorknobs. The consultation was scheduled after the child 
began to make the middle finger sign while saying “fuck.” 

When examined, Alan reported that most of the time he did not know in advance 

when the movements were going to occur except for the touching of doorknobs. Upon 
questioning, he said that before he felt he had to touch a doorknob, he got the thought 
of doing it and tried to push it out of his head, but he could not because it kept coming 
back until he touched the doorknob several times; then he felt better. When asked what 
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would happen if someone did not let him touch the doorknob, he said he would just 
get mad; he reported that he had a temper tantrum once when his father tried to stop 
him. Alan explained that the touching of the doorknobs did not really bother him— 
what did was all the “other stuff” that he could not control. 

During the interview the child grunted, cleared his throat, turned his head, and rap- 
idly blinked his eyes several times. At times he tried to make it appear as if he had vol- 
untarily been trying to perform these movements. 

Past history and physical and neurological examinations were totally normal, except 
for Alan’s abnormal movements and sounds. His mother reported that her youngest 
uncle had had similar symptoms when he was an adolescent, but she could not elabo- 
rate any further. She stated that she and her husband had always been “very compul- 

sive,” which she clarified as meaning only that they were quite well organized and 
stuck to routines. 

Discussion of “Compulsions” 
The mother describes Alan’s difficulties as “compulsions,” and Alan’s descrip- 

tion of what goes on in his mind before he touches doorknobs seems to de- 

scribe an obsession with an accompanying compulsion. He first gets the 

intrusive thought of touching the doorknob. He tries to resist the thought but 

is unable to do so; in response to this obsession, he then touches the doorknob 

twice. He acknowledges that if he resisted the compulsion to touch doorknobs, 

he would be extremely uncomfortable. However, because these obsessions 

and compulsions apparently do not cause marked distress, do not significantly 

interfere with his functioning, and are not particularly time consuming, the di- 

agnosis of Obsessive-Compulsive Disorder (see “Lady Macbeth” in Section 

6.1) would not be given. 

Alan is most disturbed by his motor tics (e.g., tilting his head from side to 

side, blinking his eyes, flexing his whole body) and verbal tics (clearing throat, 

saying “fuck”). Because the motor tics involve a series of coordinated move- 

ments, they are considered complex motor tics. The combination of motor and 

verbal tics with duration of over 1 year establishes the diagnosis of Tourette’s 

Disorder (DSM-5, p. 81). 

It is sometimes difficult to distinguish a complex motor tic from a compul- 

sion because the observed behavior can be similar. A tic is an involuntary, 

sudden, rapid, recurrent, nonrhythmic stereotyped motor movement or vo- 

calization. In contrast, a compulsion is an intentional voluntary act that is ei- 

ther performed in response to an obsession or according to rules that must be 

applied rigidly. Alan, like many patients with Tourette’s Disorder, also has ob- 

sessions and compulsions, even if not sufficiently impairing to warrant the 

additional diagnosis of Obsessive-Compulsive Disorder. 

1.11 Tic Disorders 
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CHAPTER 2 

Schizophrenia 
Spectrum and Other 

~ Psychotic Disorders 

The Sch izophren la Spectr UM and Other Psychotic Disorders diagnos- 
tic class in DSM-5 includes a number of disorders that differ on the basis of required 

symptoms and duration. The words mad, crazy, or insane have often been used by the 

public and historically to describe people suffering from and exhibiting the various 

signs of the disorders in this chapter. Psychosis is a broadly defined term characterized 

by thinking, behavior, and emotions that are so impaired that they indicate the person 

experiencing them has lost contact with reality. In DSM-5, psychotic symptoms in- 

volve abnormalities in one or more of the following five domains: hallucinations, de- 

lusions, disorganized thinking (speech), grossly disorganized or abnormal motor 

behavior (including catatonia), and negative symptoms. In DSM-5, each of the disor- 

ders in this chapter is defined in terms of symptoms from one or more of these five 

domains, with the exception of Schizotypal Personality Disorder. Schizotypal Person- 

ality Disorder is genetically related to Schizophrenia (i.e., relatives of people with 

Schizophrenia are at increased risk of having Schizotypal Personality Disorder) but is 

discussed in detail in the DSM-5 chapter “Personality Disorders” and as accordingly 

in this book (Chapter 18). 

¢ Hallucinations: A hallucination is a false sensory perception that occurs in the absence 

of an external stimulus and that has the qualities of a real perception. Hallucinations 

are distinguished from illusions, which involve distorted or misinterpreted real per- 

ceptions (e.g., perceiving a pile of clothes on the floor of a darkened room to be a 

crouching animal); from dreams, which involve perceptions that occur during sleep; 

and from imagery (e.g., imagining, daydreaming), which do not mimic real percep- 

tions and are under voluntary control. Hallucinations can occur in any sensory mo- 

dality: auditory hallucinations involve perceptions of sound (usually voices, but can 

be noises, music, or other sounds); visual hallucinations involve perceptions of vi- 
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sual stimuli; olfactory hallucinations involve perceptions of smell; gustatory hallu- 

cinations involve perceptions of taste; tactile hallucinations involve perceptions of 

touch, such as being stroked or of bugs crawling on the skin; and somatic hallucina- 

tions involve sensations that are perceived as coming from within the body, such as 

feeling electric shocks. 

Delusions: A delusion is a fixed false or idiosyncratic belief that is firmly held de- 

spite being contradicted by what is generally accepted as reality or by evidence to 

the contrary. The distinction between a delusion and a strongly held idea or belief 

that is false and idiosyncratic but not delusional is sometimes difficult to make 

and depends in part on the degree of conviction with which the belief is held. An 

individual with a delusion will continue to insist on the veracity of the belief no 

matter what the contradicting evidence. Religious beliefs can also be difficult to 

differentiate from delusions with a religious theme. Although dictionary defini- 

tions of delusion typically specify that the person’s belief is false, this requirement 

cannot be applied to religious delusions and other beliefs shared within a partic- 

ular subculture (e.g., in the supernatural), because there is usually no way to es- 

tablish whether these kinds of beliefs are true or false. Instead, a shared belief 

within a religion or subculture is not considered to be delusional because the belief 

is widely shared by members of that group. Only when a person’s belief deviates 

markedly from the tenets of the person’s religious or subcultural framework is it 

considered delusional. For example, when a religious Catholic person believes 

that he has a guardian angel, this is not considered a delusion because such beliefs 

are widely shared among many Catholics. Believing, however, that the guardian 

angel has been controlling the person’s actions against his or her will would be ev- 

idence of a delusion, because guardian angels are not considered to have such 

powers. 

Disorganized thinking or speech: Fragmented or disorganized thinking is a feature of 

many psychotic disorders, particularly Schizophrenia. Disorganized thinking is 

most evident in the way a person speaks or writes. Individuals with disorganized 

thinking tend to have trouble maintaining their train of thought. This difficulty is 

commonly referred to as loosening of associations, in which a person will rapidly 

shift from topic to topic with no logical connection between one thought and the 

next. The person may respond to a question with an unrelated answer or start sen- 

tences with one topic and end somewhere completely different. When disorga- 

nized speech is extreme, the person’s speech may become totally incoherent, a 

phenomenon referred to as word salad. Other manifestations of disorganized 

speech include the use of neologisms (made-up words or phrases that have mean- 
ing only to the individual), perseveration (the persistent repetition of words or 
ideas even when another person attempts to change the topic), and clanging 

(speech in which ideas are related only by similar or rhyming sounds rather than 
actual meaning). 

Grossly disorganized or abnormal motor behavior (including catatonia): This domain of 
symptoms involves extremely abnormal behaviors. Disorganized behaviors char- 
acteristic of psychotic disorders are not goal directed and may include childlike 
silliness, bizarre dressing (wearing multiple overcoats on a hot day), and unpre- 
dictable and untriggered aggressiveness and agitation. Catatonic behaviors occur 
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in the context of a markedly decreased awareness of the environment and may be 
exhibited as a dramatic reduction in activity to the point that all voluntary move- 
ment stops, or as a dramatic increase in activity that is disconnected from what is 
going on in the person’s surroundings. See Section 2.6 for a more detailed descrip- 
tion of the varied behaviors that are considered catatonic. 

° Negative symptoms: These symptoms are deficits in normal mental functioning that 
account for a substantial portion of the functional impairment associated with 
Schizophrenia but are less prominent in the other psychotic disorders in this diag- 
nostic class. Among the most important negative symptoms are diminished emo- 
tional expression (sometimes referred to as flattened affect) and avolition. Individuals 
with diminished emotional expression appear to lack emotions; they may not make 

eye contact, may not change facial expressions, may speak without inflection or in a 
monotone, or may not add hand or head movements that normally provide emo- 
tional emphasis in speech. Avolition is characterized by a lack of motivation to ini- 

tiate and perform self-directed, purposeful activities. Individuals with avolition 

may stay at home for long periods of time rather than seeking out work or peer re- 

lations. Other negative symptoms include diminished ability to experience pleasure 

(known as anhedonia) and greatly diminished speech output (known as alogia). 

The disorders covered in this chapter include Schizophrenia (a persistent psychotic 

disorder with a mixture of different types of psychotic symptoms accompanied by a 

decline in functioning), Schizophreniform Disorder (a briefer psychotic disorder last- 

ing between 1 and 6 months that often progresses to Schizophrenia), Schizoaffective 

Disorder (a persistent psychotic disorder with a mixture of psychotic and mood 

symptoms), Delusional Disorder (persistent delusions without other psychotic symp- 

toms), Brief Psychotic Disorder (psychotic symptoms that resolve within 1 month), 

Catatonia (a syndrome of catatonic symptoms), Substance /Medication-Induced Psy- 

chotic Disorder (delusions or hallucinations due to substance or medication use), and 

Other Specified Schizophrenia Spectrum and Other Psychotic Disorder (psychotic 

presentations that do not meet criteria for one of the specific Schizophrenia Spectrum 

and Other Psychotic Disorders); see Table 2-1 for characteristic features. DSM-5 in- 

cludes Psychotic Disorder Due to Another Medical Condition (hallucinations or de- 

lusions due to the direct effects of a general medical condition on the central nervous 

system) in this diagnostic class as well, but this book does not include a case for this 

specific condition. (Refer to Section 4.5 for a case of Depressive Disorder Due to An- 

other Medical Condition or Section 5.8 for a case of Anxiety Disorder Due to Another 

Medical Condition for illustrations of how general medical conditions can cause psy- 

chiatric presentations.) DSM-5 also lists Schizotypal Personality Disorder among the 

Schizophrenia Spectrum and Other Psychotic Disorders, because of evidence that 

there is genetic relation between the two disorders and because some of the symp- 

toms and abnormal patterns in brain chemistry, brain structure, and brain function- 

ing found in people with Schizophrenia can also be found in people with Schizotypal 

Personality Disorder. However, because Schizotypal Personality Disorder is also con- 

ceptualized as a personality disorder, its criteria set and full discussion are included 

in the DSM-5 Personality Disorders chapter; as is done likewise in this book’s chapter 

on Personality Disorders (see Section 18.8). 
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TABLE 2-1. Characteristic features of Schizophrenia Spectrum and Other 

Psychotic Disorders 
ee ee 

Disorder Key characteristics 

Schizophrenia 

Schizophreniform 
Disorder 

Schizoaffective Disorder 

Delusional Disorder 

Brief Psychotic Disorder 

Catatonia 

Substance /Medication- 

Induced Psychotic 
Disorder 

Other Specified 
Schizophrenia 

Spectrum and Other 
Psychotic Disorder 

Active-phase symptoms (delusions, hallucinations, disorganized 

speech, grossly disorganized or catatonic behavior, negative 

symptoms) lasting at least 1 month 

Duration of symptoms: 6 or more months 

Level of functioning in one or more major life areas is markedly 

below the level achieved prior to onset 

Active-phase symptoms (delusions, hallucinations, disorganized 
speech, grossly disorganized or catatonic behavior, negative 
symptoms) lasting at least 1 month 

Symptoms last for less than 6 months 

Periods in which Major Depressive or Manic Episodes overlap with 

active-phase symptoms of Schizophrenia 

Periods in which there are delusions or hallucinations for at least 

2 weeks without Major Depressive or Manic Episodes 

Persistent delusions without other psychotic symptoms lasting at 
least 1 month 

Delusions, hallucinations, or disorganized speech lasting less than 

1 month 

Psychomotor disturbance characterized by a wide range of 
symptoms that may involve decreased motor activity, decreased 
engagement during the interview or physical examination, or 

excessive and peculiar motor activity 

Delusions or hallucinations due to the direct effects of a substance 

or medication on the central nervous system 

Symptoms characteristic of a Schizophrenia Spectrum and Other 
Psychotic Disorder that cause clinically significant distress or 
impairment in functioning that do not meet the full criteria for 
any of the disorders in the Schizophrenia Spectrum and Other 
Psychotic Disorders diagnostic class 

Several DSM-5 disorders that sometimes include psychotic symptoms as part of 

their presentation are not included in this chapter. These include Mood Disorders with 

psychotic features (see Chapter 3, “Bipolar and Related Disorders,” for psychotic forms 

of Bipolar I Disorder, and Chapter 4, “Depressive Disorders,” for psychotic forms of 

Major Depressive Disorder); disorders with distorted beliefs, such as Body Dysmorphic 

Disorder or Obsessive-Compulsive Disorder, in which the person’s insight is so im- 

paired that he or she becomes completely convinced that the distorted beliefs are true 

(see Chapter 6, “Obsessive-Compulsive and Related Disorders”); and Neurocognitive 

Disorders such as Delirium and Major Neurocognitive Disorder, which may involve 
delusions or hallucinations as associated features (see Chapter 17, “Neurocognitive 
Disorders”). 
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2.1 

Schizophrenia 

Schizophr EM is the most severe and debilitating of the Schizophrenia Spec- 
trum and Other Psychotic Disorders included in DSM-5. It is characterized by arange 
of cognitive, behavioral, and emotional dysfunctions that include impairments in 
perception, inferential thinking, fluency and productivity of thought and speech, 
behavioral monitoring, cognition, and the ability to express emotions and be moti- 
vated. To meet criteria for a diagnosis of Schizophrenia, the syndrome must persist 
for at least 6 months, at least 1 month of which is characterized by particularly severe 
and impairing symptoms known as the active-phase symptoms. Moreover, the symp- 
toms must be severe enough to have had a significantly negative impact on the per- 
son’s psychosocial functioning in terms of maintenance and quality of employment, 

interpersonal relations, or academic achievement. No single symptom by itself is 

indicative of Schizophrenia; the diagnosis involves the recognition of a constellation 
of signs and symptoms associated with impaired psychosocial functioning. 

The characteristic active-phase symptoms may be thought of as falling into two 

broad categories: positive symptoms, which reflect an excess or distortion of normal 

mental functions; and negative symptoms, which reflect a diminution or loss of normal 

mental function. The positive symptoms include delusions (which can be understood as 

distortions or exaggerations of inferential thinking), hallucinations (distortions in per- 

ception), disorganized speech (distortions in language, communication, and thought 

processes), and grossly disorganized or catatonic behavior (distortions in behavioral 

monitoring). Negative symptoms in Schizophrenia include avolition (restrictions in the 

initiation of goal-directed behavior) and diminished emotional expression (restrictions 

in the range and intensity of emotions). At least two such symptoms present for a sig- 

nificant amount of time during the same 1-month period are required for the diagnosis 

(as long as at least one of the symptoms is a delusion, a hallucination, or disorganized 

speech; if the two symptoms are disorganized behavior and negative symptoms, the 

criteria for Schizophrenia are not met). Given the large number of combinations of 

symptoms that can justify a diagnosis of Schizophrenia, there is tremendous heteroge- 

neity in the diagnosis—patients with Schizophrenia can have widely different presen- 

tations with the only common feature being the persistence of the symptoms and their 

negative impact on psychosocial functioning. 

Many individuals go through an early phase (known as the prodromal phase) which is 

a forerunner to the first active phase of the illness (sometimes referred to as the first psy- 

chotic break), and most individuals with Schizophrenia go through residual phases in be- 

tween active phases. These prodromal and residual phases consist of milder versions of 

the positive symptoms as well as negative symptoms. For example, some individuals 

during prodromal or residual phases may have unusual perceptual experiences, such as 

sensing the presence of an unseen force. Others may express a variety of odd or unusual 

beliefs that are not so firmly held by the person so as to be considered delusions, such as 

a person’s having a strong feeling that other people are conspiring to harm him or her. 
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Although some mood symptoms such as depression, irritability, and expansive 

mood may occur at times in patients with Schizophrenia, such symptoms are present 

for a minority of time during the whole disturbance. Otherwise, the diagnosis would 

be Schizoaffective Disorder (see Section 2.3). 

Drugs and medical conditions can cause hallucinations and delusions: a diagnosis 

of Schizophrenia should not be made if the psychotic symptoms are in fact a manifes- 

tation of drug use or if they are due to a general medical condition such as a brain tu- 

mor or hyperthyroidism. Given that individuals with Schizophrenia Spectrum and 

Other Psychotic Disorders often abuse drugs (especially cannabis), it is important to 

determine whether psychotic symptoms are the result of drug use (i.e., a Substance / 

Medication-Induced Psychotic Disorder) and thus not indicative of a diagnosis of 

Schizophrenia (see Section 2.7 for a discussion of how to make this determination). 

Similarly, if the psychotic symptoms are a manifestation of an underlying medical 

condition, the diagnosis is Psychotic Disorder Due to Another Medical Condition 

rather than Schizophrenia. Clues that the psychotic symptoms may be due to a gen- 

eral medical condition include a close temporal relationship between the onset (and 

offset) of the psychotic symptoms and the course of the general medical condition 

and atypical features such as a late age at onset. 

Even though cognitive impairment is not among the defining symptoms of Schizo- 

phrenia, it is common in Schizophrenia and is strongly linked to academic (school) 

and occupational (work) impairment. Individuals with Schizophrenia tend to have 

problems with attention and memory, especially with regard to planning and organi- 

zation to achieve a goal. They also often lack insight into the fact that they have a men- 

tal illness. Issues with cognitive impairment, attention, memory, and lack of insight 

can make the treatment of the person with Schizophrenia quite challenging because 

these features can lead to nonadherence with a medication regimen, the mainstay of 

treatment. 

Schizophrenia affects between 0.3% and 0.7% of the population and occurs slightly 

less often in females than in males. Prodromal symptoms of Schizophrenia commonly 

occur in the teenage years, but the psychotic features of Schizophrenia typically 

emerge between the late teens and early 30s and tend to be earlier for males (peak on- 

set in early 20s) than females (peak onset in late 20s.). Although onset before adoles- 

cence is rare, cases do occur in young children. 

Under Surveillance 

Arthur Stanton is a 44-year-old single, unemployed white man brought into the emer- 

gency room by the police for striking an elderly woman in his apartment building. He 
stated, “That damn bitch—she and the rest of them deserved more than that for what 

they put me through.” 

He has been continuously ill since age 22. During his first year of law school, he 
gradually became more and more convinced that his classmates were making fun of 
him. He noticed that they would snort and sneeze whenever he entered the classroom. 
When a girl he was dating broke off her relationship with him, he believed that she had 
been “replaced” by a look-alike. He called the police and asked for their help to solve 
the “kidnapping.” His academic performance in school declined dramatically, and he 

was asked to leave and seek psychiatric care. 
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Mr. Stanton got a job as an investment counselor at a bank, which he held for 7 months. 
While working in that position, he had been getting an increasing number of distracting 
“signals” from coworkers, and he became more and more suspicious and withdrawn. It 
was during this time that he first reported hearing voices. He was eventually fired and 
soon thereafter was hospitalized for the first time, at age 24. He has not worked since. 

Mr. Stanton has been hospitalized 12 times, the longest stay being 8 months. How- 
ever, in the last 5 years he has been hospitalized only once, for 3 weeks. During the hos- 
pitalizations, he has received various antipsychotic medications. Outpatient medication 
has been prescribed, but he usually stops taking it shortly after leaving the hospital. 
Aside from twice-yearly lunch meetings with his uncle and his contacts with mental 
health workers, he is totally isolated socially. He lives on his own, cooking and cleaning 
for himself, and manages his own financial affairs, including a modest inheritance. He 
reads the Wall Street Journal daily. 

Mr. Stanton maintains that his apartment is the center of a large communication sys- 
tem that involves all of the major TV networks, his neighbors, and apparently hundreds 
of “actors” in his neighborhood. There are secret cameras in his apartment that carefully 
monitor all of his activities. When he is watching TV, many of his minor actions (e.g., 
going to the bathroom) are soon directly commented on by the announcer. Whenever 
he goes outside, the “actors” have all been warned to keep him under surveillance. Ev- 
eryone on the street watches him. His neighbors operate two different “machines”; one 
is responsible for all of his voices except the “joker.” He is not certain who controls this 
voice, which “visits” him only occasionally and is very funny. The other voices, which 
he hears many times each day, are generated by this machine, which he sometimes 

thinks is directly run by the neighbor whom he attacked. For example, when he is going 
over his investments, these “harassing” voices constantly tell him which stocks to buy. 
The other machine, which he calls “the dream machine,” puts erotic dreams into his 
head, usually of “black women.” 

Mr. Stanton describes other unusual experiences. For example, he recently went to a 
shoe store 30 miles from his house in the hope of getting some shoes that would not be 
“altered.” However, he soon found out that like the rest of the shoes he buys, special 
nails had been put into the bottom of the shoes to annoy him. He was amazed that his 
decision concerning which shoe store to go to must have been known to his “harassers” 
before he himself knew it, so that they had time to get the altered shoes made up espe- 
cially for him. He realizes that great effort and “millions of dollars” are involved in 
keeping him under surveillance. He sometimes thinks this is all part of a large experi- 

ment to discover the secret of his “superior intelligence.” 
At the interview, Mr. Stanton is well-groomed and his speech is coherent and goal 

directed. His affect is only mildly blunted. He was initially very angry at being brought 

in by the police. After several weeks of treatment with an antipsychotic medication 

failed to control his psychotic symptoms, he was transferred to a long-stay facility with 

the plan to arrange a structured living situation for him. 

Discussion of “Under Surveillance” 

Mr. Stanton’s long illness, characterized by multiple hospitalizations for 

Schizophrenia, apparently began with delusions of reference (his classmates 

making fun of him by snorting and sneezing when he entered the classroom). 

Over the years, his delusions have become increasingly complex and bizarre 

(his neighbors are actually actors; his thoughts are monitored; a machine puts 

erotic dreams in his head). In addition, he has prominent hallucinations of dif- 

ferent voices that harass him. Given that all of the required elements of Schizo- 

phrenia are present (i.e., delusions and hallucinations lasting for over 20 years, 

severe impairment in Mr. Stanton’s ability to work or develop interpersonal re- 

lationships with others, and absence of a sustained mood disturbance or an- 
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other medical condition or substance that can account for the disturbance), the 

diagnosis of Schizophrenia is made (DSM-5, p. 99). 

As noted in the beginning of the case, Mr. Stanton’s Schizophrenia resulted 

in violence. As a consequence of Mr. Stanton’s delusion that his elderly neigh- 

bor was operating the machine that caused him to hear voices, he assaulted her 

to get her to turn off the machines. If the neighbor had decided to press charges 

against Mr. Stanton, it is likely that he would end up being judged to have di- 

minished capacity to make rational decisions or to exert control over his be- 

havior as a result of his delusions and, depending on the legal standard in the 

state in which he is tried, may not have been held criminally responsible for 

his behavior. Although individuals with Schizophrenia are significantly more 

likely to be violent than other members of the general population, the propor- 

tion of societal violence attributable to Schizophrenia is actually quite small 

(less than 5%). 

Eating Wires 

Emilio Rodriguez is a 40-year-old man who looks 10 years younger. He is brought to 
the hospital by his mother because she is afraid of him; it is his twelfth hospitalization. 
He is dressed in a ragged overcoat, bedroom slippers, and a baseball cap and wears sev- 
eral medals around his neck. His affect ranges from anger at his mother (“She feeds me 
shit... what comes out of other people’s rectums”) to a giggling, obsequious seductive- 
ness toward the interviewer. His speech and manner have a childlike quality, and he 
walks with a mincing step and exaggerated hip movements. His mother reports that he 
stopped taking his medication about a month ago and has since begun to hear voices 
and to look and act more bizarrely. When asked what he has been doing, he says, “eat- 
ing wires and lighting fires.” His spontaneous speech is often incoherent and marked 
by frequent rhyming and clang associations. 

Mr. Rodriguez’s first hospitalization occurred after he dropped out of school at age 

16, and since that time he has never been able to attend school or hold a job. He has been 

treated with various antipsychotic medications during his hospitalizations, but he does 
not continue to take medication when he leaves, so he quickly becomes disorganized 
again. He lives with his elderly mother; however, he sometimes disappears for several 
months at a time and is eventually picked up by the police as he wanders in the streets. 
There is no known history of drug or alcohol abuse. 

Discussion of “Eating Wires” 
Mr. Rodriguez is suffering from the same severe illness as Mr. Stanton in the 

previous case (see “Under Surveillance”) in that both men have various per- 

sisting psychotic symptoms leading to poor functioning, but Mr. Rodriguez's 

Schizophrenia presentation (DSM-5, p. 99) is quite different. It is dominated by 

disorganized behavior, as evidenced by his being dressed in a ragged overcoat, 

bedroom slippers, and a baseball cap; incoherent speech characterized by fre- 

quent clang associations (“eating wires and fighting fires”); and, most recently, 

auditory hallucinations (hearing voices). As is unfortunately all too common 

in Schizophrenia, Mr. Rodriguez's multiple hospitalizations are related to his 

repeatedly discontinuing his antipsychotic medications. It is not clear whether 
his lack of medication adherence is due to lack of insight that he has a mental 
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illness and needs to take medication to stay well, to his not liking the side ef- 
fects of the medication, or to his chronic disorganization interfering with his 
ability to be adherent. 

a 

Low Life Level 
Ca a a ee eee ee Se 

Louise Larkin is a pale, stooped woman of 39 years whose childlike face is surrounded 
by scraggly blond braids tied with pink ribbons. She was referred for a psychiatric eval- 
uation for possible hospitalization by her family doctor, who was concerned about her 
low level of functioning. Her only complaint to him was, “I have a decline in self-care 
and a low life level.” Her mother reports that there has indeed been a decline but that 
it has been over many years. In the last few months, Ms. Larkin has remained in her 

~ room, mute and still. 

Twelve years ago, Ms. Larkin was a supervisor in the occupational therapy depart- 

ment of a large hospital, living in her own apartment, and was engaged to a young man. 
He broke the engagement, and she became increasingly disorganized, wandering aim- 
lessly in the street and wearing mismatched clothing. She was fired from her job, and 
eventually the police were called to hospitalize her. They broke into her apartment, 
which was in shambles—filled with papers, food, and broken objects. No information 
is available from this hospitalization, which lasted 3 months and from which she was 
discharged to her mother’s house with a prescription for an unknown medication that 
she never took to a pharmacy to have filled. 

After her discharge, Ms. Larkin’s family hoped that she would gather herself to- 
gether and embark again on a real life, but as the years progressed she became more 
withdrawn and less functional. Most of her time was spent watching TV and cooking. 

Her cooking consisted of mixing bizarre combinations of ingredients, such as broccoli 
and cake mix, and eating them alone, because no one else in the family would eat her 

meals. She collected cookbooks and recipes, cluttering her room with stacks of these. 
Often when her mother entered her room, Ms. Larkin would quickly grab a magazine 
and pretend to be reading, when in fact she had apparently just been sitting and staring 
into space. She stopped bathing and brushing her hair or teeth. She ate less and less, al- 
though she denied loss of appetite, and over a period of several years lost 20 pounds. 
She would sleep at odd hours. Eventually she became enuretic, wetting her bed fre- 

quently and filling the room with the pungent odor of urine. 
On admission to the psychiatric hospital, Ms. Larkin sat with her hands tightly 

clasped in her lap and avoided looking at the doctor who interviewed her. She an- 
swered questions readily and did not appear suspicious or guarded, but her affect was 
shallow. She denied depressed mood, delusions, or hallucinations. However, her an- 
swers became increasingly idiosyncratic and irrelevant as the interview progressed. In 
response to a question about her strange cooking habits, she replied that she did not 
wish to discuss recent events in Russia. When discussing her decline in functioning, she 

said, “There’s more of a take-off mechanism when you're younger.” Asked about ideas 

of reference, she said, “I doubt it’s true, but if one knows the writers involved, it could 

be an element that would be directed in a comical way.” Her answers were interspersed 

with the mantra, “I’m safe. I’m safe.” 

Ms. Larkin was treated with an antipsychotic medication in the hospital and was 

also given an antidepressant medication that is thought to be effective in treating Ob- 

sessive-Compulsive Disorder (a disorder that some of the staff thought might account 

for her strange cooking and eating behaviors). Ms. Larkin improved significantly over 

a 3-month hospitalization and then returned to her mother’s home, enrolled in a day 

program, and continued in outpatient treatment with her hospital psychiatrist. Her 

psychiatrist discontinued the antidepressant because she believed that Ms. Larkin’s 
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“obsessive-compulsive behavior” was actually a symptom of Schizophrenia. Ms. Lar- 

kin worked in a cooking group and became so proficient that there were plans to get 

her a work-study job in a bakery. However, after a few months, she stopped taking her 

medication because she thought she did not need it anymore and she began to be pre- 

occupied with irrelevant details in the cooking group. Her speech became tangential, 

and eventually she dropped out of the program and stayed at home ruminating and 

eating very little. Her personal hygiene deteriorated and, when she lost 30 pounds, she 

was rehospitalized. 
She was treated with a different antipsychotic medication and was discharged after 

6 weeks. Two years after her first admission, she attends a less demanding day pro- 
gram, takes good care of her physical appearance, and demonstrates only very slight 
tangentiality in her speech. 

Discussion of “Low Life Level” 
Ms. Larkin’s disease course closely follows what the clinician would expect to 

see in Schizophrenia (DSM-5, p. 99): onset of symptoms in Ms. Larkin’s late 20s 

and an extreme decline in functioning over a period of several years. In contrast 

to the previous two cases, her case is dominated by periods of severe negative 

symptoms characterized by her inability to take care of herself with respect to 

basic hygiene and eating and her lack of motivation to do anything other than 

watch TV and cook, in addition to her incoherent speech and bizarre disorga- 

nized behavior. Unlike the first two cases, there is no evidence that Ms. Larkin 

has ever experienced either delusions or hallucinations of any kind. 

The Witch 

Virginia Dubois, a 48-year-old woman, was admitted to the hospital. Her husband 
reported that she had apparently been well until about 2 months ago when she became 
anxious, suspicious, and convinced that people in the neighborhood were spying on her 
and talking about her. She became withdrawn, refused to go outside her home, and on sev- 
eral occasions was observed talking to herself. She neglected her household duties and 
spent her days wandering through the house, entering one room after the other, opening 
and closing cupboards and closets, or looking out windows from behind closed curtains. 

On admission to the hospital, the patient declared that she could no longer stay at 
home because “something frightening is going on.” She described how, for the previous 
2 months, she had been hearing voices without being able to determine where they 
came from or to whom they belonged. The voices bothered her all the time, except at 
night when she was asleep. Most of the time she slept well, but whenever she woke up 
during the night, the voices were there and prevented her from falling asleep again. At 
times, two or three voices would talk among themselves, telling each other nasty things 

about her, saying she was a witch who had to be “destroyed.” Then again, one or sev- 
eral voices would talk to her directly, telling her obscene things, interrupted by shouts 
of “Witch, Witch,” or insisting that she disappear or else something terrible would hap- 
pen. At other times, the voices would simply echo her thoughts or keep up a sarcastic 
running commentary on what she was doing. 

On several occasions, Mrs. Dubois declared that she need not give any further de- 

tails, because the attending clinician, like everybody else, was already aware of what 
she was thinking. She emphasized the fact that many of those thoughts were, in fact, 
not her own but rather were imposed on her by something or somebody she could not 
identify, perhaps through radiation, waves, or electricity, and that she did, in fact, some- 
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times feel “electrical discharges” in her body, especially in the genital area. In some way, 
her neighbors were probably involved in all of this, although she could see no reason 
why they would be, because she had always been on friendly terms with everybody. 

At the beginning of her difficulties, Mrs. Dubois had not felt depressed, but during 
the last 2 weeks, she had felt low and “down,” stating that anyone who was going 
through what she was experiencing would, naturally, become depressed. She did not 
feel guilty about anything and was not aware of anything she might have done wrong 
in the past. She did not wish to die and had never contemplated suicide, but she was 
afraid that the voices might somehow harm or even kill her. 

Mrs. Dubois discussed her problems in a perfectly coherent and understandable way, 
without ever losing the thread of her thoughts. There was no evidence from the physical 
examination or laboratory tests of any physical illness or of alcohol or drug use. 

Mrs. Dubois was treated with an antipsychotic medication, risperidone 8 mg/day. 
The voices completely disappeared in about 2 weeks. At discharge, a few weeks later, 

the dosage of risperidone was reduced to 4 mg/day. She left the hospital in good spirits, 
looking forward to resuming her household duties and to working in her garden. She 
was not quite convinced, however, that her voices had been due to some disturbance in 
her brain; she remained suspicious about her neighbors and hardly ever left her home. 
In addition, in the subsequent 12 months, she developed an interest in telepathy, clair- 
voyance, and other similar beliefs that she had previously regarded as “humbug.” Dur- 
ing this period she discontinued her medication on two occasions, and the voices 

reappeared within 2 weeks. On both occasions the voices disappeared again shortly af- 
ter she resumed taking antipsychotic medication. 

Discussion of “The Witch” 
In many ways this is a classic case of Schizophrenia (DSM-5, p. 99). Mrs. Dubois 

developed a number of persistent psychotic symptoms that significantly inter- 

fered with her functioning. These symptoms included hearing voices that kept 

a running commentary about her actions and that spoke to one another saying 

that she was a witch who needed to be destroyed; somatic hallucinations involv- 

ing “electrical discharges” in her genital area; and several delusions, including 

that people in her neighborhood were spying on her and talking about her and 

that many of her thoughts were not her own but instead were imposed on her 

by some kind of outside force. In fact, historically it used to be thought that sev- 

eral of the psychotic symptoms she experienced—namely, her belief that her 

voices conversed with one another and kept up a running commentary, and her 

belief that the thoughts were not her own but were being inserted into her head 

(a symptom known as thought insertion)—were on their own indicative of the di- 

agnosis of Schizophrenia (i.e., pathognomonic). It is now understood that such 

symptoms are not necessarily indicative of Schizophrenia but occur in psychotic 

mania or depression as well. What is unusual about Mrs. Dubois’ case is the age 

at onset. Schizophrenia symptom onset typically occurs between ages 16 and 30; 

onset after age 45, as in Mrs. Dubois’ case, is relatively unusual. Evidence sug- 

gests that cases of later-onset Schizophrenia typically have good social function- 

ing before onset, are more likely to have paranoid delusions and hallucinations 

as opposed to disorganized speech and behavior and negative symptoms, and 

are more likely to report visual, somatic, and olfactory hallucinations, all of 

which are true of Mrs. Dubois’ case. 

Because Mrs. Dubois has been experiencing a variety of psychotic symp- 

toms for 14 months—2 months of hallucinations and delusions before hospital- 
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ization and an additional 12 months of residual symptoms with continued 

paranoia about her neighbors, as well as newly developed beliefs in telepathy 

and clairvoyance, which affected her functioning (not going out of the house)}— 

the diagnosis of Schizophrenia is appropriate. Although she experienced some 

depression for a couple of weeks after being admitted to the hospital, it was rel- 

atively mild and time limited and, therefore, insufficient to justify a diagnosis of 

Schizoaffective Disorder (see Section 2.3). At the time of her admission to the 

hospital, her diagnosis would have been Schizophreniform Disorder (see Sec- 

tion 2.2) rather than Schizophrenia, because at that point her symptoms had 

lasted only for 2 months and thus would have been too brief to justify a diagno- 

sis of Schizophrenia. (The time frame for the diagnosis of Schizophreniform Dis- 

order is a period of symptoms lasting between 1 and 6 months). 

Star Wars 

Susan Ashcroft, age 15 years, was seen at the request of her school district authorities 
for advice on placement. She had recently moved into the area with her family and, 
after a brief period in a regular class, was placed in a class for students with emotional 
disturbance. She proved very difficult; her understanding of schoolwork was at about 
the fifth-grade level, although she had an apparently good vocabulary, and she dis- 

turbed the class by making animal noises and telling fantastic stories, which made other 
students laugh at her. 

At home Susan is aggressive, biting or hitting her parents or brother if frustrated. 
She is often bored, has no friends, and finds it difficult to occupy herself. She spends a 
lot of time drawing pictures of robots, spaceships, and fantastic or futuristic inventions. 
Although she has sometimes said she would like to die, she has never made any suicide 
attempts and apparently has not thought of killing herself. Her mother says that from 
birth Susan has been different and that the onset of her current behavior has been so 
gradual that no definite date can be assigned to it. 

Susan’s prenatal and perinatal history is unremarkable. Her developmental mile- 
stones were delayed, and she did not use single words until age 4 or 5 years. Ever since 
she entered school, there has been concern about her intellectual ability. Repeated evalu- 
ations have suggested an IQ in the low 70s, with achievement lagging somewhat behind 
even that expected at this ability level. Although Susan had relatively few friends grow- 
ing up, she did have a couple of very close friends with whom she interacted normally. 

Her parents report that Susan has always been difficult and restless and that several 

doctors have said she not only has low intelligence but also suffers from a serious mental 
disorder. The results of an evaluation done at age 12, because she was having difficulties 
in school, showed “evidence of bizarre thought processes and fragmented ego structure.” 
At that time, she was sleeping well at night and was not getting up with nightmares or 
bizarre requests, although this apparently had been a feature of her earlier behavior. Cur- 
rently, she is reported to sleep very poorly and tends to disturb the household by getting 

up and wandering around at night. Her mother emphasizes Susan’s unpredictability, the 
strange stories that she tells, and the way in which she talks to herself in “funny voices.” 

Her mother regards the stories Susan tells as childish make-believe and pays little atten- 

tion to them. She says that since the time Susan saw her first Star Wars movie at age 10, 
she has been obsessed with ideas about space, spaceships, and the future. 

Susan’s parents are in their early 40s. Her father, having retired from military ser- 

vice, now works as an engineer. Susan’s mother has many unusual beliefs about herself. 
She claims to have grown up in India and to have had a very bizarre early childhood, 

full of dramatic and violent episodes. Many of these episodes sound highly improbable. 
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Her husband refuses to let her talk about her past in his presence and tries to play down 
both this information from his wife and Susan’s problems. The parents appear to have 
a rather restricted relationship, in which the father plays the role of a taciturn, masterful 
head of household and the mother bears the brunt of everyday family duties. The 
mother, in contrast, is loquacious and very circumstantial in her history giving. She 
dwells a great deal on her strange childhood experiences. Susan’s brother is now 12 and 
is an apparently normal child with an average school career. He does not spend much 
free time in the house or with the family, preferring instead to play with his friends. He 
is ashamed of Susan’s behavior and tries to avoid going out with her. 

In the interview, Susan presents as a tall, overweight, pasty-looking child, dressed 
untidily and with a somewhat disheveled appearance. She complains vociferously of 
her insomnia, although it is very difficult to elicit details of the sleep disturbance. She 
talks at length about her interests and preoccupations. She says she made a robot in the 
basement that ran amok and was on the verge of causing a great deal of damage, but 
she was able to stop it by remote control. She claims to have built the robot from spare 

~ computer parts, which she acquired from the local museum. 

When pressed for details of how the robot worked, Susan became increasingly vague. 
When asked to draw a picture of one of her inventions, she drew a picture of an overhead 

railway and began stating what appeared to be complex mathematical calculations to sub- 
stantiate the structural details, but which in fact consisted of meaningless repetitions of 
arithmetic symbols (e.g., plus, minus, divide, multiply). When the interviewer expressed 
some gentle incredulity, she blandly replied, “Many people do not believe that I am a su- 
pergenius.” She also talked about her unusual ability to hear things other people cannot 
hear, and said she was in communication with some sort of creature. She thought she 
might be haunted, or perhaps the creature was a being from another planet. She could hear 
his voice talking to her and asking her questions; he did not attempt to tell her what to do. 

The voice was outside her own head but was inaudible to others. She did not regard the 
questions being asked of her as upsetting, and they did not make her angry or frightened. 

According to her teacher, Susan’s reading is apparently at the fifth-grade level, but 
her comprehension is much lower. Susan tends to read what is not there and sometimes 
changes the meaning of the paragraph. Her spelling is at about the third-grade level, 
and her mathematics ability is a little bit below that. She works hard at school but very 
slowly. If pressure is placed on her, she becomes upset and her work deteriorates. 

Discussion of “Star Wars” 
Susan exhibits several psychotic symptoms. She is delusional in that she be- 

lieves she has made a complicated invention and that she is in communication 

with “some sort of creature.” She has auditory hallucinations of a voice talking 

to her and asking her questions. The presence of delusions and hallucinations, 

in the absence of a full manic or depressive syndrome or a general medical con- 

dition or use of a substance that could account for the disturbance, coupled 

with the significantly negative impact of these symptoms on her psychosocial 

functioning, indicate a diagnosis of Schizophrenia (DSM-5, p. 99) with onset 

during childhood. 

Several aspects of Susan’s history raise questions about whether the diag- 

nosis might be better considered as an Autism Spectrum Disorder (see “Rock- 

ing and Reading” in Section 1.6). Autism Spectrum Disorder has its onset in 

early childhood and is characterized by severe difficulties in social interaction 

and restricted repetitive patterns of behavior, interests, or activities. Although 

Susan is reported to have no friends, there is no evidence that she had im- 

paired social interactions when she was younger—her current lack of friends 

is most likely related to her being shunned by her peers because of her bizarre 
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behavior. Moreover, although her preoccupation with ideas about space, 

spaceships, and the future to the exclusion of other interests is typical of Au- 

tism Spectrum Disorder, there is no evidence of stereotyped or repetitive motor 

movements, insistence on sameness, or unusual reactivity (either overreactivity 

or underreactivity) to sensory input, which are characteristic features of Autism 

Spectrum Disorder. Most importantly, delusions and hallucinations are not fea- 

tures of Autism Spectrum Disorder. 

Another notable aspect of the case is that Susan’s mother also has a number 

of unusual beliefs, claiming to have grown up in India and to have had a very 

bizarre early childhood, full of dramatic and violent episodes, many of which 

sound “highly improbable.” Family members of individuals with Schizophre- 

nia are at increased risk for other disorders in the schizophrenia spectrum, spe- 

cifically Schizoaffective Disorder (see Section 2.3) and Schizotypal Personality 

Disorder (see Section 18.8). The odd and unusual beliefs reported by Susan’s 

mother are most consistent with her mother’s having a diagnosis of Schizo- 

typal Personality Disorder. 

2.2 

Schizophreniform Disorder 

Schizophreniform Disorder shares a majority of diagnostic features with 
Schizophrenia except that the duration is between 1 and 6 months, rather than 6 months 

or longer as required for Schizophrenia. Moreover, there is no requirement, as in Schizo- 

phrenia, that the person’s level of functioning be markedly below the level achieved 

before symptom onset. The diagnosis of Schizophreniform Disorder can be used in two 

different clinical situations: 1) for individuals who have recovered after an episode of 

psychotic symptoms that lasted between 1 and 6 months and 2) for individuals who are 

in the midst of a psychotic episode that has lasted less than 6 months. Individuals with 

Schizophreniform Disorder have a better long-term prognosis than individuals with 

Schizophrenia in that they are less likely to experience a future psychotic episode. Three 

factors are associated with a good prognosis: the onset of full-blown psychotic symp- 

toms within 1 month of the first noticeable change in usual behavior, confusion or per- 

plexity at the height of the psychotic episode, and good functioning before the onset of 

the psychotic episode. If such factors are present, the specifier With Good Prognostic 

Features may be given. If not, the specifier Without Good Prognostic Features applies. 

Late Bloomer 

Jeanette Fielding is a 35-year-old single, unemployed, college-educated black woman 
who was escorted to the emergency room by the mobile crisis team. Ms. Fielding’s sis- 
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ter had contacted the team after she failed to persuade Ms. Fielding to visit an outpa- 
tient psychiatrist. The sister was concerned about Ms. Fielding’s increasingly erratic 
work patterns. The patient's only prior psychiatric contact had been brief psychother- 
apy in college. 

Ms. Fielding had not worked since being laid off from her job 3 months previously. 
According to her boyfriend and her roommate (both of whom live with her), during 
that time period she had become intensely preoccupied with the upstairs neighbors. A 
few days earlier she had banged on their front door with an iron for no apparent reason. 
She told the mobile crisis team that the family upstairs was harassing her by “access- 
ing” her thoughts and then repeating them to her. The crisis team took her to the emer- 
gency room for evaluation of “thought broadcasting.” Although Ms. Fielding denied 
having any trouble with her thinking, she conceded that she was feeling “stressed” 
since losing her job and might benefit from more psychotherapy. 

After reading the admission note that described such bizarre symptoms, the emer- 
gency room psychiatrists were surprised to encounter a poised, relaxed, and attractive 

- young woman, stylishly dressed and appearing perfectly normal. She greeted them 
with a courteous but somewhat superficial smile. She related to the doctors with non- 
chalant respectfulness. When asked why she was there, she ventured a timid shrug, and 
replied, “I was hoping to find out from you!” 

Ms. Fielding had been working as a secretary and attributed her job loss to the slug- 
gish economy. She said she was “stressed out” by her unemployment. She denied hav- 
ing any recent mood disturbance and answered “no” to questions about psychotic 

symptoms, punctuating each query with a polite but incredulous laugh. Wondering if 
perhaps the crisis team’s assessment was of a different patient, the interviewer asked, 
somewhat apologetically, if the patient ever wondered whether people could read her 
mind. She replied, “Oh yes, it happens all the time,” and described how, on one occa- 
sion, she was standing in her kitchen planning dinner in silence, only to hear, moments 

later, voices of people on the street below reciting the entire menu. She was convinced 
of the reality of the experience, having verified it by looking out the window and ob- 
serving them speaking her thoughts aloud. 

Ms. Fielding was distressed not so much by people “accessing” her thoughts as by 
her inability to exercise control over the process. She believed that most people devel- 
oped telepathic powers in childhood, whereas she was a “late bloomer” who had just 
become aware of her abilities and was currently overwhelmed by them. She was trou- 
bled most by her upstairs neighbors, who for the past couple of months not only re- 
peated her thoughts but also bombarded her with their own devaluing and critical 
comments, such as “you're no good” and “you have to leave.” Their taunts had begun 

to intrude upon her mercilessly, at all hours of the night and day. 
She was convinced that the only solution was for the family upstairs to move away. 

When asked if she had contemplated other possibilities, she reluctantly admitted that 

she had spoken to her boyfriend about hiring a hit man to “threaten” or, if need be, 

“eliminate” the couple. She hoped she would be able to spare their two children, whom 

she felt were not involved in this invasion of her “mental boundaries.” This concern for 

the children was the only insight she demonstrated into the gravity of her symptoms. 

She did agree, however, to admit herself voluntarily to the hospital. 

Once admitted to the hospital, Ms. Fielding immediately began pressing for dis- 

charge and disavowed her previous symptoms. Her behavior, thinking, and affect 

seemed otherwise normal. After 2 weeks of observation, she was discharged to her 

treating physician’s clinic. Within a couple of weeks, however, she again admitted hav- 

ing frightening experiences of hearing voices and of reading other people’s thoughts, 

as well as being unable to develop a plan for finding work. She agreed to try medica- 

tion. 

She was treated with the antipsychotic olanzapine, and her frightening hallucina- 

tions and belief that she was clairvoyant remitted within a few days. Within 3 months 

of her discharge from the hospital, she had obtained work with a temporary employ- 
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ment agency. Soon afterward, feeling completely well, she stopped attending the clinic 

and did not seek follow-up. 

Discussion of “Late Bloomer” 
Delusions and hallucinations lasting at least 1 month but less than 6 months, 

in the absence of a Mood Disorder, Substance Disorder, or general medical con- 

dition that could account for the disturbance, justify a diagnosis of Schizo- 

phreniform Disorder (DSM-5, p. 96). Ms. Fielding’s case illustrates that the 

stereotypical view that individuals with psychotic symptoms constantly act 

like raving lunatics is often not true. Ms. Fielding appeared perfectly normal 

to the emergency room staff on first meeting. It was not until the interviewer 

asked her the right question (“Do you ever wonder whether people could read 

your mind?”) that her delusional thinking became grossly apparent. 

Ms. Fielding’s presentation has features associated with a good prognosis. 

Her functioning before the onset of psychotic symptoms was quite good (she was 

college educated and was employed as a secretary before being laid off 3 months 

before admission), and she did not have blunted or flat affect (i.e., her ability to 

express and show emotions was not affected). Therefore, Ms. Fielding would be 

diagnosed with Schizophreniform Disorder, With Good Prognostic Features. 

Postpartum Piety 

Zela Akerele is a 30-year-old high school teacher living in Lagos, Nigeria. She is mar- 
ried and has five children. The birth of her last child was complicated by excessive 
bleeding and infection, and Mrs. Akerele was still hospitalized in the gynecology ward 

3 weeks after delivery when her gynecologist requested a psychiatric consultation. Mrs. 
Akerele was agitated and seemed to be in a daze. She said to the psychiatrist, “I am a 
sinner. I have to die. My time has passed. I cannot be a good Christian again. I need to 
be reborn. Jesus Christ should help me. He is not helping me.” The psychiatrist diag- 
nosed postpartum psychosis and prescribed the antipsychotic chlorpromazine. Mrs. 
Akerele was soon well enough to go home. 

Three weeks later she was readmitted, this time to the psychiatric ward, claiming 
that she had had a “vision of the spirits” and was “wrestling with the spirits.” Her rel- 
atives reported that at home she had been fasting and “keeping vigil” through the 
nights and that she was not sleeping. She had complained to the neighbors that there 
was a witch in her house. The “witch” turned out to be her mother. 

Mrs. Akerele’s husband, Peter, who was studying engineering in Europe, hurriedly 
returned and took over the running of the household. She improved rapidly on the 

same antipsychotic medication she was given the last time she was in the hospital, and 
was discharged in 2 weeks. Her improvement, however, was short-lived. She threw 

away her medication and began to attend Mass whenever one was given, pursuing the 
priests to ask questions about scriptures. Within a week she was readmitted. 

On the ward, she accused the psychiatrist of shining powerful torchlights on her and 
taking pictures of her, opening her chest, using her as a guinea pig, poisoning her food, 
and planning to bury her alive. She claimed to receive messages from Mars and Jupiter 
and announced that there was a riot in town. She clutched her Bible to her breast and 
accused all the doctors of being “idol worshipers,” calling down the wrath of her God 
on all of them. 
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After considerable resistance, she was finally convinced to accept electroconvulsive 
therapy (ECT; a procedure, done under general anesthesia, in which small electric cur- 
rents are passed through the brain, intentionally triggering a brief seizure), and she be- 
came symptom-free after six treatments. At this point, she attributed her illness to a 
difficult childbirth, the absence of her husband, and her unreasonable mother. She saw 
no further role for the doctors, called for her priest, and began to speak of her illness as 
a religious experience, similar to the experiences of religious leaders throughout his- 
tory. However, her symptoms did not return, and she was discharged after 6 weeks of 
hospitalization. 

Discussion of “Postpartum Piety” 
This is a case of so-called postpartum psychosis, a term which refers to the sud- 
den onset of psychotic symptoms after childbirth. The prevalence of postpar- 

tum psychosis in the general population is 0.1%-0.2%, which is significantly 

lower than the prevalence of postpartum blues (50%-75%) or postpartum de- 

pression (10%—13%). Although postpartum psychosis is one of the more rare 

psychiatric disorders, it is almost always considered a psychiatric emergency 

because of the rapid onset of severe psychotic symptoms and the potential for 

a catastrophic outcome, such as infanticide or suicide. 

DSM-5 does not include postpartum psychosis as a separate diagnosis. In- 

stead, the specifier With Peripartum Onset is available to be applied to various 

DSM-5 diagnoses if the onset of the symptoms is during pregnancy or within 

4 weeks of delivery. This specifier can apply not only to psychotic symptoms 

associated with pregnancy and delivery but also to the development of mood 

symptoms. Thus, the specifier With Peripartum Onset applies to Manic Epi- 

sodes and Major Depressive Episodes (each of which may be with or without 

psychotic features), as well as Brief Psychotic Disorder. Finally, although the 

term postpartum psychosis refers to psychotic symptoms that develop after 

childbirth, the DSM-5 specifier With Peripartum Onset applies if the onset of 

symptoms occurs anytime during pregnancy or within a month of delivery. 

Most commonly, postpartum psychotic symptoms emerge in the context of a 

Manic or Major Depressive Episode that develops after delivery. In Mrs. Aker- 

ele’s case, she developed recurrent, brief psychotic episodes, which included de- 

lusions of guilt and visual and auditory hallucinations with a religious content, 

but had no manic or depressive symptoms. Given that the combination of delu- 

sions and hallucinations lasted longer than 1 month but less than 6 months, and 

that no drugs or medical conditions caused the symptoms (pregnancy and de- 

livery is not considered to be a causative medical condition in DSM), Mrs. Aker- 

ele’s diagnosis is Schizophreniform Disorder (DSM-5, p. 96). Because DSM-5 

does not offer the specifier With Peripartum Onset for the diagnosis of Schizo- 

phreniform Disorder, it cannot be officially applied to this diagnosis. Even 

though ECT is most commonly used as a treatment for severe depression, it can 

also be effective in treating postpartum psychosis. 

In Nigeria, most patients with postpartum psychosis seek treatment by tra- 

ditional healers or spiritual church healers. Mrs. Akerele’s case demonstrates 

the way in which the patient and family, even highly educated Nigerians, un- 

derstand illness in terms of witchcraft or demonology. 
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Pegs’ 

Schizoaffective Disorder 

AS itS NAME suggests, Schizoaffective Disorder is a hybrid of Schizophrenia/ 

Schizophreniform Disorder and a Mood Disorder (the term affective disorder is an 

older term for what is now referred to as a mood disorder). Individuals with Schizoaf- 

fective Disorder have periods with overlapping psychotic and mood symptoms—for 

example, having both paranoid delusions and auditory hallucinations while manic or 

depressed, as well as other periods in which delusions or hallucinations occur in the 

absence of any significant mania or depression. There are two types of Schizoaffective 

Disorder, which differ based on the pattern of mood symptoms: 1) individuals who 

have Manic Episodes (and who also may have Major Depressive Episodes) as part of 

the presentation are considered to have the Bipolar Type, whereas 2) individuals with 

only Major Depressive Episodes are considered to have the Depressive Type. The 

Bipolar Type may be more common among young adults, whereas the Depressive 

Type may be more common among older adults. 

Several DSM-5 disorders may manifest with a mixture of psychotic and mood 

symptoms and thus must be differentiated from Schizoaffective Disorder. The best 

way to understand Schizoaffective Disorder is to contrast it with these other condi- 

tions: 

e¢ Many individuals with Schizophrenia have occasional periods of depression or 

mania. The main difference between the diagnoses of Schizoaffective Disorder 

and Schizophrenia is in the proportion of time in which mood symptoms have 

been present. In Schizoaffective Disorder, significant mood symptoms occur for at 

least half the time that the person has been ill, whereas in Schizophrenia, mood 

symptoms occur for a minority of the illness duration, if they occur at all. 

¢ Some individuals with episodic Mood Disorders, such as Bipolar Disorder or Ma- 

jor Depressive Disorder, become psychotic when in the throes of a mood episode. 

For example, an individual with Bipolar Disorder may have the delusion only at 

those times when he is manic that he is a prophet chosen by God to convince so- 

ciety to stop using fossil fuels, or an individual with Major Depressive Disorder 

may be convinced only during depressive episodes that her insides are rotting out 

(other examples of episodic Mood Disorders with mood-congruent psychotic fea- 

tures appear in “Praying Athlete” in Section 3.1, and “Stonemason” in Section 4.2). 

For such patients the psychotic symptoms occur entirely within the confines of 

mood episodes, whereas individuals with Schizoaffective Disorder experience 

psychotic symptoms at times when they are not depressed or manic. 

Distinguishing between Schizoaffective Disorder and Schizophrenia is potentially 
important because both the treatment and the prognosis are different. The prominent 
mood symptoms in Schizoaffective Disorder usually require the use of either mood- 
stabilizing medications (if the individual has both manic and depressive periods) or 
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antidepressant medications (if the person has only depression), in addition to the an- 
tipsychotic medication used to treat the psychotic symptoms. Thus, Schizoaffective 
Disorder and psychotic Mood Disorders are treated similarly. Moreover, in terms of 
functional outcomes, the long-term prognosis of Schizoaffective Disorder is consid- 
ered to be better than the prognosis for Schizophrenia but worse than the prognosis 
for psychotic Mood Disorders. 

Foster Mother 

Sophie Baumann, a 44-year-old mother of three teenagers, presents for treatment of her 

persisting depression. She gives the following history: About 1 year ago, after an argu- 
- ment that ended her relationship with her lover, she became acutely psychotic. She was 

frightened that people were going to kill her and heard voices of friends and strangers 
talking about killing her, and sometimes talking to each other. She heard her own 
thoughts broadcast aloud and was afraid that others could also hear what she was 

thinking. Over a 4-week period she stayed in her apartment, had new locks put on the 
doors, kept the shades down, and avoided everyone but her immediate family. Mrs. 
Baumann was unable to sleep at night because the voices kept her awake, and she was 
unable to eat because of a constant “lump” in her throat. She reported not feeling 

depressed, elated, or overactive during this period and remembers only that she was 
terrified of what would happen to her. The family persuaded her to enter a hospital, 

where she was given the antipsychotic medication ziprasidone to treat her psychotic 
symptoms. Within a few days of being admitted, she recalls losing her energy and 
motivation to do anything. She then became increasingly depressed, lost her appetite, 
and woke at 4:00 or 5:00 A.M. daily and was unable to get back to sleep. She could no 
longer read a newspaper or watch TV because she could not concentrate. The antide- 
pressant venlafaxine was added to the ziprasidone to treat the depression. The delu- 
sions and hallucinations remitted within about 6 weeks, and Mrs. Baumann was 

discharged 2 weeks later on ziprasidone and venlafaxine, with only modest improve- 
ment in her depressive symptoms. 

Over the past 9 months, Mrs. Baumann’s depression has persisted but without re- 
currence of the psychotic symptoms. During this time she has done very little except sit 
in her apartment, staring at the walls. Her children have managed most of the cooking, 
shopping, bill paying, and so forth. Mrs. Baumann has continued in outpatient treat- 
ment, but her depression has continued even after several trials of different antidepres- 

sants. 
In discussing her past history, Mrs. Baumann is rather guarded. There is, however, 

no evidence of a diagnosable illness before last year. She apparently is a shy, emotion- 

ally constricted person who “has never broken any rules.” She has been separated from 

her husband for 10 years, but since that time has had two enduring relationships with 

boyfriends. In addition to rearing three apparently healthy and very likable children, 

she cared for a succession of foster children full time in the 4 years before her illness. 

She enjoyed doing this meaningful work and was highly valued by the foster care 

agency. She has maintained close relationships with a few girlfriends and with her ex- 

tended family. 

Discussion of “Foster Mother” 
During her initial 4-week period of illness, Mrs. Baumann demonstrated the 

characteristic schizophrenic symptoms of delusions (people could hear what 

she was thinking) and auditory hallucinations (voices of friends and strangers 
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talking to each other) occurring in the absence of any mood disturbance. 

Shortly after being admitted to the hospital, she developed the characteristic 

symptoms of a Major Depressive Episode, with depressed mood, poor appe- 

tite, insomnia, lack of energy, loss of interest, and poor concentration. After 

roughly 6 weeks of treatment with an antipsychotic medication, her delusions 

and hallucinations remitted, but her depression persisted. The temporal se- 

quence of these symptoms (psychotic symptoms without mood symptoms for 

about 4 weeks, psychotic symptoms occurring with mood symptoms for about 

6 weeks, and then persistent depression for another 9-10 months) conforms to 

the temporal pattern seen in Schizoaffective Disorder (DSM-5, p. 105). Given 

that Mrs. Baumann had only depressive symptoms and never any evidence of 

mania, she would be diagnosed with Schizoaffective Disorder, Depressive Type. 

2.4 

Delusional Disorder 

Delusional Disorder isa persistent psychotic disorder in which the primary 
symptom is one or more delusions (e.g., the fixed belief that a secret government 

agency has installed cameras and microphones in the person’s apartment and office 

and is monitoring everything the person does) lasting at least 1 month and occurring 

in the absence of other psychotic signs or symptoms, such as hallucinations or disor- 

ganized thinking or behavior, as would be seen in Schizophrenia. Moreover, apart 

from the impact of the delusion on the person’s functioning (e.g., a person not willing 

to leave his house because of the conviction that he is being followed by FBI agents), 

there may be no obvious evidence of mental illness. For example, a person with the 

delusion that he is being monitored may appear perfectly normal during a conversa- 

tion until the subject of the government is brought up, whereupon the person might 

embark on an irrational rant about his being under constant surveillance. This is in 

marked contrast to a person with Schizophrenia, whose affect, appearance, and social 

relatedness are likely to be experienced by an observer as odd, bizarre, or just “off” in 

some way. 

Although all individuals with Delusional Disorder must, by definition, have delu- 

sions lasting at least 1 month, each case is unique because of the almost infinite vari- 

ety of fixed false beliefs that can develop. Therefore, DSM-5 provides various 

subtypes of Delusional Disorder according to the predominant theme of the delu- 
sional belief: 

¢ The most common form of Delusional Disorder is the Persecutory Type, in which 
the person is convinced that he or she is being followed, spied on, poisoned or 
drugged, or conspired against. 
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In the Jealous Type, the person may be convinced that his or her spouse or lover is 
being unfaithful despite the lack of supporting evidence. 
Individuals with the Erotomanic Type are convinced that another person, typi- 
cally someone famous or of a higher social status, is secretly in love with them, 
which sometimes results in the person stalking the object of their delusion. 

¢ Those with the Somatic Type have a delusion in which the central theme involves 
bodily functions or sensations, such as the conviction that they emit a foul odor or 
that there is an infestation of insects on or under the skin. 

¢ Those with the Grandiose Type might be convinced that they have made some im- 
portant discovery (e.g., a cure for cancer). 

¢ Delusional beliefs that do not fit into any of these categories are classified as Un- 

specified Type. 

Delusional Disorder is a rare disorder with an estimated prevalence of 0.2%. The 
Persecutory Type is the most common. Although the Jealous Type is probably more 

common in males than in females, there are no major gender differences in the overall 

frequency of Delusional Disorder. Delusional Disorder can start as early as adoles- 

cence, but it more typically begins in middle to late adulthood. In the majority of 

cases, the onset is sudden. The long-term outcome of Delusional Disorder is variable, 

with a lasting remission occurring in up to half of patients with the disorder. 

Contract on My Life 

Robert Polsen, a 45-year-old married black postal worker and father of two, is brought 
to the emergency room by his wife because he has been insisting that “there is a contract 
out on my life.” According to Mr. Polsen, his problems began 4 months ago when his 
supervisor at work accused him of tampering with a package. Mr. Polsen denied that 
this was true and, because his job was in jeopardy, filed a protest. He was exonerated at 
a formal hearing; according to Mr. Polsen, “This made my boss furious. He felt he had 
been publicly humiliated.” 

About 2 weeks later, Mr. Polsen noticed that his coworkers were avoiding him. 
“When I'd walk toward them, they’d just turn away like they didn't want to see me.” 

Shortly thereafter, he began to feel that they were talking about him at work. He never 
could make out clearly what they were saying, but he gradually became convinced that 
they were avoiding him because his boss had taken out a contract on his life. 

This state of affairs was stable for about 2 months, until Mr. Polsen began noticing 
several “large white cars,” new to his neighborhood, driving up and down the street on 
which he lived. He became increasingly frightened and was convinced that the “hit 

men” were in these cars. He refused to leave his apartment without an escort. Several 

times, when he saw the white cars, he panicked and ran home. After one such incident, 

his wife finally insisted that he accompany her to the emergency room. 

Mr. Polsen was described by his wife and brother as a basically well-adjusted, out- 

going man who enjoyed being with his family. He had served with distinction in Oper- 

ation Desert Storm but saw little combat there. 

When interviewed in the emergency room, Mr. Polsen was obviously frightened. 

Aside from his belief that he was in danger of being killed, his speech, behavior, and 

demeanor were in no way odd or strange. His predominant mood was anxious. He de- 

nied having hallucinations and all other psychotic symptoms except those noted above. 

He claimed not to be depressed, and although he noted that he had recently had some 
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difficulty falling asleep, he said there had been no change in his appetite, sex drive, en- 

ergy level, or concentration. 

During the first week of hospitalization, he received the antipsychotic medication 

risperidone. He remained delusional, however, and in fact became convinced that sev- 

eral of the patients on the ward who had Italian names were part of the “hit team” sent 

to kill him. Over the ensuing 3 weeks, with continued treatment, these beliefs faded. At 

discharge, 1 month after admission, he stated, “I guess my boss has called off the con- 

tract. He couldn’t get away with it now without publicity.” 

Discussion of “Contract on My Life” 
Mr. Polsen’s only symptom is the delusion that his boss has put a contract out 

on his life. Given that he does not have any other psychiatric symptoms, apart 

from anxiety resulting from his belief that hit men are after him, the most ap- 

propriate DSM-5 diagnosis for him is Delusional Disorder (DSM-5, p. 90). 

Also, given that the main theme of the delusion is that the boss has taken a con- 

tract out on his life, he would be considered to have the Persecutory Type of 

Delusional Disorder. 

Perhaps the main diagnostic challenge when evaluating someone with a 

possible Delusional Disorder is to determine that the person’s belief is in fact 

evidence of a delusion, which is defined as a fixed false or idiosyncratic belief 

that is based on an incorrect inference about external reality and held despite 

evidence to the contrary. For delusions that involve situations or phenomena 

that cannot possibly be true (e.g., “I was abducted by aliens and returned to 

Earth with a transmitter in my head that is beaming signals back to the aliens 

so that they can monitor the human race”), the conclusion that the belief is 

false and thus delusional is straightforward. In the much more common situa- 

tion, in which the belief involves something that could possibly occur in real 

life, determining that the belief is a delusion can be much more challenging. In 

Mr. Polsen’s case, his belief that his boss has put a contract out on his life could 

be true; however, the possibility that his boss would react to Mr. Polsen’s pre- 

vailing at a grievance hearing by hiring hit men so stretches the bounds of 

credibility that it is quite clear that Mr. Polsen’s belief is delusional. 

The case also illustrates the typical “referential” nature of many delusions 

in which a person sees events, objects, or other individuals in the immediate 

environment as having particular and unusual significance. The first evidence 

of the beginnings of Mr. Polsen’s delusional illness was his perception that co- 

workers were avoiding him. Most likely he was misinterpreting innocuous 

random actions of others (e.g., people turning away when he walked toward 

them) as his being shunned by them. Similarly, once he developed the convic- 

tion that his boss had put out a contract on his life, he viewed random events 

in his environment (e.g., large white cars being driven down his street) 

through the lens of his distorted belief that he was being stalked by hit men. 
Another aspect of this case that is typical of a persecutory delusional process 
is the incorporation of additional individuals (e.g., patients with Italian names) 
into the person’s paranoid belief system. 

Several aspects of this case are somewhat atypical. Most individuals with the 
Persecutory Type of Delusional Disorder are reluctant to seek help. Mr. Polsen, 

however, was apparently frightened enough to allow his wife to take him to the 
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emergency room. Also, the effectiveness of an antipsychotic medication in De- 
lusional Disorder is unfortunately more the exception than the rule. Although 
antipsychotic medication is typically helpful for the psychotic symptoms in 
Schizophrenia, Bipolar Disorder, and Major Depressive Disorder, such medication 
is often less effective in individuals with Delusional Disorder. Note that with De- 
lusional Disorder, the goal of treatment is often not to eradicate the delusions but 
to lessen their intensity so that they no longer interfere with the person's function- 
ing. In this case, although Mr. Polsen’s beliefs had “faded” (i.e., he felt his boss had 
“called off the contract”), he still believed that the contract on his life had been real. 

Dear Doctor 

Myrna Field, a 55-year-old woman, was a cashier in a hospital coffee shop 3 years ago 

when she suddenly developed the belief that a physician who dropped in regularly was 
intensely in love with her. She fell passionately in love with him but said nothing to him 
and became increasingly distressed each time she saw him. Casual remarks that he made 
to her when buying coffee were interpreted as cues to his feelings, and she believed he 
gave her significant glances and made suggestive movements, although he never declared 
his feelings openly. She was sure he did not admit his feelings because he was married. 

After more than 2 years of feeling this way, she became so agitated that she had to 
give up her job; she remained at home, thinking about the physician incessantly. She 
had frequent, intense abdominal sensations, which greatly frightened her. (These 
turned out to be sexual feelings, which she did not recognize because she had never 
been orgasmic before.) Eventually, she went to her family doctor, who found her so up- 
set that he referred her to a psychiatrist. She was too embarrassed to confide in the male 
psychiatrist, and it was only when she was transferred to a female psychiatrist that she 

poured forth her story. 
Mrs. Field was an illegitimate child whose stepfather was excessively strict. She 

learned slowly and was always in trouble at home and at school. She grew up anxious 
and afraid, and during her adult life consulted many doctors because of hypochondri- 
acal concerns. She was always insecure in company. Mrs. Field was married, but the 
marriage was asexual, and there were no children. Although her husband appeared 

long-suffering, she perceived him as overly critical and demanding. She could not con- 
fide in her husband about her “love” affair. 

When she was interviewed by the female psychiatrist, Mrs. Field was very dis- 
tressed and talked under great pressure. Her intelligence was limited, and many of her 

ideas appeared simple, but the only clear abnormality that was evident was the unshak- 
able belief that her physician “lover” was passionately devoted to her. She could not be 

persuaded otherwise. 
Mts. Field readily accepted medication, and the doctor prescribed pimozide, an an- 

tipsychotic medication that appears to be more effective in Delusional Disorder than 

other antipsychotic medications. Over a period of 3-4 weeks, Mrs. Field became much 

calmer and the delusion became less insistent. 

Three years later, Mrs. Field remains well. She and her husband appear content with 

their marriage, which remains platonic. She occasionally thinks of the physician with 

some nostalgia and still believes he loves her but is no longer distressed about this. She 

continues to take her antipsychotic medication. 

Discussion of “Dear Doctor” 
Mrs. Field’s only symptom is a delusion that she is loved by a doctor whom 

she barely knows and is thus diagnosed with Delusional Disorder, Erotomanic 
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Type (DSM-5, p. 90). As is typical with delusional thinking, she interprets ca- 

sual remarks and gestures made by the physician as evidence of his love for 

her. This type of delusion, in which the individual is convinced that another 

person, usually more socially prominent than the individual or sometimes a 

celebrity, is secretly in love with him or her, is known as an erotomanic delusion. 

Some individuals who stalk celebrities undoubtedly have the Erotomanic 

Type of Delusional Disorder. Although erotomanic delusions are more com- 

mon among women, men can be afflicted by them as well. Some of these men 

can become aggressive, particularly toward companions of the love object 

whom they view as trying to come between them. 

Unfaithful Wife 

Marnie Callahan, a 48-year-old woman, took an overdose of sleeping pills. When she 
recovered, she confided to her family doctor that during the previous 18 months, Casey, 
her 50-year-old husband, had become increasingly jealous and accusatory. Recently, his 
accusations had become totally irrational; he was saying that she had multiple lovers, 
that she had gotten out of bed at night to go to them, and that she was communicating 
with them by lights and mirrors. Wrong-number telephone calls were “evidence” that 
men were contacting her, and he believed that cars passing the house at night flashed 
their headlights as a signal to her. She reported that Casey put tape on the windows and 

doors, nailed doors shut, and closely measured the location of every piece of furniture. 
Any change resulted in a tirade about her unfaithfulness. He refused to accept any food 
or cigarettes from her. During this time, her husband did not physically assault her, and 
their sexual activity remained at its usual level, but he appeared increasingly distressed 
and haggard, and lost 15 pounds. 

Mrs. Callahan was so disturbed about her husband’s behavior that she considered 
leaving him but was afraid he might become violent. She admitted that her overdose 
was a “cry for help.” 

Mr. Callahan was referred for psychiatric assessment and complied willingly. He gave 
an account similar to his wife’s, but with total conviction about her infidelity. Despite his 
vehemence and his belief in all the various pieces of “evidence,” he seemed to have some 

awareness that something was wrong with him. An interview with a daughter who lived 

at home corroborated her mother’s innocence and her father’s irrationality. 
The marriage had been stable until the onset of this problem, although Mr. Callahan had 

drunk heavily as a young man and sometimes assaulted his wife. His heavy drinking and 
violent behavior had ceased in his mid-30s, and he had generally been a good husband and 
provider since then. He had never used street drugs at any time. Mrs. Callahan described 
him as always being “pig-headed,” but he was not normally unduly argumentative and 
had never previously evinced jealousy. He had attended school up to grade 7. 

Mr. Callahan was unexpectedly agreeable to treatment and started taking the anti- 

psychotic medication pimozide, which he continues to take 3 years later. On two occa- 

sions this drug has been withdrawn by his psychiatrist, but after a week or two Mr. 
Callahan reported, “I’m beginning to get funny ideas about the wife again,” and he vol- 

untarily resumed the medication. 

Discussion of “Unfaithful Wife” 
Even though the case starts out with the focus on Mrs. Callahan as the identi- 

fied patient because of her overdose of sleeping pills, it is soon apparent that it 
is her husband, Casey, who has the mental illness. Mr. Callahan has a fixed, un- 
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shakable belief that his wife is being unfaithful. Of course, simply believing that 
a spouse or lover is being unfaithful is not evidence of having a mental disorder, 
especially if the suspicion turns out to be true. In this case, however, both the 
grossly improbable nature of Mr. Callahan’s beliefs about his wife (that she got 
out of bed at night to rendezvous with her many lovers, and that she was com- 
municating with them by lights and mirrors) and his extreme behavior stem- 
ming from his jealous beliefs (putting tape on the windows and doors, nailing 
doors shut, and measuring the location of every piece of furniture) are strong 
indicators of the delusional nature of his beliefs. Therefore, the diagnosis is De- 
lusional Disorder, Jealous Type (DSM-5, p. 90). It also appears that Mr. Callahan 
may have developed a secondary persecutory delusion that his wife was trying 
to poison him to get him out of the picture, as indicated by his refusal to accept 

_ any food or cigarettes from her. Treatment with the antipsychotic medication 

pimozide, as in the previous case (“Dear Doctor”), was effective in eliminating 

his delusion, although it appears that continued treatment with the medication 
is needed to keep Mr. Callahan’s jealous delusions at bay. 

Fleas 

David Wallace, a fit-looking man of 70, consulted a dermatologist, complaining of being 
infested with fleas for about a year. The dermatologist found no evidence of infestation 
and referred him for psychiatric consultation. Although very angry about this recom- 
mendation, the patient followed through on the referral and gave the following history. 

About a year previously, Mr. Wallace had bought a canary and soon noticed that it 

had fleas. He applied an insecticide, but the fleas “attacked” him and “invaded” his 

house. He washed his clothes repeatedly, applied many lotions, and saw a number of 
physicians, but nothing helped. He insisted he could see the fleas. He was distressed 
and too ashamed to see his friends, so he had become almost completely isolated. 

Mr. Wallace had enjoyed good health until 2 years before, when he experienced a se- 
vere myocardial infarction. He had made a good recovery and kept himself active. He 
had given up heavy pipe smoking at that time. He had always been a moderate drinker. 
There was no personal or family history of emotional problems. He had married as a 
young man, but his wife had deserted him, and he had lived alone for many years. 

When interviewed, Mr. Wallace looked considerably younger than his stated age 

and was alert and friendly, although he became angry when talking about the “incom- 

petent” doctors who had failed to cure him and he bristled when asked if the infestation 

could possibly be due to his imagination. His level of consciousness and cognitive func- 

tions were normal; his mood was essentially normal except for some anxiety and, at 

times, anger. His basic personality appeared stable. His conviction about the infestation 

was unshakable, but there was no evidence of other false beliefs. 

Mr. Wallace reluctantly agreed to take the antipsychotic medication pimozide, al- 

though at one point he accused the psychiatrist of “only wanting to dope me to make 

me forget the fleas.” His condition gradually improved, and he continued taking the 

medication for 6 months before he insisted on stopping the drug because he saw no rea- 

son to continue taking it. One year later, he remained cheerful and symptom-free. 

! x ” 

Discussion of “Fleas 
It is unclear whether the insects Mr. Wallace “saw” were the result of delu- 

sional misinterpretations of normal visual stimuli (e.g., dust mites perhaps, 
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given that canaries do not get fleas) or visual hallucinations with a delusional 

explanation. Regardless, his primary symptom was a somatic delusion. (Al- 

though a diagnosis of Delusional Disorder [DSM-5, p. 90] generally requires 

the absence of other psychotic symptoms, an exception is made in DSM-5 for 

visual hallucinations that are related to the delusional content, as would be the 

situation in this case.) As is typical with somatic delusions, Mr. Wallace ini- 

tially sought help from a series of nonpsychiatric physicians regarding his flea 

infestation. At some point, Mr. Wallace was referred to a psychiatrist, a recom- 

mendation that he agreed to only reluctantly. Despite his resistance to the idea 

that the fleas might not be real, he did agree to medication treatment, reflecting 

either his desperation to get help or the possibility that some part of him was 

aware that the fleas might be a product of his own mind. 

Pais, 

Brief Psychotic Disorder 

One feature that the psychotic disorders previously discussed in this chapter— 
Schizophrenia, Schizophreniform Disorder, Schizoaffective Disorder, and Delusional 

Disorder—have in common is that the minimum duration of the symptomns is at least 

1 month (although in reality these disorders may last much longer, sometimes for 

life). The psychotic symptoms in Brief Psychotic Disorder, on the other hand, are by 

definition brief—they can last anywhere from a few days up to 1 month. These brief 

episodes can include any of the positive psychotic symptoms—delusions, hallucina- 

tions, disorganized speech, or grossly disorganized or catatonic behavior—either 

alone or in combination. In addition to these psychotic symptoms, people suffering 

from a brief psychotic episode often experience emotional turmoil or overwhelming 

confusion and have rapid shifts from one intense mood state to another, going from 

agitation and irritability to depression. 

Brief psychotic episodes typically come on abruptly, often after a major life event 

that would cause any person significant emotional upset, such as the death of a close 

family member or a severe accident. Because certain drugs of abuse (e.g., cocaine, 

phencyclidine), certain medications (e.g., steroids), and certain medical conditions 

(e.g., epilepsy) can cause psychotic symptoms, such causes should be considered and 

ruled out before concluding that the diagnosis is Brief Psychotic Disorder. 

Brief Psychotic Disorder has the best prognosis of all the psychotic disorders. Most 

individuals who have had a brief psychotic episode will never have any other major 

psychiatric problems. Some individuals with certain personality traits, such as suspi- 

ciousness, and a tendency toward odd thinking and unusual perceptual experiences 
have an underlying vulnerability to developing psychotic symptoms, especially un- 
der stress. 
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The Socialite 
Saar ee errant ree et SR bier) on Aol Bone Ht Be Piper hes 

Dorothea Cabot, a 42-year-old socialite, has never had any mental problems before. A 
new performance hall is to be formally opened with the world premiere of a new ballet, 
and Mrs. Cabot, because of her position on the cultural council, has assumed the 
responsibility for coordinating that event. However, construction problems, including 
strikes by the workers, have made it uncertain whether finishing details will be com- 
pleted by the deadline. The set designer has been volatile, threatening to walk out on 
the project unless the materials meet his meticulous specifications. Mrs. Cabot has had 
to calm this angry man while attempting to coax disputing groups to negotiate. She has 
also had increased responsibilities at home because her housekeeper has had to leave 
to visit a sick relative. 

In the midst of these difficulties, her best friend was decapitated in a tragic auto 
~ crash. Mrs. Cabot herself is an only child, and her best friend had been very close to her 

since grade school. People often commented that the two women were like sisters. 

Immediately following the funeral, Mrs. Cabot becomes increasingly tense and jjit- 
tery, and can sleep only 2-3 hours a night. Two days later she happens to see a woman 
driving a car just like the one her friend had driven. She is puzzled, and after a few 
hours she becomes convinced that her friend is alive and that the accident and funeral 
had been staged as part of a plot. Somehow, the plot is directed toward deceiving her, 
and she senses that she is in great danger and must solve the mystery to escape alive. 
She begins to distrust everyone except her husband and to believe that her phone is 
tapped and the rooms are “bugged.” She pleads with her husband to help save her life. 
She begins to hear a high-pitched, undulating sound, which she fears is an ultrasound 
beam aimed at her. She is in a state of sheer panic, gripping her husband’s arm in terror, 
as he takes her to the emergency room the next morning. She is admitted to the psychi- 
atric unit, where she is treated with risperidone, an antipsychotic medication, and 

within days her symptoms resolve and she returns to her normal self. 

Discussion of “The Socialite” 
Mrs. Cabot’s case is fairly typical of Brief Psychotic Disorder. While already 

under a great deal of emotional stress in the context of her struggles to get a 

concert hall ready in time for a world premiere of a ballet, her best friend is 

killed in a horrible automobile accident. These stressors precipitate the abrupt 

development of a severe psychotic episode, characterized by an elaborate se- 

ries of connected paranoid delusions: that her best friend was not really killed 

in a car accident but that the accident and funeral were staged for the purpose 

of deceiving her. Moreover, she then concludes that she is at the center of a plot 

to harm her, and that she is under surveillance (believing that the phone is 

tapped and the rooms are “bugged”). She then goes on to develop a related au- 

ditory hallucination, hearing a high-pitched undulating sound that she fears is 

an ultrasound beam being aimed at her. 

At the time of Mrs. Cabot’s admission to the emergency room, her diagnosis 

is unclear. The first action in such a case is to conduct a thorough medical eval- 

uation to investigate whether drugs, medications, or an as-yet-undiagnosed 

medical condition might have caused her psychotic symptoms; this evaluation 

requires checking the patient's blood for the presence of drugs. Once these pos- 

sible causes have been eliminated from consideration, the clinician must deter- 
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mine which of the DSM-5 psychotic disorders best explains this presentation. 

The presenting pattern of symptoms could be the first sign of the acute phase of 

Schizophrenia, given the fact that Mrs. Cabot has both delusions and hallucina- 

tions. Luckily for her, however, the symptoms resolve within a matter of days 

and she returns to her normal self, so the diagnosis is Brief Psychotic Disorder 

(DSM-5, p. 94). Also typical of Brief Psychotic Disorder is the fact that the pa- 

tient’s symptoms developed in reaction to a very severe life stressor. 

2.6 

Catatonia Associated With Another 

Mental Disorder/Catatonic Disorder 

Due to Another Medical Condition 

Catatonia is a marked psychomotor disturbance characterized by a wide range 
of symptoms that may involve decreased motor activity, decreased engagement dur- 

ing the interview or physical examination, or excessive and peculiar motor activity. 

At its most extreme, the decreased motor activity is manifested by stupor (a complete 

lack of psychomotor activity accompanied by a complete disengagement from the 

surrounding environment). Some individuals with Catatonia show catalepsy (main- 

taining an unusual body posture for an extended period of time, often against gravity, 

such as holding an arm outstretched) or waxy flexibility (retention of limbs in any posi- 

tion into which they are manipulated by the examiner). During the interview, the 

patient may show decreased engagement, which can range from mutism (a complete 

lack of verbal responses to questions) to negativism (resisting all attempts to be 

moved, or all instructions or requests to move, without any apparent motivation). 

Excessive and peculiar motor activity can entail complex behaviors (e.g., repeatedly 

running up and down a flight of stairs) or be manifested by simple purposeless motor 

agitation. It may also include facial grimacing, echolalia (mimicking another’s speech), 

or echopraxia (mimicking another’s movements). In severe cases, the patient may need 

careful supervision to avoid self-harm or harming others. 

DSM-5 includes Catatonia in the chapter on Schizophrenia Spectrum and Other 

Psychotic Disorders because catatonic symptoms are included among the character- 

istic symptoms of Schizophrenia, Schizophreniform Disorder, and Brief Psychotic 

Disorder. Its placement in this diagnostic class is a bit misleading, however, because 

Catatonia occurs most commonly in association with severe depression or severe ma- 

nia. Less often, catatonic symptoms are due to a general medical condition or are re- 

lated to medications (e.g., antipsychotic medications) or use of a substance (e.g., 
cannabis, phencyclidine). A case of Catatonia Associated With Bipolar | Disorder, 

Current Episode Manic, is included in Chapter 3, “Bipolar and Related Disorders” 
(see “Praying Athlete” in Section 3.1). 
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Mute 

Cathy Jarvis, a 25-year-old mother with a 3-year history of systemic lupus erythemato- 
sus (an autoimmune disease in which the body’s immune system attacks various parts 
of the body, including sometimes the central nervous system), was admitted to a uni- 
versity hospital in an acute confusional state with inability to maintain attention or to 
carry on a coherent conversation and with marked disorientation to time and place. 
Before her hospitalization, she had become progressively more confused over a number 
of days and started to believe that the neighbors were watching her. On the day of 
admission, she had run out of her house and into the street in a state of uncontrollable 
agitation. 

On admission to the hospital emergency room, Ms. Jarvis was given intramuscular 
haloperidol, an antipsychotic medication, but by the next morning her clinical picture 
had changed dramatically for the worse. She had become rigid, mute, uncommunica- 

tive, and unresponsive to all questions. She also exhibited facial grimacing. Her course 
fluctuated. At times, she became excited, screaming continuously and seeming to be re- 
sponding to auditory and visual hallucinations. At other times, she would be mute and 
rigid. She required total nursing care with intravenous feeding, catheterization, and 

four-point restraint (with both arms and legs restrained so that she would not hurt her- 
self). She received frequent sedation with intravenous lorazepam, a short-acting benzo- 
diazepine. Because she was thought to have lupus cerebritis (a form of lupus that affects 
the brain), intravenous methylprednisolone, a steroid, was begun, but there was still no 
improvement in her clinical condition. 

During the next 3 weeks, her condition deteriorated. Ms. Jarvis lost considerable 
weight, was unable to stand, and continued to require total nursing care. On day 28 she 
was referred for ECT. After seven ECT treatments, she gradually responded, sought to 
feed herself and to stand, was more alert, and recognized her family. Rigidity was now 
only occasionally present. A lumbar puncture (spinal tap) demonstrated the presence 
of antineuronal antibodies in high titer, consistent with a diagnosis of central nervous 
system involvement with lupus. 

Over the next few weeks, periods of lucidity alternated with rigidity, mutism, nega- 

tivism, and staring. By day 90 of Ms. Jarvis’s hospitalization, a second course of ECT 
was begun. After 10 treatments, she was verbal, euthymic (had normal mood), and co- 

operative. When seen a year later, she was without evidence of psychiatric disturbance: 
she was alert, oriented, cooperative, and fully capable of managing her home and tak- 
ing care of her children. A repeat lumbar puncture revealed the absence of antineuronal 

antibodies in the cerebrospinal fluid. 

Discussion of “Mute” 

Before admission, Ms. Jarvis exhibited a number of features of Delirium (i.e., a 

neurocognitive disorder characterized by problems with attention, disorienta- 

tion, agitation, incoherence, and delusional thinking; see Section 17.1). Upon 

admission, her condition quickly evolved into the clinical syndrome of Cata- 

tonia. She alternated between periods of catatonic negativism and stupor 

(body rigidity, mutism) and periods of catatonic excitement (agitation and psy- 

chotic symptoms). 

Given Ms. Jarvis’s history of lupus and her initial presentation with Delirium, 

the most likely etiology for the Catatonia in her case is the lupus, as was supported 

by the presence of antibodies in the cerebrospinal fluid obtained from the lum- 

bar puncture. Because of the clinical significance of both the Delirium and the 
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catatonic symptoms, the diagnosis would be Delirium Due to Systemic Lupus 

Erythematosus (DSM-5, p. 596) and Catatonic Disorder Due to Systemic Lupus 

Erythematosus (DSM-5, p. 120). Although Ms. Jarvis received an antipsychotic 

medication (haloperidol), which can sometimes cause catatonic symptoms, the 

persistence of the Catatonia long after the administration of the neuroleptic makes 

it unlikely that the medication was responsible for her catatonic symptoms. The 

initial agitation and delusions also suggest the possibility that a Bipolar Disorder 

With Catatonia might have accounted for the catatonic symptoms. However, the 

absence of other features suggesting a Manic Episode as well as the fluctuating 

course make it unlikely that the catatonic symptoms are due to a Mood Disorder. 

Many instances of Catatonia resolve spontaneously. The intravenous ad- 

ministration of a short-acting sedative often resolves the symptoms, although 

usually only transiently. For some patients, the definitive treatment is ECT. In 

fact, regardless of the etiology, catatonic symptoms generally respond to ECT. 

PAT 

Substance/Medication-Induced 

Psychotic Disorder 

A particularly important part of the diagnostic evaluation of psychotic symp- 
toms is determining whether the symptoms are caused by the direct effects of a sub- 

stance on a person’s brain. This determination is important because of its impact on 

how such symptoms are managed. Typically, psychotic symptoms that are due to 

drug use will go away on their own once the drug is metabolized out of the person’s 

system. Psychotic symptoms that are judged not to be exclusively due to drug use 

(known as primary psychotic symptoms) almost always require treatment with antipsy- 

chotic medication. 

A wide variety of substances are known to cause psychotic symptoms during ei- 

ther intoxication or withdrawal. Psychotic symptoms can occur during intoxication 

with alcohol; amphetamines and other stimulants such as cocaine; cannabis; halluci- 

nogens; inhalants (e.g., glue and paint thinner); phencyclidine (PCP) and related com- 

pounds such as ketamine; and sedative, hypnotic, and anxiolytic medications. 

Symptoms also can develop during withdrawal from alcohol and from sedative, hyp- 

notic, and anxiolytic medications. The likelihood that a particular individual will de- 

velop psychotic symptoms from a particular substance depends both on the dosage 
(with higher doses being more likely to lead to psychotic symptoms) and individual 
susceptibility (certain individuals are more likely than others to develop psychotic 
symptoms when using certain substances). 

In addition, a wide variety of other medications and types of substances are known 

to cause psychotic symptoms. These include anesthetics and analgesics, anticholiner- 
gic agents, anticonvulsants, antihistamines, antihypertensive and cardiovascular 
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medications, antimicrobial medications, antiparkinsonian medications, chemothera- 
peutic agents (e.g., cyclosporine, procarbazine), corticosteroids, gastrointestinal med- 
ications, muscle relaxants, nonsteroidal anti-inflammatory medications, other over- 
the-counter medications (e.g., phenylephrine, pseudoephedrine), and disulfiram. 
Toxins known to cause psychotic symptoms include anticholinesterase, organophos- 
phate insecticides, sarin and other nerve gases, carbon monoxide, carbon dioxide, 
and volatile substances such as fuel or paint. 

Figuring out the cause-and-effect relationship between drug or medication use and 
psychotic symptoms can be particularly challenging when a patient is experiencing 
psychotic symptoms and also taking drugs. In some cases, the psychotic symptoms can 
be explained entirely by the drug use—once the person stops using the drugs, the psy- 
chotic symptoms remit and the diagnosis of Substance /Medication-Induced Psychotic 
Disorder would apply. In other cases, someone with a preexisting psychotic disorder 
(albeit one that may not have been previously diagnosed) may be taking drugs for 

recreational purposes or as a way of self-medicating either a psychotic disorder or the 

side effects of prescribed medications. 

Usually, the most telling indicator of whether the psychotic symptoms are due to 

drug use is whether the person is experiencing psychotic symptoms at times other 

than when he or she is using drugs. For example, consider an agitated patient who is 

experiencing paranoid delusions and hearing voices, and who reports having re- 

cently taken a dose of PCP. If it is determined after further questioning that the psy- 

chotic symptoms either preceded the PCP use or persisted for a couple of weeks after 

stopping the PCP, then the diagnosis would be Schizophrenia (e.g., if those criteria are 

met). However, if the patient had no history of psychotic symptoms occurring at 

times other than when he or she had taken PCP in the past and if the psychotic symp- 

toms went away on their own a few days to a week after having taken the PCP, the 

clinician could conclude that this was a PCP-Induced Psychotic Disorder rather than 

say, Schizophrenia. 

Some individuals who have no history of psychotic symptoms may develop psy- 

chotic symptoms during drug use that persist long after the drug has left their body. 

Such individuals are considered to have had a preexisting propensity to develop a 

psychotic disorder that is uncovered as a result of using the medication. Such cases 

are not considered to be Substance /Medication-Induced Psychotic Disorders, but in- 

stead would be diagnosed as a primary psychotic disorder, such as Schizophrenia. 

Agitated Businessman 

Jeffrey O'Hara, a 42-year-old married businessman, was admitted to the psychiatric ser- 

vice after a 2%4-month period in which he found himself becoming increasingly distrustful 

of others and suspicious of his business associates. He had become convinced that there 

was a conspiracy among his coworkers to get him fired by setting up “fake accounts,” 

which they were going to use to accuse him of embezzling money from his clients. He also 

believed that his colleagues were communicating among themselves about this plan by 

using hand signals. He was making inappropriately hostile and accusatory comments to 

his clients; he had, in fact, lost several business deals that had been “virtually sealed.” 

Finally, the patient fired a shotgun into his backyard late one night when he heard noises 

that convinced him that intruders were about to break into his house and kill him. 
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One and a half years previously, Mr. O’Hara had been diagnosed as having Narco- 

lepsy because of daily irresistible sleep attacks and episodes of sudden loss of muscle 

tone when he became emotionally excited, and he had begun taking an amphetamine- 

like stimulant, methylphenidate, a medication indicated for treatment of Narcolepsy. 

He became asymptomatic and was able to work quite effectively as the sales manager 

of a small ice-machine company and to participate in an active social life with his family 

and a small circle of friends. 
In the 4 months before admission, Mr. O’Hara had been using increasingly larger 

doses of methylphenidate to maintain alertness late at night because of an increasing 
amount of work that could not be handled during the day. He reported that during this 
time, he often could feel his heart race and had trouble sitting still. 

Discussion of “Agitated Businessman” 
When Mr. O’Hara is admitted to the hospital, his symptomatic presentation of 

paranoid and referential delusions lasting 2% months is consistent with a di- 

agnosis of Delusional Disorder. Only when the patient’s medication use is 

taken into account does it become clear that the correct diagnosis is a Methyl- 

phenidate-Induced Psychotic Disorder. Mr. O’Hara’s symptoms of Narcolepsy 

had been successfully treated with methylphenidate for over 1% years. Methyl- 

phenidate, a stimulant that is also a mainstay of treatment of Attention-Deficit/ 

Hyperactivity Disorder, almost never causes psychotic symptoms when taken 

in normal doses. However, taking advantage of the drug’s stimulant proper- 

ties, Mr. O’Hara took increasingly larger doses on his own to help maintain 

alertness at night so that he could better handle his increasing workload. Al- 

though the medication may have had the positive benefit of improving his 

productivity, this benefit came with a serious catch—the development of par- 

anoid delusions that resembled a diagnosis of Delusional Disorder. Given the 

lack of evidence that Mr. O’Hara had any preexisting psychotic disorder, the 

diagnosis is Methylphenidate-Induced Psychotic Disorder, With Onset During 

Intoxication (DSM-5, p. 110), and the symptoms would be expected to quickly 

resolve once he stops taking the high doses of methylphenidate. 

Threatening Voices 

Gary Davis, a 44-year-old unemployed man, lived alone in a single-room-occupancy 

hotel. He was brought to the emergency room by police to whom he had gone for help, 
complaining that he was frightened by hearing voices of men in the street below his 
window talking about him and threatening him with harm. When he looked out the 
window, the men had always “disappeared.” The patient had a 20-year history of 
almost daily alcohol use, was commonly “drunk” each day, and often had experienced 
the “shakes” on awakening. On the previous day he had reduced his intake to 1 pint of 
vodka, because of gastrointestinal distress. He was fully alert and oriented (i.e., he 
knew the current date, where he was, and who he was) on mental status examination. 

Discussion of “Threatening Voices” 
In contrast to the previous case of paranoid delusions occurring during in- 
creased use of a stimulant, this case illustrates that psychotic symptoms (i.e., 
Mr. Davis’s auditory hallucinations that are experienced as real) can occur as a 
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result of a sudden reduction in the amount of substance used. Mr. Davis had 
been using large amounts of alcohol every day to the point of daily drunken- 
ness. The fact that he develops the “shakes” on awakening is evidence that he 
nae physiological dependence on alcohol. When such daily heavy alcohol use 
is interrupted—in Mr. Davis’s case because of his gastrointestinal distress— 
some individuals can develop hallucinations. Because hallucinations (espe- 
cially visual) can occur as part of delirium tremens (DTs), Alcohol Withdrawal 
Delirium would also have to be considered as a possible diagnosis (see “Thun- 
derbird” in Section 17.1). Because Mr. Davis is alert and oriented during the ex- 
amination, a diagnosis of Delirium, the hallmark of which is disorientation and 
a clouding of consciousness, is ruled out. Thus, the diagnosis would be Alcohol- 
Induced Psychotic Disorder, With Onset During Withdrawal (DSM-5, pelo). 

2.8 

Other Specified 

Schizophrenia Spectrum and 

Other Psychotic Disorder 

Despite the wide variety of psychotic presentations provided in this chapter as 
examples of the specific DSM-5 Schizophrenia Spectrum and Other Psychotic Disor- 

ders, some psychotic presentations do not meet the diagnostic criteria for any of the 

disorders included in DSM-5. Two such presentations are included below. 

Bad Voices 

Carmen Galvez is an attractive 25-year-old divorced Dominican mother of two chil- 

dren. A redhead with a pouty and seductive demeanor, Ms. Galvez was referred to a 

psychiatric emergency room by a psychiatrist who was treating her in an anxiety disor- 
ders clinic. After telling her doctor that she heard voices telling her to kill herself, and 
then assuring him that she would not act on the voices, Ms. Galvez skipped her next 
appointment. Her doctor called her to say that if she did not voluntarily come to the 
emergency room for an evaluation, he would send the police for her. 

Interviewed in the emergency room by a senior psychiatrist with a group of emer- 

gency room psychiatric residents and medical students, Ms. Galvez was at times angry 

and insistent that she did not like to talk about her problems, and that the doctors 

would not believe her or help her anyway. This attitude alternated with flirtatious and 

seductive behavior. 
Ms. Galvez first saw a psychiatrist 7 years previously, after the birth of her first child. 

At that time, she began to hear a voice commenting on her behavior and telling her to kill 

herself. She would not say exactly what the voice told her to do, but she reportedly drank 
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nail polish remover in a suicide attempt. At that time, she remained in an emergency 

room for 2 days and received an unknown medication that reportedly helped quiet the 

voices. She did not return for an outpatient appointment after discharge, and continued 

having intermittent auditory hallucinations at various points over the next 7 years. For 

example, often when she was near a window, a voice would tell her to jump out, and 

when she walked near traffic, it would tell her to walk in front of a car. 

Ms. Galvez reports that she continued to function well after that first episode, finish- 

ing high school and raising her children. She was divorced a year ago but refused to dis- 

cuss her marital problems. About 2 months ago, she began to have trouble sleeping and 

felt “nervous.” It was at this time that she responded to an advertisement for the anxi- 

ety disorders clinic. She was evaluated and given an antipsychotic medication. She 

claims that there was no change in the voices at that time, and only the insomnia and 
anxiety were new. Ms. Galvez specifically denied depressed mood, anhedonia, and any 
change in appetite, but she did report that she was more tearful and lonely, and some- 
times ruminated about “bad things,” such as her father’s attempted rape of her at age 
14. Despite these symptoms, she continued working more than full time as a salesper- 

son in a department store. 
Ms. Galvez says she did not keep her follow-up appointment at the anxiety disor- 

ders clinic because the antipsychotic medication was not helping her symptoms and 
was making her stiff and nauseated. She denied wanting to kill herself and cited how 
hard she was working to raise her children as evidence that she would not “leave them 
that way.” She did not understand why her behavior had alarmed the psychiatrist. 

Ms. Galvez denied alcohol or drug use, and a toxicology screen for various drugs 
was negative. Physical examination and routine laboratory tests were also normal. She 
had stopped taking the antipsychotic medication on her own 2 days before the inter- 
view. 

Following the interview, there was disagreement among the staff about whether to 
let Ms. Galvez leave. It was finally decided to keep her overnight, until her mother 
could be seen the following day. When told she was to stay in the emergency room, she 
replied angrily, yet somewhat coyly: “Go ahead. You'll have to let me out sooner or 
later, but I don’t have to talk to you if I don't want to.” During the night, nursing staff 
noticed that she was tearful, but she said she did not know why she was crying. 

When the mother was interviewed the following morning, she said she did not see 
a recent change in her daughter. She did not feel that Ms. Galvez would hurt herself but 
agreed to stay with her for a few days and make sure she went for follow-up appoint- 
ments. In the family meeting, Ms. Galvez complained that her mother was unrespon- 
sive and did not help her enough. However, she again denied depression and said she 
enjoyed her job and her children. About the voices, she said that over time she had 
learned how to ignore them and that they did not bother her as much as they had at 
first. She agreed to outpatient treatment provided the therapist was a female. 

Discussion of “Bad Voices” 
Ms. Galvez applied to the anxiety disorders clinic because of symptoms of in- 
creasing anxiety. The clinic doctor, however, was much more concerned about 

Ms. Galvez’s auditory hallucinations than she was and insisted Ms. Galvez go 
to the psychiatric emergency department for immediate evaluation and treat- 
ment. His concern was understandable—voices telling a person to kill herself 
(a type of command hallucination) are usually a serious red flag that the pa- 
tient might be at risk of harming herself or others and thus may require imme- 
diate intervention. In this case, however, Ms. Galvez does not consider the 
voices to be problematic. Although she did act on the voices once (by drinking 
nail polish remover), she has not acted on them since. Moreover, despite the 
intermittent voices, Ms. Galvez has functioned relatively well: she has been 
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raising her two children while working “more than full-time” as a salesperson 
in a department store. According to the patient, she has learned over the years 
to simply ignore the voices. Although chronic and prominent hallucinations 
certainly suggest a diagnosis of Schizophrenia, the absence of evidence of dis- 
organization of personality, delusions, or deterioration in level of functioning 
rules out a diagnosis of that disorder. None of the other DSM-5 disorders in- 
cluded in this diagnostic class apply either. Therefore, the most appropriate di- 
agnosis for Ms. Galvez’s case would be Other Specified Schizophrenia 
Spectrum and Other Psychotic Disorder, Persistent Auditory Hallucinations 
(DSM-5, p. 122). 

There is considerable evidence that symptoms like auditory hallucinations 
occur on a continuum in the general population, with community surveys in- 
dicating that a significant portion of the general population have experienced 
at least one hallucinatory experience during their lifetime. Some individuals 
and advocacy groups (e.g., the Hearing Voices Movement) promote the notion 
that auditory hallucinations are not necessarily evidence of a mental disorder 
and suggest that hearing voices should be considered instead as a meaningful 

and understandable, although unusual, human variation. From this perspec- 

tive, Ms. Galvez’s current auditory hallucinations would not be considered ev- 

idence of any mental disorder, in which case no diagnosis, except perhaps an 

Anxiety Disorder, would apply to her. 

Sex Problem 

Janine Birnbaum is a 43-year-old housewife who seeks outpatient treatment with a 
chief complaint of being concerned about her “sex problem”; she states that she needs 

hypnotism to find out what is wrong with her sexual drive. Her husband Joseph sup- 
plied the history: He complained that she had had many extramarital affairs, with 
many different men, all through their married life. He insisted that in one 2-week 

period, she had as many as 100 different sexual experiences with men outside the mar- 

riage. The patient herself agreed with this assessment of her behavior but would not 

speak of the experiences, saying that she “blocks out” the memories. She denied any 
particular interest in sexuality but said that apparently she felt a compulsive drive to go 
out and seek sexual activity despite her lack of interest. 

Mts. Birnbaum had been married to her husband for over 20 years. He was clearly 

the dominant partner in the marriage. The patient was fearful of his frequent jealous 
rages, and apparently it was he who suggested that she see a psychiatrist to receive 

hypnosis. The patient maintained that she could not explain why she sought out other 

men and that she really did not want to do this. Her husband stated that on occasion he 

had tracked her down, and when he had found her, she acted as if she did not know 

him. She confirmed this and believed it was due to the fact that the episodes of her sex- 

ual promiscuity were blotted out by “amnesia.” When the psychiatrist indicated that he 

questioned the reality of the wife’s sexual adventures, the husband became furious and 

accused the psychiatrist of having sexual relations with her. 

Neither hypnosis nor psychotherapy with Mrs. Birnbaum was able to clear her 

“blocked-out” memory of periods of sexual activities. The patient did admit to a mem- 

ory of having had two extramarital relationships in the past: the first was 20 years be- 

fore the time of this evaluation, and the other was just a year before admission. She 

stated that the last one had actually been planned by her husband and that he was in 
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the same house at the time. She continued to believe that she had actually had countless 
extramarital sexual experiences, although she remembered only those two. 

Discussion of “Sex Problem” 
The clinician’s first impression might be that Dissociative Amnesia (see Section 

8.2), Neurocognitive Disorder Due to Another Medical Condition (DSM-5, p. 

641), and Substance Use Disorder (see Chapter 16) should be considered to ex- 

plain Mrs. Birnbaum’s episodes of memory loss. However, the plot thickens as 

evidence accumulates that the husband, the chief informant, has delusional 

jealousy, believing that his wife is repeatedly unfaithful to him. Apparently, un- 

der his influence, his wife has accepted this delusional belief, explaining her 

lack of memory of the events by believing that she has “amnesia.” It would 

seem that Mrs. Birnbaum has adopted her husband’s delusional system and 

does not really have any kind of “amnesia.” This rare shared condition, often 

referred to as shared psychotic disorder, or folie a deux, is not included in DSM-5 as 

a specific psychotic disorder but would be diagnosed as Other Specified Schizo- 

phrenia Spectrum and Other Psychotic Disorder (DSM-5, p. 122). This disorder 

involves the transfer of delusions from one person (in this case, the husband 

with delusional jealousy) to another (his wife). In the most common form of this 

disorder, the individual who first has the delusions is chronically ill and is typ- 

ically the influential member of the close relationship with another individual, 

who is more suggestible and develops the delusion too. The second individual 

is frequently less intelligent, more gullible, more passive, or more lacking in 

self-esteem than the primary individual. If the person with the shared delusion 

is separated from the individual with the primary delusion, the second individ- 
ual may abandon the delusion. 
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| CHAPTER 3 

Bipolar and 
Related Disorders 

Bipolar and Related Disorders are all characterized by mood instabil- 
ity, with periods of abnormally high mood and periods of abnormally low mood. Pe- 

riods of elevated mood are what distinguish the disorders discussed in this chapter 

from the Depressive Disorders (Chapter 4), which involve only periods of depression. 

DSM-5 includes two types of episodes of persistently high or elevated mood, 

which differ based on their minimum duration and their impact on functioning: 

Manic Episodes, in which the mood changes persist for at least 1 week and are severe 

enough to significantly interfere with the person’s ability to function; and Hypomanic 

Episodes, which have a minimum duration of 4 days and are not severe enough to 

have a significantly negative impact on functioning. The predominant mood in a 

Manic or Hypomanic Episode is classically euphoric or expansive, which the individ- 

ual might describe as feeling “high” or “on top of the world.” For some people, the 

mood change is better characterized as a sustained feeling of being irritable, on edge, 

impatient, and easily angered. In either case, for the mood to be considered character- 

istic of a Manic or Hypomanic Episode, it must be accompanied by increased activity 

or energy, in which the person may describe himself or herself as being “wired.” It is 

typically the requirement that the mood change be accompanied by increased activity 

or energy that distinguishes a Manic or Hypomanic Episode from “normal” periods 

of euphoria or irritability that might occur, for instance, in someone during the initial 

phases of falling in love or in someone in a fraught relationship. 

Manic and Hypomanic Episodes are both identified by the presence of a “syn- 

drome”—that is, a group of symptoms that characteristically occur together. The syn- 

drome defining a Manic or Hypomanic Episode includes, in addition to the elevated 

or irritable mood, an additional seven symptoms, at least three of which much be 

present (or four if the mood is irritable but not euphoric). Particularly common is in- 
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creased self-esteem, which can range from uncritical self-confidence to marked gran- 

diosity, and in some people may reach delusional proportions, such as when a 

previously nonreligious person believes he is on a divine mission to warn the world 

about an impending apocalypse. Also common is a decreased need for sleep, in which 

the person feels totally rested after getting hardly any sleep. Other characteristic 

symptoms include being more talkative than usual, as well as a phenomenon known 

as flight of ideas, in which there is a nearly continuous flow of rapid speech that jumps 

from topic to topic, usually based on discernible associations or plays on words, but 

in severe cases is so rapid as to be disorganized and incoherent. Many individuals in 

Manic or Hypomanic Episodes experience their thoughts racing through their heads. 

They may become very distracted by extraneous stimuli in the environment so that, 

for example, their attention is repeatedly drawn away by sounds coming from out- 

side the room. Individuals in a Manic or Hypomanic Episode are usually much more 

active than is usual for them in multiple areas of life, including in social situations, at 

work (in which the person’s productivity skyrockets), at home (e.g., taking on long- 

ignored repair projects), or sexually. For some, this increased activity is expressed as 

extreme motor restlessness in which they are unable to be still. One of the most dam- 

aging symptoms is the propensity toward reckless behavior, such as impulsive sexual 

indiscretions, engaging in lavish spending sprees, abusing alcohol or drugs, or mak- 

ing ill-advised business decisions. 

Both Manic Episodes and Hypomanic Episodes are defined by the same set of 

symptoms. They are differentiated in DSM-5 by virtue of their impact on the person's 

functioning and the minimum required duration of the symptoms. To meet criteria 

for a Manic Episode, the symptoms must be sufficiently severe so as to cause marked 

impairment in social or occupational functioning, be accompanied by psychotic fea- 

tures such as delusions or hallucinations, or necessitate hospitalization to prevent 

harm to the patient or other people. Moreover, symptoms in a Manic Episode must be 

present for most of the day, nearly every day, for at least 1 week. The symptom sever- 

ity of a Hypomanic Episode, on the other hand, is capped by virtue of DSM-5 setting 

an upper limit on the extent to which the symptoms impact the person’s functioning; 

namely, the mood change must not be severe enough to have a seriously negative im- 

pact on the person’s life—such as getting fired from a job because of poor business de- 

cisions, seriously damaging a relationship because of sexual indiscretions fueled by 

manic hypersexuality, or going seriously into debt because of reckless overspending. 

The following disorders are included in the Bipolar and Related Disorders group- 

ing in DSM-5: Bipolar I Disorder, which requires meeting criteria for Manic Episodes, 

which may have been preceded or followed by Major Depressive Episodes or Hypo- 

manic Episodes; Bipolar II Disorder, which requires at least one Hypomanic Episode 

and one Major Depressive Episode but no Manic Episodes; Cyclothymic Disorder, 

which is characterized by numerous periods of hypomanic symptoms and depressive 

symptoms, none of which are severe enough to be considered Manic, Hypomanic, or 
Major Depressive Episodes; Substance/Medication-Induced Bipolar and Related 
Disorder; and Bipolar and Related Disorder Due to Another Medical Condition (see 
Table 3-1 for summary definitions). Cases have been included in this chapter to illus- 
trate each of these conditions except Bipolar and Related Disorder Due to Another 
Medical Condition. 
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TABLE 3-1. Characteristic features of Bipolar and Related Disorders 

Disorders Key characteristics 

Bipolar I Disorder At least one Manic Episode that may have been preceded by or 
followed by Hypomanic or Major Depressive Episodes 

Bipolar II Disorder Atleast one Hypomanic Episode and one Major Depressive Episode 
Cyclothymic Disorder | Numerous periods with hypomanic symptoms that do not meet 

criteria for a Hypomanic Episode 

Numerous periods of depressive symptoms that do not meet criteria 
for a Major Depressive Episode 

Present more days than not for at least 2 years 

Substance/Medication- Prominent and persistent elevated, expansive, or irritable mood due 
-Induced Bipolar and to the direct effects of a substance or medication on the central 
Related Disorder nervous system 

Bipolar and Related Prominent and persistent elevated, expansive, or irritable mood that 
Disorder Due to is the direct physiological consequence of another medical 
Another Medical condition, such as hyperthyroidism or traumatic brain injury 
Condition 

3.1 

Bipolar | Disorder 

Bipolar | Disorder (sometimes referred to as “manic-depressive illness”) is a 

Mood Disorder that in most people is characterized by multiple Manic and Major 

Depressive Episodes over the person’s lifetime. The name of the condition, which 

implies both pathological highs and pathological lows, is actually a misnomer 

because, according to the DSM-5 definition, all that is required for the diagnosis is a 

single Manic Episode. Most patients, however, have had multiple Manic Episodes as 

well as one or more Major Depressive Episodes, and all patients at least temporarily 

experience hypomanic stages before they progress to a full Manic Episode. The Major 

Depressive Episodes in Bipolar I Disorder are symptomatically similar to those seen 

in Major Depressive Disorder (DSM-5, p. 160), and are characterized by depressed 

mood, loss of interest or pleasure, changes in appetite or weight (either increased or 

decreased), sleeping too little or too much, psychomotor agitation or retardation, low 

energy and activity, feelings of guilt or worthlessness, difficulty concentrating, and 

thoughts of suicide. 

For many individuals with Bipolar I Disorder, the diagnosis is heralded by the on- 

set of a Manic Episode that may be severe enough to require hospitalization. For other 

individuals, the disorder begins with one or more Major Depressive Episodes with- 

out any previous history of Manic or Hypomanic Episodes, making it appear for quite 

some time (maybe even years) that the correct diagnosis is Major Depressive Disorder 
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rather than Bipolar I Disorder. It is only when the first Manic Episode develops that 

the diagnosis is changed from Major Depressive Disorder to Bipolar I Disorder, which 

invariably entails a change in both treatment (i.e., use of mood-stabilizing rather than 

antidepressant medication) and prognosis. For some of these individuals, the Manic 

Episode may have been triggered by antidepressant medication or another somatic 

treatment used to treat the depression, such as light therapy or electroconvulsive 

therapy (ECT). In such cases, the manic symptoms persist at a fully syndromal level 

well beyond the point at which the physiological effects of the treatment should have 

worn off. Individuals with only treatment-induced Manic Episodes are nonetheless 

considered to have Bipolar I Disorder, under the assumption that the depression 

treatment caused a Manic Episode to emerge in someone who was already predis- 

posed to develop Bipolar I Disorder. 

On the other hand, manic-like episodes not indicative of Bipolar I Disorder can oc- 

cur in individuals as a result of intoxication with certain substances, such as amphet- 

amines or cocaine, or as a side effect of certain prescribed medications, such as 

steroids or stimulant drugs, or can be caused by a medical condition such as a brain 

tumor. Such manic-like episodes do not count toward a diagnosis of Bipolar I Disor- 

der and instead should be diagnosed as either Substance / Medication-Induced Bipo- 

lar and Related Disorder or Bipolar and Related Disorder Due to Another Medical 

Condition. 

Although the prototypical presentation of Bipolar I Disorder consists of recurrent 

episodes of mania and depression, there is considerable diagnostic heterogeneity 

from case to case in terms of the temporal pattern of the episodes and the symptom- 

atic presentation of what type of episode the patient is currently presenting with. This 

heterogeneity is indicated in the DSM-5 diagnosis by the use of diagnostic specifiers 

(diagnostic terms that are added after the diagnosis; e.g., “Bipolar I Disorder, Current 

Episode Manic, Moderate, With Rapid Cycling”), each of which has particular treat- 

ment or prognostic implications: 

¢ Among the most important specifiers are those indicating the type of episode that 

is the driver for current treatment—that is, whether the person is currently pre- 

senting for treatment in the midst of an active Manic, Hypomanic, or Major De- 

pressive Episode—because current management needs are quite different for 

someone who is actively manic versus someone who is depressed. 

¢ Other specifiers are used to indicate a clinically relevant aspect of the current epi- 

sode that may also be useful in guiding management decisions. For example, the 

presence of delusions or hallucinations during the episode—indicated by the spec- 

ifier With Psychotic Features—generally suggests the use of antipsychotic medica- 

tions as part of the current treatment. Less commonly, individuals in a Manic 

Episode may experience periods of Catatonia (indicated by the specifier With Cata- 

tonia), which is a marked psychomotor disturbance characterized by decreased 
motor activity, decreased engagement during the interview or physical examina- 
tion, or excessive and peculiar motor activity (see Section 2.6). Symptoms of anxi- 
ety commonly co-occur during Manic, Hypomanic, and Major Depressive 
Episodes and can be indicated using the specifier With Anxious Distress (see “A 
Perfect Checklist” in Section 4.2). The presence of severe co-occurring anxiety 
symptoms is particularly noteworthy because they can increase the risk for suicide. 
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Some individuals experience a mixture of both depressive and manic symptoms 
during the same episode. The specifier With Mixed Features can thus apply to 
Manic Episodes that have some commingling symptoms characteristic of a depres- 
sive episode, such as periods of intense sadness and feelings of worthlessness, or 
to Major Depressive Episodes with some commingling symptoms of mania, such 
as inflated self-esteem or grandiosity (see “The Mixed-Up Waiter” in Chapter 4). 

¢ Certain specifiers (i.e., With Melancholic Features and With Atypical Features) ap- 
ply only if the person is currently experiencing a Major Depressive Episode (see 
Section 4.2 for descriptions of these specifiers and illustrative cases—’Stonema- 
son” and “It’s Typical,” respectively). 

¢ Other specifiers are available for indicating the severity of the current episode 
(Mild, Moderate, or Severe), and whether the person’s condition is currently In 

_ Partial Remission (i.e., no longer in an episode but still mildly symptomatic) or In 

Full Remission (i.e., free of symptoms but typically in need of maintenance treat- 

ment to prevent future recurrence of episodes). 

e Finally, specifiers are available to indicate certain temporal features of Bipolar Dis- 

orders. The specifier With Rapid Cycling refers to a particularly severe form of Bi- 

polar I and Bipolar II Disorder in which the person has had four or more Manic, 

Hypomanic, or Major Depressive Episodes within the past year. The specifier 

With Peripartum Onset applies to episodes that have their onset during preg- 

nancy or within the 4 weeks following delivery. Finally, the specifier With Sea- 

sonal Pattern applies to episodes that regularly occur during the same time of the 

year (e.g., Manic Episodes occurring regularly in the springtime, or Major Depres- 

sive Episodes occurring regularly in the wintertime). 

Many individuals with Bipolar I Disorder return to a fully functional level between 

episodes, although approximately 30% continue to show severe impairment in work 

role functioning. Typically, the mean age at onset of the first Manic, Hypomanic, or 

Major Depressive Episode is approximately 18 years, but it can start during child- 

hood, as well as in individuals in their 60s or 70s. Bipolar I Disorder is relatively rare: 

the 12-month prevalence of the disorder in the United States is 0.6%. Bipolar I Disor- 

der is equally common in men and women. 

Radar Messages 

Alice Braverman, a 24-year-old copy editor who recently moved from Colorado to New 

York, comes to a psychiatrist for help in continuing her treatment with a mood-stabiliz- 

ing medication, lithium carbonate. She describes how, 3 years previously, she was a suc- 

cessful college student in her senior year, doing well academically and enjoying a large 

circle of friends of both sexes. In the midst of an uneventful period in the first semester, 

she began to feel depressed; experienced loss of appetite, with a weight loss of about 10 

pounds; had difficulty falling asleep; and was waking several hours earlier than she 

wanted to. 

After about 2 months, these problems appeared to go away, but she then began to 

feel increasingly energetic, requiring only 24 hours of sleep at night, and to experience 

her thoughts as “racing.” She started to see symbolic meanings in things, especially Sex- 

ual meanings, and began to suspect that innocent comments on TV shows were refer- 
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ring to her. Over the next month, she became increasingly euphoric, irritable, and 

overly talkative. She started to believe that there was a hole in her head through which 

radar messages were being sent to her. These messages could control her thoughts or 

produce emotions of anger, sadness, and the like, that were beyond her control. She also 

believed that her thoughts could be read by people around her and that alien thoughts 

from other people were intruding themselves via the radar into her own head. She de- 

scribed hearing voices, which sometimes spoke about her in the third person and at 
other times ordered her to perform various acts, particularly sexual ones. 

Her friends, concerned about Alice’s unusual behavior, took her to a hospital emer- 

gency department, where she was evaluated and admitted to a psychiatric inpatient 
unit. After a day of observation, a clinician started Alice on an antipsychotic medica- 
tion, olanzapine, and on lithium carbonate, a mood-stabilizing medication. Over the 

course of about 3 weeks, she experienced a fairly rapid reduction in all of the symptoms 
that had brought her to the hospital. The olanzapine was gradually reduced and then 
discontinued. She was maintained thereafter on lithium carbonate alone. At the time of 
her discharge, after 6 weeks of hospitalization, she was exhibiting none of the symp- 
toms reported on admission, but she was noted to be experiencing some mild hyper- 
somnia, sleeping about 10 hours a night, and had loss of appetite and some feeling of 
being “slowed down,” which was worse in the mornings. She was discharged to live 
with some friends. 

Approximately 8 months after her discharge, Alice was feeling back to her normal 
self and stopped taking the lithium carbonate because she did not feel she needed it and 
did not like the side effects (hand tremor, thirst, and recurrent diarrhea). She continued 

to do fairly well for the next few months, but then she began to experience a gradual 
reappearance of symptoms similar to those that had necessitated her hospitalization, 

such as needing less sleep and being more talkative than usual. The symptoms wors- 
ened, and after 2 weeks, she was readmitted to the hospital with almost the identical 

psychotic symptoms that she had had when first admitted. 
Alice responded in days to treatment with olanzapine and lithium carbonate, and 

again the olanzapine was gradually discontinued, leaving her on lithium carbonate 
alone. As with the first hospitalization, at the time of her discharge, a little more than a 
year ago, she again displayed some hypersomnia, loss of appetite, and the feeling of be- 
ing “slowed down.” During the past year, while continuing to take lithium, she has 
been symptom-free and functioning fairly well, getting a job in publishing and recently 
moving to New York to advance her career. 

Alice’s father, when in his 40s, had had a severe episode of depression, characterized 
by sleeping too much, loss of appetite, being profoundly slowed down, and suicidal 
ideation. Her paternal grandmother had committed suicide during what also appeared 
to be a depressive episode. 

Discussion of “Radar Messages” 
Alice was functioning at a high level in college when she developed a 2-month 

period of subthreshold depressive symptoms (subthreshold in the sense that 

her three symptoms were not enough to meet the minimum five-symptom re- 

quirement for a Major Depressive Episode), which was followed shortly by an 
episode with characteristic manic symptoms: euphoric and irritable mood, in- 
creased energy and activity, decreased need for sleep, pressured speech, and 
the subjective experience that her thoughts were racing. At the height of the 
episode, Alice developed bizarre delusions (her emotions and thoughts were 
being controlled by radar messages sent through a hole in her head) and audi- 
tory hallucinations (both command hallucinations and voices speaking about 
her in the third person). Even though these kinds of bizarre psychotic symp- 
toms are more typically characteristic of the active phase of Schizophrenia (see 
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“Under Surveillance” in Section 2.1), in Alice’s case they are considered part of 
her Bipolar I Disorder because they occur exclusively during the manic mood 
disturbance. Given that her psychotic symptoms are not consistent with the 
typical manic themes of grandiosity and invulnerability, her psychotic symp- 
toms would be considered mood incongruent. At this stage of her history, her 
diagnosis would be Bipolar I Disorder, Current Episode Manic, Severe, With 
Mood-Incongruent Psychotic Features. 

In the absence of any evidence of a substance, such as a stimulant, or a gen- 
eral medical condition, such as hyperthyroidism, that could have been directly 
causing the mood disturbance, this syndrome is considered a Manic Episode. 
The occurrence of Manic Episodes, even without any Major Depressive Epi- 
sode, is sufficient to meet the DSM-5 criteria for Bipolar I Disorder (DSM-5, p. 
123). Even during Alice’s “down” periods after the manic episodes, during 
which she sleeps excessively, loses her appetite, and feels slowed down, there 
are not enough symptoms to be considered evidence of a Major Depressive Ep- 
isode. 

The final diagnosis at this point reflects the fact that the most recent episode 

of mood disturbance that necessitated Alice's second hospitalization was a 

Manic Episode during which mood-incongruent psychotic features were pres- 

ent. Moreover, because Alice has been essentially free of symptoms for the past 

6 months (while taking lithium carbonate as a preventive measure), she is 

currently considered to be in full remission. Thus, the final diagnosis would 

be recorded as Bipolar I Disorder, Most Recent Episode Manic, With Mood- 

Incongruent Psychotic Features, In Full Remission (DSM-5, p. 123). 

Triple Divorcée 

Sandra Kovacs, a 37-year-old thrice-divorced woman who works as a paralegal in a 
prestigious law firm, was hospitalized in a psychiatric hospital because of an attempt 
to end her life by taking an overdose of sleeping pills. She reported that about 3 months 
ago, after her chronic mild depression had gotten worse, her psychiatrist switched her 
antidepressant from citalopram, a selective serotonin reuptake inhibitor, to desipra- 

mine, an older tricyclic antidepressant. Within a few weeks of starting the new medica- 
tion, Ms. Kovacs reported feeling more energetic and confident at work, and requested 
additional assignments from the law partners. Feeling like she no longer needed to be 
on an antidepressant, she discontinued the desipramine without telling her psychia- 
trist. Over the next several weeks, she continued to feel like she was “on Cloud 9,” felt 

that her thoughts were racing, and found that she could get by on only a couple of 

hours of sleep. She regularly stayed at work until midnight and went into the office on 

weekends as well. 
Ms. Kovacs reported that “everything came to a head” at a retirement party for one 

of the partners at the law firm, 3 days before her hospital admission. She went to the 

party feeling wired, hyper, and “supersexual.” She was telling racy jokes in a loud bois- 

terous voice and speaking very rapidly. She ended up “coming on” to the husband of 

her boss; she even wrote her telephone number down ona napkin, gave it to him, and 

insisted that he call her after the party. When she groggily woke up the next morning, 

she realized what she had done and felt that she could never go back to the office and 

face anyone. Despondent over having ruined the best job she ever had, she took the en- 

tire bottle of antidepressant pills along with a bottle of sleeping pills. After Ms. Kovacs 
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did not respond to repeated telephone calls, her mother went to her apartment, where 

she found her daughter and called 911. 

Ms. Kovacs reported that she has suffered from episodes of depression since her 20s. 

Her first episode, at age 23, had been triggered by marital separation, but she could sug- 

gest no explanation for subsequent episodes—"I just seem to sink into a gloomy de- 

spair.” Although her depression responds at least partially to treatment, with her mood 

lifting to the point where she can go back to work and function fairly normally, her 

mood never completely gets better and she also feels at least somewhat depressed be- 
tween episodes. Over the years she has received intermittent individual psychotherapy 

as well as small doses of all kinds of antidepressant medications. She has not had any 
prior episodes of elevated or irritable mood, but notes that her maternal uncle had been 
diagnosed with “manic depression” and was in and out of psychiatric hospitals for 

much of his life. 

Discussion of “Triple Divorcée” 
From ages 23 to 37, Ms. Kovacs’ mood disturbance resembled Persistent Depres- 

sive Disorder (Dysthymia) (DSM-5, p. 168) punctuated by episodes in which her 

mood got much worse. Recently, after a switch to desipramine, an old-style tri- 

cyclic antidepressant medication, Ms. Kovacs developed a full-blown Manic Ep- 

isode with euphoric mood, increased energy and activity, increased self-esteem, 

decreased need for sleep, rapid speech, racing thoughts, and poor judgment. Ms. 

Kovacs’ episode is not considered to be a drug-induced mania, as can happen 

in some people after taking stimulants like cocaine. In such cases, the manic- 

like symptoms remit once the drug is out of the person's body. In Sandra's case, 

her manic symptoms persisted long beyond the time that the desipramine was 

out of her system and thus is considered to be indicative of an underlying Bi- 

polar I Disorder, which was “brought out” by the desipramine; the assumption 

is that individuals without a propensity to develop Bipolar Disorder would 

not develop Manic Episodes when exposed to antidepressant treatment. Given 

that Ms. Kovacs was experiencing six of the seven symptoms of a Manic Epi- 

sode (everything except distractibility) and that her judgment was clearly im- 

paired, the severity of the Manic Episode would be considered Moderate 

(DSM-5, p. 154). Thus, the diagnosis for Ms. Kovacs is Bipolar I Disorder, Cur- 

rent Episode Manic, Moderate (DSM-5, p. 123). 

Roller Coaster 

When Ernest Eaton’s desperate wife finally got him to agree to a comprehensive inpa- 
tient evaluation, he was 39 years old and had been unemployed and essentially non- 

functional for several years. After a week during which he was partying all night and 
shopping all day, his wife said that she would leave him if he did not check into a psy- 

chiatric hospital. The admitting psychiatrist found him to be a fast-talking, jovial, 
seductive man, with no evidence of delusions or hallucinations. 

Mr. Eaton’s troubles began 7 years earlier, when he was working as an insurance ad- 
juster. He had a few months of mild, intermittent depressive symptoms, anxiety, fa- 
tigue, insomnia, and loss of appetite. At the time he attributed these symptoms to stress 
at work, and within a few months he was back to his usual self. 

A few years later, a physician noted an asymptomatic thyroid mass during a routine 
physical examination. One month after removal of the mass, a papillary cyst, Mr. Eaton 
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noted dramatic mood changes. Twenty-five days of remarkable energy, hyperactivity 
and euphoria were followed by 5 days of depression, during which he slept a lot and 
felt that he could hardly move. This pattern of alternating periods of elation and depres- 
sion, apparently with few “normal” days, repeated itself continuously over the follow- 
ing years. 

During his energetic periods, Mr. Eaton was euphoric, optimistic, and self-confident, 
but also short-tempered and easily irritated. He functioned well on only a couple of 
hours of sleep per night and sometimes he did not sleep at all for several days at a time. 
He spoke very rapidly, and people complained that they had trouble getting a word in 
edgewise during conversations. His judgment at work was erratic. He spent large sums 
of money on unnecessary and, for him, uncharacteristic purchases that he could not af- 
ford, such as a high-priced surround-sound system and several Doberman pinschers. 
He also had several impulsive sexual flings. During his depressed periods, he often 
stayed in bed all day because of fatigue, lack of motivation, and depressed mood. He 
felt guilty about the irresponsibility and excesses of his prior several weeks. He stopped 
eating, bathing, and shaving. After several days of this withdrawal, Mr. Eaton would 
rise from bed one morning feeling better and within 2 days be back at work, often work- 

ing feverishly, though ineffectively, to catch up on work he had let slide during his de- 
pressed periods. 

Although both Mr. Eaton and his wife denied that he used any substances other than 
when he binged on alcohol during his hyperactive periods, he was dismissed from his 
job 5 years ago because his supervisor was convinced that his overactivity must have 
been due to drug use. His wife has been supporting him financially ever since then. 

When he finally agreed to a psychiatric evaluation 2 years ago, Mr. Eaton was min- 
imally cooperative and noncompliant with several medications that were prescribed, 
including lithium carbonate, sodium valproate (an anticonvulsant medication that also 

works as a mood stabilizer), and antidepressant medications. His mood swings contin- 

ued with few interruptions up to the current hospitalization. 
In the hospital, his physical examination, blood chemistry, blood cell counts, com- 

puted tomography (CT) scan of his brain, and cognitive testing were unremarkable. Af- 
ter a week, he switched to his characteristic depressive state. 

After 3 weeks in the hospital, Mr. Eaton’s mood was stable on sodium valproate. He 
left the hospital, very quickly found a new job, and did well for the following year. Feel- 
ing well, he decided that he did not need the medication and stopped taking the so- 
dium valproate. Within weeks he became extremely manic and had to be hospitalized 

again. 

Discussion of “Roller Coaster” 
The diagnosis of Bipolar I Disorder, Current Episode Manic, is not difficult to 

make in Mr. Eaton’s case (DSM-5, p. 123). In his energetic periods, Mr. Eaton 

had the characteristic symptoms of a Manic Episode: decreased need for sleep, 

overactivity, overtalkativeness, and excessive involvement in pleasurable ac- 

tivities without thinking of the consequences (overspending, sexual flings). In 

his depressed periods, his presentation met the symptomatic criteria but not 

the duration (2-week) criterion for Major Depressive Episodes. Even though 

his current Manic Episode resulted in his being hospitalized, it does not appear 

that “almost continual supervision is required in order to prevent harm to self 

or others” (DSM-5, p. 154), which is required for the Manic Episode to be con- 

sidered Severe. Thus, the current severity is most appropriately considered 

Moderate. Because Mr. Eaton had more than four episodes of mania ina 1-year 

period, separated by brief periods of depression, the specifier With Rapid Cy- 

cling applies to his Bipolar I Disorder diagnosis (DSM-S, p. 150). 
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Not all persons with rapid cycling experience predictable shifts from mania 

to depression without intervening periods of euthymia (normal mood) as Mr. 

Eaton did. Rapid cycling usually involves one or more Manic or Hypomanic 

Episodes, as in this case, but is also diagnosed if all of the episodes are de- 

pressed, manic, or hypomanic, as long as they are separated by periods of re- 

mission (or switches to the opposite pole). 

Mr. Eaton’s unusual behavior was attributed to drug use by his employers. 

It is not uncommon for such an erratic mood pattern to be mistakenly identi- 

fied as evidence of drug abuse, which should also be part of the differential di- 

agnosis when rapid cycling is being considered. Mr. Eaton’s presentation is 

somewhat atypical in that the rapid cycling form of Bipolar Disorder is much 

more common in women. Because of high rates of nonresponse to lithium, 

rapid cycling is often treated with anticonvulsant medications, such as sodium 

valproate, which was effective for Mr. Eaton. 

Wealthy Widow 

Anne Kettering, a wealthy 72-year-old widow, is referred for psychiatric evaluation by 
her children, against her will, because they think she has become “senile” since the 
death of her husband 6 months previously. After the initial bereavement, which was 
not particularly severe, Mrs. Kettering had resumed an active social life and become a 
volunteer at local hospitals. Her family had encouraged this activity, but over the past 
3 months, her sons have become concerned about her going to local bars with some of 
the hospital staff. The referral was precipitated by her announcing her engagement to 
a 25-year-old male nurse, to whom she planned to turn over her house and a large 
amount of money. Mrs. Kettering’ three sons, by threat and intimidation, have made 
her accompany them to this psychiatric evaluation. While listening to one of the sons, 
the psychiatrist also overheard the patient accusing the other two of trying to commit 
her so they can get their hands on her money. 

Initially in the interview, Mrs. Kettering is extremely angry at her sons and the psy- 
chiatrist, insisting that they do not understand that for the first time in her life she is 

doing something for herself, not for her father, her husband, or her children. She then 

suddenly drapes herself over the couch and asks the psychiatrist if she is attractive 
enough to capture a 25-year-old man. She proceeds to elaborate on her fiancé’s phy- 
sique and sexual abilities and describes her life as exciting and fulfilling for the first 
time. She is overtalkative and repeatedly refuses to allow the psychiatrist to interrupt 
her with questions. She says that she goes out nightly with her fiancé to clubs and bars 
and that although she does not drink, she thoroughly enjoys the atmosphere. They of- 
ten go on to an after-hours place and end up breakfasting, going to bed, and making 
love. After only 3-4 hours of sleep, she gets up, feeling refreshed, and then goes shop- 
ping. She spends about $1,000 a week on herself and gives her fiancé about $700 a week, 

all of which she can easily afford. 

Mrs. Kettering agrees that her behavior is unusual for someone of her age and social 
position, but she states she has always been conventional and now is the time to change, 

before it is too late. She refuses to participate in formal testing of her mental status, say- 
ing, “I’m not going to do any stupid tests to see if lam sane.” She has no obvious mem- 

ory impairment and is correctly oriented to time (she knows the current date), to place 
(she knows she is in a psychiatrist's office), and to person (she is able to state her name). 
According to the family, she has no previous history of emotional disturbance. 
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Discussion of “Wealthy Widow” 
As the story unfolds, the clinician might wonder whether Mrs. Kettering is suf- 
fering only from avaricious children rather than a mental disorder. It does 
seem, however, that her alternately irritable and expansive mood, pressured 
speech, decreased need for sleep, and poor judgment (signing her house over 
to someone she has met only recently) represent more than a new start in life 
for someone who has been too “conventional.” In fact, all of these symptoms, 
in the absence of a general medical condition, or a substance responsible for the 
disturbance, or a nonmood Psychotic Disorder, suggest a Manic or Hypomanic 
Episode. In a Manic Episode, there is marked impairment in occupational func- 
tioning or usual activities or relationships with others. Ina Hypomanic Episode, 
there is an unequivocal change in functioning observable by others, but marked 

’ impairment is not present. Even though Mrs. Kettering is wealthy, her plan to 
sign her house over to her new lover does represent marked impairment in her 

relationships with others (although she would disagree with this statement). 

Thus, the diagnosis is Bipolar I Disorder, Current Episode Manic, Moderate 

(DSM-5, p. 123). The first appearance of Bipolar I Disorder at age 72 is certainly 

uncommon. The clinician would want to be careful to rule out the possibility 
of a physical disorder, such as a brain tumor or degenerative central nervous 

system disorder such as Alzheimer’s disease, that might be causing a Bipolar 

and Related Disorder Due to Another Medical Condition. Although Mrs. Ket- 

tering appears to be cognitively intact and to have nothing in her history sug- 

gesting the presence of a general medical condition, the onset of a manic-like 

episode in someone of her age is often indicative of an underlying medical eti- 

ology. Because a medical workup to rule out an etiologically related medical 

condition has not yet been done, the diagnosis of Bipolar I Disorder should be 

considered provisional until the workup is complete. 

Praying Athlete 

When brought to the emergency room, Dion Robinson, a 24-year-old black man, was 
completely mute and rigid, resisting all attempts to be moved. The friends who had 
brought him stated that he was playing basketball with them at the student athletic 

building when he suddenly bent over and put his head down to the floor, made sounds 
as if he were praying, and became “frozen” in that position for about 15 minutes. 

Unable to rouse him, his friends called the campus police, who brought him to the 

emergency room. When interviewed an hour later, Dion would only say, “Iam commu- 

nicating directly with God.” 

According to his friends, Dion had been getting “hyper” recently, but they emphat- 

ically denied that he either used drugs or drank to excess. A call to his girlfriend, whose 

name and number were provided by his friends, revealed the following: Dion had been 

doing well, with no evidence of unusual behavior, until 1 week before admission. He 

had been living with his girlfriend, going to school, and working at a part-time job. One 

week before admission, he began to say “odd” things, usually of a religious nature. He 

also stopped sleeping at night and became sexually demanding of his girlfriend. He 

had begun working out even more than usual at the gym to “burn off excess energy.” 
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His girlfriend said that he had had similar symptoms when he was hospitalized 1 year 

previously; at that time he left the hospital against medical advice, and had become in- 

creasingly depressed for about 3 months. He did not seek professional help. He with- 

drew from social activities at school and would spend up to 14 hours a day sleeping. 

Just when his girlfriend had decided to break up with him, he spontaneously returned 

to his normal self. She described him as a friendly, outgoing, energetic young man who 

was interested in school and athletics, and who performed well both academically and 

at work. 
In the emergency room, blood and urine toxicology screening for evidence of drug 

abuse was negative, as were other medical tests. Physical examination revealed an ex- 

tremely healthy, athletic young man, who was largely mute and held his body ina rigid 
posture. The hospital chart noted one previous psychiatric admission a year before. The 
diagnosis for that admission was “Atypical Psychosis, rule out some kind of organic or 
drug psychosis.” Dion had been in the hospital only 4 days, during which time he was 

observed to be hearing voices, and he expressed a delusion that he was communicating 

directly with God. 
During the first few days of the current hospitalization, Dion was observed to alter- 

nate between “rigid posturing,” in which he would become frozen into a particular po- 
sition, resisting attempts by others to move him, and “mild hyperactivity.” During one 
of the times when he was rigid, it was determined by the psychiatrist on the unit that 
the patient had the symptom of “waxy flexibility,” in which his arms could be put into 
any position, which Dion would then hold, as if having been molded as a wax figure. 
He would then spontaneously become “unstuck” and begin pacing actively around the 
unit, talking about his newfound faith in religion to “anyone he could corral.” 

An antipsychotic medication, risperidone, and a mood-stabilizing medication, lith- 
ium carbonate, were prescribed; Dion’s lithium level was rapidly increased to thera- 
peutic levels over the next 5 days. During this time, his episodes of becoming mute 
became less frequent, and his hyperactivity between episodes decreased in amplitude. 
Twelve days after admission, Dion’s mental status was essentially normal, without hal- 
lucinations or active delusions. He was discharged, with follow-up through the univer- 
sity clinic. Dion had a mild depression about 1 month after discharge from the hospital; 
this was managed by increasing his lithium dose. During the year of follow-up, no fur- 
ther psychotic symptoms or Major Depressive or Manic Episodes occurred. 

Discussion of “Praying Athlete” 
The bizarre behavior (becoming mute and rigid) that is the reason for Dion’s 

admission to the hospital is a symptom of Catatonia (see Section 2.6). Tradi- 

tionally, catatonic symptoms were almost always thought to be evidence of ei- 

ther Schizophrenia or unusual forms of a central nervous system condition. 

However, it is now understood that the majority of Catatonia cases involve in- 

dividuals with Depressive or Bipolar Disorders. At least 3 of the 12 symptoms 

that are part of the syndrome of Catatonia must be present for the diagnosis 

(DSM-5, p. 119). In Dion’s case, in addition to the mutism, he has rigid postur- 

ing in which he assumes a frozen position, along with waxy flexibility. 

In addition to the periods of Catatonia, Dion had the classic symptoms of 
a Manic Episode: his mood was expansive, his friends described him as “hy- 
per,” he talked about religion to “anyone he could corral,” he was delusion- 
ally grandiose (communicating directly with God), he had psychomotor 
agitation (pacing), he stopped sleeping at night, and he was hypersexual (sex- 
ually demanding). In addition, there is a history, of what seems to be a Major 
Depressive Episode: he was extremely depressed, socially withdrawn, and 
slept 14 hours a day. 
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Also characteristic of Bipolar I Disorder is the rapid development of the 
Manic Episode and the full return to usual functioning between episodes of 
mood disturbance. Dion’s grandiose delusion of communicating with God is the 
typical type of delusion seen in mania, which is referred to as a “mood-congru- 
ent” delusion. Therefore, Dion is diagnosed with Bipolar I Disorder, Current 
Episode Manic, With Mood-Congruent Psychotic Features, With Catatonia 
(DSM-5, p. 123). 

You May Keep the Yacht 

Eddie Stover was escorted from jail by sheriff’s deputies to a forensic psychiatry inpa- 
tient unit. They brought with them involuntary detention papers citing him as “gravely 
disabled because of a psychiatric disorder.” He was in a jail uniform, chatting cheer- 
fully, incoherently, and rapidly to himself. The accompanying deputy explained to the 
admitting nurse, “He won’t shut up. He’s been keeping the inmates awake for the last 
2 nights talking nonsense. The charges are for rape in another state; we don’t have any 

details. He won’t talk to us, won’t eat any food, refuses to take medicine, and stays 

naked under the blankets on his cot. He says he’s plucking his pubic hair because it 
increases his virility.” 

An attending psychiatrist arrived to examine the patient and noted that he was a tall, 
thin, black male who appeared his stated age of 35 years. He had “unruly” hair that was 
matted and apparently neglected. He was noted to have “intense affect” that was “men- 
acing.” His speech was articulate, but rambling, loud, and pressured. His responses 
were judged to be “guarded” and “questionably reliable.” He gave bizarre responses 
with loose associations, such as when he was asked to spell the word world, and re- 
sponded, “w-zero-r-l-d. I used the number, but I know it’s a letter...it’s part of the met- 
ric system, world system you know.” He denied hallucinations, violent impulses, and 
any previous psychiatric treatment. 

The psychiatrist thought the most likely diagnosis was Schizophrenia, with the 

need to also rule out drug intoxication. Antipsychotic medication was prescribed, but 
Mr. Stover refused it. He also refused the physical examination and laboratory tests, 
except for urinalysis and the Venereal Disease Research Laboratory (VDRL) test (a 

blood test for syphilis). He did later agree to a physical examination and reported to 
the examining nurse practitioner a history of intravenous heroin use, syphilis infection 
treated 8 years prior to admission, and a gunshot wound to the heart. The examination 

revealed no evidence of old scars of gunshot wounds or of track marks. The syphilis se- 
rology tests were “nonreactive,” indicating no infection with syphilis, and his urine tox- 
icology screen at approximately 72 hours after admission was negative for drugs. On 
the afternoon of his transfer, Mr. Stover was released from criminal custody when the 
rape charges were dropped. He remained involuntarily detained for psychiatric treat- 
ment, however, and was transferred to a locked general ward that evening. 

On the locked ward, Mr. Stover was cooperative but agitated and unable to sleep. 

After a few hours he began to complain of homosexual activity by “others” in his room; 

however, he had no roommates. The staff feared he would lose control, and because he 

continued to refuse medication, they placed him in a seclusion room with the door 

open. This did not alleviate his agitation, and he began to yell. When the seclusion door 

was locked, he became calmer, thanked the staff for ensuring his safety, and slept 

briefly. 
The following day, Mr. Stover was kept in seclusion, where he remained lying on the 

floor, pacing, or standing in a corner vocalizing to himself. He displayed bizarre, ritu- 

alistic movements and was increasingly withdrawn. He refused medication and solid 

food, but did drink fluids. A nurse described him as having a “playful and aloof atti- 
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tude.” He responded to questions by repeating “I refuse, I refuse. I’m in a meeting con- 

ducting business.” On the fourth day of his hospitalization, the female attending 

psychiatrist examining him on the locked ward observed “menacing and sexually in- 

appropriate behaviors.” Upon being questioned regarding his refusal of medication, he 

shouted, “You’re not listening” and began making kissing gestures and thrusting his 
pelvis. Due to persistent symptoms and refusal of medicines, he was presented for 
court-ordered treatment. At the hearing, Mr. Stover continued to behave inappropri- 
ately, passing flatus and referring to the female court commissioner as “Bette Midler.” 
He lost the hearing due to his lack of ability to rationally refuse the medication. He was 
offered oral or intramuscular medication, and opted to be restrained and receive his 

first dose of risperidone (an antipsychotic medication) via intramuscular injection. 
Within 8 hours he agreed to oral medication. 

On day 4 of medication, Mr. Stover was dramatically improved. He was weaned 

from seclusion and began to groom himself and attend group therapy. Although he was 
mostly appropriate, occasional bizarre behaviors were still observed, such as during 
one grooming group when he shaved his head of his long dreadlocks, stating he was 
“allowing my head to cool down.” On mental status examination, he no longer exhib- 
ited loose associations, but he continued to be “suspicious” and he declined providing 
information regarding his past. He actively lobbied for discharge, and requested that 
the psychiatrist contact his former physician and realtor in a Midwestern state. His only 
revelations were that his parents were alive, he had four female siblings, and he had 
been a construction company employee but now received disability due to an industrial 
accident. 

Because the rape charge had been dropped and his psychiatric condition no longer 
warranted involuntary treatment, the staff attempted to convince him to stay volun- 
tarily. He refused, and the hospital was forced to discharge him. He indicated that he 
planned to remain in town only long enough to purchase some “superior leather 
goods,” and then he planned to return to the Midwest. Exiting the locked unit door, Mr. 
Stover turned to his primary nurse and said, “You've been the best servant I’ve ever 
had. You may keep the yacht!” 

Discussion of “You May Keep the Yacht” 
When patients with a cultural or ethnic background that differs from that of 

the evaluating clinician present in ways that are unfamiliar, the target symp- 

toms may be overlooked. It is apparent that the admitting psychiatrist in Mr. 

Stover’s case, having noted a history of violence and perceiving a “menacing,” 

agitated, incoherent large dark male, was most impressed by these features, 

which led to a diagnosis of Schizophrenia. The attending psychiatrist on the fo- 

rensic inpatient unit apparently did not recognize that what he perceived as 

“unruly” hair was actually a popular Caribbean hairstyle. Had it not been for 

Mr. Stover’s frightening presentation, the psychiatrist might have viewed him 

as flamboyant rather than as wild and disorganized. He might also have no- 

ticed that Mr. Stover’s speech was pressured, he was not sleeping (“He won't 

shut up. He’s been keeping the inmates awake for the last 2 nights talking non- 
sense”), and he was irritable, physically restless, grandiose, and hypersexual— 
all symptoms suggesting a possible Manic Episode. The subsequent course, in 
which Mr. Stover demonstrated grandiosity and an expansive mood, further 

supports this diagnosis. In the absence of any information about prior Manic 
or Major Depressive Episodes, the diagnosis would be Bipolar I Disorder, Cur- 
rent Episode Manic (DSM-5, p. 123). Because of the presence of psychotic 
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symptoms during his episode (e.g., delusions about homosexual activity in- 
volving others despite being alone in his cell), the additional specifier With 
Mood-Incongruent Psychotic Features would also be noted. 

Studies have demonstrated that there is a tendency for clinicians to misdi- 
agnose black patients who are psychotic as having Schizophrenia rather than 
Bipolar Disorder. In this case the preliminary suspicion of Schizophrenia or of 
a substance intoxication were reasonable, but the differential diagnosis should 
have included Bipolar I Disorder, With Psychotic Features. 

3.2 

Bipolar II Disorder 

Bipolar I! Disorder is characterized by a clinical course consisting of one or 
more Hypomanic Episodes, one or more Major Depressive Episodes, and the absence 

of any lifetime Manic Episodes. This is in contrast to the requirement for at least one 

full-blown Manic Episode in Bipolar I Disorder. Individuals with Bipolar II Disorder 

generally come to clinical attention when they are in a Major Depressive Episode and 

thus may present as if they have a diagnosis of recurrent Major Depressive Disorder; 

therefore, it is important for clinicians to actively inquire about the possible presence 

of Hypomanic Episodes during nondepressed periods for all patients presenting with 

a history of recurrent depression, because such individuals typically do not view the 

Hypomanic Episodes as problematic or even noteworthy. However, for some individ- 

uals who experience frequent periods of depressed mood, periods in which their 

depression lifts may seem like mild euphoria, especially when contrasted to how 

badly they feel when they are depressed; therefore, it is important to ensure that the 

person’s mood in between depressive episodes is abnormally elevated or irritable 

before making a diagnosis of a Hypomanic Episode so as not to overdiagnose Bipolar 

II Disorder in such individuals. 

All of the DSM-5 diagnostic specifiers discussed in Section 3.1, “Bipolar I Disor- 

der,” apply as well to Bipolar II Disorder, except that the specifier With Psychotic Fea- 

tures does not apply to a Hypomanic Episode which, by definition, cannot have 

psychotic features (and if so would be considered a Manic Episode). 

Even though Bipolar II Disorder is thought by some to be a milder form of bipolar 

disorder than Bipolar I Disorder, this is not necessarily the case. The impairment as- 

sociated with Bipolar II results from the Major Depressive Episodes, which can be es- 

pecially severe, or from the persistent pattern of unpredictable mood changes and 

fluctuating, unreliable interpersonal or occupational functioning. 

Bipolar II Disorder is slightly more common than Bipolar I Disorder, with a 12-month 

prevalence rate in the United States of 0.8% (vs. 0.6% for Bipolar I Disorder). Unlike 

Bipolar I Disorder, in which the gender ratio is equal, Bipolar II Disorder may be more 

common in females than in males. there does not appear to be a gender difference in 

3.2 Bipolar II Disorder 87 



prevalence. The average age at onset is in the mid-20s, which is slightly later than for 

Bipolar I Disorder. The illness most often begins with a depressive episode and is not 

recognized as Bipolar II Disorder until a Hypomanic Episode occurs, which eventu- 

ally happens in about 12% of individuals initially diagnosed with Major Depressive 

Disorder. 

Still a Student 

Ellen Waters, age 37 years, is a part-time graduate student who lives alone and supports 
herself by working as a home health aide. She completed course work for a doctorate 
in sociology 3 years ago but has not yet begun her dissertation. Her psychotherapist 
referred her for a medication consultation because of Ms. Waters’ continuing depressed 

mood and panic attacks. 
Ms. Waters is indeed an unhappy-looking woman and describes being unhappy 

through much of her life, without any sustained periods of feeling really good. Her fa- 
ther was an alcoholic, and there was always a great deal of strife in her parents’ mar- 

riage. She denied sexual or physical abuse but felt that her parents were “emotionally 
abusive” toward her. She was first referred for psychiatric treatment after a suicide at- 
tempt at age 14, and there have been many times over the years during which her usual 
low-level depression got considerably worse but she did not get treatment. 

Two years ago, after she had been seeing her current boyfriend for about 4 years, it 
finally became clear that he was unwilling to marry her or live with her. She began to 
get more depressed and to experience acute panic attacks, and it was at that time that 
she entered psychotherapy. 

She says that in the month before the consultation, she was depressed most of the 
time. She had gained about 10 pounds because she was constantly nibbling on chips or 
cookies or making herself peanut butter sandwiches. She often awakened in the middle 
of the night, was unable to go back to sleep for hours, and then overslept the following 
day, often sleeping up to 18 hours a day. She says that she is always tired and feels like 
dead weight and that her legs and arms are heavy. She ruminates about her own fail- 
ures and cannot concentrate on any serious reading. Although she often wishes to be 
dead, she has not made any recent suicide attempts. 

Ms. Waters’ mood is clearly reactive to favorable or unfavorable events. Small atten- 
tions from her therapist or her boyfriend can cause her to feel really good for hours at 
a time. She has an equally extreme reaction to any sort of rejection. If a friend does not 
return a call, she feels devastated to the point that she cannot work. She then stays at 
home, overeats, and avoids people. 

Ms. Waters’ academic and vocational history has been erratic. She has a master’s de- 
gree in psychology and worked as a counselor for a while but found this work too up- 
setting. She then began a doctoral program in sociology, but after completing her course 
work, she interrupted this degree program to train in physical therapy. She has never 
worked in one job for more than a few years and has spent much of her adult life as a 
student. Her current romance is the longest she has sustained. She lived with a man 

once previously, but this was a brief and tumultuous relationship. Boyfriends have de- 

scribed her as “needy and clinging,” and it appears that her current boyfriend fears her 
neediness. 

Although Ms. Waters reports chronic depression, when asked about “high” periods, 

she describes many episodes of abnormally elevated mood and increased energy that 
have lasted for several months at a time. During these times she would function on 3- 
4 hours of sleep a night, spend hours on the phone catching up with friends whom she 
never speaks to during those times when she is feeling down, and feel that her thoughts 
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were racing. She was able to get a lot done, but her friends were obviously concerned 
about the change in her behavior, urging her to “slow down” and “calm down.” She has 
never gotten into any real trouble during these episodes. 

Discussion of “Still a Student” 
Ms. Waters’ long history of mild depressive symptoms suggests the diagnosis 
of Persistent Depressive Disorder (Dysthymia) (see “Junior Executive” in Sec- 
tion 4.3) along with recurrent episodes of Major Depressive Disorder (see 
“Worthless Wife” in Section 4.2). However, her many episodes of elevated 
mood, decreased sleep, increased activity, and racing thoughts clearly indicate 
Hypomanic Episodes, which rule out a diagnosis of Persistent Depressive Dis- 
order in favor of a diagnosis of Bipolar II Disorder (DSM-5, p. 132). She cur- 

rently is experiencing a Major Depressive Episode (weight gain, insomnia, 

trouble concentrating, self-deprecation, suicidal ideation) so that the Bipolar II 

Disorder would be further specified as Current Episode Depressed. 

In contrast to the so-called typical depressive presentation characterized by 

trouble sleeping and loss of appetite, Ms. Waters often sleeps 18 hours and has 

had an increase in appetite. These features, referred to as “reverse vegetative 

symptoms,” in the presence of Ms. Waters’ depressed mood that brightens in 

response to positive events and her rejection sensitivity, warrant the additional 

specification of With Atypical Features. Despite its name, “atypical depres- 

sion” is very common. This clinical picture has been demonstrated to be asso- 

ciated with especially good response to an older type of antidepressant 

medication called monoamine oxidase inhibitors (MAOIs) and poorer re- 

sponse to tricyclic antidepressant medications such as nortriptyline. 

3.3 
Cyclothymic Disorder 

Unlike the other disorders in this chapter, which are episodic—that is, made up of 

relatively distinct mood episodes (Manic Episodes, Hypomanic Episodes, and Major 

Depressive Episodes) usually with a period of normal mood in between episodes— 

Cyclothymic Disorder is a chronic fluctuating mood disturbance with numerous peri- 

ods of mildly elevated mood and mildly depressed mood that never get severe enough 

to be considered Manic, Hypomanic, or Major Depressive Episodes. For a diagnosis of 

Cyclothymic Disorder, mood symptoms, either the elevated or depressed periods, 

must be present for most of the time for a period of at least 2 years. Asa result of the 

chronic mood changes, individuals with Cyclothymic Disorder are often viewed by 

others as moody, temperamental, unreliable, or inconsistent. Cyclothymic Disorder 

can cause significant problems as a result of prolonged periods of cyclical, often 
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unpredictable mood changes, although it is almost always less impairing than Bipo- 

lar I or Bipolar II Disorder, in which individuals are often unable to function during 

Manic or Major Depressive Episodes. 

Cyclothymic Disorder usually begins in adolescence or early adult life and usually 

has an insidious onset and a persistent course. The lifetime prevalence of Cyclothy- 

mic Disorder is approximately 0.4%-1%. Prevalence in mood disorders clinics may 

range from 3% to 5%. In the general population, Cyclothymic Disorder is apparently 

equally common in males and females. 

Car Salesman 

Geoffrey Fisher, a 29-year-old car salesman, was referred by his current girlfriend, a 
psychiatric nurse, who suspected he had a mood disorder, even though Mr. Fisher was 
reluctant to admit that he might be a “moody” person. According to him, since age 14 
he has experienced repeated alternating cycles that he terms “good times and bad 
times.” During a “bad” period, usually lasting 4-7 days, he sleeps 10-14 hours daily 
and lacks energy, confidence, and motivation—”just vegetating,” as he puts it. Often, 
he abruptly shifts, characteristically upon waking in the morning, to a 2- to 3-day 
stretch of overconfidence, heightened social awareness, promiscuity, and sharpened 
thinking—”Things would flash in my mind.” At such times he indulges in alcohol to 
enhance the experience, but also to help him sleep. Occasionally, the “good” periods 
culminate in irritable and hostile outbursts, which often herald the transition back to 

another period of “bad” days. He admits to frequent use of marijuana, which he claims 
helps him “adjust” to daily routines. 

As a car salesman, his performance has been uneven, with “good days” barely can- 
celing out the “bad days,” yet even during his “good days” he is sometimes argumen- 
tative with customers and loses sales that appeared sure. Although considered a 
charming man in many social circles, he alienates friends when he is hostile and irrita- 
ble. He typically accumulates social obligations during the “bad” days and takes care 
of them all at once on the first day of a “good” period. 

Discussion of “Car Salesman” 
Mr. Fisher has had numerous periods in which he has had some symptoms char- 

acteristic of both hypomania and depression. Characteristic of the “good days” 

are overconfidence, increased activity, and poor judgment (promiscuity). These 

periods come perilously close to meeting the criteria for Hypomanic Episodes, 

but they do not last sufficiently long (at least 4 days) to meet criteria for a Hypo- 

manic Episode. Similarly, the “bad days,” characterized by oversleeping and 

lack of energy, confidence, and motivation, are not of sufficient severity and du- 

ration to meet the criteria for a Major Depressive Episode. The chronicity and 
unpredictable nature of these mood changes have clearly had a negative impact 
on his life, having negatively affected his performance at work (arguing with 
customers and losing sales even on good days) and with his friends (alienating 
friends when he is irritable). Thus, the diagnosis for Mr. Fisher’ presentation is 
Cyclothymic Disorder (DSM-5, p. 139). 

90 Learning DSM-5 by Case Example 



3.4 
Substance/Medication-Induced 

Bipolar and Related Disorder 

sym PTOMS that are characteristic of Manic, Hypomanic, and Major Depressive 
Episodes (i.e., elevated, expansive, or irritable mood, with or without depressed 
mood, or markedly diminished interest or pleasure in all, or almost all, activities) can 
be caused by intoxication with certain substances of abuse (i.e., alcohol; phencycli- 
dine; hallucinogens; sedatives, hypnotics, or anxiolytics; amphetamines or cocaine) 
or withdrawal from certain substances of abuse (i.e., alcohol; sedatives, hypnotics, or 
anxiolytics; amphetamines or cocaine) or as a side effect of certain medications (e.g., 
corticosteroids, androgens, and levodopa). In such cases, a diagnosis of a Substance / 
Medication-Induced Bipolar and Related Disorder is made. An important exception 
is the case of a Hypomanic or Manic Episode that occurs after antidepressant medi- 

cation use and persists beyond the physiological effects of the medication; in this sit- 

uation, the symptoms are considered an indicator of true Bipolar Disorder rather than 

Substance /Medication-Induced Bipolar and Related Disorder. 

Sleepless Housewife 

Ingrid Einbach, a 28-year-old woman from the Bavarian countryside of Germany and 
the mother of two children, had been treated in a dermatology clinic for recurrent skin 
infections. She is referred to a psychiatric clinic 5 days after complaining to her derma- 
tologist about insomnia, which started after she took her first dose of a new oral antibi- 
otic, ofloxacin, that the dermatologist had prescribed. 

Following her first sleepless night, Ms. Einbach became unusually cheerful, social, 

and physically active. She played tennis for hours, saw friends she had not seen in 
years, and felt “tip-top.” She awoke from only 1 hour of sleep feeling rested. After 3 
days, she mentioned to her husband that “her thoughts were running away” and that 
“everything within her was vibrating.” Two days later, she consulted the dermatologist 

who, alarmed by Ms. Einbach’s condition, discontinued the ofloxacin and prescribed an 

antianxiety drug, alprazolam, with instruction to increase the dose over the next 5 days, 
and made an appointment for her to be seen in the psychiatric clinic that same day. 

Ms. Einbach reported no psychiatric history for herself or any family member. Other 
than the ofloxacin, she had not taken any medications during the 4 weeks preceding her 
change in mood. Her medical history was unremarkable except for previous hypothy- 

roidism, which had been successfully treated. All laboratory data and medical, gyneco- 

logical, and neurological findings were within normal limits. Electrocardiogram, 
electroencephalogram, and a CT scan of her head were all normal. 

For the next week, Ms. Einbach complained of “feeling all mixed up.” On the one 

hand, she felt dysphoric and depressed, and complained of loss of energy, indecisive- 

ness, lack of interest, fatigue, and marked loss of appetite. On the other hand, she expe- 

rienced racing thoughts, felt restless and irritable, and was unable to concentrate. Her 
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affect was labile, alternating between episodes of unprovoked crying and laughing. She 
also had four panic attacks, one of them witnessed by her private physician, during 
which she suddenly felt apprehensive, trembled, turned pale, was short of breath, had 
tachycardia (rapid heartbeat), and almost fainted. On another occasion during a panic 
attack, she mentioned to her physician that she feared that “something evil had hap- 
pened” and was worried that he “might be hiding something” from her. 

By the tenth day after the beginning of her mood changes, the patient had developed 
a typical depressive syndrome with a markedly depressed mood, loss of energy, loss of 
interest in her children, marked loss of appetite, insomnia, and pronounced psychomo- 
tor retardation. Two weeks later, her depression seemed to lift shortly after she slept for 
several consecutive hours for the first time. Within a few days her mood was back to 

normal. 

Discussion of “Sleepless Housewife” 
Ms. Einbach, who had no prior psychiatric history, developed a variety of psy- 

chiatric symptoms during or soon after exposure to a medication that is capable 

of producing the symptoms (DSM-5, p. 142). The class of antibiotic medication 

known as the fluoroquinolones are known to have rare psychiatric side effects, 

including anxiety, depression, insomnia, panic attacks, mania, and psychosis. 

Ms. Einbach developed insomnia, elevated mood, racing thoughts, and in- 

creased activity immediately following taking the medication; soon after stop- 

ping the drug, she developed a variety of depressive symptoms (dysphoria, 

loss of energy, lack of appetite, and loss of interest) that intermingled with the 

manic symptoms; then she experienced a period with only depressive symp- 

toms. Because of the absence of a history of mood disturbance in the patient or 

in her family, and because of the close temporal relationship between her hav- 

ing taken the drug and then stopping it and the onset of the mood disturbance, 

it is reasonable to conclude that the drug was responsible for the manic and de- 

pressive disturbances. Therefore, the clinician first makes a diagnosis of Oflox- 

acin-Induced Bipolar and Related Disorder (DSM-5, p. 142). 

A logical assumption is that the panic attacks, which lasted for 5 days, were 

also triggered by the drug. Therefore, the clinician could give the additional 

diagnosis of Ofloxacin-Induced Anxiety Disorder, With Panic Attacks (DSM-5, 

p. 226) or, more parsimoniously, simply list the more prominent Substance / 

Medication-Induced Bipolar and Related Disorder and think of the panic at- 
tacks as an associated feature. 

It is reasonable to assume that Ms. Einbach’s paranoid ideation (i.e., that 

the doctor is hiding something from her) is also a reaction to the ofloxacin. 
However, this feature does not seem marked enough to warrant an additional 
diagnosis. 
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CHAPTER 4 

Depressive Disorders 

Depressive Disorders are among the most common and disabling types of 
mental disorders worldwide. In earlier editions of DSM, Depressive Disorders were 
classified along with Bipolar Disorders in a group referred to as Mood Disorders or 
Affective Disorders, but because Depressive Disorders and Bipolar and Related Dis- 
orders have major differences in clinical course, treatment, and presumed etiology, 

these two groups of disorders are now classified separately in DSM-5. 

Depressive Disorders are all characterized by “the presence of sad, empty, or irritable 

mood” (DSM-5, p. 155), along with somatic (physical functions) and cognitive (mental 

functions) changes that adversely impact an individual's ability to function in major life 

arenas. Depressive Disorders differ from each other with respect to accompanying clin- 

ical features, onset and course, duration, severity, and presumed etiology. Disruptive 

Mood Dysregulation Disorder, a new disorder in DSM-5, is a disorder of children, char- 

acterized by persistent irritability and frequent episodes of extreme behavioral dyscon- 

trol. Major Depressive Disorder is characterized by discrete episodes of changes in 

mood, cognition, and sleeping and eating patterns that last at least 2 weeks but often 

much longer. Persistent Depressive Disorder (Dysthymia) describes a pattern of chronic 

depression of varying severity that lasts at least 2 years in adults and 1 year in children. 

Premenstrual Dysphoric Disorder is a specific depressive syndrome in women that be- 

gins sometime following ovulation in the menstrual cycle and remits within a few days 

after menses. Finally, depressive syndromes may be caused by a variety of substances 

of abuse, prescription medications, and other medical conditions. Thus, DSM-5 in- 

cludes diagnoses for Substance /Medication-Induced Depressive Disorders and for De- 

pressive Disorder Due to Another Medical Condition. (Table 4-1 lists characteristic 

features of the Depressive Disorders discussed in this chapter.) 

Depressive Disorders, Anxiety Disorders, and Somatic Symptom and Related Dis- 

orders are on a continuum of psychopathology known as the “internalizing” spec- 

trum (as opposed to the “externalizing” spectrum; see introduction to Chapter 18, 

“Personality Disorders”) and are particularly associated with the underlying person- 

ality trait domain of negative affectivity (DSM-5, p. 779). The Depressive Disorders rep- 

resent disorders characterized mainly by distress, whereas the Anxiety Disorders are 

characterized mainly by fear or anxiety. Pathological personality traits constitute risk 

factors for the development of related mental disorders and also help to explain the 

extensive co-occurrence among related disorders. 
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TABLE 4-1. Characteristic features of Depressive Disorders 

Disorder Key characteristics 

Disruptive Mood Severe recurrent temper outbursts manifested verbally or 
Dysregulation Disorder behaviorally occurring three or more times per week 

Persistently irritable or angry mood between outbursts 

Duration at least 12 months 

Outbursts occur in at least two of three settings (i.e., at home, 

in school, with peers) 

Age of first diagnosis between 6 and 18 years 

Age at onset before 10 years 

Major Depressive Disorder | Depressed mood or loss of interest or pleasure for at least 

2 weeks 

Other symptoms including appetite and sleep disturbance, 
psychomotor agitation or retardation, fatigue or loss of 
energy, feelings of worthlessness or guilt, diminished ability 

to think or concentrate, recurrent thoughts of death or 
suicidal thoughts, plans, or attempt 

Persistent Depressive Depressed mood most of the day, more days than not, for at 
Disorder (Dysthymia) least 2 years (1 year for children and adolescents) 

Other symptoms including appetite and sleep disturbance, 
low energy or fatigue, low self-esteem, poor concentration 
or difficulty making decisions, feelings of hopelessness 

During 2-year period (1 year for children and adolescents), no 
more than 2 months without symptoms 

Premenstrual Dysphoric In majority of menstrual cycles over the preceding year, 

Disorder depressive symptoms present in final week before onset of 

menses, start to improve within a few days after menses, and 
become minimal or absent in the week postmenses 

Confirmed by daily prospective ratings during at least two 
symptomatic cycles 

Depressive Disorder Due to Prominent and persistent period of depressed mood or loss of 
Another Medical Condition interest or pleasure 

Disturbance is the direct pathophysiological consequence of 
another medical condition 
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4.1 

Disruptive Mood 
Dysregulation Disorder 

Disruptive Mood Dysregulation Disorder is a new disorder in 
DSM-5 designed to capture the clinical picture of many children who were formerly 
(and inappropriately) diagnosed as having childhood Bipolar Disorder. The hallmark 
symptoms are severe recurrent temper outbursts that a child expresses verbally by 
yelling and screaming and/or behaviorally by physical aggression toward other peo- 

ple or toward property. The outbursts are “grossly out of proportion in intensity or 

duration to the situation or provocation” (DSM-5, p. 156). The outbursts occur fre- 

quently—on average, three or more times per week—and are far beyond anything 

seen normally at the child’s developmental level. In between the outbursts, the child’s 

mood is persistently irritable or angry most of the time, which is clearly apparent to 

others, such as the child’s parents, teachers, or peers. In fact, the diagnosis is not given 

unless the temper outbursts and irritable/angry mood are present in at least two of 

three settings (i.e., at home, in school, with peers) and are “severe” in at least one of 

these settings. The disturbance should be present for at least 1 year, and the diagnosis 

is not given if the child has been without symptoms for a period of 3 months or more. 

Onset must be before age 10 years, and the diagnosis is restricted to children between 
ages 6 and 18 years. There must be no instances of more than 1 day when the full cri- 

teria for a Manic or Hypomanic Episode (DSM-5, p. 124) have been met. 

Disruptive Mood Dysregulation Disorder is a very common mental disorder in pe- 

diatric mental health settings. It is more common among boys than girls. The distur- 

bance is persistent, by definition lasting at least 1 year, with 50% of cases lasting 

longer. Chronic, severe, nonepisodic irritability rarely turns into Bipolar Disorder (see 

Chapter 3) over time, which is one reason the diagnosis of childhood Bipolar Disorder 

was not accurately applicable; instead, this symptom increases the risk of the devel- 

opment of Major Depressive Disorder (see Section 4.2; hence its classification among 

the Depressive Disorders in DSM-5) or Anxiety Disorders (see Chapter 5) in adult- 

hood. The history of children with Disruptive Mood Dysregulation Disorder often in- 

cludes other childhood mental disorders, such as Oppositional Defiant Disorder (see 

“No Brakes” in Section 15.1), Attention-Deficit / Hyperactivity Disorder (see “Into Ev- 

erything” in Section 1.7), or various Anxiety Disorders (see Chapter 5). Disruptive 

Mood Dysregulation Disorder is very disruptive to a child’s family, school, and peer 

group functioning. Suicide attempts, dangerous or severely aggressive behavior, and 

psychiatric hospitalizations are common. 
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Titanic Tantrums' 

Dillon, an 8-year-old boy living with his parents and his younger brother, was evalu- 

ated because his parents were at their “wits’ end” regarding how to handle his explo- 

sive outbursts, which were occurring several times a day. Ms. A., Dillon’s mother, 

stated, “It has gotten to the point where I dislike my child.” 
At the time of the evaluation, Dillon was exhibiting temper outbursts several times 

a day that lasted approximately 10 minutes, and more intense 30-minute outbursts mul- 
tiple times a week, during which he became physically aggressive. For example, during 
a recent tantrum, Dillon kicked and punched holes in his bedroom door, causing such 
destruction that the door needed to be replaced. Additionally, Ms. A. reported that she 
always had bruises on her arms from blocking Dillon’s strikes. Dillon’s parents de- 
scribed him as irritable and cranky for the better part of the day on most days. When 
irritable, Dillon appeared agitated and restless and often expressed that he wanted to 
be left alone. Attempts to cheer him up were typically unsuccessful and sometimes 
worsened his irritability. 

Dillon was in the second grade ina restrictive classroom environment, classified un- 
der special education as emotionally disturbed. In the past school year, Dillon had been 
suspended three times—for physical aggression toward school personnel, for throwing 
a chair in the classroom, and for knocking over a bookcase. Despite his average to su- 
perior cognitive abilities, Dillon struggled academically, partly because of the large 
amount of time he spent out of the classroom due to his disruptive behavior. Teachers 
noted that Dillon often appeared to be in an irritable, agitated mood and that he rarely 
smiled or appeared happy. They often felt they were walking on eggshells to avoid his 
rageful outbursts. 

Ms. A. reported that Dillon had always been a difficult child. As a baby, he was col- 
icky and cried incessantly for several hours each day. As a toddler, he threw tantrums 
multiple times per day, which Ms. A. attributed to the “terrible twos.” Unfortunately, 
Dillon’s outbursts escalated as he grew older. By the time Dillon was 5, his temper tan- 
trums included hitting and kicking his parents and throwing breakable objects. His dif- 
ficulties were also manifest outside the home, as evidenced by his expulsion from 
prekindergarten because of unmanageable behavior. 

Dillon’s tantrums and noncompliance at home increased once he entered school, as 
homework added another source of frustration and negative interactions. He was 
highly distractible and exhibited strong opposition when asked to do homework. He 
was constantly restless, fidgeting, and getting out of his seat, and he was difficult to 
control. He also tried to avoid daily routines, such as picking up his clothes and brush- 
ing his teeth, and he threw tantrums regularly to avoid them. During this time, Dillon’s 
irritability worsened as well. Around the time he started first grade, he began to appear 
constantly “on edge” and was easily bothered by little things, such as others sitting too 

close to him. His mood remained cranky for most of the day, sometimes for several days 
at a time. When his parents tried to cheer him up by suggesting a fun activity, he would 

snap, demanding to be left alone. Dillon also started to make hostile attributions re- 
garding his peers’ intentions. For example, when playing tag, Dillon would get angry, 
believing the others had hit him on purpose when they were merely tagging him. He 
also expressed the negative thoughts that no one liked him, that he did not have any 
friends, and that his parents did not love him. At times, Dillon had difficulty controlling 
these thoughts, in episodes that Ms. A. referred to as “mind spirals.” Dillon would 

" Adapted from Roy AK, Lopes V, Klein RG: “Disruptive Mood Dysregulation Disorder: A 
New Diagnostic Approach to Chronic Irritability in Youth.” American Journal of Psychiatry 
171:918-924, 2014. Copyright © 2014 American Psychiatric Association. Used with permission. 
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bring up an angering event out of nowhere, such as being yelled at by his teacher a few 
days earlier, and remain upset for several hours. 

Dillon’s outbursts at school led to his classification as emotionally disturbed, and he 
was moved to a smaller classroom. Despite this more supportive environment, Dillon 
continued to be disruptive and to have difficulty focusing, following instructions, and 
completing class work. He became bored easily and refused to do his work. Over time, 
Dillon’s academic progress declined. Teachers eventually placed fewer academic de- 
mands on him to avoid outbursts. 

In Dillon’s early schooling, he made friends and enjoyed interacting with peers. 
However, because of his temper tantrums and hostile attributions, his peers began to 
avoid him. His parents restricted family outings. They stopped attending Mass when 
Dillon was in second grade because he could not sit still and would throw tantrums in 
church. They cut back on family gatherings and avoided including Dillon on errands, 
because of the embarrassment caused by his tantrums. 

Dillon’s parents and Dillon consulted with a child psychiatrist to discuss medica- 
- tion. The psychiatrist prescribed methylphenidate in the hope that it would improve 
Dillon’s hyperactivity and frustration tolerance and thus reduce his tantrums. Because 
Dillon’s outbursts at home had become a means of avoiding demands, and his parents 
were unsure about managing them, the parents were referred for parent management 
training, which offers specific strategies that enhance effective communication and dis- 
cipline. At the same time, Dillon received individual cognitive-behavioral therapy 

aimed at teaching him how to better regulate his mood and improve his frustration tol- 
erance. He was taught coping skills to regulate his anger and to identify and relabel dis- 
tortions that contributed to his hostile reactions. Finally, a school behavior daily report 
card was developed that functioned like a token economy through which Dillon was 
rewarded for specific positive behaviors in the classroom. 

Discussion of “Titanic Tantrums” 
Dillon’s behaviors and mood symptoms are consistent with Disruptive Mood 

Dysregulation Disorder (DSM-5, p. 156). His temper outbursts were frequent 

(at least three per week), severe, and explosive, causing impairment at home 

and in school. Between explosive episodes, Dillon’s mood was chronically ir- 

ritable. These symptoms had been present for several years without periods of 

amelioration. In addition, Dillon’s presentation meets criteria for Attention- 

Deficit / Hyperactivity Disorder, Combined Presentation (see Section 1.7), and 

Oppositional Defiant Disorder (see Section 15.1). However, according to the 

note for DSM-5 Criterion J (p. 156), when criteria for both Oppositional Defiant 

Disorder and Disruptive Mood Dysregulation Disorder are met, only the latter 

diagnosis is assigned. Mania symptoms were not reported in Dillon’s case, and 

his irritable mood was chronic, which ruled out Bipolar Disorder. 

The diagnosis of Disruptive Mood Dysregulation Disorder was created to 

deal with the problem of overdiagnosis of juvenile Bipolar Disorder. Disrup- 

tive Mood Dysregulation Disorder is intended to address the mistaken belief 

that chronic irritability in children is a developmental variant of Bipolar Disor- 

der. The rate of conversion from severe, chronic irritability in children to epi- 

sodic Bipolar Disorder later in life is very low. Family history studies do not 

indicate an increase in the number of relatives with Bipolar Disorder in the 

families of children with chronic irritability. Moreover, various cognitive and 

emotional processing tests show unique signs of dysfunction in chronically ir- 

ritable children. Therefore, to discourage clinicians from making a mistaken 

pediatric bipolar diagnosis, the diagnosis of Disruptive Mood Dysregulation 
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Disorder was added to DSM-5 despite limited empirical data in support of it. 

Many experts consider Disruptive Mood Dysregulation Disorder to simply be 

a subtype of Oppositional Defiant Disorder. 

Differentiating Disruptive Mood Dysregulation Disorder from actual Bipo- 

lar Disorder (see “Radar Messages” in Section 3.1) relies primarily on careful 

characterization of irritable mood. Disruptive Mood Dysregulation Disorder is 

characterized by chronic irritability, whereas irritability in Bipolar Disorder is 

episodic, representing a change from the person’s usual state. Thus, the typical 

mood of Disruptive Mood Dysregulation Disorder is consistently irritable or 

angry, whereas that of pediatric Bipolar Disorder varies among states of eu- 

thymia (i.e., normal mood), depression, and mania. 

4.2 

Major Depressive Disorder 

Major Depressive DiSOrder is the prototypical Depressive Disorder. It is 
characterized by periods in which 1) depressed mood and/or 2) markedly dimin- 

ished interest or pleasure in all or almost all activities occurs every day, most of the 

day, for a continuous period of at least 2 weeks. Additionally, four of the following 

symptoms occur and together with one or both of the above symptoms constitute 

Major Depressive Disorder: 

e A decrease in appetite leading to significant weight loss or an increase in appetite 

leading to significant weight gain 

¢ Insomnia or hypersomnia (sleeping too much) nearly every day 

¢ Psychomotor agitation or retardation nearly every day 

e Fatigue or loss of energy nearly every day 

¢ Feelings of worthlessness or excessive or inappropriate guilt nearly every day 

¢ Diminished ability to think or concentrate, or indecisiveness, nearly every day 

¢ Preoccupation with thoughts of death, recurrent suicidal ideation with or without 
a specific plan, or a suicide attempt or plan 

The combination of symptoms occurring together are very distressing to the per- 

son and cause impairment in social, occupational, or other important areas of func- 

tioning. Major Depressive Disorder may be characterized as Mild, Moderate, or 

Severe, based on the number of symptoms present in excess of those required to make 
the diagnosis (i.e., a minimum of five of the nine symptoms in Criterion A), the 

amount of distress caused by the symptoms, and the amount of impairment in psy- 
chosocial functioning (DSM-5, p. 188). 

Major Depressive Disorder and some other Depressive Disorders also vary by 
whether or not patients have co-occurring psychotic features (mood-congruent or 
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mood-incongruent), anxious distress, melancholic features, atypical features, or Cata- 
tonia. These additional features are captured by specifiers in the DSM-5 diagnostic 
system: 

Psychotic symptoms include delusions or hallucinations. Mood-congruent psychotic 
features have content that is consistent with “depressive themes of personal inad- 
equacy, guilt, disease, death, nihilism, or deserved punishment” (DSM-5, p. 186). 
Mood-incongruent psychotic features are those that do not involve these typical de- 
pressive themes. : 

¢ Anxious distress includes such anxiety symptoms as feeling keyed up or tense, feel- 
ing unusually restless, having difficulty concentrating because of worry, being 
fearful that something awful might happen, or the person’s feeling that he or she 
is losing control of himself or herself. 

e Mixed features are symptoms of mania or hypomania, such as elevated or expan- 
sive mood, inflated self-esteem or grandiosity, excessive talkativeness or pressure 

of speech, racing thoughts, and increase in energy or goal-directed activity, that 

occur nearly every day for the majority of days of a Major Depressive Episode. 

¢ Melancholic features include loss of pleasure in all or almost all activities; not react- 

ing positively to usually pleasurable stimuli or when good things happen; having 

profound despondency, despair, or moroseness (the so-called empty mood); de- 

pression that is regularly worse in the morning; waking up very early in the morn- 

ing; marked psychomotor agitation or retardation; significant anorexia or weight 

loss; or excessive or inappropriate guilt. 

e Atypical features are defined as reactivity of mood to positive events, significant 

weight gain or increase in appetite, hypersomnia, a heavy leaden feeling in the 

arms or legs (“leaden paralysis”), and a long-standing history of sensitivity to in- 

terpersonal rejection. 

¢ Catatonia is described in the chapter on Schizophrenia Spectrum and Other Psy- 

chotic Disorders (see Section 2.6) because it more commonly occurs in the context 

of those disorders. 
¢ Finally, Major Depressive Disorder varies by certain aspects of its clinical course. 

Major Depressive Disorder can be noted as a Single (one and only one) Episode or 

as Recurrent Episode. If its onset occurs during pregnancy or within 4 weeks fol- 

lowing delivery, it is specified as With Peripartum Onset. If there is a regular pat- 

tern of Major Depressive Disorder episode onsets in the fall or winter of the year 

(not due to any psychosocial reasons, such as winter unemployment), it can be 

specified as With Seasonal Pattern. Episodes of Major Depressive Disorder can 

also be noted as In Partial Remission or In Full Remission. 

All of these additional features of Major Depressive Disorder are important to note 

because each has some treatment or prognostic significance (Table 4-2). 

The 12-month prevalence of Major Depressive Disorder in the United States is es- 

timated at approximately 7%. Major Depressive Disorder is more common in young 

persons ages 18-29 years than in persons age 60 and older. It is 1.5—3 times more com- 

mon in women than in men. The onset of Major Depressive Disorder can be at any 

age, but there is a large increase in onset around puberty and a peak incidence in the 

20s. The course of Major Depressive Disorder is highly variable. A chronic course is 
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TABLE 4-2. Clinical utility of specifiers for Major Depressive Disorder 
BET eee ot oe ae 0 i a ign ae” ae AL RAE ae ee AEE 

Specifier Potential clinical utility 

Mild, Moderate, Severe Treatment selection for Major Depressive Episode 

(psychotherapy for Mild to Moderate, medication for 

Moderate to Severe) 

With Psychotic Features Treatment (need for antipsychotic medication) 

With Mood-Congruent/Mood- Possibly shared genetic vulnerability with Schizophrenia 

Incongruent Psychotic Features 

With Anxious Distress More difficult to treat, higher risk of suicide 

With Mixed Features More difficult to treat, higher suicide attempt rates 

With Melancholic Features Treatment (need for somatic treatment) 

With Atypical Features Treatment (avoid use of tricyclic antidepressant 
medications) 

With Catatonia Treatment (electroconvulsive therapy) 

With Peripartum Onset Future prognosis 

With Seasonal Pattern Treatment (may benefit from bright light therapy) 

In Remission (Partial or Full) Treatment change vs. maintenance treatment and regular 

follow-up 

associated with underlying depressive personality features; psychotic features; Per- 

sonality Disorders (see Chapter 18); Anxiety Disorders (see Chapter 5); and Substance 

Use Disorders (see Chapter 16). Major Depressive Disorder occurs in all cultures, al- 

though at different rates. In some cultures and subcultures, somatic symptoms, such 

as insomnia and loss of energy, are the most common presenting complaints. Func- 

tional impairment in Major Depressive Disorder is also highly variable, but it can be 

completely incapacitating in some instances. Suicide attempts and completed sui- 

cides are possible outcomes. Women make more suicide attempts, but men are more 

likely to be successful. The presence of co-occurring Borderline Personality Disorder 

(see “Empty Shell” in Section 18.1) increases the risk for suicide attempts. 

Worthless Wife 

Connie Russo, a 33-year-old homemaker and mother of a 4-year-old son, Anthony, is 

referred by her general practitioner to a psychiatric outpatient program because of her 
complaint that she has been depressed and unable to concentrate since she separated 

from her husband 3 months previously. Ms. Russo left her husband Vincent after a 5- 

year marriage. Violent arguments between them, during which Ms. Russo was beaten 

by her husband, had occurred for the last 4 years of their marriage, beginning when she 

became pregnant with Anthony. There were daily arguments during which Mr. Russo 

hit her hard enough to leave bruises on her face and arms. During their final argument, 

about Ms. Russo’s buying an expensive tricycle for Anthony, her husband had held a 
loaded gun to Anthony’s head and threatened to shoot him if she did not agree to 
return the tricycle to the store. Ms. Russo obtained a court order of protection that pre- 
vented her husband from having any contact with her or their son. She and Anthony 
relocated to her parents’ apartment, where they are still living. ; 
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Ms. Russo, an only child, is a high school and secretarial school graduate. She 
worked as an executive secretary for 6 years before her marriage and for the first 2 years 
after, until Anthony’s birth. Before her marriage, Ms. Russo had her own apartment. 
She was close to her parents, visiting them weekly and speaking to them a couple of 
times a week. Ms. Russo had many friends whom she also saw regularly. She still had 
several friends from her high school years. In high school, she had been a popular 
cheerleader and a good student. In the office where she had worked as a secretary, she 
was in charge of organizing office holiday parties and money collections for employee 
gifts. She had no past history of depression; there was no family history of violence, 
mental illness, or substance abuse. Her parents have been happily married for 25 years. 

Mr. and Ms. Russo met at work, where he was an accountant. They married after a 
3-month courtship, during which time Ms. Russo observed Mr. Russo using cocaine 
twice at parties. When she expressed concern, he reassured her that he was only “trying 
it to be sociable” and denied any regular use. 

Mr. Russo, a college graduate, is the oldest of three siblings. His father drank a pint 
~ of bourbon each night and often beat Mr. Russo’s mother. Mr. Russo’s two younger 

brothers both have histories of substance abuse. 
During their first year of marriage, Mr. Russo became increasingly irritable and critical 

of his wife. He began to request that she stop calling and seeing her friends after work, and 
he refused to allow them or his in-laws to visit their apartment. Ms. Russo convinced her 
husband to try marital therapy, but he refused to return after the initial two sessions. 

Despite her misgivings about her husband’s behavior toward her, Ms. Russo de- 
cided to become pregnant. During the seventh month of the pregnancy, she developed 
thrombophlebitis (inflammation of the leg veins) and had to stay home in bed. Her hus- 
band began complaining that their apartment was not clean enough and that Ms. Russo 
was not able to shop for groceries. He never helped her with the housework. He refused 
to allow his mother-in-law to come to the apartment to help. One morning when he 
could not find a clean shirt, he became angry and yelled at Ms. Russo. When she sug- 
gested that he pick up some clothes from the laundry, he began hitting her with his fists. 
She left him and went to live with her parents for a week. He expressed remorse for hit- 
ting her and agreed to resume marital therapy. 

At her parents’ and husband's urging, Ms. Russo returned to her apartment. No fur- 
ther violence occurred until after Anthony’s birth. At that time, Mr. Russo began using 

cocaine every weekend and often became violent when he was high. 
In the 3 months since she left her husband, Ms. Russo has become increasingly de- 

pressed. Her appetite has been poor, and she has lost 10 pounds. She cries a lot and of- 
ten wakes up at 5 A.M., unable to get back to sleep. Since she left her husband, he has 
been calling her at her parents’ home and begging her to return to him. One week before 
her psychiatric evaluation, Ms. Russo’s parents took her to their general practitioner. 
Her physical examination was normal, and he referred her for psychiatric treatment. 

When seen by a psychiatrist in the outpatient clinic, Ms. Russo is pale and thin, 

dressed in worn-out jeans and a dark blue sweater. Her haircut is unstylish, and she ap- 

pears older than she is. She speaks slowly, describing her depressed mood and lack of 

energy. She says that her only pleasure is in being with her son. She is able to take care 

of him physically but feels guilty because her preoccupation with her own bad feelings 

prevents her from being able to play with him. She now has no social contacts other than 

with her parents and her son. She feels worthless and blames herself for her marital 

problems, saying that if she had been a better wife, maybe her husband would have been 

able to give up the cocaine. When asked why she stayed with him so long, she explains 

that her family disapproved of divorce and kept telling her that she should try harder to 

make her marriage a success. She also thought about what her life would be like trying 

to take care of her son while working full time and did not think she could make it. 

Ms. Russo received medication and individual psychotherapy for her depression. 

She also participated in group therapy with other women who had been abused by 

their spouses. 
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After 6 months of therapy, Ms. Russo was no longer depressed. She bought new 

clothes and had her hair cut in a more flattering and youthful style. She found employ- 

ment as an executive secretary and placed Anthony in a day care center, where she par- 

ticipated in parent programs. She reported that she and Anthony had fun together in 

the evening and on weekends. She again began seeing her friends. With financial assis- 

tance from her parents, she began divorce proceedings against her husband and re- 

quested sole custody of Anthony. 

Discussion of “Worthless Wife” 
When Ms. Russo comes to treatment, she has almost all the characteristic 

symptoms of Major Depressive Disorder (DSM-5, p. 160). Her mood is persis- 

tently depressed; she has lost interest and pleasure in all activities except tak- 

ing care of her son; she feels worthless, has trouble concentrating, has poor 

appetite and has lost weight, lacks energy, and has difficulty sleeping. Because 

she has no history of prior episodes of significant depression, this would be 

noted as a Single Episode. Ms. Russo’s depression has more than enough of the 

required symptoms of the disorder and significantly affects her role (as a 

mother) and social functioning, but she has been managing with her parents’ 

help and is not completely dysfunctional. The severity of the episode would 

therefore be noted as Moderate. Following her excellent response to treatment, 

her disorder might be considered to be In Full Remission. It would be impor- 

tant to observe her for a period of time to monitor for any recurrence. 

Stonemason 

Stanley Kozlowski, a previously healthy 55-year-old stonemason, is admitted to a 
medical service because of loss of appetite and a 50-pound weight loss over the pre- 
ceding 6 months. His loss of appetite has been accompanied by a burning pain in his 
chest, back, and abdomen, which he believes indicates a fatal abdominal cancer. He is 

withdrawn and isolated, unable to work, disinterested in friends and family, and unre- 

sponsive to their attempts to make him feel better. He awakes at 4:00 A.M. and is unable 
to fall back asleep. He claims to feel worst in the mornings and to improve slightly as 
the day wears on. On mental status examination, he is markedly agitated and speaks of 
feelings of extreme unworthiness. Mr. Kozlowski says that he would be better off dead 
and that he welcomes his impending demise from cancer. He has no previous history 
of emotional disturbance or of substance abuse. Physical examination and laboratory 
tests are within normal limits. 

Discussion of “Stonemason” 

Mr. Kozlowski does not complain of feeling depressed, but he does complain 

of a pervasive loss of interest and pleasure. This, plus several of the other 

symptoms of a depressive syndrome (loss of appetite and weight loss, insom- 
nia, feelings of worthlessness, and recurrent thoughts of death) leading to sig- 

nificant distress and impairment in functioning, suggests the presence of 
Major Depressive Disorder (DSM-5, p. 160). The absence of a history of a 
Manic Episode rules out Bipolar Disorder (see “Radar Messages” in Section 
3.1). The normal physical examination and laboratory findings rule out the 
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possibility of a Depressive Disorder Due to Another Medical Condition (see 
“Toy Designer” in Section 4.5). The absence of a history of medication use or 
the abuse of substances rules out a Substance / Medication-Induced Depressive 
Disorder. Because this is Mr. Kozlowski’s first episode of depression, it would 
be specified as Single Episode. Also, because Mr. Kozlowski has a delusion 
that he has a fatal abdominal cancer, the diagnosis would be further character- 
ized as With Psychotic Features. The somatic delusion that he has a fatal cancer 
is consistent with the typical depressive themes of a Depressive Disorder (i.e., 
of disease and death) and therefore would be noted as With Mood-Congruent 
Psychotic Features. 

Mr. Kozlowski also demonstrates melancholic features: loss of pleasure in 
all, or almost all, activities; lack of reactivity (unresponsive to others’ attempts 

_to make him feel better); diurnal mood variation (depression worse in the 
morning); early-morning awakening; significant weight loss; and marked psy- 
chomotor agitation. Therefore, the diagnosis would be further specified as 

With Melancholic Features. According to DSM-5, when psychotic features and 

melancholic features are both present, both can be noted. Therefore, the final 

complete diagnosis in Mr. Kozlowski’s case would be Major Depressive Disor- 

der, Single Episode, With Mood-Congruent Psychotic Features, With Melan- 
cholic Features. 

Three Voices 

Haruki Takahashi, a 23-year-old man, was admitted to the hospital. He was almost 

totally mute. His parents reported that he had been apparently well until about 4 years 
previously when he broke off with his girlfriend. Since then, he had been living at home 

in Flushing, Queens, New York, spending much time by himself, holding various odd 
jobs, and unable to pursue any long-term goals. About 4 months before his hospital 
admission, he decided to go to California to change his environment and find a new job. 
However, shortly after he arrived there, his parents received a telephone call from him 
in which he “sounded bad.” His father flew to California and found him vigilant, par- 

anoid, and frightened, having seemingly not eaten for several days. The father brought 
his son home to New York and arranged for him to see a neurologist, who found Haruki 
to be essentially normal neurologically. Shortly thereafter, Haruki saw a psychologist, 
who recommended admission to a psychiatric hospital. 

On admission, Haruki was sleeping 10-12 hours a night, had little appetite, and had 

lost perhaps 20 pounds over the last couple of months. He reported a profound loss of 
energy and did not speak except to give occasional monosyllabic answers to the inter- 

viewer’s questions. During his first few days in the hospital, the patient showed virtu- 
ally no interest or pleasure in any activities and spent most of the time sitting on his bed 

and staring into space. On questioning, he did not complain of any specific feelings of 

worthlessness, self-reproach, or guilt, and he did not mention thoughts of death or sui- 

cide, although it was difficult to be certain about any of these points because of his pau- 

city of speech. 
In the hospital, Haruki was seen daily by a medical student who took a great interest 

in him and gradually gained his trust. Eventually, the patient revealed to the student 

that he was hearing three distinct voices—the voice of a child, the voice of a woman, 

and the voice of a man impersonating a woman. The three voices talked among them- 

selves and sometimes talked to him directly. At times, they spoke about him in the third 
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person, and on some occasions they seemed to echo his thoughts. The voices spoke 

about many different subjects and did not focus on any specific depressive themes, 

such as guilt, sin, or death. 

On the second day after admission to the hospital, Haruki was started on a regimen 

of an antipsychotic medication, olanzapine, 5 mg/day, and an antidepressant medica- 

tion, nortriptyline, at a dosage that was gradually increased to 150 mg/day. For the first 

2 weeks, he experienced virtually no improvement. However, by the third week, the pa- 
tient displayed some increased restlessness. The dosage of olanzapine was reduced to 
2.5 mg/day, and was eventually stopped entirely by about the end of the third week. 
On day 23 in the hospital, the patient began to experience a marked improvement in his 
energy level, and by the end of the fourth week, he was smiling, talkative, sleeping and 
eating well, and able to reminisce about the hallucinations, which he stated had now 

completely disappeared. A week later, he was discharged home, on a maintenance reg- 
imen of nortriptyline, 150 mg/day, but no other psychotropic medication. 

Approximately 8 months after his discharge, Haruki ran out of nortriptyline and did 
not obtain more from his pharmacy. His symptoms reappeared rapidly over the course 
of a few days. After a phone call from his parents to his doctor, the nortriptyline treat- 
ment was hastily resumed, and the patient again reverted essentially to normal after an- 

other week or so. 
Haruki’s mother had had a postpartum depressive episode of about 1 year’s dura- 

tion that had gradually remitted spontaneously without treatment. In addition, the 
mother’s sister had had a “nervous breakdown” when she was in her 40s that had re- 
quired her to be hospitalized; she had received a course of 12 electroconvulsive therapy 
treatments. Since that time, the aunt had had a complete remission and was described 
as functioning normally. 

Discussion of “Three Voices” 
Haruki apparently had a 4-year period during which he had some nonspecific 

difficulties (social withdrawal and inability to pursue long-term goals), fol- 

lowed by an episode of illness with paranoid behavior, bizarre auditory hallu- 

cinations, loss of interest and pleasure, anorexia and a 20-pound weight loss, 

hypersomnia, loss of energy, and psychomotor retardation (paucity of speech 

and spending most of his time sitting on the bed staring into space). It is inter- 

esting that the psychotic symptoms only came to light after the medical stu- 

dent gained the patient’s trust; psychotic symptoms can often be hidden by a 

patient and it can take some time and the development of rapport (and good 

powers of observation) to detect psychotic symptoms. 

In the past, this clinical presentation might well have been diagnosed as 

Schizophrenia, the 4-year period being viewed as prodromal to the acute psy- 

chotic phase. The patient’s loss of interest and pleasure and the other nonpsy- 

chotic symptoms would have been considered merely associated features. 
According to DSM-5, the loss of interest and pleasure and other nonpsychotic 
symptoms actually constitute a full major depressive syndrome. Because the 
psychotic symptoms apparently were present only when Haruki had a major 
depressive syndrome, they are considered a psychotic feature of Major De- 
pressive Disorder. This is true in spite of the fact that the content of the delu- 
sions and hallucinations is not consistent with such usual depressive themes 
as personal inadequacy, guilt, or deserved punishment. Thus, at admission, 
the patient’s diagnosis would be Major Depressive Disorder, Single Episode, 
Severe, With Mood-Incongruent Psychotic Features (DSM-5, p. 186), a diagno- 
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sis that is certainly supported by Haruki’s good response to an antidepressant 
and the family history of Mood Disorder. 

A question raised by this case is the appropriate subclassification of Major 
Depressive Disorder at the time of the reappearance of the depressive syn- 
drome when Haruki discontinued his medication. Should this be regarded as 
Major Depressive Disorder, Recurrent, or as the continuation of the Major De- 
pressive Disorder, Single Episode, the symptoms of which had been sup- 
pressed by medication? DSM-5 considers a 2-month period with no or only 
one or two mild symptoms of the disturbance to be the minimal amount of 
time needed to consider a recurrence a different episode. Because this patient's 
symptoms reappeared after 8 months, we would note it as a recurrent episode, 
although we recognize that many clinicians might regard the rapid develop- 

_ ment of symptoms following discontinuation of the medication as indicating 
that the patient was still experiencing the original Major Depressive Episode. 

It’s Typical? 

Settling into a chair in the psychiatrist's office, the young woman sighed and said, “I 
don’t know what's going on, I just don’t know.” For the past 2 months, Leslie Siegel, a 
25-year-old single art student had been struggling with feelings of depression and inad- 
equacy. The depression started when the man she had been seeing, a 42-year-old 
divorced general contractor, told her that he wanted to “slow down” their relationship, 

which she had assumed was heading for marriage. 
Ms. Siegel found herself crying frequently, not wanting to get out of bed in the morn- 

ings, missing classes, fatigued (feeling as though a lead weight had been placed on her 
shoulders), and constantly eating, “especially chocolate.” She had gained 15 pounds, 
making her noticeably plump compared with her usual thin and lithe figure. She was 
also experiencing anxiety attacks, which on several occasions had led her to turn 
around on the subway platform and go home rather than go to school. 

Ms. Siegel was convinced that her boyfriend was the only man for her. In the ensuing 

months, her mood fluctuated with his ambivalence. Whenever she interpreted his be- 
havior or something he said as a sign that they might still work things out, her spirits 
were buoyed; however, when he was distant or critical, she crashed into despair and 
self-deprecation. She was unable to separate her mood or her thoughts about her ulti- 

mate future from his day-to-day attitude toward her. 

Discussion of “It’s Typical” 
Ms. Siegel clearly has an episode of Major Depressive Disorder (DSM-5, p. 160). 

She has been persistently depressed for most of the time during the past 2 months, 

with changes in her interests, eating, sleeping, energy level, and self-concept. 

The symptoms are causing her significant distress and are interfering with her 

functioning. Although her depression is in reaction to a stressor—the threat- 

ened end of a relationship with the man she hoped to marry—it is more severe 

2 Adapted from Skodol AE: Problems in Differential Diagnosis: From DSM-III to DSM-III-R in 

Clinical Practice. Washington, DC, American Psychiatric Press, 1989, pp. 245-246. Copyright © 

American Psychiatric Press. Used with permission. 
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than what the clinician would observe in a patient with an Adjustment Disor- 

der, With Depressed Mood (see “Happy Ending” in Section 7.5) or Adjustment 

Disorder, With Mixed Anxiety and Depressed Mood. 

What is somewhat unusual about this case of Major Depressive Disorder is 

that Ms. Siegel’s mood reacts for the better when something positive happens 

(e.g., she sees something in what her boyfriend does or says that suggests to 

her that the relationship might still work out). Also, she has gained weight, 

rather than lost it, and she sleeps too much (missing classes) rather than expe- 

riencing insomnia. Finally, she feels like a lead weight is on her shoulders—a 

sensation referred to as leaden paralysis. These symptoms indicate that her di- 

agnosis would be Major Depressive Disorder, With Atypical Features. Al- 

though selective serotonin reuptake inhibitor medications are most commonly 

used to treat most Major Depressive Episodes today, atypical depression has 

been shown to respond also to monoamine oxidase inhibitor antidepressant 

medications, such as phenelzine or tranylcypromine. 

The anxiety attacks Ms. Siegel has had, which have led her to avoid going 

to school on several occasions, suggest the additional provisional diagnosis of 

Panic Disorder (see “Toughing It Out” in Section 5.5), but more information 

about the nature of the attacks would be necessary to confirm this diagnosis. 

New Mom 

Maria Jimenez is a 30-year-old married woman who returns to see the psychiatrist who 
manages her medications. She recently gave birth to her first child, a baby boy, by cesar- 
ean section. She is currently on maternity leave from her job as a research analyst at a 
mutual fund investment company. She had been taking sertraline for about 5 years for 

social anxiety, but she had discontinued it about 1% years ago when she decided to try 
to become pregnant. Although she experienced the return of some of her anxiety symp- 
toms while not taking the medication, she persisted with her plan to be medication-free 
throughout her pregnancy with the help of her psychotherapist. 

Ms. Jimenez’s current complaint is of depressed mood with overeating, oversleep- 

ing, decreased energy, decreased concentration, and decreased interest in most every- 
thing except for the baby and food, all of which began shortly after she was discharged 
from the hospital 2 months ago and returned home with the baby. She denies suicidal 
plans or intentions, but she does admit to a “taunting thought” of “what if I somehow 
ended up hurting myself?” She denies any concerns that she would do anything delib- 
erately harmful to her son. Although her mother lives nearby and has been helping to 

take care of Ms. Jimenez’s son on an almost daily basis, Ms. Jimenez is concerned that 

she is being neglectful of her husband and baby and she is feeling guilty and worried 
that she is being a “bad” mother and might not “bond” with the baby. Her self-esteem 
has suffered. She is also upset with herself because she has been unable to lose the de- 
sired amount of weight after pregnancy and feels “fat and ugly.” 

Her relationship with her husband has become strained, because the new baby has 

placed new demands on both of them, and he resents how much time Ms. Jimenez’s 

mother spends in their apartment. Ms. Jimenez’s relationship with her mother has al- 

ways been very close, and her mother has often put pressure on her or criticized her 
about important aspects of her life, such as where she was working or whom she was 
dating. Now, her mother is giving advice about baby care, and the patient is all too will- 

ing to listen, given that she often feels “not up to the job.” 
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Ms. Jimenez has been in psychotherapy on and off for the past 7 years with a psycholo- 
gist who specializes in young women’s issues. When first seen by the psychiatrist, Ms. 
Jimenez was diagnosed with Social Anxiety Disorder (Social Phobia), because she was ex- 
periencing anxiety and fear of embarrassment at business meetings and social gather- 
ings—anywhere that she had to speak or eat in front of other people. She was afraid that 
other people would see her hands shaking, her face flushing, or her voice wavering. She 
began to avoid situations such as dinners with friends. The combination of supportive psy- 
chotherapy and sertraline had enabled her to manage her anxiety. She was promoted at 
work and met the man that she eventually married by way of an introduction by her sister. 

Discussion of “New Mom” 
Ms. Jimenez presents with symptoms of Major Depressive Disorder (DSM-5, 
p. 160). For much of the time over the past 2 months, she has had depressed 

_ mood, loss of interest, increased appetite (with an inability to lose weight), hy- 
persomunia, decreased energy, decreased concentration, guilt about what kind 

of mother she has been (not merely because she has not felt well), and worries 

that she might somehow hurt herself. Because these symptoms had their onset 

within the first 4 weeks following delivery of her baby, the disorder would be 

noted to be With Peripartum Onset (DSM-5, p. 186). 

Between 3% and 6% of women will experience the onset of a Major Depres- 

sive Episode during pregnancy or in the weeks or months following delivery. 

Ms. Jimenez also has a history of Social Anxiety Disorder (Social Phobia) (DSM- 

5, p. 202), which had been under control with medication, but came back to an 

extent while she was unmedicated. Mood and anxiety symptoms during preg- 

nancy increase the risk for a postpartum Major Depressive Episode. 

A Child Is Crying 

Cindy, age 15 years, was brought to a mental health clinic by her father after he received 
a call from the school counselor, who was concerned that Cindy was depressed and 
possibly suicidal. Her father had also been concerned about Cindy because she had 

seemed sad and withdrawn for the past month. 
The household consists of Cindy, her father, mother, and two younger siblings. Ac- 

cording to Cindy, she has been feeling depressed for most days, with symptoms of low 
self-esteem and hopelessness ever since she had a fight with her mother 2 years ago. 
During the fight, her mother threw a pot of hot water and burned Cindy on the shoul- 

der. She was taken to a nearby medical emergency room and treated for the burn. Since 
then, she has stayed out of her mother’s way. 

Cindy’s mother has a long history of mental problems, with multiple hospitaliza- 

tions and long-term outpatient treatment. She is reported by the father to be chronically 

“psychotic” and to have marked mood swings. 

There have been many conflicts in the marriage over the years, and the couple is 

now in the process of getting a divorce and selling their home. For the past 2 years, since 

the incident with the boiling water, Cindy’s mother has occupied the third floor of their 

house and has had little contact with the family. 

Before the incident with her mother, Cindy was very socially involved, taking dance 

and music lessons, and participating in both church and school activities. She was a 

straight-A student. 

Cindy says that her mood has grown much worse in the last 6 months, from feeling 

depressed for most days to feeling depressed almost every day, all day long. She wor- 
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ries about her mother and feels that the fight was probably her fault. She has lost inter- 

est in school and social activities and has not really paid attention to her schoolwork for 

the last 6 months. Her grades have dropped from As to Bs and Cs. She is tired all the 

time and takes a nap when she comes home from school. She has trouble falling asleep 

at night and often has trouble getting up in the morning. 
In the past 3 weeks, Cindy has become anxious and has had two experiences in 

which she felt “spacey and unreal.” She often hears the voice of a young child crying 
for help, but when she looks to see if there is someone outside the door, there is never 
anyone there. At times recently, especially when she feels guilty about the fight with her 
mother, she is convinced that she does not deserve to live, and she has considered kill- 

ing herself. Three weeks ago, while she was washing dishes, she thought about cutting 
her wrists with a knife, but the thought of how upset her father would be kept her from 

doing anything. 
The psychiatrist who evaluated Cindy recommended an elective admission to the 

hospital. However, both she and her father felt that she would be able to follow through 
with outpatient treatment. She was given the telephone number of the emergency 
room, and the following day Cindy called to say that the voices were getting worse and 
she was afraid she might hurt herself. She was directed to go immediately to the emer- 
gency room and was subsequently admitted to the hospital. 

Discussion of “A Child Is Crying” 
Cindy has been depressed for most days for 2 years. Depressed mood with ac- 

companying symptoms of “low self-esteem” and “hopelessness” for most of 

the day for more days than not for at least 1 year in a child or adolescent indi- 

cates a diagnosis of Persistent Depressive Disorder (DSM-5, p. 168). But in the 

past 6 months, Cindy has also had the characteristic symptoms of a full Major 

Depressive Episode (DSM-5, p. 125): unremitting depressed mood, loss of in- 

terest in most activities, decreased energy, insomnia, excessive guilt, and 

thoughts of suicide. More recently, she has had auditory hallucinations of a 

child crying, which is congruent with her depressed mood, and she has expe- 

rienced depersonalization (i.e., in her words, she felt “spacey and unreal”). 

In the absence of a history of either a Manic Episode or Hypomanic Episode 

or of a substance/medication-induced or another medical condition that di- 

rectly caused the disturbance, the diagnosis of Major Depressive Disorder 

(DSM-5, p. 160) applies for the most recent 6-month period. It is further noted as 

Single Episode (because there was no prior episode) and With Mood-Congruent 

Psychotic Features (because of the hallucinations of a child crying for help). This 

case illustrates that the characteristic symptoms of Major Depressive Disorder 

do occur in adolescents. Moreover, in order to indicate that Cindy has had a 
long-standing depression that has worsened in severity over the past 6 months, 
DSM-5 recommends assigning the additional diagnosis of Persistent Depressive 
Disorder because it suggests the possibility of a more chronic course for Cindy’s 
depression in the future. 

A Perfect Checklist 

Billy, a 7-year-old child in second grade, was brought to a mental health clinic by his 
mother because “he is unhappy and always complaining about feeling sick.” He lives 
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with his parents, his younger brother, and his grandmother. His mother describes Billy 
as a child who has never been very happy and never wanted to play with other chil- 
dren. From the time he started nursery school, he has complained about stomachaches, 
headaches, and various other physical problems, which are most intense in the morn- 
ing when he is getting ready to go to school. In the last few months, his somatic com- 
plaints have escalated, prompting a complete medical examination, including a 
neurological examination and electroencephalogram (a measurement of electrical 
activity in different parts of the brain), all of which were normal. 

Billy did well in first grade, but now he is having difficulty completing his school- 
work. He takes a lot of time to do his assignments and frequently feels he has to do them 
over again so that they will be “perfect.” Because of Billy’s frequent somatic complaints, 
it is hard to get him off to school in the morning. If he is allowed to stay home, he wor- 
ries that he is falling behind in his schoolwork. When he does go to school, he often is 
unable to do the work, which makes him feel hopeless about his situation. To get 

_through the day, he carries a note that he has instructed his mother to write for him: 
“You are not getting out of school early today. If you feel that you have to do your pa- 
pers over and over again, please just do the best you can. Do not think about the time 
of day, and it will go quickly.” 

His worries have expanded beyond school, and frequently he is clinging and de- 
manding of his parents. When his parents are out later than expected or leave to go 
shopping or do other routine daily chores without him, he is fearful that “something 
bad” may happen to them. He sits tensely at the window and watches for their return 

or walks restlessly around the house before returning again to the window. For the past 
several weeks, he has insisted that his little brother sleep with him; he is afraid to go to 
sleep at night alone because “someone might break into the house.” 

Although Billy’s mother acknowledges that he has never been really happy, in the last 
6 months, she feels, he has become much more depressed. He frequently lies down about 
the house, saying that he is too tired to do anything. He has no interest or enjoyment in 
playing. His appetite has diminished. He has trouble falling asleep at night and often 
wakes up in the middle of the night or early in the morning. Three weeks ago, he talked 
for the first time about wanting to die and said that maybe he would shoot himself. 

Billy’s mother became pregnant 2 months after she was married. She did noi feel 
ready for a child. She was hypertensive (had high blood pressure) during the preg- 
nancy and was emotionally upset. Delivery was complicated because of increasing hy- 
pertension. At the time of delivery, Billy reportedly went into cardiac arrest. During the 
first week of his life, he developed projectile vomiting, which persisted for 2 weeks. He 

had nocturnal Enuresis (bed-wetting) until a year ago. 
During the assessment, Billy allowed his mother to go to another room to be inter- 

viewed; however, after 20 minutes, he became very upset, began crying, and insisted 

on being taken to her. He then was willing to sit outside the room where his mother 

was, as long as the door was open and he could see her. 

Billy was unable to finish a symptom checklist (designed for children his age) given 

at the time of the evaluation. He felt that he had to have a perfect checklist and became 

very worried about not being able to complete the list. He requested that he be allowed 

to take the papers home so that he could finish them; although he was told that it was 

not necessary for him to take the papers home, he insisted on doing so. 

Discussion of “A Perfect Checklist” 

This case illustrates the occurrence of severe depression in a very young child. 

Billy is clearly depressed. He has lost interest and enjoyment in playing, and 

has trouble sleeping, poor appetite, low energy, and suicidal thoughts. Because 

this is the first episode and the symptoms cause marked impairment in func- 

tioning, the diagnosis would be Major Depressive Disorder, Single Episode, 

Severe (DSM-5, p. 160). 
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Billy has many other symptoms, including perfectionism, worrying about 

his performance in school, somatic complaints, and anxiety. He is tense and 

restless when his parents are away and is afraid to sleep alone. The perfection- 

ism raises the question of whether Billy has Obsessive-Compulsive Personal- 

ity Disorder (see Section 18.4) or Obsessive-Compulsive Disorder (see Section 

6.1); however, he is too young for consideration of a personality disorder diag- 

nosis and there is no evidence of frank obsessions or compulsions. His worry- 

ing about his school performance, his somatic complaints, and his tenseness, 

restlessness, and fear that something bad might happen to his parents suggest 

the additional diagnosis of Generalized Anxiety Disorder (see Section 54) 

However, because these symptoms apparently occurred only during the pres- 

ence of a Mood Disorder, the DSM-5 convention is to regard these symptoms 

as associated features of the Mood Disorder, and to note the specifier With 

Anxious Distress. 

The diagnosis of Separation Anxiety Disorder (see “Tiny Tina” in Section 

5.1) requires at least three of eight symptoms of inappropriate and excessive 

anxiety concerning separation from those to whom the child is attached. Billy 

has at least five of these symptoms: distress when anticipating or experiencing 

separation from major attachment figures, unrealistic worry about possible 

harm befalling major attachment figures, reluctance to go to school, fear and 

avoidance of being alone (including clinging), and complaints of physical 

symptoms on school days. Therefore, a co-occurring diagnosis of Separation 

Anxiety Disorder (DSM-5, p. 190) can be made. 

Billy’s many somatic complaints suggest a Somatic Symptom Disorder (see 

Section 9.1), but a more parsimonious approach is to regard these symptoms 

as manifestations of Major Depressive Disorder. 

The Mixed-Up Waiter 

Andrew Weiglein, age 21 years, is a single white male, who is currently working at a 
restaurant as a waiter. He was referred by his family doctor to the walk-in mood and 
anxiety outpatient clinic for diagnostic clarification and treatment recommendations. 
His chief complaint is, “I am worried that I might lose my job because my performance 
has declined a lot over the past month.” 

Andrew endorses a 4-week history of “feeling and acting differently.” He describes 
that for the past 4 weeks, he has been feeling “really sad” for no apparent reason. He has 

been unable to identify a trigger that precipitated this sadness and noted that this has 
never happened to him before. His motivation and enjoyment of working, socializing, 

and eating have significantly decreased during the past month. He has started to feel 
somewhat hopeless as well, feeling that he is “stuck working as a waiter” for the rest of 

his life, which has caused a decline in his self-esteem. He denies any thoughts of self- 

harm or suicidal ideation. He reports that the quality of his sleep has become quite poor 

and fragmented, even though he has now increased his time in bed from 8 to 14 hours per 

night. Notwithstanding the increased time in bed, he reports that he feels “exhausted” 

and “wired and tired” when he wakes up and has low energy throughout the day. 
According to Andrew, his concentration has been significantly affected in many ways. 

For example, he “never used to need to write down customer food orders—I could re- 
member them all”; however, he has made many mistakes over the past month, and his 
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boss has instructed him to start using a notepad. Customers have also complained that 
he has been “overly chatty.” He has become more easily distracted at work, and cus- 
tomers have complained that he is not listening when they are placing their orders so 
they have to repeat themselves numerous times. Andrew also feels that his focus has 
been affected by “difficulty controlling the speed of my thoughts.” He feels that when 
he is at work, at home, and socializing with friends, his thoughts are constantly racing 
about “meaningless, unconnected ideas.” He denies previously experiencing distracti- 
bility, inattention, or racing thoughts earlier in his life. His boss has noticed these 
changes and has threatened to dismiss Andrew if he does not show improvement in his 
performance soon. : 

The possibility of losing his job is particularly concerning to Andrew at the current 
time because he has accumulated over $10,000 of debt during the past month. He re- 
ports daily online purchases of a variety of items (e.g., clothing, gadgets, a laptop, 
speakers), as well as playing online poker. Before this month, he reports being quite fru- 

_ gal, without any debt and with approximately $5,000 in savings. He would occasionally 
play online poker, but he had been quite disciplined and maintained a maximum $20 
limit per week. This month, he has already lost $1,000 through playing online poker. 
With this behavior, too, he does not know what the trigger has been and he feels that all 

the gambling and online purchases have been fairly impulsive in nature. Andrew de- 
nies any impulsive behaviors before this month and denies any current or previous im- 
pulsive substance use or sexual encounters. He states he would not have the energy or 

motivation to go out to “find someone to have sex with or to buy drugs from, so this 
has not been a problem.” 

When his family doctor saw him 2 weeks ago, the doctor was apprehensive about 
prescribing any medication because he was uncertain of the diagnosis. However, the 
doctor prescribed zopiclone 7.5 mg, a sleep medication to help Andrew sleep at night, 
and lorazepam 1 mg, an antianxiety medication to use as needed “to take the edge off.” 

Notably in his family history, Andrew’s mother and maternal grandmother have 
been diagnosed with “depression,” and his father has been diagnosed with “manic- 
depression or schizophrenia...we are not sure.” However, because his father was the 
CEO of a medium-size company, the diagnosis of Bipolar Disorder for his father seems 
more likely. His father had one hospitalization when he was 25 years old; however, he 
has been fairly well since then on maintenance lithium therapy. 

At the interview, Andrew is well-groomed and appears his stated age. His mood is 
“very sad,” and he appears dysphoric. Although his speech is pressured (rapid, virtu- 
ally nonstop speech that is usually hard to interrupt), it is of a normal volume. He ap- 
pears to be quite distracted and difficult to refocus and redirect. His form of thought 
displays flight of ideas (a rapid shifting of ideas with only superficial associative con- 
nections between them). His thought content is significant for ruminating about losing 
his job. He has no suicidal or homicidal ideation. 

Discussion of “The Mixed-Up Waiter” 

Andrew has experienced a 4-week period during which he has felt “really sad” 

and has lost interest in his job and his social life. He has lost his appetite, is not 

sleeping well (although he spends more hours than usual in bed), feels hope- 

less about his future, has extreme fatigue and “low energy” throughout the 

day, and is having trouble concentrating, such that he gets mixed up and for- 

gets customers’ orders when he used to be able to remember them without 

writing them down. In the absence of drug use or another medical condition 

that could cause these symptoms, they are indicative of Major Depressive Dis- 

order (DSM-5, p. 160). 

Andrew also reports, however, some additional symptoms not ordinarily 

associated with depression: he has become more talkative than usual (“overly 
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chatty”), and he feels that he has “difficulty controlling the speed of his 

thoughts” and has racing thoughts about “meaningless, unconnected ideas.” 

The evaluating psychiatrist observes that Andrew does, indeed, have pres- 

sured speech and flight of ideas. In addition, Andrew is impulsively engaging 

in activities that are causing him harm: buying things that he cannot really af- 

ford and playing poker online. His purchases and gambling losses have turned 

$5,000 in savings into $10,000 in debt in a matter of a month. The presence of 

three manic-like symptoms during the course of an episode of Major Depres- 

sive Disorder are observable by others and are a change from Andrew’s usual 

behavior; however, these symptoms do not meet full criteria for either a Manic 

or Hypomanic Episode because of the absence of abnormally and persistently 

elevated, expansive, or irritable mood and the absence of abnormally and per- 

sistently increased activity or energy. Instead, these manic-like symptoms jus- 

tify the addition of the specifier With Mixed Features to the diagnosis of Major 

Depressive Disorder (DSM-5, p. 184). 

Major Depressive Disorder, With Mixed Features, requires close monitor- 

ing of the patient’s antidepressant medication to guard against precipitation of 

a full-blown Manic Episode by the antidepressant. If a patient had a history of 

antidepressant-associated manic symptoms in the past (see “Triple Divorcée” 

in Section 3.1), which Andrew does not have, then adding a mood-stabilizing 

medication, such as lithium, carbamazepine, or valproic acid, to the treatment 

regimen would be considered wise. 

Rx Florida 

Five winters ago, John Redland, a 42-year-old physician, married with two children, 
applied to a special depression treatment program at a university hospital in Boston. He 
had stated that over the preceding few weeks, he had felt he was again slipping into a 
depression. 

Dr. Redland said that his first depression occurred at age 21 after he had moved to 
the Washington, D.C., metropolitan area from Florida, where he had lived until that 

time. Depressions recurred the next four winters, while he was in college and early in 

medical school. During the last of those episodes, Dr. Redland was hospitalized and 
told that because of his recurrent depressions, he was unlikely ever to succeed in be- 
coming a physician, which had been his lifelong goal. He remained depressed and in 
the hospital for the next year, during which time he was treated with psychotherapy 
alone. His depression remitted in the spring, and he remained free of depressions for 
several years, during which time he completed medical school and his internship. 
However, the winter depressions had returned each year for the 9 years before he ap- 
plied to the university treatment program. é 

Dr. Redland came to realize that his depressive episodes seem to follow the same 
pattern. They start around the first of December (plus or minus 3 weeks) and begin to 
lift by April. In most years, the onset of depression is gradual, but sometimes it occurs 
more precipitously, apparently in response to some environmental stress. When de- 
pressed, Dr. Redland is lethargic, apathetic, irritable, and pessimistic. His mood is 
worse in the morning. He cannot sleep through the night. He craves carbohydrates 
(bread, cake, cookies) and gains weight. He has noticed that his winter clothes are often 
two sizes larger than his summer ones. He recalls feeling much better during a winter 
vacation in Bermuda; the mood improvement occurred a few days after he arrived 
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there. However, he relapsed a few days after returning to the northern United States. 
He also recalls one particularly difficult winter when he worked in Syracuse, New York. 
These associations between latitude, the weather, and his mood make him wonder 
whether the climate may actually be influencing his mood changes. 

When Dr. Redland first went to the treatment program, he had been treated for sev- 
eral years with psychotherapy and a tricyclic antidepressant, desipramine 175 mg/day, 
both of which he had found to be “quite helpful.” 

When Dr. Redland entered the treatment program, he was maintained on desipramine 
and placed on “bright light treatment,” involving exposure to light from a 10,000-Iumen 
light box (high-intensity light with low emission of ultraviolet light) especially designed 
for the treatment of seasonal affective disorder. He was treated for 30 minutes each morn- 
ing, with the light box at a distance of about 18 inches from his face. After 1 week of treat- 
ment, he became much less depressed, and his score on the Hamilton Rating Scale for 
Depression fell from 21 to 8. 

After the patient’s depression responded, his desipramine dosage was increased to 
250 mg/day and he was maintained on light treatment for 15 minutes during the day 
and again in the evening hours; he remained free of depression when treated with the 
combination of light and desipramine. Dr. Redland has used lights each winter since 
then, and increases his maintenance dosage of desipramine from 175 mg/day to 250 mg/ 
day during the winter months. He has been virtually free of depression for the last 4 years 
and is not currently in psychotherapy. 

Discussion of “Rx Florida” 
There can be little doubt that Dr. Redland suffers from Major Depressive Dis- 

order, Recurrent Episode (DSM-5, p. 160). He has had numerous episodes of 

persistent depressed mood, disturbed sleep, increased appetite and weight 

gain, decreased energy, and loss of interest in usual activities. When Dr. Red- 

land first arrived at the depression treatment program, he was once again 

“slipping into a depression,” which was noted as Mild, although in the past his 

depressions had been Severe. 

What is unusual about Dr. Redland’s depressions is that they apparently all 

began in the winter and remitted in the spring. Recurrent Mood Disorders that 

regularly begin and end during a particular period of the year are commonly 

called “seasonal affective disorders.” Dr. Redland’s case illustrates the most 

common pattern, in which depression begins in fall or winter and ends in 

spring. Less common patterns involve recurrent depressions or Manic Epi- 

sodes that begin in the summer and remit in the fall or winter. In DSM-5, the 

concept of seasonal affective disorder is expressed with the specifier With Sea- 

sonal Pattern (DSM-5, p. 187), which requires that the seasonal episodes 

should have been present during at least each of the past 2 years, with no non- 

seasonal episodes during the same period. Seasonal episodes should substan- 

tially outnumber nonseasonal episodes over the patient’s lifetime. 

Dr. Redland’s weight gain and craving for carbohydrates are typical of 

cases with seasonal affective disorder. In other ways his case is atypical; most 

patients with seasonal affective disorder are women, and most complain of in- 

creased sleeping (hypersomnia) rather than of disturbed sleep (insomnia). 

Like many patients with seasonal affective disorder, during the summer Dr. 

Redland is able to reduce the dose of antidepressant medication and discontinue 

the light treatment. In the winter, however, he is unable to stop the light treat- 

ment for more than a few days without a return of his depressive symptoms. 

4.2. Major Depressive Disorder 113 



ee Te 

4.3 

Persistent Depressive Disorder 

(Dysthymia) 

Persistent Depressive Disorder (Dysthymia) is characterized by 

“depressed mood for most of the day, for more days than not,” for at least 2 years (1 year 

for children and adolescents; DSM-5, p. 168). Accompanying the depressed mood, there 

must be at least two additional symptoms such as poor appetite or overeating, insomnia 

or hypersomnia, low energy or fatigue, low self-esteem, poor concentration or difficulty 

making decisions, and feelings of hopelessness. The defining feature of Persistent Depres- 

sive Disorder is its chronicity, given that persistence of depression has been demonstrated 

to be the most important negative prognostic indicator of long-term outcome—more 

important than the severity of the depression itself. To ensure the chronicity requirement, 

there should not be a period of 2 months or more during the 2-year period when the indi- 

vidual is without depressive symptoms. To receive a diagnosis of Persistent Depressive 

Disorder, the individual should never have had a Manic Episode, a Hypomanic Episode, 

or Cyclothymic Disorder (see Chapter 3, “Bipolar and Related Disorders”). 

Given the precedence of chronicity over severity in the definition of Persistent De- 

pressive Disorder, the severity of the depression during the 2-year period can vary 

widely from case to case. Some individuals have relatively mild chronic depression, 

which is below the severity threshold for Major Depressive Disorder. Other individ- 

uals with Persistent Depressive Disorder have a background of chronic mild depres- 

sion punctuated by recurrent episodes of Major Depressive Disorder, a situation that 

has been referred to as “double depression.” Finally, other individuals have severe 

chronic depression, in which their presentation essentially meets the diagnostic re- 

quirements for Major Depressive Disorder every day for the 2-year period. Note that 

for both of these latter two situations, it is necessary to give the additional diagnosis 

of Major Depressive Disorder to indicate that the depression has been severe enough 

to reach the severity threshold of a Major Depressive Episode. 

Persistent Depressive Disorder varies by age at onset, which can be specified as 

Early Onset (before age 21 years) or Late Onset (at age 21 years or older). Persons with 

Early Onset are more likely to develop Personality Disorders (see Chapter 18) and 

Substance Use Disorders (see Chapter 16). 

The various longitudinal patterns of milder and more severe depressive syn- 

dromes described above can be specified for Persistent Depressive Disorder: 

¢ Ifa person has Persistent Depressive Disorder but has never had an episode of 
Major Depressive Disorder during a 2-year period, the disorder is further speci- 

fied as With Pure Dysthymic Syndrome (i.e., Dysthymic Disorder or Dysthymia in 
prior editions of DSM). 

e Ifthe person has Major Depressive Disorder that has lasted for the entire preced- 
ing 2-year period, the disorder is further specified as With Persistent Major De- 
pressive Episode (i.e., chronic Major Depressive Disorder). : 
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° The following two presentations have often been referred to as “double depres- 
sion”: 

e Ifthe person currently has Major Depressive Disorder but has had periods of 
8 weeks or more in the past 2 years when he or she was below the diagnostic 
threshold for Major Depressive Disorder, the disorder is further specified as 
With Intermittent Major Depressive Episodes, With Current Episode. 

e If the person does not currently have Major Depressive Disorder but has had 
an episode in the preceding 2 years, the disorder is further specified as With In- 
termittent Major Depressive Episodes, Without Current Episode. 

The remaining specifiers In Partial Remission and In Full Remission, the symptom- 
atic specifiers (e.g., With Anxious Distress, With Mixed Features), and the severity 
specifiers (i.e., Mild, Moderate, Severe) apply to Persistent Depressive Disorder as 
they do to Major Depressive Disorder (see introduction to Section 4.2). 

The course of Persistent Depressive Disorder is by definition chronic. When symp- 
toms rise to the level of a Major Depressive Episode, they will usually subsequently 
revert to a prior, lower level, but depressive symptoms are much less likely to resolve 

over a given period of time in the context of Persistent Depressive Disorder than they 

are in a Major Depressive Episode. The disorder’s impact on psychosocial function- 

ing is likely to be as great as or greater than that of Major Depressive Disorder. 

Junior Executive 

A 28-year-old junior executive, Isabella Garcia, was referred by a senior psychoanalyst 
for “supportive” treatment. She had obtained a master’s degree in business administra- 
tion and moved to California 1% years earlier to begin work in a large firm. She com- 
plained of being “depressed” and “hopeless” about everything: her job, her husband, 
and her prospects for the future. 

She had had extensive psychotherapy previously. She had seen an “analyst” twice a 
week for 3 years while in college and a “behaviorist” for 1% years while in graduate 

school. Her complaints were of persistent feelings of depressed mood, inferiority, and 
pessimism, which she claims to have had since she was 16 or 17 years old. Although she 

did reasonably well in college, she consistently ruminated about those students who 
were “genuinely intelligent.” She dated during college and graduate school but 
claimed that she would never go after a guy she thought was “special,” always feeling 
inferior and intimidated. Whenever she saw or met such a man, she acted stiff and 

aloof, or actually walked away as quickly as possible, only to berate herself afterward 

and then fantasize about him for many months. She claimed that her therapy had 
helped, although she still could not remember a time when she did not feel somewhat 

depressed. 
Just after graduation, Ms. Garcia married the man she was going out with at the 

time. She thought of him as reasonably desirable, though not “special,” and married 

him primarily because she felt she “needed a husband” for companionship. Shortly af- 

ter their marriage, the couple started to bicker. She was very critical of his clothes, his 

job, and his parents; and he, in turn, found her rejecting, controlling, and moody. She 

began to feel that she had made a mistake in marrying him. 

Recently, Ms. Garcia has also been having difficulties at work. She is assigned the 

most menial tasks at the firm and is never given an assignment of importance or re- 

sponsibility. She admits that she frequently does a “slipshod” job of what is given her, 

never does more than is required, and never demonstrates any assertiveness or initia- 
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tive to her supervisors. She views her boss as self-centered, unconcerned, and unfair, 

but nevertheless admires his success. She feels that she will never go very far in her pro- 

fession because she does not have the right “connections,” and neither does her hus- 

band; however, she dreams of money, status, and power. 

Ms. Garcia’s social life with her husband involves several other couples. The men in 

these couples are usually friends of her husband's. She is sure that the women find her 

uninteresting and unimpressive, and that the people who seem to like her are probably 

no better off than she. 

Under the burden of her dissatisfaction with her marriage, her job, and her social 

life, and feeling tired and uninterested in “life,” she now enters treatment for the third 

time. 

Discussion of “Junior Executive” 
Ms. Garcia’s marriage and occupational functioning are severely affected by her 

chronically depressed mood, low self-esteem, hopelessness, and pessimism. Al- 

though she now complains also of loss of interest and energy, it is unlikely that 

these symptoms represent a significant change from her usual condition. Be- 

cause her depression and associated symptoms have persisted continuously 

for more than 2 years, the diagnosis of Persistent Depressive Disorder (Dysthy- 

mia) is considered. Additionally, there is no evidence of a Manic or Hypomanic 

Episode, the disturbance is not better explained by a persistent psychotic dis- 

order, and Ms. Garcia’s symptoms are not attributable to the physiological ef- 

fects of a substance (e.g., a drug of abuse or a medication) or another medical 

condition (e.g., hypothyroidism); thus, the diagnosis of Persistent Depressive 

Disorder (DSM-5, p. 168) would be made. In this case, the onset of the mood 

disturbance in adolescence would be noted as Early Onset. Finally, given that 

Ms. Garcia has not had any Major Depressive Episodes during her most recent 

2-year period of chronic depression, the specifier With Pure Dysthymic Syn- 

drome applies. 

Many clinicians would regard Ms. Garcia’s depressive symptoms as an ex- 

pression of a Personality Disorder (see Chapter 18) rather than a Depressive 

Disorder. They would argue that it is impossible to separate her depressive 

symptoms from the characteristic and persistent way in which she relates to 

herself, to others, and to the world, and that treatment should therefore be fo- 

cused on her characterological style, as well as on the affective symptoms. 
However, in classifying Persistent Depressive Disorder under the broad rubric 
of Depressive Disorders, DSM-5 makes no assumption that the optimal treat- 
ment is necessarily biological or should be directed merely at symptom relief. 

Busted Nerves 

Norma Jean Luby, a 49-year-old housewife, was seen in a central Appalachian clinic on 
referral from her primary care physician for evaluation of depression. She was a pale, 
neatly and plainly dressed woman, with hair combed straight back and no makeup. 
Her eyes were filled with tears during most of the interview, although she did not weep 
openly. She spoke slowly and so softly that at times she was inaudible, She appeared 
timid, abject, dependent, helpless, and hopeless, claiming she had been ill all of her life, 
and summed up her situation by stating, “My nerves are busted. I can’t do anything.” 
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Mrs. Luby had multiple complaints of pain, including “black ankles,” painful 
“knots” in her neck, “busted discs” in her back, headaches that radiated all over her 
body, and pelvic and abdominal pain. She described a variety of gastrointestinal and 
respiratory complaints. It became apparent upon conducting a routine review of sys- 
tems that she would respond positively to every query about the presence of a particu- 
lar somatic symptom. She said she had been depressed all her life, and it was getting 
worse. She was sad, helpless, hopeless, and fearful. She had no energy and did little but 
“sit around the house.” She had no interest in anything, and nothing gave her pleasure. 
She was able to fall asleep but would wake repeatedly during the night and be awake 
for good before it was light. She had no appetite and had lost 10 pounds over the pre- 
ceding 2 months. She had had many episodes of weight loss and gain in the past. She 
said that she “couldn't pay attention to nothing. People are talking to me, and I forget 
what they are saying right in the middle of things.” She also said that she “wasn’t in- 
terested in nothing, not even TV.” From time to time, she thinks she hears voices calling 
her name; she would look about, but no one was present. Frequent episodes of “smoth- 
ering” have occurred. At these times, she has felt that she might choke to death. She 
would become dizzy, her heart would pound, and her hands would tingle. 

Mrs. Luby had never had a formal psychiatric evaluation or treatment; however, de- 
tailed observations made by her physician in her chart from 25 years ago revealed a pic- 
ture similar in almost every respect to her current presentation. She has taken multiple 
“minor tranquilizers” over the years, with no benefit. Aside from mild, self-limited ep- 
isodes of physical illness, usually infections, her physical examination and laboratory 
studies were always within normal limits, as they were at the time of this referral. 

Mrs. Luby was born and lived all of her life in the central Appalachian Mountains. 
She attended school through the eighth grade but said she “couldn’t learn.” She was 

unable to say how old she was when she stopped going to school and “stayed at home” 
with her mother and father. All of her siblings left home, but “I stayed home and helped 
my mother.” This was the state of affairs until she met and married her husband, when 
she was age 23. They have three grown daughters. Her husband, a former coal miner, 

is drawing disability because of black lung disease. 
Mrs. Luby was seen for individual supportive psychotherapy and medication man- 

agement biweekly for 5 months. The chronicity, fixity, and recalcitrant nature of her 
symptoms were remarkable. She appeared regularly for sessions and was always on 
time, but displayed little insight into her condition. She had trials on various medica- 
tions. Finally, while taking trazodone, she reported that her sleep was improved and, 

consequently, she seemed to feel “a little better” during the day. Based on a review of 

her medical records for the past 25 years, this is the first time she has reported even a 

faintly positive response to any psychotropic medication. 

Discussion of “Busted Nerves” 
Somatic symptoms are a common manifestation of depression in certain cul- 

tures and subcultures (see “Cultural Formulation” in DSM-5, p. 749). This case 

is an example of a syndrome frequently seen in individuals living in rural Ap- 

palachia and other rural parts of North America. The syndrome is character- 

ized by a pattern of somatic and emotional complaints that are attributed to 

“nerves” rather than to specific physical causes or illnesses. Common symp- 

toms include fainting, partial paralysis, forgetfulness and amnesia, inertia and 

weakness, and inability to do any strenuous physical activity without getting 

faint, shaky, or “going to pieces.” The individuals are often described as fearful 

and nonassertive, showing surprisingly little resentment over their lot in life. 

In previous times, similar cases were given the diagnosis of “hysteria.” 

Because Mrs. Luby responds positively to every query about physical 

symptoms, Somatic Symptom Disorder (see “Blackout” in Section 9.1) needs 
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to be considered as a diagnosis. However, the patient does not seem to be pre- 

occupied with the seriousness of her symptoms, or to have a persistently high 

level of anxiety about them, or to have spent excessive time or energy devoted 

to her symptoms or health concerns—at least one of which is a requirement for 

the diagnosis of Somatic Symptom Disorder. 

Mrs. Luby’s chronic mildly depressed mood and associated symptoms of 

hopelessness, lack of energy, insomnia, poor appetite, and poor concentration 

indicate a diagnosis of Persistent Depressive Disorder (Dysthymia) (DSM-5, p. 

168). Because she reports that she has been “depressed all her life,” it is reason- 

able to add the specifier Early Onset (i.e., onset before age 21 years). It is un- 

clear whether she also has had superimposed episodes of Major Depressive 

Disorder (her current state does not appear severe enough to warrant that di- 

agnosis), but if she had one or more episodes in the past 2 years, the specifier 

With Intermittent Major Depressive Episodes, Without Current Episode 

would be added. The episodes of smothering and dizziness suggest a probable 

additional diagnosis of Panic Disorder (see “Toughing It Out” in Section 5.5). 

One question is whether Mrs. Luby should also be diagnosed with a Per- 

sonality Disorder (see Chapter 18) because of her pattern of timidity, social iso- 

lation, and general ineffectiveness, or whether these are symptoms of her 

underlying Depressive Disorder. Because her personality problems are not 

aptly described by any specific DSM-5 Personality Disorder, there seems to be 

little advantage to adding a diagnosis of Other Specified or Unspecified Per- 

sonality Disorder. Furthermore, most patients with long-standing Persistent 

Depressive Disorder do also show some nonspecific personality disturbances. 

Disabled Vet 

Roger Albrecht is a 37-year-old man who admits himself to a VA hospital after attempt- 
ing suicide by taking sleeping pills. He says that nothing in particular prompted this 
attempt but that he has been very depressed, with only minor fluctuations, since he 
returned from Iraq 10 years earlier. 

He describes a reasonably normal childhood and adolescence. “I never in my life felt 
like this before I got to Iraq.” He had friends throughout high school, always got at least 
average grades, and never was in trouble with the law or other authorities. He has had 
many girlfriends but has never married. After high school, he went to technical school, 
was trained as an electrician, and joined the Army Reserves. He was working in his oc- 
cupation when he was called up from the Reserves for military service in Iraq. He 
loathed the violence there, but on one occasion, evidently swept away by the group 
spirit, he killed a civilian “for the fun of it.” This seemed to him totally out of keeping 
with his character. The memory of this incident continues to haunt him, and he is 
wracked with guilt. He was honorably discharged from the army after completing an 
extended tour and has never worked since, except for 3 weeks when an uncle hired him. 
He has been living on various forms of government assistance. 

In the army, Mr. Albrecht began to drink heavily and to use whatever drugs he could 
get his hands on, abusing most of them, but in the last few years, he has turned to alco- 
hol almost exclusively. He has been drinking very heavily and nearly continually for 
the past 10 years, with blackouts, frequent arrests for public intoxication, and injuries 
in barroom brawls. He has acquaintances but no friends. Whenever he “dries out,” he 
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feels terribly depressed (as he also does when he drinks); he has made four suicide at- 
tempts in the last 7 years. For the month before his latest suicide attempt, he had been 
living in an alcohol-treatment residence, the longest dry period he can remember; all 
previous attempts at cutting down on his drinking had failed. 

Mr. Albrecht presents as a very sad, thoughtful, introspective man with a dignified 
bearing. In informal conversation, he appears to be of at least normal intelligence. He is 
not interested in anything and confides that when he sees others enjoying themselves, 
he is so jealous he wants to hit them; this urge is never evident from his unfailingly 
courteous behavior. There is no evidence of delusions and no history of hallucinations 
except during several bouts of Alcohol Withdrawal Delirium in the past. Mr. Albrecht’s 
appetite is normal, as is his sex drive, “but I don’t enjoy it.” He has trouble falling asleep 
or staying asleep without medication. He does not have psychomotor slowing. He com- 
plains of “absentmindedness.” 

After 2 weeks at the hospital, Mr. Albrecht still had trouble finding his way around 

_ the ward. He seemed very well motivated to cooperate with neuropsychological testing 
and was extremely distressed by his disabilities. Testing revealed impaired immediate 

and long-term memory, apraxias (difficulty with complex, coordinated movements), 
agnosias (inability to interpret sensations and hence to recognize things), peripheral 
neuropathy (weakness, numbness, and pain from nerve damage in the hands and feet), 
and constructional difficulties (inability to build, assemble, or draw objects); his IQ 

measured 66. 

Mr. Albrecht has not responded to antidepressant medication. He is sorry that his 
suicide attempt did not succeed, and he says that if things are not going to get any bet- 
ter, he definitely wants to die. 

Discussion of “Disabled Vet” 
What occasioned Mr. Albrecht’s hospital admission was a suicide attempt, a 

symptom of his long-standing depression. A 10-year period of depressed 

mood and anhedonia, with such associated symptoms as sleep difficulties, ab- 

sentmindedness, and recurrent suicidal acts, suggests chronic Major Depres- 

sive Disorder. The episode has lasted for the previous 2 years without a full 

remission for 2 months or longer, so the diagnosis is Persistent Depressive Dis- 

order (Dysthymia) (DSM-5, p. 168). Because there is no evidence of a period 

without significant symptoms of depression, the clinician notes the specifier 

With Persistent Major Depressive Episode, plus a comorbid diagnosis of Major 

Depressive Disorder. It does not appear that Mr. Albrecht’s depression began 

when he was an adolescent, so it would be noted as Late Onset. Finally, be- 

cause the symptoms and functional impairment are between mild and severe, 

the severity is noted as Moderate. 

Mr. Albrecht has a long history of heavy drinking; unsuccessful efforts to 

cut down onalcohol use; reduced involvement in social, occupational, and rec- 

reational activities because of alcohol use; and continued drinking despite 

knowledge of recurrent problems caused by alcohol use (blackouts, frequent 

arrests, and injuries in barroom brawls). These, together with the history of ep- 

isodes of withdrawal (Alcohol Withdrawal Delirium), indicate the presence of 

Severe Alcohol Use Disorder (DSM-5, p. 490). 

Furthermore, Mr. Albrecht has severe memory loss and evidence of impair- 

ment of higher cortical functioning (apraxias, agnosias, constructional difficul- 

ties) and a decrement in intellectual abilities (IQ of 66) that interfere with 

functioning. Because these symptoms are apparently due to the long history of 

4.3 Persistent Depressive Disorder (Dysthymia) 119 



Alcohol Use Disorder and are not limited to memory loss (as in Alcohol-Induced 

Major Neurocognitive Disorder, Amnestic-Confabulatory Type), the diagnosis 

of Alcohol-Induced Major Neurocognitive Disorder (DSM_5, p. 627) is given. 

4.4 

Premenstrual Dysphoric Disorder 

Two QYFOUDS of signs and symptoms define Premenstrual Dysphoric Disorder in 

DSM-5: 

¢ The first group consists of classic signs and symptoms of dysphoria: affective lability 

(e.g., sudden changes in mood); marked irritability or anger or increased interper- 

sonal conflicts; marked depressed mood, feelings of hopelessness, or self-deprecat- 

ing thoughts; and marked anxiety, tension, or feelings of being keyed up or on edge. 

e The second group consists of commonly associated symptoms of depression: de- 

creased interest in activities, difficulty concentrating, lethargy or lack of energy, 

marked change in appetite including overeating and craving specific foods, hy- 

persomnia or insomnia, and a sense of being overwhelmed or out of control. Also 

included in this second group of symptoms are physical symptoms such as breast 

tenderness or swelling, joint or muscle pain, a feeling of bloating, or weight gain. 

This diagnosis requires that a woman have a minimum of five total symptoms, 

with at least one from each of the two groups. 

The key to the diagnosis, however, is the relationship of these symptoms to the 

woman’s menstrual cycle. DSM-5 states that “in the majority of menstrual cycles, at 

least five symptoms must be present in the final week before the onset of menses, start 

to improve within a few days after the onset of menses, and become minimal or absent 

in the week postmenses” (DSM-5, p. 171). The relationship of the onset and especially 

the resolution of the symptoms of Premenstrual Dysphoric Disorder to the phases of 

the menstrual cycle help to distinguish Premenstrual Dysphoric Disorder from an ex- 

acerbation of another mental disorder, such as Major Depressive Disorder. This pattern 

should be evident during at least the preceding year. Like other mental disorders, Pre- 

menstrual Dysphoric Disorder is associated with significant distress and impairment 

in psychosocial functioning, and it is not merely an exacerbation of another mental dis- 
order or attributable to the physiological effects of a substance or another medical dis- 
order. Because women sometimes misreport the timing of the association of symptoms 
and the menstrual cycle, the diagnosis is made provisionally until the pattern is con- 
firmed by prospective daily ratings during at least two symptomatic cycles. 

Many women experience a variety of cognitive and physical symptoms related to 
their menstrual cycles, referred to as “premenstrual syndrome.” What distinguishes 
premenstrual syndrome from Premenstrual Dysphoric Disorder is the absence in the 
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former of prominent affective symptoms (e.g., affective lability, irritability or anger, 
depressed mood, anxiety). Premenstrual syndrome is generally considered a less se- 
vere condition. 

The 12-month prevalence of Premenstrual Dysphoric Disorder is estimated at be- 
tween 1.8% and 5.8% in menstruating women. It can begin at any time after men- 
arche. It may get worse as a woman approaches menopause. Premenstrual Dysphoric 
Disorder is found in populations worldwide. It may be associated with significant 
marital conflict and problems with children, other family members, or friends. 

Paranoid and Dangerous 

Tracy Shaw, age 32, overweight and wild looking, was brought to the psychiatric emer- 
gency room by the police after she had furiously pushed a chair into a full-length mirror, 
shattering the mirror, in the principal's office of her child’s school. The psychiatrist who 
examined her described her as “paranoid and dangerous to others” and recommended 
immediate involuntary hospitalization, if she refused to admit herself voluntarily. 

Ms. Shaw refused voluntary admission. She stated that her suspicions concerning 
her child’s unfair treatment in school were well-founded and that she would harm no 
one. She acknowledged that she was particularly tense, irritable, and angry because she 
was premenstrual. Her husband supported her decision and assumed responsibility for 
her and for bringing her back to see the psychiatrist the next day. That evening her men- 
ses began. 

When Ms. Shaw saw the psychiatrist the next day, she appeared to be a “different 
person.” She was relaxed, her anger and irritability had dissipated, and she displayed 
a sense of humor. However, her conviction that the school principal owed her an expla- 
nation of his unfair treatment of her child remained. 

Ms. Shaw gave a history of monthly premenstrual symptoms beginning at menarche 
but worsening since her 20s. The symptoms were not the same every month. Some 
months she would become depressed, with thoughts of suicide; other months she 

would crave chocolate and gain 5-10 pounds in 1 week; some months she would break 
out in hives; and there were months when she had no symptoms. The symptoms were 
always predictable in their timing, occurring the week before her menses and remitting 

with onset of menses. 
Ms. Shaw was the oldest daughter of a chronically depressed and fearful mother and 

an alcoholic father. Before marriage, she was the caregiver of her family. Her mother re- 
covered significantly from her depression during Ms. Shaw’s adolescence, only to fail 
rapidly physically and die when her daughter left home and married after high school. 

Currently, Ms. Shaw is the mother of four grade-school children and also has pri- 

mary responsibility for a sibling with alcoholism who is dying of cancer, as well as for 

her handicapped husband, who has been severely depressed and vocationally incapac- 

itated since surgery 1% years ago. She lives with her in-laws. Both her husband and his 

parents have significant alcohol problems. 

Ms. Shaw is the family caregiver. “I can’t live with myself unless I do it all. I feel 

guilty if | do something for myself.” She can cope with the demands of her life and is 

not usually depressed, except when she is premenstrual, when “the whole world closes 

in” and she feels “pulled down.” 

Discussion of “Paranoid and Dangerous” 
The uncontrolled behavior that led to Ms. Shaw’s psychiatric evaluation sug- 

gested to the psychiatrist that she was psychotic and potentially dangerous to 

4.4 Premenstrual Dysphoric Disorder 121 



others and therefore in need of involuntary hospitalization. Fortunately, Ms. 

Shaw was able to convince the psychiatrist that she was not psychotic but that 

she suffered from episodic difficulties that always occurred in the few days be- 

fore her menses and remitted when her menses began. Her symptoms vary 

from cycle to cycle and include depression, anger, irritability, tension, and 

overeating. Between episodes she is apparently completely free of such symp- 

toms. 

This pattern of recurrent dysphoric episodes beginning in the premenstrual 

phase and remitting with the onset of menses suggests the diagnosis of Pre- 

menstrual Dysphoric Disorder (DSM-5, p. 171). To confirm this diagnosis, the 

psychiatrist needs to ask Ms. Shaw to make daily ratings of her mood and be- 

havior for at least two cycles to validate her impression that the changes are 

always associated with the menstrual cycle. In addition, it would be necessary 

to establish that at least five of the dysphoric and other associated symptoms 

have been present for most of the time during the majority of premenstrual pe- 

riods over the preceding year and that they impaired her functioning. 

4.5 

Depressive Disorder 

Due to Another Medical Condition 

When there is evidence that a prominent and persistent period of depressed 

mood or markedly diminished interest or pleasure in all or almost all activities is the 

direct pathophysiological consequence of (i-.e., caused by) another medical condition, 

then the appropriate diagnosis should be Depressive Disorder Due to Another Med- 

ical Condition. The diagnosis can be supported by the clinical history, physical exam- 

ination, or laboratory tests. 

Once the general medical condition has been diagnosed, then the etiological rela- 
tionship to depression needs to be established. The development of depression is 
known to be associated with certain medical conditions, such as stroke, Huntington’s 
disease, Parkinson’s disease, traumatic brain injury, Cushing’s disease, and hypothy- 
roidism. Evidence for an etiological relationship would be a clear temporal associa- 
tion between the onset, exacerbation, or remission of the mood disturbance and the 
corresponding change in the course of the medical disorder. The actual course and 
outcome, including functional consequences, of a Depressive Disorder Due to An- 
other Medical Condition will depend in large part on the nature of the underlying 
medical condition and the effectiveness of its treatment. 

The characteristics of a Depressive Disorder Due to Another Medical Condition 
can be noted via specifiers. If the full criteria for a Major Depressive Episode are not 
met, the designation is With Depressive Features. If the full symptomatic criteria for a 
Major Depressive Episode are met, then the specifier is With Major Depressive—Like 
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Episode. If there are also some symptoms of mania or hypomania (see Chapter 3, “Bi- 
polar and Related Disorders”) along with the depressive symptoms, then the disorder 
is noted to be With Mixed Features. 

Toy Designer 

Two years ago, Ray McKenzie, a 45-year-old toy designer, was admitted to the hospital 
following a series of suicidal gestures culminating in an attempt to strangle himself with 
a piece of wire. Four months before admission, his family had observed that he was 
becoming depressed: when at home he spent long periods sitting in a chair, slept more 
than usual, and had given up his habits of puttering around the house and watching the 

_ evening news on TV. Within a month, Mr. McKenzie was unable to get out of bed in the 
morning to go to work. He expressed considerable guilt but could not make up his mind 
to seek help until forced to do so by his family. He had not responded to 2 months of out- 
patient antidepressant drug therapy and had made several half-hearted attempts to cut 
his wrists before the serious attempt that precipitated the admission. 

Physical examination revealed signs of increased intracranial pressure, and a com- 
puted tomography (CT) scan showed a large frontal-lobe brain tumor. Mr. McKenzie 
underwent surgery, and the tumor was removed. Two years following surgery, Mr. 
McKenzie’s wife described to the surgeon how hopeful she initially was following sur- 
gery, because Mr. McKenzie’s depression seemed to lift. However, he never regained in- 
terest in returning to work and has spent all of his time at home. Although Mr. McKenzie 
makes few complaints, his wife describes him as lacking his former enthusiasm and 
“spark.” In addition, he seems to have trouble concentrating while watching TV. 

Discussion of “Toy Designer” 
Depressed mood, suicidal gestures, increased sleep, loss of interest, and guilt 

all suggest a past episode of Major Depressive Disorder. Although Mr. McKen- 

zie’s symptoms are identical with those seen in that disorder, it is reasonable 

to infer that the presurgical disturbance is caused by the frontal-lobe brain tu- 

mor; thus, the diagnosis is Depressive Disorder Due to Brain Tumor, With Ma- 

jor Depressive-Like Episode (DSM 5, p. 180). 

Some clinicians might have preferred to consider this diagnosis provi- 

sional, pending the results of surgery in order to better clarify the temporal re- 

lationship between the brain tumor and the symptoms of depression. If the 

depression lifts after removal of the brain tumor, the diagnosis of Depressive 

Disorder Due to Brain Tumor would be supported. If Mr. McKenzie’s depres- 

sion persists following surgery, the diagnosis would remain equivocal, be- 

cause there would be no way to definitely rule out Major Depressive Disorder 

that developed coincidentally. 

However, Mr. McKenzie’s diagnosis at follow-up is changed from the origi- 

nal diagnosis. The predominant disturbance 2 years after surgery is a marked 

change in personality, as manifested by Mr. McKenzie’s apathy and indifference 

rather than symptoms of depression. Personality changes are common in Major 

or Mild Neurocognitive Disorders (see “The Hiker” in Section 17.2); however, in 

Mr. McKenzie’s case, despite some difficulty in concentrating, he demonstrates 

no evidence of significant cognitive decline. Thus, the follow-up diagnosis is 

Personality Change Due to Brain Tumor, Apathetic Type (DSM-5, p. 682). 
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CHAPTER 5 

Anxiety Disorders 

Anxiety Disorders are characterized by excessive fear or anxiety and result- 
ing avoidance behaviors intended to mitigate the anxiety. The experience of fear and 
the related emotion of anxiety are normal parts of life. Fear is essential to protect a 
person from immediate threat and to mobilize the body for quick action to avoid dan- 
ger. Anxiety, on the other hand, is a future-oriented affective state in which the person 

anticipates a future threat and experiences a sense of uncontrollability and vulnera- 

bility focused on the upcoming event or circumstance. Anxiety leads to a shift in at- 

tention toward the source of the danger so that the individual becomes more vigilant 

for relevant threat cues and, thus, is more likely to experience fear, with the auto- 

nomic nervous system arousal necessary for “fight or flight,” in the face of a per- 

ceived immediate threat. An individual walking home alone at night, for example, 

may become anxious and begin to scan his environment for noises or shadows that 

might portend a lurking mugger from whom he would attempt to flee. Fear and anx- 

iety are not always adaptive, however. At times, fear or anxiety can occur in the ab- 

sence of any realistic threat, or these emotions may be out of proportion to the actual 

danger posed by the feared object or situation. 

Anxiety Disorders differ from one another based on the types of objects or situations 

that provoke fear or anxiety, the type and pattern of fear or anxiety experienced, and the 

presence and extent of avoidance behavior. The Anxiety Disorders include Separation 

Anxiety Disorder, in which a person has fear or anxiety concerning separation from at- 

tachment figures (most often parents, but can be romantic partners for adults); Selective 

Mutism, in which a person fails to speak in some (usually social) situations; Specific 

Phobia, in which fear or anxiety is related to a specific object or situation, such as dogs, 

snakes, heights, or flying; Social Anxiety Disorder (Social Phobia), in which the indi- 

vidual has fear or anxiety about social situations involving scrutiny by others; Panic 

Disorder, in which a person experiences recurrent unexpected “panic” attacks; Ago- 

raphobia, in which the individual has a fear of multiple specific situations from which 

escape might be difficult; and Generalized Anxiety Disorder, in which the person has 

ongoing anxiety and excessive worry about a number of events or activities. Anxiety 

or panic attacks that are the direct pathophysiological consequence of another medi- 

cal condition are diagnosed as Anxiety Disorder Due to Another Medical Condition. 

(Table 5-1 lists characteristic features of the Anxiety Disorders discussed in this chap- 
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TABLE 5-1. Characteristic features of Anxiety Disorders 

Disorder Key characteristics 

Separation Anxiety Disorder Developmentally inappropriate and excessive fear or anxiety 

concerning separation from those to whom the individual is 

attached 

Minimum duration of 4 weeks in children, 6 months in adults 

Selective Mutism Consistent failure to speak in social situations in which there 

is an expectation for speaking 

Specific Phobia Marked fear or anxiety about a specific object or situation 

Social Anxiety Disorder Marked fear or anxiety about one or more social situations in 

(Social Phobia) which the individual is exposed to possible scrutiny by 

others 

Panic Disorder Recurrent unexpected panic attacks (abrupt surges of intense 

fear or physical discomfort) 

Agoraphobia Marked fear or anxiety about at least two of the following: 
using public transportation, being in open spaces, being in 
enclosed places, standing in line or being in a crowd, and 
being outside of the home alone 

Fear or avoidance of situations because escape might be 
difficult or help unavailable in the event of incapacitating or 
embarrassing symptoms 

Situations actively avoided or endured with intense fear or 
anxiety 

Generalized Anxiety Disorder Excessive anxiety and worry about a number of events or 
activities for at least 6 months 

Anxiety Disorder Due to Panic attacks or anxiety due to the direct pathophysiological 
Another Medical Condition consequence of another medical condition 

ter.) Individuals with Anxiety Disorders are often able to reduce their fear and anxiety 

by avoiding the situations that are the focus of the fear or anxiety. For example, a per- 

son with Social Anxiety Disorder who consistently avoids interaction with unfamiliar 
people may almost never experience fear or anxiety, although at great cost in terms of 
significantly constricting his or her life. 

Sy] 
Separation Anxiety Disorder 

+) = Lia ‘\ ahia « ry ; 1 : Separation anxiety—that is, anxiety triggered by being separated from a pri- 
mary caregiver—is common in infants and small children, typically between ages 6 
months and 3 years, and is a natural part of the developmental process. In contrast, Sep- 
aration Anxiety Disorder is developmentally inappropriate and excessive fear or anxi- 
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ety about being separated from home or from attachment figures, such as parents or 
other significant caregivers. The distress may be experienced upon separation or in 
anticipation of it. The individual often is worried that something untoward will happen 
to the attachment figure, such as the attachment figure will get sick, be injured, or die 
while separated from the affected person, or that the person himself or herself will 
become ill, get lost, be kidnapped, or have an accident leading to a separation from the 
attachment figure. The fears may be expressed directly or indirectly, such as by refusal 
to leave home or go to school, refusal to go to sleep, nightmares about separation, or 
physical symptoms (e.g., headaches, stomachaches, nausea, vomiting) upon separation 
or in anticipation of it. Given that transient separation fears may be common, especially 
when under stress, DSM-5 requires that the separation anxiety persist for at least 4 
weeks in children and at least 6 months in adults before the diagnosis is given. 

_ Separation Anxiety Disorder is the most prevalent Anxiety Disorder in children 

under age 12 years. The prevalence of the disorder decreases with age, and most chil- 

dren who have it do not experience pathological anxiety as adults. Nonetheless, Sep- 

aration Anxiety Disorder can be observed in adults. Adults with Separation Anxiety 

Disorder are typically overconcerned about their offspring and spouses and experi- 

ence marked discomfort when separated from them. They may also experience sig- 

nificant disruption in work or social experiences because of needing to continuously 

check on the whereabouts of a significant other. 

The onset of the disorder in children often follows a stressor, such as parental di- 

vorce, a natural disaster, a family death, an illness in the patient or a relative, a move, 

immigration, or the death of a pet. Separation Anxiety Disorder in young adults may 

be precipitated by moving out of the family home, getting involved in a romantic re- 

lationship, or becoming a parent. Girls are more likely than boys to engage in school 

refusal or avoidance because of separation anxiety; boys are more likely to express 

their anxiety indirectly (e.g., by physical symptoms). 

Tiny Tina 

Tina, a small, sweet-faced, freckled 10-year-old, has been referred by a pediatrician, 

who had been unsuccessful in treating her for refusing to go to school. Her difficulties 
began on the first day of school 1 year ago when she cried and hid in the basement. She 

agreed to go to school only when her mother promised to go with her and stay to have 

lunch with her at school. For the next 3 months, on school days, Tina had a variety of 

somatic complaints, such as headaches and “tummy aches,” and each day would go to 

school only reluctantly, after much cajoling by her parents. Soon thereafter she attended 

school only if her parents lifted her out of bed, dressed and fed her, and drove her there. 

Finally, in the spring, the school social worker consulted Tina’s pediatrician, who insti- 

tuted a behavior modification program with the help of Tina’s parents. Because this 

program was of only limited help, the pediatrician was now, at the beginning of the 

school year, referring Tina to a psychiatrist. 

Tina’s mother reported that despite Tina’s many absences from school last year, she 

performed well in school. During this time she also happily participated in all other ac- 

tivities, including Girl Scout meetings, sleepovers at friends’ houses (usually with her 

sister), and family outings. Her mother wonders if taking a part-time bookkeeping job 

2 years ago, plus the sudden death of a maternal grandmother to whom Tina was par- 

ticularly close, might have been responsible for the child’s difficulties. 
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When Tina was interviewed, she at first minimized any problems about school, in- 

sisting that “everything [was] okay” and saying that she got good grades and liked all 

the teachers. When the psychiatrist pursued the topic of why, then, she often refused to 

go to school, Tina became angry and gave a lot of “I don’t know” fps She ane 

tually said that kids teased her about her size, calling her “Shrimp” and “Shorty, but 

she nevertheless gave the impression and said that she liked school and her teachers. 

She finally admitted that what bothered her was leaving home. She could not specify 

why but hinted that she was afraid something would happen, though to whom or to 

what she did not say. She confessed that she felt uncomfortable when all of her family 

was out of sight. 

Discussion of “Tiny Tina” 
All of Tina’s problems involve a fear of going to school. The question is whether 

she is really afraid of school or of separating from her parents. The evidence that 

she might be afraid of school is her claim that the other children tease her and 

her willing participation in other activities away from home, such as sleepovers 

and Girl Scout meetings. However, Tina herself ultimately admits that it is really 

her fear that something bad will happen when her family is out of her sight that 

is behind her refusal to go to school. An enforced 6 hours away from her family 

every day is apparently more troubling to her than an occasional hour at a Girl 

Scout meeting or, surprisingly, a sleepover, where she is usually accompanied by 

her sister. 

In the absence of a more pervasive disorder, Tina’s excessive distress about 

separation from her family, her unrealistic worry about harm befalling her par- 

ents, her reluctance to go to school, and her complaints of physical symptoms 

on school days—all lasting for longer than 4 weeks—indicate Separation Anx- 

iety Disorder (DSM-5, p. 190). 

5.2 

Selective Mutism 

Selective Mutism is another Anxiety Disorder with a usual age at onset in 
childhood. The hallmark of Selective Mutism is a “consistent failure to speak in spe- 
cific social situations in which there is an expectation for speaking” (DSM-5, p. 195), 
such as at school, although the child continues to speak in other situations (thus, the 
term “selective”). The failure to speak does not have to do with the child’s not know- 
ing the language and is not related to a Communication Disorder, such as Childhood- 
Onset Fluency Disorder (Stuttering), or to Autism Spectrum Disorder (see Chapter 1, 
“Neurodevelopmental Disorders”). The child’s refusal to speak interferes with edu- 
cational achievement and the development of social skills. 

Selective Mutism most commonly appears when the child first enters the school 
system and is expected to speak in social situations, although some mild signs of the 
disorder may be apparent earlier. Typically, the child is unable to explain why he or 
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she will not talk but looks frightened, suggesting the possibility of some kind of Anx- 
iety Disorder. Indeed, Selective Mutism is frequently associated with Specific Phobia, 
such as fear of animals, and with Separation Anxiety Disorder. Some children who 
develop Selective Mutism have mild Communication Disorders or physical disorders 
that interfere with articulation. Children may “outgrow” the Selective Mutism but 
continue to have symptoms of Social Anxiety Disorder (see Section 5.4). 

Quiet Kevin 

Kevin was a playful, attractive 6-year-old who was in first grade in a suburban school 
when his mother brought him for an evaluation because “he won’t speak in school or 
in any social situations.” During the evaluation, he whispered to his mother but would 
not speak to the interviewer. His mood seemed good, and his affect was very broad— 
he demonstrated exuberance, some apprehensiveness when he was expected to speak, 
but no sadness. He agreed with his mother that not speaking was a real problem, and 
he wanted to overcome it. 

Kevin's mother reported that Kevin had been reluctant to speak to people outside of 
his home since he was about 2 years old. He never answered a greeting, and there were 
very few people he would talk to if he was away from his home. He did not speak at all 
in kindergarten. He liked going to parties and playing with others—laughing, running 
around, and singing—but he would not converse. He did not avoid social situations or 

strangers. He was taking piano lessons and would play in front of others, but he would 
not speak. He enjoyed going shopping and would sing out loud in the supermarket, but 
when people spoke to him, he became mute. At home, he amused himself with games 
and puzzles, and he played happily with other children. 

Kevin had no history of medical problems. His mother described him as a “low-key” 
child, always easy to get along with, and quite verbal when alone with the family. He 

has always been very bright and has done well academically. 
In kindergarten, he was referred for “play therapy” with a private psychologist, but 

several months of treatment did not result in any change in his symptom. 
Kevin was first treated with 4 weeks of behavioral therapy. When this produced no 

improvement, he was treated with fluoxetine, an antidepressant. After 9 weeks of treat- 
ment with fluoxetine, he was talking a little bit in school and talking to his grandparents 
on the phone. Over the summer, he began to speak to his psychiatrist and to peers in 

day camp. After 22 weeks, the medication was slowly decreased, and over the next few 
weeks Kevin’s mutism returned with everybody but his immediate family and his psy- 

chiatrist. His mood was less exuberant, he was more subdued, and his behavior was 

more oppositional at home. 
At the beginning of the next school term, Kevin initially refused to take medication, 

but after 10 days—during which he was not speaking to peers and teachers in school 

he went back on the medication for 1 month. He returned to his former state of feeling 

comfortable and exuberant, and he was speaking in school and all social settings. The 

fluoxetine was gradually discontinued, and by the end of the school year, he was a 

happy, comfortable, talkative second grader who had been voted president of his class. 

At this point, he was speaking to everyone, except those teachers who knew him as a 

mute kindergartner. 

Discussion of “Quiet Kevin” 

Kevin appeared to be normal in all respects except for his refusal to talk to any 

people other than his immediate family. This dramatic symptom could hardly 

be ignored. When, as in Kevin’s case, not speaking is not due to lack of famil- 
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iarity with the language spoken in school or to a Communication Disorder, 

such as severe Childhood-Onset Fluency Disorder (Stuttering) (see “Don’t 

Worry” in Section 1.4), the symptom is given diagnostic status and is called Se- 

lective Mutism (DSM-5, p. 195). 

SFO 

Specific Phobia 

When a person consistently experiences intense fear and anxiety related to an 
object or situation, a diagnosis of Specific Phobia should be considered. Prototypi- 

cally, a phobia involves intense fear that is consistently cued by exposure to a partic- 

ular object or situation, called the “phobic stimulus.” Most individuals will do 

everything in their power to avoid the phobic stimulus. If the person cannot avoid it, 

he or she experiences intense fear or anxiety. Irrational fears of objects can occur tran- 

siently, and for many people these fears are usually no more than an annoyance 

because of the ease of avoidance (e.g., having a snake phobia in an urban setting is 

rarely an issue because exposure to a snake is relatively unlikely). Thus, for an indi- 

vidual to receive a clinical diagnosis of Specific Phobia, the phobia must be persistent 

(i.e., lasting at least 6 months) and must cause significant distress or impairment in 

the person’s functioning. 

Most of the heterogeneity in the diagnosis of Specific Phobia is related to the wide 

range of stimuli to which people can develop fear. Therefore, DSM-5 provides speci- 

fiers to indicate the various types of phobic stimuli. These include Animal type for 

those afraid of certain kinds of animals, such as spiders, insects, or dogs; Natural En- 

vironment type for those fearful of certain aspects of the natural environment, such 

as heights, storms, and water; Blood-Injection-Injury type for individuals afraid of 

needles, seeing blood, being injured, or seeing someone else injured; Situational type 

for those afraid of specific situations such as airplanes, elevators, and enclosed places; 

and Other type for any other phobic stimulus. Because fear or anxiety triggered by 

social situations is so common, it has its own diagnosis in DSM-5: Social Anxiety Dis- 

order (see Section 5.4). 

Specific Phobia sometimes develops after experiencing a traumatic event (e.g., be- 

ing bitten by a dog or stuck in an elevator), seeing others experience a traumatic event 

(e.g., watching someone drown), having an unexpected panic attack in the feared sit- 

uation (e.g., becoming afraid of going on the subway after developing an unexpected 

panic attack while on the subway), or seeing extensive media coverage of a frighten- 

ing event, such as a plane crash. However, many people with Specific Phobia are un- 

able to recall the specific reason for the onset of their phobias. 
Typically, individuals with Specific Phobia experience an increase in physiological 

arousal in anticipation of or during exposure to the feared object or situation, in the form 

of increased heart rate, increased blood pressure, and sweating. Individuals with the 
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Blood-Injection-Injury type of Specific Phobia typically respond with a vasovagal faint- 
ing or near-fainting response that is caused by a drop in heart rate and blood pressure. 

Specific Phobia is a common disorder. In the United States, the 12-month commu- 
nity prevalence estimate is approximately 7%—-9%. Prevalence rates are approxi- 
mately 5% in children and approximately 16% in 13- to 17-year-olds. Prevalence rates 
are lower in older individuals (about 3%-5%), possibly reflecting diminishing sever- 
ity to subclinical levels. Women are affected twice as often as men, although gender 
ratios vary across the different phobia types. The Animal, Natural Environment, and 
Situational types of Specific Phobia are predominantly experienced by females, 
whereas the Blood-Injection-Injury type of Specific Phobia is experienced nearly 
equally by both genders. 

Thunderstorms 

Sheila Antonelli, a 28-year-old housewife, sought psychiatric treatment for a fear of 
storms that had become progressively more disturbing to her. Although frightened of 
storms since she was a child, the fear seemed to abate somewhat during adolescence, but 
had been increasing in severity over the past few years. This gradual exacerbation of her 
anxiety, plus the fear that she might pass it on to her children, led her to seek treatment. 

Ms. Antonelli is most frightened of lightning but is uncertain about the reason for this. 
She is only vaguely aware of a fear of being struck by lightning and recognizes that this 
is an unlikely occurrence. When asked to elaborate on her fears, she imagines that light- 
ning could strike a tree in her yard, and then the tree might fall and block her driveway, 
thus trapping her at home. This possibility frightens her, but she is quite aware that her 
fear is irrational. She also recognizes the irrational nature of her fear of thunder. She be- 

gins to feel anxiety long before a storm arrives. A weather report predicting a storm later 
in the week can cause her anxiety to increase to the point that she worries for days before 
the storm. Although she does not express a fear of rain, her anxiety increases even when 
the weather becomes overcast because of the increased likelihood of a storm. 

During a storm, she does several things to reduce her anxiety. Because being with 
another person reduces her fear, she often tries to make plans to visit friends or relatives 
or goes to a store when a storm is threatening. Sometimes, when her husband is away 
on business, if a storm is forecast, she and her children stay overnight with a close rel- 
ative. During a storm, she covers her eyes or moves to a part of the house far from win- 

dows, where she cannot see lightning should it occur. 
Ms. Antonelli has three young children. She describes her marriage as a happy one 

and states that her husband has been supportive of her when she is frightened and has 

encouraged her to seek psychiatric treatment. She is in good physical health, and at the 

time she entered treatment there were no unusually stressful situations in her life or 

other emotional difficulties. Her parents separated shortly after she began treatment. 

Although she found their separation distressing, she felt that her personal supports 

were adequate and that this occurrence did not necessitate additional attention. 

She describes her past history as generally unremarkable in terms of any obvious 

psychological problems, except her fear of storms. She feels that she may have 

“earned” this fear from her grandmother, who also was frightened of storms. She de- 

nies panic attacks or any other unusual or incapacitating fears. 

Discussion of “Thunderstorms” 

Many people feel uncomfortable during thunder and lightning storms, but 

Ms. Antonelli’s persistent fear of this circumscribed stimulus is clearly exces- 
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sive and causes her considerable distress. Furthermore, her fear and avoidant 

behavior frequently interfere significantly with her normal routine. These fea- 

tures indicate the presence of a phobia. This case demonstrates a number of 

important features of Specific Phobia (DSM-5, p. 197). Many people might ex- 

perience a certain level of fear or anxiety during a severe thunderstorm, espe- 

cially a particularly violent one. Most of these people would not qualify for a 

diagnosis of Specific Phobia because they are not particularly distressed or 

functionally impaired by it, and certainly not enough to seek treatment. In Ms. 

Antonelli’s case, her degree of distress and the fact that it exerts such an impact 

on her life (e.g., needing to stay overnight at the house of a close relative if her 

husband is out of town when a storm is expected) justify the diagnosis. As is 

typical with many phobias, Ms. Antonelli’s fear goes back to her childhood. 

This case illustrates one of the many ways phobias can develop—namely, it 

was “modeled” by another family member. A fear of storms is an example of 

the Natural Environment type of Specific Phobia. 

Stay Healthy 

Jordan Michaels, a 27-year-old computer programmer, seeks treatment because of fears 
that prevent him from visiting his terminally ill father-in-law in the hospital. He 
explains that he is afraid of any situation even remotely associated with bodily injury 
or illness. For example, he cannot bear to have his blood drawn or to see or even hear 

about sick people. These fears are the reason he avoids consulting a doctor even when 
he is sick; avoids visiting sick friends or family members; and refuses to even listen to 
descriptions of medical procedures, physical trauma, or illness. He became a vegetarian 
5 years ago to avoid thoughts of animals being killed. 

Mr. Michaels dates the onset of these fears to age 9, when his Sunday school teacher 
gave a detailed account of a leg operation she had undergone. As he listened, he began 
to feel anxious and dizzy, he sweated profusely, and finally he fainted. He recalls great 
difficulty receiving immunizations and being subjected to other routine medical proce- 
dures through the rest of his school years, as well as numerous fainting and near-fainting 
episodes throughout his teen and adult years whenever he witnessed the slightest phys- 
ical trauma, heard of an injury or illness, or saw a sick or disfigured person. When he 

recently saw someone in a store in a wheelchair, he started wondering if the person was 

in pain and became so distressed that he fainted and fell to the floor. He was greatly em- 
barrassed, when he regained consciousness, by the crowd of people surrounding him. 

Mr. Michaels denies any other emotional problems. He enjoys his work, seems to get 
along well with his wife, and has many friends. 

Discussion of “Stay Healthy” 
In this illustration of a Specific Phobia (DSM-5, p. 197), the phobic stimulus is 
bodily injury or illness. As is common with this type of phobia, a wide variety 
of situations are avoided: Mr. Michaels avoids having his blood drawn and go- 
ing to doctors, visiting (or even hearing about) people who are sick, and listen- 
ing to anything about medical procedures, physical trauma, or illness of any 
kind. Although his fear of blood and injury has been bothersome and embar- 
rassing because of the fainting spells, his fear has not had a significant impact 
on his life until recently. Now that his father-in-law is terminally ill in the hos- 
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pital, Mr. Michaels’ inability to visit him is creating enough of a problem to 
bring Mr. Michaels into treatment. 

Mr. Michaels’ fear is unrelated to an obsession involving being infected 
with germs, as might occur in someone with Obsessive-Compulsive Disorder 
(see “Lady Macbeth” in Section 6.1), and it is not related to a prior traumatic 
experience such as witnessing mutilation on a battlefield as might occur in 
someone with Posttraumatic Stress Disorder (see “Flashbacks” in Section 7.3). 
If it were, an additional diagnosis of Specific Phobia would not be given. 

One feature that distinguishes the Blood-Injection-Injury type of Specific 
Phobia from the other types is the person’s physiological response to exposure 
to the feared stimulus. In other forms of Specific Phobia, individuals respond 
to exposure with typical sympathetic nervous system symptoms of fear and 
anxiety, such as racing heart, sweating, and sometimes even a panic attack. In 
contrast, individuals with the Blood-Injection-Injury type of Specific Phobia 

experience an initial period of arousal and increased heart rate, followed by a 

vasovagal drop in heart rate and blood pressure that can lead to fainting. 

Notably, DSM-5 includes a disorder called Illness Anxiety Disorder (see 

“The Radiologist” in Section 9.2), which is not in the Anxiety Disorders chapter 

but instead is classified with the Somatic Symptom and Related Disorders. 

This condition is characterized by a preoccupation with having or acquiring a 

serious undiagnosed illness such as cancer and with a high level of general 

anxiety about health. This disorder is in contrast to a Specific Phobia, in which 

the primary symptoms are fear, anxiety, and avoidance related to the phobic 

stimulus of injury or illness. Thus, despite the suggestive name, Illness Anxi- 

ety Disorder is quite different from an illness phobia. 

5.4 

Social Anxiety Disorder 

(Social Phobia) 

Sig nificant fear or anxiety about being ina social situation in which the person 

is potentially exposed to the scrutiny of others is indicative of Social Anxiety Disor- 

der. The social situation may involve performance in front of a group (e.g., giving a 

speech), being observed in public (e.g., eating or drinking), or simply meeting new 

people or engaging in conversation with others. The person with Social Anxiety Dis- 

order is afraid that he or she will act in a way that will be embarrassing or humiliat- 

ing, or will offend others or provoke rejection by others. Like other phobias, Social 

Phobia causes the person to either avoid or endure the situation with dread; Social 

Phobia causes fear or anxiety that is out of proportion to any actual threat in the situ- 

ation, and it leads to anxiety that is very distressing or that interferes with function- 
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ing. The anxiety or avoidance is not related to another mental disorder, such as in the 

case of a person with severe Panic Disorder (see Section 5.5), who avoids social situ- 

ations because of the fear of having a panic attack, or Body Dysmorphic Disorder (see 

Section 6.2), in which a person avoids social situations because of embarrassment 

about his or her perceived physical defect. Moreover, it is common and often under- 

standable for a person with a medical condition that is characterized by embarrassing 

symptoms (e.g., severe tremors in a person with Parkinson’s disease or severe disfig- 

urement in a person who has been burned) to experience distressing anxiety in social 

situations. A diagnosis of Social Anxiety Disorder should be given in such circum- 

stances only if the fear and avoidance is out of proportion to the symptom in question 

(e.g., when a patient with only a slight tremor from Parkinson’s disease refuses to 

leave his or her house). 

Social Anxiety Disorder is one of the more common Anxiety Disorders, with a 12- 

month prevalence estimate in the United States of approximately 7%. Its onset is usu- 

ally in early adolescence. The course may wax and wane, but in a substantial number 

of people, the disorder lasts for several years or more. Women are somewhat more af- 

fected than men, although men may be more likely to seek treatment for the disorder 

because of social expectations to be in public. 

Mail Sorter 

Andy Johnson, a 25-year-old single man, lives with his mother and brother. He works 
as a mail sorter at the post office, a job he has had since he dropped out of college after 
2 years. He came to an anxiety disorders clinic after reading a newspaper advertisement 
regarding the availability of free treatment for participation in a research study of Anxiety 
Disorders. His chief complaint is of “nervousness.” He says that right now he is “just 
going through the motions” and wants “to lead a normal life” and go back to college. 

During his adolescence and young adulthood, Mr. Johnson had no close friends and 
usually preferred to be by himself. When he entered college, he formed several close 
friendships but became “super self-conscious” when speaking to strangers, classmates, 
and sometimes even friends. He would feel nervous, and his face would become so 
“stiff” that he had difficulty speaking. He had a “buzzing” in his head, felt as if he were 
“outside [his] body,” had hot flashes, and perspired. These “panic attacks” (his term) 

came on suddenly, within seconds, and only when he was with people. When a class- 

mate spoke to him, he sometimes “couldn’t hear” what the classmate was saying be- 
cause of his nervousness. 

Outside of class, Mr. Johnson began to feel increasingly uncomfortable in social sit- 

uations: “I think that I was afraid of saying or doing something stupid.” He began to 

turn down invitations to parties and to withdraw from other social activities (e.g., a 

bowling league). Eventually, he dropped out of college entirely. 

Mr. Johnson explains that the reason he chose to work at the post office is that the job 
does not require him to deal with people. When asked about other things that make him 
nervous, he says he tries to avoid using public bathrooms, but when he does use them, 
he feels more comfortable when the lights are dim, when there are few people present, 
and when he can use a stall rather than a urinal. 

Mr. Johnson has two long-standing “best friends” with whom he socializes regularly 
and feels completely comfortable. However, he has not dated since college, and he to- 
tally avoids group settings, such as weddings, parties, or clubs. He has no problem with 
authority figures and even welcomes constructive criticism from his supervisor at the 
post office. “My problem is nervousness, not obstinacy.” 
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Discussion of “Mail Sorter” 

Mr. Johnson says that he has “panic attacks,” and indeed he does get sudden at- 
tacks of intense anxiety. However, these always occur in situations that he knows 
are frightening to him. Thus, the attacks are quite different from the unexpected 
attacks of panic that occur in Panic Disorder (see Section 5.5). Mr. Johnson’s anx- 
iety occurs in a variety of different social situations in which he fears that he will 
do something or act in a way that will be humiliating or embarrassing. This is 
the hallmark of Social Anxiety Disorder (DSM-5, p. 202). This diagnosis is given 
only, as in Mr. Johnson’s case, when the distress significantly interferes with the 
person’s normal routine, occupational functioning, or social activities or rela- 
tionships, or when there is marked distress about having the phobia. The fact 
that Mr. Johnson has so-called panic attacks in the context of his disorder can be 

~ noted with the Panic Attack Specifier (DSM-5, p. 214). 

Mr. Johnson’s chief complaint is “nervousness,” and therefore his evalua- 

tion focuses on a differential diagnosis of his anxiety symptoms. Were he to 

seek treatment for the interpersonal problems that have constricted his life, the 

focus would be on his personality functioning and would have suggested the 

diagnosis of Avoidant Personality Disorder (see “The Jerk” in Section 18.3). In 

fact, his symptoms probably also meet the criteria for that disorder in view of 

his avoidance of activities that involve interpersonal contact, inhibition in in- 

terpersonal situations, preoccupation with being criticized or rejected, and 

general feelings of inadequacy. 

On Stage 

Doug Phillips is a 33-year-old man who lives in Seattle with his wife. He has been 
employed as a salesperson for an insurance company since graduating from college. He 
came to a psychologist, recommended by a friend, complaining of “anxiety at work.” 

Mr. Phillips describes himself as having been outgoing and popular throughout his 
adolescence and young adulthood, with no serious problems until his third year of col- 
lege. At that time, he started becoming extremely tense and nervous when studying for 
tests and writing papers. His heart would pound, and his hands would sweat and trem- 

ble. Consequently, he often did not write the required papers and, when he did, would 

submit them after the date due. He could not understand why he was suddenly so ner- 

vous about doing papers and taking exams when he had always done well in those 
tasks in the past. As a result of his failure to submit certain papers and his late submis- 
sion of others, his college grades were seriously affected. 

Soon after graduation, Mr. Phillips was employed as a salesperson for an insurance 

firm. His initial training (attending lectures, completing reading assignments) pro- 

ceeded smoothly. However, as soon as he began to take on clients, his anxiety returned. 

He became extremely nervous when anticipating calls from clients. When his business 

phone rang, he would begin to tremble and sometimes would not even answer it. Even- 

tually, he avoided becoming anxious by not scheduling appointments and by not con- 

tacting clients whom he was expected to see. 

When asked what it was about these situations that made him nervous, he said that 

he was concerned about what the client would think of him: “The client might sense 

that Iam nervous and might ask me questions that I don’t know the answers to, and I 

will feel foolish.” As a result, he would repeatedly rewrite and reword sales scripts for 
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telephone conversations because he was “so concerned about saying the right thing. I 

guess I’m just very concerned about being judged.” on 

Although never unemployed, Mr. Phillips estimates that he has been functioning at 

only 20% of his work capacity, which his employer tolerates because a salesman is paid 

only on a commission basis. For the last several years, he has had to borrow large sums 

of money to make ends meet. 

Although financial constraints have been a burden, Mr. Phillips and his wife enter- 

tain guests at their home regularly and enjoy socializing with friends at picnics, parties, 

and formal affairs. Mr. Phillips lamented, “It’s just when I’m expected to do something 

for work. Then it’s like I’m on stage, all alone, with everyone watching me.” 

Discussion of “On Stage” 
Mr. Phillips’ problem is crippling anxiety whenever he feels that he is perform- 

ing. In college this happened when he had to write papers or take exams. At 

work it happens whenever he has to talk to clients, either on the phone or face 

to face. What he fears is that people will observe his anxiety and make him 

“feel foolish.” Significantly, he has no anxiety in social situations that he does 

not define as being “on stage,” and he has never experienced sudden attacks 

of panic in situations that he did not expect to cause him anxiety (as in Panic 

Disorder, see “I Could Be Dying” in Section 5.5). 

A marked and persistent fear of one or more social or performance situations 

in which the person is exposed to unfamiliar people or to possible scrutiny by oth- 

ers and fears that he or she will act in a way that will be humiliating or embarrass- 

ing are the essential features of Social Anxiety Disorder (DSM-5, p. 202). Social 

Anxiety Disorder may be limited to a specific phobic stimulus (as in Mr. Phillips’ 

case) or may be generalized to almost all social situations. The most common spe- 

cific expression of Social Anxiety Disorder is fear of public speaking. Fear of public 

speaking is usually limited to formal presentations and does not include, as in this 

case, fear of talking on the telephone. Less common forms of Social Anxiety Dis- 

order are fear of eating in public, fear of writing in public, and fear of using public 

lavatories. Because Mr. Phillips is able to enjoy social activities in which he feels he 

is not being judged, and his fear is limited to speaking or performing in public, he 

has the Performance Only type of Social Anxiety Disorder. 

No Friends 

Emily is a 7-year-old girl whose mother has brought her to an outpatient mental health 
clinic for children because of difficulties with peer relationships. A recent telephone call 
from Emily’s second-grade teacher convinced her mother that it was necessary to seek 
professional help for Emily. The teacher had become increasingly concerned about 
Emily’s reluctance to interact with the other children in the class. During recess, Emily 
stands off to the side of the playground with her head down, looking extremely uncom- 
fortable. In the classroom, she never initiates conversation with the other children and has 
great difficulty responding even when approached by another child. It is now 6 months 
into the school year, and Emily’s extreme discomfort around her peers has not improved 
at all. Indeed, she does not have a single friend in the classroom. 

Emily’s discomfort in interacting with peers dates back to kindergarten. Her teach- 
ers in kindergarten and first grade had commented on her report card that she was very 
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withdrawn and nervous with the other children. However, her second-grade teacher 
was the first to take an active role in trying to get Emily the help she needed. 

Emily’s mother had tried repeatedly to get Emily involved with other children in the 
neighborhood. In fact, she would take Emily by the hand and lead her to neighbors’ 
homes where there were children of the same age to try and make friends for her child. 
Unfortunately, when she did this, Emily would start to shake or cry and would not be 
able to say a word to the neighbor’s child. Emily has never been invited to a birthday 
party for another child. 

Her behavior at home is quite different. Emily is warm and outgoing with her family, 
in marked contrast to the withdrawn and anxious child observed by her teachers and 
peers. : 

Discussion of “No Friends” 
Many children are socially reticent—that is, slow to warm up in an unfamiliar 

- social situation. However, such children generally overcome their initial shy- 

ness and do not demonstrate the extreme and persistent social isolation that 

Emily does. In an adult, Emily’s behavior would suggest a possible diagnosis 

of Avoidant Personality Disorder (see “The Jerk” in Section 18.3). However, be- 

cause Emily is so young, the diagnosis of a Personality Disorder is not appro- 

priate. Emily is clearly afraid of situations in which she is exposed to 

unfamiliar people, and the psychiatrist suspects that Emily is afraid of acting 

in a way that will be humiliating or embarrassing. These features, plus her ca- 

pacity for social relationships with familiar people (her family), warrant the di- 

agnosis of Social Anxiety Disorder (DSM-5, p. 202). Although somewhat 

unusual in such a young child, Social Anxiety Disorder can occur in children. 

5.5 

Panic Disorder 

Sudden unex pected attacks of extreme fear or anxiety are the hallmark 

of Panic Disorder. Attacks of panic are abrupt surges of intense fear or discomfort that 

reach a peak of intensity in a matter of minutes. Any number of uncomfortable physical 

symptoms may occur involving the cardiovascular, respiratory, gastrointestinal, neu- 

rological, and other body systems. Symptoms may include palpitations, accelerated 

heart rate, sweating, trembling or shaking, shortness of breath, choking, chest pain, 

nausea, dizziness, chills or hot flashes, and numbness and tingling in the extremities. 

The person may also experience disturbing perceptions or cognitions during the 

panic attack, including feelings of unreality (.e., derealization) or being detached 

from himself or herself (i.e., depersonalization), fear of losing control or going crazy, 

and fear of dying. Moreover, the person may become so rattled by the panic attack 

that following an attack, he or she develops “persistent concern or worry about addi- 

tional panic attacks or their consequences (e.g., losing control, having a heart attack, 

‘going crazy’)” (DSM-5, p. 208) or makes a significant change in his or her behavior 
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to try to ward off additional attacks (e.g., avoiding exercise). Behavioral EET often 

include avoiding places or situations that the person believes are triggering nee 

attacks, such as traveling on public transportation, being in crowds, or even going 

outside the house. When Panic Disorder causes a person to avoid a number of differ- 

ent places or situations, an additional diagnosis of Agoraphobia (see Section 5.6) may 
apply. ; 

Panic Disorder is relatively common, with a 12-month prevalence in the general 
population estimated to be about 2%-3% in adults and adolescents. The onset of 
Panic Disorder is usually in the early 20s. The course is chronic without treatment, but 
there may be some waxing and waning of symptoms. Women are more likely to be 
affected than men. Panic disorder can be very impairing. People with the disorder 
may miss significant amounts of work or school while seeking medical attention from 
doctors or emergency rooms. Panic attacks are associated with high medical care uti- 
lization and poor quality of life. 

Toughing It Out 

Mindy Markowitz is an attractive, stylishly dressed, 25-year-old art director for a trade 
magazine who comes to an anxiety disorders clinic after reading about the clinic pro- 
gram in the newspaper. She is seeking treatment for “panic attacks” that have occurred 
with increasing frequency over the past year, often two or three times a day. These 
attacks begin with a sudden intense wave of “horrible fear” that seems to come out of 
nowhere, sometimes during the day, sometimes waking her from sleep. She begins to 
tremble, is nauseated, sweats profusely, feels as though she is choking, and fears that 
she will lose control and do something crazy, like run screaming into the street. 

Ms. Markowitz remembers first having attacks like this when she was in high 
school. She was dating a boy her parents disapproved of and had to do a lot of “sneak- 
ing around” to avoid confrontations with them. At the same time, she was under a lot 
of pressure as the principal designer of her high school yearbook and was applying to 
Ivy League colleges. She remembers that her first panic attack occurred just after the 
yearbook went to press and she was accepted by Harvard, Yale, and Brown. The attacks 
lasted only a few minutes, and she would just “sit through them.” She was worried 
enough to mention them to her mother, but because she was otherwise perfectly healthy, she did not seek treatment. 

Ms. Markowitz has had panic attacks intermittently over the 8 years since her first attack, sometimes not for many months, but sometimes, as now, several times a day. There have also been extreme variations in the intensity of the attacks, with some being so severe and debilitating that she had to take a day off from work. 
Ms. Markowitz has always functioned extremely well in school, at work, and in her social life, apart from her panic attacks and a brief period of depression at age 19 when she broke up with a boyfriend. She is a lively, friendly person who is respected by her friends and colleagues for her intelligence and creativity, and for her ability to mediate disputes. 
Ms. Markowitz never limited her activities, even during the times that she was hav- ing frequent, severe attacks, although she has occasionally stayed home from work for a day because she was exhausted from multiple attacks. She never associated the at- tacks with particular places. She says, for example, that she is as likely to have an attack at home in her own bed as on the subway, so there is no point in avoiding the subway. Whether she has an attack on the subway, ina supermarket, or at home by herself, she says, “I just tough it out.” 
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Discussion of “Toughing It Out” 
Ms. Markowitz describes classic unexpected panic attacks. They hit her unpre- 
dictably with a sudden burst of fear and the characteristic symptoms of auto- 
nomic arousal: sweating, trembling, nausea, and choking, all severe enough to 
make her fear she will lose control. Unlike most patients who have such severe 
panic attacks (see “I Could Be Dying,” below), she has never associated partic- 
ular situations, such as crowded places or public transportation, with having 
the attacks. Therefore, she does not show any symptoms of agoraphobic avoid- 
ance. Thus, the diagnosis is simply Panic Disorder (DSM-5, p. 208). Ms. Mar- 
kowitz’s Panic Disorder is fairly typical in that it is intermittent but has 
persisted for quite a number of years. 

| Could Be Dying 

Niyol Begay is a 52-year-old wholesale distributor of automobile parts who awoke in 
the middle of the night, gasping for breath, sweating, shaking, and having palpitations. 
He felt his pulse; it was 120. He had the thought, “I could be dying.” It was his third 
attack of the week and at least his tenth that month that had awakened him from sleep. 
The problem, which had begun 2 years previously, was getting much worse: not only 
was he having trouble staying asleep because of similar attacks, but after such nights 
he felt tired all day. He decided to take a friend’s advice and seek help from a psychia- 
trist who specializes in sleep problems. 

The psychiatrist elicited this additional history from Mr. Begay: Attacks of panic oc- 
curring during the day had begun at age 12 and had recurred every few months since that 
time. They did not begin to occur during sleep until the patient turned 50, about 2 years 
earlier. A few months ago, the attacks had become much rarer, after Mr. Begay had dis- 
continued drinking the 8-10 beers he had periodically drunk every weekend for most of 
his adult life. His weight had fallen from 227 pounds to a mildly overweight 181 pounds, 
and the mild hypertension he had had for several years had disappeared. 

In addition to having the recurrent attacks, for most of his life Mr. Begay had also felt 
anxious in anticipation of particular situations, including being shut inside airplanes or 

elevators or traveling in the middle lane of a road. Ona limited-access road, he counted 

the exits until he could leave, fearing that he would have a panic attack. 
Mr. Begay described a fear of falling apart if he ever got too far from his “support 

system,” his term for a beer cooler, which he carried with him always, although he 

rarely drank the beer. In anticipation of an airplane flight, however, he would drink 6— 

8 beers. He almost always had a company employee, his son, or a friend accompany 

him, and he particularly disliked plane flights when he was not with a familiar person. 

The night after he drank, the anxiety attacks occurred, awakening him from sleep. 

Mr. Begay ran a successful business and consulted for several others. Recently, how- 

ever, anxiety had prevented his accepting a huge government contract to set up an in- 

ternational distribution system for retail stores on military bases. He felt he would be 

too exposed to scrutiny and would therefore fail. He also worried that some long plane 

flights would be unavoidable. 

During the interview, Mr. Begay was highly verbal, informative, cheerful, friendly, 

and engaging. He talked about uncomfortable subjects frankly and productively. He 

had two sisters and two daughters who suffered from “agoraphobia”; one of the 

daughters was housebound. 

Initially, Mr. Begay was thought to have Obstructive Sleep Apnea (recurrent periods 

of not breathing during sleep (see “Food for Thought” in Section 12.4), on the basis of 
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the loud snoring that he reported and the awakening provoked by drinking alcohol, re- 

lieved by weight loss, and the presence of mild hypertension. These symptoms are com- 

mon in patients with sleep apnea, and are presumably related to the pulmonary 

hypertension that develops from insufficient breathing and oxygen desaturation. No 

evidence for this condition emerged from results of sleep laboratory recording, upper 

airway examination, or laboratory tests for daytime vigilance. 

Discussion of “I Could Be Dying” 
Although Mr. Begay’s chief complaint is of difficulty staying asleep, it is clear 

that what keeps waking him up are recurrent panic attacks. He wakes up with 

typical symptoms of panic attacks: the abrupt onset of difficulty breathing, 

sweating, shaking, rapid heartbeat, and palpitations. The diagnosis of Panic 

Disorder (DSM-5, p. 208) is made because Mr. Begay has recurrent unexpected 

panic attacks with at least four of the characteristic symptoms, as well as con- 

cern about the consequences of the attacks (i.e., fear of dying from the attacks). 

People with Panic Disorder frequently attempt to avoid places or situations 

from which escape might be difficult or embarrassing or in which help might 

not be available in the event of having a panic attack (Agoraphobia). Mr. Be- 

gay’s history is unusual in that he apparently avoided situations in which he 

anticipated feeling anxious even before he identified the onset of panic attacks. 

In any case, he currently avoids many of those situations because of fears of 

having a panic attack. Therefore, the additional diagnosis of Agoraphobia (see 

“No Fluids” in Section 5.6) applies. 

This case is unusual from two perspectives. First, it is unusual for patients 

with Panic Disorder to have panic attacks at night. Second, insomnia is rarely 

caused by panic attacks that awaken the patient. When, as in this case, persis- 

tent insomnia is the predominant symptom requiring independent clinical at- 

tention and causes daytime fatigue and distress or impairment in functioning, 

the additional diagnosis of a Sleep-Wake Disorder is made. Mr. Begay, there- 

fore, would also be diagnosed with Insomnia Disorder, With Non-Sleep Dis- 

order Mental Comorbidity (DSM-5, p. 362). 

5.6 

Agoraphobia 

Agoraphobia is defined as marked fear or anxiety triggered by real or antici- 
pated exposure to a variety of situations. DSM-5 specifically requires that there be fear 
or avoidance of at least two of the following situations: 1) using public transportation 
(e.g., automobiles, buses, trains, ships, or planes); 2) being in open spaces (e.g., parking 
lots, markets, bridges); 3) being in enclosed spaces (e.g., shops, theaters); 4) standing 
in line or being in a crowd; or 5) being outside of the home alone. The person fears 
these situations or avoids them “because of thoughts that escape might be difficult or 
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help might not be available in the event of developing panic-like symptoms or other 
incapacitating or embarrassing symptoms” (e.g., fear of falling, fear of incontinence) 
(DSM-5, pp. 217-218). These situations consistently provoke fear or anxiety in the indi- 
vidual, who actively avoids the situations, or endures them with intense fear or anxi- 
ety, or requires the presence of an accompanying companion. The fear or anxiety must 
be persistent, lasting for at least 6 months, and must cause significant distress or 
impairment in functioning to justify a diagnosis. The diagnosis should not be given if 
attempts to avoid a situation would be considered reasonable because of its inherent 
danger, such as not venturing outside at night in a very high-crime neighborhood. 

Agoraphobia is relatively common, with an estimated 12-month prevalence in the 
general population of adults and adolescents of approximately 1.7%. The typical on- 
set of Agoraphobia is in late adolescence or early adulthood. Women are twice as 
likely to be affected as men. The course of Agoraphobia is typically chronic without 
treatment, and very few persons have remissions that are spontaneous (i.e., not re- 
lated to treatment). Other Anxiety Disorders, Depressive Disorders (see Chapter 4), 

Substance Use Disorders (see Chapter 16), and Personality Disorders (see Chapter 18) 

commonly co-occur with Agoraphobia. People with Agoraphobia may become com- 
pletely homebound and unable to go to school or work. 

No Fluids 

Anna O’Reilly, a 32-year-old medical secretary in Dublin, Ireland, is referred to a clinic 
for treatment of depression. She confides that the reason she is depressed is that for the 
last 5 months she has been afraid that she will urinate in public. She has never actually 
done this, and in the safety of her own home she considers the idea that she will actually 
do this to be nonsensical. 

When Ms. O'Reilly is away from home, the fear dominates her thinking, and she 
takes precautions to prevent its happening. She always wears sanitary napkins, never 
travels far from home, limits her intake of fluids, has stopped drinking alcohol, and has 
had her desk at work relocated near a toilet. For the 2 weeks before the consultation, she 

was unable to go to work because the fear had become so intense. 
She vaguely recalls that her deceased father also had a fear of urinating in public. 

Before leaving for work each day, he urinated several times and avoided drinking any 
fluids. Her younger sister has been successfully treated for a cleansing ritual in which 
she had to wash first her left hand and then her right hand exactly 10 times without 
touching the sides of the sink (probably Obsessive-Compulsive Disorder). 

Ms. O'Reilly had psychiatric treatment 10 years earlier, when she began to fear that 

she had contracted syphilis, even though there was no clinical or laboratory evidence 

of infection. Prior to 5 months ago, she never feared that she would urinate in public. 

In addition to this specific fear, she has always been an anxious, insecure person, con- 

sidered by her family to be overly cautious and perfectionistic. For the past year, she 

has been upset about her boyfriend’s impending return to Pakistan, after completing 

his medical studies in Ireland. She was divorced 5 years ago and is now living with her 

7-year-old son and mother. Her mother disapproves of her boyfriend, and Ms. O'Reilly 

has felt increasing pressure to end the relationship. She believes that the onset of her 

current difficulties coincided with the stress of her relationship with her mother and the 

threat of her boyfriend’s departure from the country. 

When interviewed, Ms. O’Reilly is visibly anxious. She remarks that she has been 

feeling despondent about her problems. She has trouble sleeping and has no energy 

during the day. Although her appetite is poor, she has not lost any weight. 
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Ms. O'Reilly was treated with clomipramine, an antidepressant medication that is 

indicated for the treatment of Obsessive-Compulsive Disorder, initially at a dosage of 

10 mg/day, increasing over 2 weeks to 125 mg/day. Her fear that she might urinate in 

public lessened after 10 days of treatment. Then, to correct her repertoire of avoidance 

behaviors, a behavioral program was instituted in which she was encouraged to leave 

her home for increasingly longer periods of time until she was able to tolerate the anx- 

iety. Before her boyfriend left the country, Ms. O'Reilly and her son moved away from 

her mother, and she was able to lead a more independent life. Her medication was 

phased out after 2 months, and the fear that she would urinate in public did not return. 

The psychiatrist attributed Ms. O’Reilly’s initial improvement to the medication, and 

her continued improvement to the behavioral program and the changes that she made 

in her life circumstances, particularly moving away from her mother. 

Discussion of “No Fluids” 
Ms. O'Reilly has markedly restricted her usual activities because of a fear that 

she will involuntarily urinate in public. The fear of being in situations from 

which escape might be difficult in the event of developing an embarrassing or 

incapacitating symptom is called Agoraphobia. Often, Agoraphobia is a com- 

plication of Panic Disorder (see Section 5.5), in that a person avoids certain sit- 

uations that he or she associates with having had a panic attack. Less common 

in Agoraphobia is no history of Panic Disorder and the fear of developing 

some specific symptom, such as loss of bladder control (as in Ms. O’Reilly’s 

case), vomiting, fainting, or having a heart attack. In such cases, the diagnosis 

is simply Agoraphobia (DSM-5, p. 217). 

A reader may wonder why Ms. O’Reilly’s condition is not diagnosed as So- 

cial Anxiety Disorder (see “On Stage” in Section 5.4)—that is, a persistent fear 

of a situation in which she is exposed to possible scrutiny by others and fears 

that she may do something (e.g., urinate) that will be humiliating or embar- 

rassing. In Social Anxiety Disorder, the person is attempting to accomplish a 

voluntary activity (e.g., speaking, eating, writing, urinating) and fears that the 

normal activity will be impaired by signs of anxiety (e.g., be unable to speak, 
choke while eating, tremble while writing, be unable to urinate). In contrast, in 
Agoraphobia, the person is afraid of suddenly developing a symptom that is 
out of his or her control and unrelated to the activity that he or she is trying to 
accomplish (e.g., cardiac distress while shopping, involuntary urination when 
away from home, dizziness while crossing the street). 

Shi f 
Generalized Anxiety Disorder 

When a person has excessive anxiety PN EESTE A WGTOU!T has excessive anxiety, worry, and apprehension about a num- 
ber of events or activities more days than not for a period of at least 6 months, a diag- 
nosis of Generalized Anxiety Disorder may be appropriate. Colloquially, such an 
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individual may be referred to as a “worrywart.” Adults with Generalized Anxiety 
Disorder often worry about routine life circumstances, such as possible job responsi- 
bilities, health and finances, the health of family members, misfortune to their chil- 
dren, or minor matters (e.g., doing household chores or being late for appointments). 
Children with Generalized Anxiety Disorder tend to worry excessively about their 
competence or the quality of their performance. An individual with this disorder will 
be unable to control the worry and will experience symptoms such as restlessness or 
feeling keyed up or on edge, being easily fatigued, difficulty concentrating or mind 
going blank, irritability, muscle tension, and sleep disturbance (DSM-5, p. 222). As in 
other Anxiety Disorders, the fear or anxiety must be significantly distressing or cause 
impairment in functioning to justify a diagnosis. 

Generalized Anxiety Disorder is relatively common, with the 12-month prevalence 
in the general population estimated to be approximately 0.9% among adolescents and 
2.9% among adults. The onset of the disorder usually occurs around age 30, making 
it a later-onset disorder compared with others in this diagnostic class. Women are 

twice as likely as men to have the disorder. As with other Anxiety Disorders, the 

course tends to be chronic, with waxing and waning of symptoms across the lifespan, 
but a low percentage of full remissions. Generalized Anxiety Disorder can cause con- 

siderable impairment, particularly in the ability to work effectively. Individuals with 

Generalized Anxiety Disorder are likely to have a current or past history of other 

Anxiety and Depressive Disorders. 

Edgy Electrician 

Max Schmidt is a 27-year-old married electrician who has experienced anxiety and 
worry over the past 2 years. He has felt periods of extreme muscle tension, and has been 

easily fatigued although he also has had difficulty falling and staying asleep. In addi- 
tion, he reports irritability and a constant “edgy” and watchful feeling that has often 
interfered with his ability to concentrate. These feelings have been present more days 
than not, and they have not been limited to discrete periods. Although these symptoms 
sometimes make him feel “discouraged,” he denies feeling depressed and continues to 
enjoy time spent with his family. He does not take medications regularly, use recre- 

ational drugs, or drink alcohol. 
Because of these symptoms, Mr. Schmidt had previously seen a family practitioner, 

a neurologist, an orthopedist, a chiropractor, and an ear-nose-throat specialist. He had 

been placed on a hypoglycemic (low-sugar) diet, received physiotherapy, and told he 

might have “an endocrine problem,” although all blood tests were, in fact, normal. 
Mr. Schmidt has many worries. He constantly worries about the health of his par- 

ents. His father, in fact, had a myocardial infarction (heart attack) 2 years previously but 

is now feeling well. Mr. Schmidt also worries about whether he is “a good father,” 

whether his wife will ever leave him (there is no indication that she is dissatisfied with 

the marriage), and whether he is liked by coworkers. Although he recognizes that his 

worries are often unfounded, he cannot stop himself from worrying. 

For the past 2 years, Mr. Schmidt has had few social contacts because of his nervous 

symptoms. Although he has sometimes had to leave work on days when the symptoms 

became intolerable, he continues to work for the same company he joined for his ap- 

prenticeship following high school graduation. He tends to hide his symptoms from his 

wife and children, to whom he wants to appear “perfect,” and he reports few problems 

with them as a result of his nervousness. 
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Discussion of “Edgy Electrician” 
Mr. Schmidt’s predominant symptoms are excessive and uncontrollable anxiety 

and worry for most of the time over the past 2 years. This suggests a diagnosis 

of Generalized Anxiety Disorder. He also has the characteristic associated symp- 

toms of feeling on edge, being easily fatigued, difficulty concentrating, irritabil- 

ity, muscle tension, and sleep disturbance. His worries cause him significant 

distress and impair his social functioning. The diagnosis of Generalized Anxiety 

Disorder (DSM-5, p. 222) is made in this case because the symptoms, which have 

lasted for longer than 6 months, are not attributable to the physiological effects 

of a substance (e.g., a drug of abuse or a medication) or another medical condi- 

tion (e.g., hyperthyroidism), and are not better explained by another mental dis- 

order (e.g., worrying about having a panic attack, as in Panic Disorder, or being 

embarrassed in public, as in Social Anxiety Disorder). 

Although Mr. Schmidt recognizes that his worries are often excessive and 

repetitive, they would not be considered to be evidence of obsessions, as occur 

in Obsessive-Compulsive Disorder (see “Lady Macbeth” in Section 6.1), be- 

cause they do not have an intrusive and inappropriate quality. 

5.8 

Anxiety Disorder Due to Another 

Medical Condition 

Anxiety or panic attacks that are the direct pathophysiological conse- 
quence of another medical condition, such as a pheochromocytoma—that is, a benign 

tumor of the adrenal gland that secretes norepinephrine (a hormone that causes anx- 

iety)—are diagnosed as Anxiety Disorder Due to Another Medical Condition. This 
anxiety is in contrast to anxiety that might develop as a psychological response to 
being diagnosed with a medical condition, which would be diagnosed instead as an 
Adjustment Disorder (see Section 7.5). A diagnosis of Anxiety Disorder Due to 
Another Medical Condition requires evidence from the history, physical examination, 

or laboratory testing of a medical condition that is known to cause anxiety, as well as 
other evidence to link the anxiety to the medical condition. Aspects of the clinical pre- 
sentation that can assist in making the causal connection include 1) the presence of a 
clear temporal association between the onset, exacerbation, or remission of the med- 
ical condition and the anxiety symptoms; 2) the presence of features that are atypical 
of Anxiety Disorders, such as an unusual age at onset; and 3) evidence in the medical 
literature that a known physiological mechanism causes anxiety. 
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The Outdoorsman 

Arne Olsen, a 78-year-old retired lumber company president, sought help for the onset 
of a series of episodic attacks in which he experienced marked apprehension, restless- 
ness, and the need to be outdoors to relieve his sense of discomfort. He described the 
most recent event as having occurred at 3:00 A.M. a week earlier: he awoke from sleep 
and felt “the walls were caving in” on him. He denied that this was related to dreaming 
and said that he was fully awake at.the time. He arose, dressed, and went outside in 
subzero weather; once outside, he noted gradual improvement (but not full resolution) 
of his symptoms. Complete resolution took a full day. 

In response to pointed questioning, Mr. Olsen denied shortness of breath, palpita- 
tions, choking sensations, numbness and tingling, and nausea. He reported trembling 
and some sweating, together with intermittent dizziness. He imagined that he would 

" die (or lose consciousness) if he could not “escape” from his house. He spoke of a need 
“to be active.” 

Mr. Olsen denied recent sleep dysfunction, change in appetite or weight, crying 
spells, or decreased energy. He had been taking clonazepam, an antianxiety medica- 
tion, for approximately 2 months for feelings of increased nervousness and tension. He 
had noted mild memory problems of late. 

Further inquiry established a problem with balance and intermittent pain in his right 

arm, and a complaint of indigestion and intermittent diarrhea. Mr. Olsen had stopped 
gardening the past summer because of his balance problem. On examination he was 
found to have a “beefy” red tongue (which he said was painful), difficulty with tandem 

gait (walking with one foot directly in front of the other) and rapid alternating hand 
motions, and a mild intention (on movement) hand tremor. He denied urinary inconti- 

nence. 
Laboratory studies revealed a macrocytic anemia (blood with an insufficient concen- 

tration of hemoglobin characterized by red blood cells that are larger than their normal 
volume) and vitamin B,, deficiency. Mr. Olsen was given vitamin B,, replacement, and 

his attacks did not recur. 

Discussion of “The Outdoorsman” 
Mr. Olsen describes unexpected panic attacks (with trembling, sweating, diz- 

ziness, and fear of dying, but without such typical symptoms as palpitations 

or shortness of breath), suggesting a diagnosis of Panic Disorder (see “I Could 

be Dying” in Section 5.5). However, careful physical examination and labora- 

tory findings indicate the characteristic features of vitamin B,, deficiency due 

to pernicious anemia, an acquired vitamin B,, malabsorption syndrome. Per- 

nicious anemia is characterized by a macrocytic anemia, as well as other symp- 

toms, such as a beefy red tongue, diarrhea, loss of balance, and pain. Because 

the panic attacks disappeared with treatment of the vitamin deficiency, it is 

reasonable to assume that the correct diagnosis is Anxiety Disorder Due to Per- 

nicious Anemia, With Panic Attacks (DSM-5, p. 230). 
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CHAP Ea G 

Obsessive-Compulsive 
and Related Disorders 

Obsessive-Compulsive and Related Disorders are character- 
ized by an individual's difficulties in controlling his or her cognitive processes (e.g., 
thinking, perceiving) and behaviors, such that these processes and behaviors become 
overwhelmingly preoccupying (thoughts, urges, or images) and endlessly repetitive 

(behaviors or mental acts in response to preoccupations). The hallmark disorder in 

this group, Obsessive-Compulsive Disorder (OCD), is characterized by 1) obsessions— 

recurrent and persistent thoughts, urges, or images that are experienced as intrusive 

and unwanted by a person and cause the individual marked anxiety or distress; and / 

or 2) compulsions—repetitive behaviors or mental acts that a person feels driven to 

perform in response to an obsession or according to rigid rules. Other disorders in 

this group are characterized by preoccupations with perceived physical flaws or de- 

fects (Body Dysmorphic Disorder) or with the perceived need to keep essentially use- 

less possessions (Hoarding Disorder). Two other disorders are characterized by 

recurrent body-focused repetitive behaviors that are self-injurious or self-destructive: 

Trichotillomania (Hair-Pulling Disorder) and Excoriation (Skin-Picking) Disorder. 

(Table 6-1 lists characteristic features of the Obsessive-Compulsive and Related Dis- 

orders discussed in this chapter.) 

Obsessive-Compulsive and Related Disorders have a significant anxiety compo- 

nent in that the cognitions cause anxiety in most cases and the behaviors involved of- 

ten appear to serve an anxiety-reducing function. Obsessive-Compulsive and Related 

Disorders are all characterized by an individual’s extreme difficulty in controlling or 

inability to control preoccupying thoughts or repetitive behaviors. 

In addition to having variations in the types of preoccupations and repetitive be- 

haviors involved, Obsessive-Compulsive and Related Disorders vary by the amount 

of insight that an affected person has into the unrealistic aspects of his or her thoughts 

or behaviors. Insight refers to an understanding of the origin and nature of a person’s 

maladaptive attitudes and behavior. For Obsessive-Compulsive and Related Disor- 

ders that have a cognitive component (i.e., OCD, Body Dysmorphic Disorder, and 

Hoarding Disorder), DSM-5 includes three insight-related specifiers: 
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TABLE 6-1. Characteristic features of Obsessive-Compulsive and 

Related Disorders 

Disorder Key characteristics 

Obsessive-Compulsive Obsessions: Recurrent, persistent, and intrusive thoughts, urges, 

Disorder or images, which the individual attempts to actively ignore, 

suppress, or neutralize with another thought or action (e.g., 

performing a compulsion) 

Compulsions: Repetitive, driven behaviors or mental acts 
performed in response to obsessions applied according to rigid 
rules; unrealistic or excessive behaviors or mental acts aimed 
at preventing or reducing anxiety or preventing some dreaded 

event or situation 

Body Dysmorphic Disorder Preoccupation with perceived defects or flaws in physical 
appearance 

Repetitive behaviors or mental acts in response to appearance 

concerns 

Hoarding Disorder Persistent difficulty discarding or parting with possessions 

Accumulation of possessions congests and clutters living areas, 
compromising their intended use 

Trichotillomania Recurrent pulling out of hair resulting in hair loss 
(Hair-Pulling Disorder) 

Excoriation (Skin-Picking) Recurrent skin picking resulting in skin lesions 
Disorder 

e With Good or Fair Insight indicates that people recognize that their beliefs are def- 

initely or probably not true or that they may or may not be true or that their be- 

havior is problematic. 

¢ With Poor Insight indicates that people think that their beliefs are probably true 

and are mostly convinced that their behavior is not problematic despite evidence 

to the contrary. 

¢ With Absent Insight/Delusional Beliefs applies to people who have no insight or 

are delusional (see introduction to Chapter 2, “Schizophrenia Spectrum and Other 

Psychotic Disorders”) and are completely convinced that their beliefs are true and 

their behaviors are not problematic (e.g., that there is nothing problematic or ab- 
normal about having every inch of his or her house filled with old newspapers). 

6.1 
Obsessive-Compulsive Disorder 

The content of the obsessions and compulsions of OCD vary among people with 
the condition, but certain themes are common. These include themes of cleaning, with 
repetitive thoughts about possible contamination by dirt, germs, or disease and compen- 
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satory cleaning behaviors such as excessive hand washing; symmetry, with repetitive 
thoughts about order and behaviors involving repeating, ordering, and counting; forbid- 
den thoughts, with aggressive, sexual, or religious thoughts and behaviors such as praying; 
and harm, with fears of harm to self or others and compensatory behaviors such as check- 
ing things (e.g., doors, gas ranges and ovens) to see if they are safe or secure. Obsessions 
cause individuals a great deal of anxiety or distress, and people with them struggle to 
ignore or suppress them or to “neutralize” them with other thoughts or actions (i.e., com- 
pulsions). Compulsions are repetitive behaviors or mental acts that individuals feel 
“driven” to perform in response to an obsession or according to rigid rules. For example, 
a person who is worried about becoming contaminated by germs after touching some- 
thing may feel an irresistible need to scrub and rinse his right hand exactly seven times 

and then to scrub and rinse his left hand exactly seven times (and perhaps to then start 

over). Although the compulsive actions in OCD are aimed at preventing or reducing anx- 

iety or preventing some calamity, they are not connected in any realistic way to what they 

are intended to neutralize or prevent, or they are clearly excessive. 

Obsessive thoughts need to be distinguished from “worries,” which are usually 

about real-life concerns. The obsessive thoughts of OCD often are not about real-life 

concerns, and can include content that is odd or irrational and may have a “magical” 

component. Depressed patients may have recurrent negative thoughts about them- 

selves or their lives (i.e., “ruminations”), but these are not usually experienced as “in- 

trusive” or out of their control. Superstitious behaviors, such as blowing on dice 

before a roll, avoiding stepping on a sidewalk crack or walking under a ladder, or 

tossing spilled salt over one’s shoulder, have some characteristics of compulsions. 

Usually, however, these behaviors are performed without a time-consuming ritual, as 

compared with compulsive rituals, which can go on for hours and severely interfere 

with a person’s social or occupational functioning. 

OCD usually begins in late adolescence but may begin earlier or even in childhood. 

The 12-month prevalence of OCD in the United States is 1.2%. Women are slightly 

more likely than men to have the disorder in adulthood, but boys are more likely than 

girls to have the disorder in childhood. OCD can be a very impairing disorder. People 

with OCD can spend inordinate amounts of time engaged in obsessive thinking or 

with compulsive rituals to the exclusion of other activities, and they may be com- 

pletely unable to complete schoolwork or job tasks on time. In addition, people with 

OCD may avoid people or situations that might trigger symptoms (e.g., not going out- 

side for fear of being contaminated by dirt). They may also cause themselves physical 

harm (e.g., raw and broken skin from excessive washing). Up to 25% of people with 

OCD attempt suicide at some point (DSM-5, p. 240). If OCD is untreated, the course 

can be chronic, and only a small percentage of individuals will completely recover. 

Other mental disorders, such as Anxiety, Depressive, Tic, and Personality Disorders 

(e.g., Obsessive-Compulsive Personality Disorder), often occur in people with OCD. 

Lady Macbeth 
cessor rl 

INTERVIEWER: Cindy, tell me about when things were the hardest for you. When 

was that? 

PATIENT: It was around Christmastime last year. 
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INTERVIEWER: And you were how old then? 

PATIENT: I was 13. 
INTERVIEWER: You're 14 now, right? 

PATIENT: Yes. : 

INTERVIEWER: When things were really at their worst, can you tell me what it 

was that was disturbing to you at that time? 

PATIENT: Well, the major part about it was that, like all these things that I did, 

they were really stupid, and they didn’t make any sense; but I’m still 

gonna have to do it, and it was sort of like being scared of what would 

happen if I didn’t do it. 
INTERVIEWER: What were the things that you were doing? 

PATIENT: In the morning when I got dressed, I was real afraid that there’d be 

germs all over my clothes and things, so I’d stand there and I’d shake 

them for half an hour. I’d wash before I did anything—like if I was gonna 

wash my face, I’d wash my hands first; and if I was gonna get dressed, I’d 

wash my hands first; and then it got even beyond that point. Washing my 
hands wasn’t enough, and I started to use rubbing alcohol. It was winter- 
time and cold weather, and this really made my hands bleed. Even if I just 
held them under water, they’d bleed all over the place, and they looked 

terrible, and everyone thought I had a disease or something. 
INTERVIEWER: And when you were doing that much washing, how much time 

every day did that take, if you added up all the different parts of it? 
PATIENT: It took about 6 hours a day. In the morning I didn’t have a whole lot of 

choice, because I had to get up at 6:00 and get ready for school. All I’d do 
was to get dressed as best I could. I didn’t even have time to brush my 
hair. At the time I never ate breakfast, so all these things—it was just so 
complex that I didn’t have time to do anything. 

INTERVIEWER: You also told me about other things in addition to the washing 
and worrying about dirt—that you would have plans about how you 
would do other things. 

PATIENT: Okay, well, they were like set plans in my mind that if I heard the 
word, like, something that had to do with germs or disease, it would be 
considered something bad and so I had things that would go through my 
mind that were sort of like “cross that out and it'll make it okay” to hear 
that word. 

INTERVIEWER: What sort of things? 

PATIENT: Like numbers or words that seemed to be sort of like a protector. 
INTERVIEWER: What numbers and what words were they? 
PATIENT: It started out to be the number 3 and multiples of 3 and then words like 

“soap and water,” something like that; and then the multiples of 3 got really 
high, they'd end up to be 123 or something like that. It got real bad then.... 

INTERVIEWER: At any time did you really believe that something bad would happen 
if you didn’t do these things? Was it just a feeling, or were you really scared? 

PATIENT: No! I was petrified that something would really happen. It was weird, 
because everyone would always say how sensible I was and intelligent. 
But it was weird because I tried to explain it in order to really make them 
understand what I was trying to say and they'd go, you know, like, “Well, 
that’s stupid,” and I knew it; but when I was alone, things would be a lot 
worse than when I was with this group, because if I was around friends, 
that would make me forget about most of this. But when I was alone, 
it...like, my mind would wander to all sorts of things and I’d get new 
plans and new rituals and new ideas, and I’d start worrying more and 
more about people that could get hurt that I cared about and things that 
could really go bad if I didn’t. 

INTERVIEWER: Who were the people you’d worry most would get hurt? 
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PATIENT: My family, basically my family. 
INTERVIEWER: Any particular people in your family? 
PATIENT: Well, like my grandmother—she’s 83 and, you know, I was just wor- 

tied that...I know that she’s old and she’s not gonna be around much lon- 
ger, but I was worried that maybe something I did could cause her to get 
really, really sick or something. 

INTERVIEWER: Had anything like this ever been on your mind before you were 
13, when this started? 

PATIENT: Well, let’s see... my mother, her family has always been mostly real 
neat people and extremely clean and so that could have affected it, be- 
cause I was growing up in that sort of background. But I always like to be 
clean and neat, and I was never really allowed to walk around the house 

with muddy shoes or anything like that, so... 
INTERVIEWER: But your concerns about clean, about how many times you did 

things—have they ever gotten in the way of your doing things that you 
wanted to do? 

PATIENT: Uh-huh. Many times. Like, I was supposed to go somewhere with a 
friend, and we were gonna leave at 11:00 and I wanted to take a shower 

before I left. So I had to get up about 6:00 in the morning, and sometimes 
I just won’t even make it with 5 hours to do it... 

INTERVIEWER: And that was since you were 13. But what about any time in your 
life before that—had anything like this ever happened? Or, as far as you 
know was this the first? 

PATIENT: It was the first time. 
INTERVIEWER: Have you at any time felt that you had some other special idea 

about forces beyond you...about your being able to control things magi- 
cally or be in control? 

PATIENT: I’m really scared of supernatural things. I don’t like to say that I be- 
lieve in superstitions and things, but I guess I really do ‘cause they 
frighten me. When I was little they weren’t really bothering me or any- 
thing, but now I avoid it as much as I can. Like, the number 13 now, if it 

came up, you know, it wouldn’t bother me, but I’d rather have the num- 

ber 7 instead. 
INTERVIEWER: So you are superstitious, but you've never heard any special voice 

talking to you or... 
PATIENT: Yeah, I have. It’s like...if I tried to describe it, people would think that 

I saw little people dancing around or something, and that was wrong be- 
cause all it was, it wasn’t like a voice, it was just like a thought. 

INTERVIEWER: More like being able to hear yourself think? 

PATIENT: Right. 
INTERVIEWER: Have you ever seen things that other people couldn’t see? 

PATIENT: No. 
INTERVIEWER: I know you are doing very well here in school and on the ward 

here at the hospital. Do you have any signs left of the problems that you 

used to have with your rituals and compulsions? 

PATIENT: Well, everyone is compulsive to a point. I can see little things that I’ll 

do. Like, I will go over something twice, or three times, because that’s a 

special number. Like, if I read something and I really don’t understand it, 

maybe I would go over it one more time and then, say, one more time will 

make it three. But nothing really big. It’s been really good, because I have 

gotten out and taken a shower, and gotten dressed, and washed my face 

and brushed my teeth, and all that stuff in like half an hour! That’s really 

good for me because I wasn’t able to do that before. 

INTERVIEWER: So, in general, it’s fair to say that there are things that just you 

would notice now, and probably someone sharing the room with you 
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wouldn’t be able to tell the other things you are doing even though you 

know these little things are there. Good...Well, thank you very much. 

Discussion of “Lady Macbeth” 
This adolescent girl articulately and vividly describes what it is like to have a se- 

vere form of OCD (DSM-5, p. 237). She has both obsessions and compulsions, 

and both are significant sources of distress to her, interfere with her functioning, 

and cause her physical harm. The onset of her problems in adolescence is typical 

of the disorder. 

Cindy’s obsessions, with a mixture of themes of contamination and harm, 

consist of ideas that intrude into her consciousness and are experienced as un- 

wanted. For example, she gets the idea that she may have done something that 

could cause her grandmother to get sick. Another example is the thought that 

there are germs on her clothes. The need to neutralize such distressing thoughts 

has led to various compulsions that are repetitive and that she feels driven to 

perform according to rules that must be rigidly applied. For example, if she 

heard a word that suggested germs or disease, she had to undo it (“cross that 

out”) by saying the number 3 and multiples of 3, or words like “soap and wa- 

ter.” Although these behaviors were designed to prevent her discomfort or a 

dreaded event (her grandmother becoming “really, really sick”), the activity 

was not connected in a realistic way to what it was designed to prevent (i.e., her 

saying “soap and water” could not, in fact, prevent her grandmother from be- 

coming sick) and was clearly excessive. In addition, she washed her hands for 

hours to prevent becoming infected by germs, to the extreme that her hands 

would actually bleed. Although emotionally Cindy reacted as if the dangers 

were real (“I was petrified that something would really happen”), intellectually 

she always knew that her fears were irrational and were not about real-life 

problems (her friends would say that her behavior was stupid, and she knew 

that it was). Because of Cindy’s level of awareness, the specifier With Good or 

Fair Insight would be noted with her diagnosis. In a few cases (i.e., 4% or less), 

during a severe episode of the illness, the person may no longer recognize that 

the obsessions or compulsions are excessive or unreasonable; in such instances 

the diagnosis would be further designated with the specifier With Poor Insight. 

Obsessive thoughts may be confused with auditory hallucinations (see 

Chapter 2, “Schizophrenia Spectrum and Other Psychotic Disorders”). This 
patient recognized that if she described some of her obsessive thoughts to peo- 
ple, they might think that she was hallucinating (“if I tried to describe it, peo- 
ple would think that I saw little people dancing around or something”). 
However, she is quite clear that it was just her own thoughts that she was ex- 
periencing and that she was not hearing a real, other voice external to herself. 

OCD is sometimes associated with Obsessive-Compulsive Personality Dis- 
order (see “The Workaholic” in Section 18.4). Whereas OCD involves true ob- 
sessions and compulsions (as defined in the introduction to this chapter), 
Obsessive-Compulsive Personality Disorder involves personality traits such 
as perfectionism, interpersonal control, and excessive devotion to work or pro- 
ductivity. There is no evidence of Obsessive-C ompulsive Personality Disorder 
in this case. 
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Major Depressive Disorder (see Section 4.2) often occurs either before or 
during the course of OCD and increases the risk of suicide attempts. In fact, on 
further questioning, this patient did describe an episode of Major Depressive 
Disorder that occurred early in the course of her OCD. 

6.2 
Body Dysmorphic Disorder 

Body Dysmorphic Disorder involves a preoccupation with “perceived 
defects or flaws in physical appearance that are not observable or appear slight to oth- 
ers” (DSM-5, p. 242). Like individuals with OCD (see Section 6.1), people with Body 

Dysmorphic Disorder engage in repetitive behaviors in response to their concerns— 

but their concerns are centered exclusively on their appearance and on others’ 

responses (as they perceive others’ responses) to their appearance. Their behaviors 

may include, for example, frequently checking how they look in mirrors, repetitively 

grooming, seeking reassurance about their appearance from others, or comparing 

how they look to how other people look. People with the disorder may feel ugly, unat- 

tractive, abnormal, or deformed. The most common parts of the body that are of con- 

cern are the skin, the hair, or the nose, but other body areas, such as eyes, teeth, face, 

chin, stomach, breasts, legs, and genitals, also can be the focus. 

Many individuals with Eating Disorders, particularly those with Anorexia Ner- 

vosa (see Section 10.4) or Bulimia Nervosa (see Section 10.5), have body image issues 

and may be preoccupied with the idea that they are overweight or that some part of 

their body (e.g., thighs, stomach) is flabby. For such individuals an additional diag- 

nosis of Body Dysmorphic Disorder would be redundant, because those kinds of 

body image distortions are a feature of their Eating Disorder. Individuals without an 

Eating Disorder who have such preoccupations could be given a diagnosis of Body 

Dysmorphic Disorder if such preoccupations are sufficiently impairing. Moreover, 

some individuals with an Eating Disorder may qualify for an additional diagnosis of 

Body Dysmorphic Disorder if the focus of preoccupation with appearance is not that 

he or she is fat or overweight but rather, for example, that his or her nose is horribly 

crooked. 
Body Dysmorphic Disorder commonly begins in adolescence. The prevalence of 

Body Dysmorphic Disorder in the United States is estimated at 2.4%. It is slightly more 

common in women than in men. A type that occurs almost exclusively in men is muscle 

dysmorphia, which is a preoccupation with the body as being too small or insufficiently 

muscular, leading to excessive dieting, exercise, weight lifting, or ingestion of anabolic 

steroids to increase muscle mass. Body Dysmorphic Disorder is quite commonly seen 

in dermatology, cosmetic surgery, orthodontia, and oral and maxillofacial surgery 

practices. It is often a chronic disorder, and people with it can subject themselves to un- 

necessary and potentially harmful dermatological treatments or surgery. When pa- 
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tients with Body Dysmorphic Disorder undergo treatments, such as dermabrasion (a 

scraping of the skin to remove damaged layers) or surgery, they are almost invariably 

unsatisfied with the results (see “Elephant Man,” below). For this reason, medical 

treatments are not likely to be helpful. Some individuals may actually attempt surgery 

on themselves or attempt suicide. Body Dysmorphic Disorder is very impairing, be- 

cause affected people will avoid social situations, drop out of school, not work, or even 

become completely housebound because of their concerns about their appearance. 

Elephant Man 

Marco Caruso is a shy, anxious-looking, 31-year-old carpenter who has been hospital- 

ized after making a suicide attempt by putting his head in a plastic bag after looking at 

himself in the mirror. He asks to meet with the psychiatrist in a darkened room. He is 

wearing a baseball cap pulled down over his forehead and partially covering his eyes. 

Looking down at the floor, Mr. Caruso says he has no friends, has just been fired from 
his job, and was recently left by his girlfriend. When the psychiatrist asks him to elab- 
orate, he replies. “It’s really hard to talk about this, Doctor. I don’t know if I can. It’s too 
embarrassing. Well, I guess I should tell you...after all, I’m in the hospital because of it. 

It’s my nose.” “Your nose?” the psychiatrist asks. “Yes, these huge pockmarks on my 
nose. They’re grotesque! I look like a monster. I’m as ugly as the Elephant Man! These 
marks on my nose are all I can think about. I’ve thought about them every day for the 
past 15 years. I even have nightmares about them. And I think that everyone can see 
them and that they laugh at me because of them. That’s why I wear this hat all the time. 
And that’s why I couldn’t talk to you in a bright room... you’d see how ugly I am.” 

The psychiatrist could not see the huge pockmarks that Mr. Caruso was referring to, 
even when she later met him in a brightly lit room. Mr. Caruso is, in fact, a handsome 
man with normal-appearing facial pores. The psychiatrist says, “I don’t see any ugly 
pockmarks. Is it possible that your view of your appearance is distorted, that maybe 
they’re just normal-looking facial pores?” 

“That's a hard question to answer,” he replies. “I’ve pretty much kept this preoccu- 
pation a secret because it’s so embarrassing. I’m afraid people will think I’m vain. But 
I’ve told a few people about it, and they’ve tried to convince me that the pores really 
aren't visible. Sometimes I sort of believe them. I think that I probably am distorting and 
that they’re not so bad. Then I look in the mirror and see that they’re huge and ugly, and 
I’m convinced that people laugh at them. Then no one can talk me out of it. When peo- 
ple try to, I think they just feel sorry for me and that they’re trying to make me feel bet- 
ter. This has affected me in a lot of ways, Doctor,” he adds. “It may be hard for you to 

believe, but this problem has ruined my life. All I can think about is my face. I spend 
hours a day looking at the marks in the mirror. But I just can’t resist. I started missing 
more and more work, and I stopped going out with my friends and my girlfriend. I got 
so anxious when people looked at me that I was staying in the house most of the time. 
Sometimes when I did go out, I went through red lights so I wouldn’t have to sit at the 
light where people might be staring at me. The hat helped a little, but it didn’t cover all 
the marks. I tried covering them with makeup for a while, but I thought people could 
see the makeup so that didn’t really help. The only time I really felt comfortable was 
when I wore my nephew’s Batman mask on Halloween. Then no one could see the 
marks. | missed so much work that I was fired. My girlfriend stuck it out with me for a 
long time, but she finally couldn’t take it anymore. One thing that was really hard for 
her was that I started asking her about 50 times a day whether I looked ‘okay and 
whether she could see the marks. I think that was the last straw. If I had a choice, I'd 
rather have cancer. It must be less painful. This is like an arrow through my heart.” 
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Mr. Caruso went on to discuss the fact that he had seen a dermatologist to request 
dermabrasion but was refused the procedure because the doctor “said there was noth- 
ing there.” He finally convinced another dermatologist to do the procedure, but Mr. Ca- 
ruso thought it did not help. Eventually, he felt so desperate over the supposed marks 
that he made two suicide attempts. His most recent attempt occurred after he looked in 
the mirror and was horrified by what he saw. He told the psychiatrist, “I saw how awful 
Llooked, and I thought: I’m not sure it’s worth it to go on living if I have to look like this 
and think about this all the time.” His first suicide attempt had also led to hospitaliza- 
tion, but, because the patient was so ashamed of his appearance concern and thought it 
would not be taken seriously, he kept it a secret and told the staff only that he was de- 
pressed. 

Discussion of “Elephant Man” 

_ Mr. Caruso looks normal but he is preoccupied with a perceived defect in his 

appearance. This preoccupation has clearly caused him significant distress and 

has significantly interfered with his functioning (he was fired from his job be- 

cause of absenteeism, and his girlfriend broke off their relationship). Although 

this is a fairly severe case of Body Dysmorphic Disorder (DSM-5, p. 242), it is 

not atypical: occupational, social, and other important areas of functioning 

may be severely impaired, and suicide attempts are not uncommon. However, 

the degree of distress and dysfunction associated with this disorder spans a 

spectrum of severity; some individuals with this disorder—although dis- 

tressed and perhaps not functioning up to their capacity—are relatively high 

functioning. 

The focus of a person’s concern in Body Dysmorphic Disorder commonly 

involves a facial flaw, as in Mr. Caruso’s case—often a perceived defect of the 

hair, nose, or skin. In some cases, again like Mr. Caruso’s, no physical anomaly 

is actually present. In other cases, a slight physical anomaly is present, but the 

person’s concern is markedly excessive. 

Certain repetitive behaviors are present in relation or response to the per- 

ceived defect. In Mr. Caruso’s case, these include excessive mirror checking, 

camouflaging grooming activities involving the use of makeup to try to hide 

his “pores,” wearing hats or masks to cover up, and repetitively questioning 

his girlfriend and other friends about the “defect.” Because people with Body 

Dysmorphic Disorder are often ashamed of their concern, they may keep it a 

secret, as Mr. Caruso did most of the time and during his first hospitalization, 

and may not reveal it unless specifically asked about it. 

People with Body Dysmorphic Disorder often have poor insight into the 

fact that the “defect” is imagined or distorted. In addition, it appears that de- 

gree of insight may be more accurately conceptualized as spanning a spectrum 

that ranges from good insight to delusional thinking (see introduction to 

Chapter 2, “Schizophrenia Spectrum and Other Psychotic Disorders”), along 

which the person’s belief may vary over time. Indeed, at the time of the eval- 

uation described above, Mr. Caruso’s insight was fair, which would warrant a 

diagnosis of Body Dysmorphic Disorder, With Good or Fair Insight, but at 

other times he has appeared to be delusional, which would be noted as “With 

Absent Insight/ Delusional Beliefs.” 
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6.3 

Hoarding Disorder 

The hallmark of Hoarding Disorder is a “persistent difficulty discarding or part- 

ing with possessions, regardless of their actual value” (DSM-5, p. 247). The individual 

has a perceived need to save the things that are kept, and the thought of getting rid of 

them causes substantial distress. Individuals with this disorder intentionally hold on to 

possessions because they believe that the objects may have future utility or are of 

some aesthetic or sentimental value. The most commonly saved items are newspa- 

pers, magazines, old clothing, bags, books, mail, and paperwork, but almost anything 

can be kept, including animals. The problem of difficulty with discarding possessions 

leads to an accumulation of them, and the resulting congestion and clutter compro- 

mise the use of active living space. Thus, because of the extent of accumulation, a 

kitchen may not be suitable for cooking, a bed not available for sleeping, or a whole 

house or apartment completely inaccessible. In some cases, items may also be accu- 

mulated outside the home in cars, yards, offices or other places of work, or the homes 

of friends or family members. Living areas may become unsafe due to risk of fire, fall- 

ing, or respiratory or other diseases. 

Symptoms of hoarding commonly begin in adolescence but, due to their chronic 

course, increase in prevalence with age. Estimates of the prevalence of Hoarding Dis- 

order in the United States and Europe range from 2% to 6%. Hoarding Disorder may 

be more common in men, but women are more likely to seek treatment for it. 

Something of Value 

Eli Wolfe, a 50-year-old man, came to the emergency room of a New York hospital com- 
plaining of malaise, fever, and a cough. An upper respiratory infection was diagnosed, 
but as the doctor was writing out the prescription, Mr. Wolfe tearfully revealed that he 
had no home to go to, was depressed, and felt that life was not worth living. The psy- 
chiatric resident who was called to see the patient obtained the following additional 
information. 

For the past month, Mr. Wolfe had been living in the basement of his apartment 
building, eating in restaurants, and using a Young Men's Hebrew Association for show- 

ers. He was eating and sleeping poorly. His own apartment was so full of newspapers, 

magazines, and books that he could no longer get in the door, but he could not bring 
himself to get rid of any of his “stuff.” 

When he was age 12, Mr. Wolfe began collecting baseball cards, and then books and 
magazines. His parents were poor immigrants from Eastern Europe, and the idea of 
holding on to things that might someday be valuable was not strange to them. Eventu- 
ally, however, the apartment became so cluttered that they threw out much of his col- 
lection. He retrieved it from the garbage, and from that point on his “collecting” has 
been a focus of conflict with both family and employers. He does not go out of his way 
to obtain things, but once he has a newspaper, book, or magazine, he cannot throw it 
away because “there might be something of value written in it.” The thought of throw- 
ing things out makes him extremely anxious, and in the end he simply cannot do it. 
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For many years Mr. Wolfe worked as a doorman in elegant apartment buildings, but 
invariably he was fired because he brought his “stuff” to store in his workplace, and he 
sometimes got into fist fights with the building maintenance people who tried to throw 
it out. He was married for 16 years and has a 25-year-old son. His wife finally left him, 
unable to tolerate his behavior. He rarely sees his son. 

Mr. Wolfe first entered treatment not because of his collecting but because, at age 20, 
“my mood took a turn for the worse. I had a breakdown.” He stopped doing virtually 
everything—working, eating, and sleeping. “It was an effort even to lift my leg.” He be- 
gan seeing a psychiatrist as an outpatient, and over the years has been in therapy much 
of the time and has been treated with amitriptyline, desipramine, and fluoxetine (all of 
which are antidepressant medications); quetiapine (an antipsychotic medication); and 
other medications that he does not remember. 

After his divorce 10 years ago, Mr. Wolfe moved some of his collection into his own 

apartment and rented storage space for the rest. Gradually, his new apartment filled up 
with newspapers, magazines, and books, and it became a struggle just to get in the front 

_ door and make his way to his bed. Finally, last month, after injuring his shoulder trying 
to push things aside, he abandoned the apartment for a cot in the basement of the build- 
ing. He understands that his inability to throw out things is irrational, but the thought 
of starting to do it makes him intolerably anxious. 

Mr. Wolfe was admitted to the psychiatric hospital, diagnosed as having Major De- 
pressive Disorder, and started on fluoxetine, an antidepressant that had helped him 
with his depressed mood in the past. The dosage was gradually raised to 80 mg/day, 
and after 4 weeks, with considerable pressure from his psychotherapist, Mr. Wolfe was 
able to clear the foyer of his apartment, so he could at least get in the door. His mood 
improved, and he began eating and sleeping better. In the succeeding 6 months, he has 
slowly and methodically discarded bundles of articles. Although he is now able to live 
in his apartment, it remains cluttered with his things. 

Discussion of “Something of Value” 
Mr. Wolfe presents with symptoms suggesting depression: depressed mood, 

difficulty eating and sleeping, and thoughts that life is not worth living. More 

information about the severity and persistence of these symptoms eventually 

is collected to determine a diagnosis of Major Depressive Disorder (see “Stone- 

mason” in Section 4.2). However, what is most striking is that there is a long- 

standing problem with his inability to throw things out—hoarding—that has 

totally disrupted his life. 

Mr. Wolfe’s case seems to be a prototypical case of Hoarding Disorder 

(DSM-5, p. 247), because he has a persistent difficulty parting with posses- 

sions—along with a perceived need to save them, distress on the prospect of 

discarding them, an accumulation of possessions that has made his apartment 

uninhabitable, and both job (e.g., being fired) and personal (e.g., a divorce 

from his wife) losses that have resulted from his behavior. His collection of in- 

formation-containing items, such as newspapers, books, and magazines, is 

classic. 

Hoarding may be part of the picture of Obsessive-Compulsive Personality 

Disorder (see “The Workaholic” in Section 18.4), because hoarding behavior is 

actually one of the criteria for that disorder (“Is unable to discard worn-out or 

worthless objects even when they have no sentimental value”, DSM-5, p. 679) 

and is present in approximately half of cases. However, none of the other fea- 

tures of Obsessive-Compulsive Personality Disorder, such as perfectionism or 

excessive devotion to work, seem to be present in Mr. Wolfe’s case. 
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Hoarding is sometimes seen as part of the disorganized or bizarre behavior 

of individuals with Schizophrenia (see “Eating Wires” in Section 2.1), but in 

this case none of the characteristic features of Schizophrenia (e.g., delusions or 

hallucinations) are present. Mr. Wolfe’s anxiety associated with the thought of 

throwing things away suggests an obsession. However, in true obsessions, 

such thoughts are experienced as intrusive and unwanted, whereas in Mr. 

Wolfe’s case, they are not. Is the hoarding behavior a compulsion? Compul- 

sions are repetitive behaviors or thoughts in which the individual engages and 

that are done in a stereotypic manner or in response to an obsession. In con- 

trast, Mr. Wolfe’s hoarding is actually the failure to engage in an appropriate 

behavior (throwing out old and unused newspapers, books, and magazines). 

Furthermore, he does not follow any stereotyped rules in collecting his books 

and papers, and his hoarding is not in response to an obsession. 

6.4 
Trichotillomania (Hair-Pulling Disorder) 

The essential features of Trichotillomania are “recurrent pulling out of 

one’s hair, resulting in hair loss,” and “repeated attempts to decrease or stop hair pull- 

ing” (DSM-5, p. 251). The hair that is pulled can come from any part of the body, but 

the most common sites are the scalp, eyebrows, and eyelids. Less commonly, hair may 

be pulled from axillary, facial, pubic, or perirectal areas. Episodes of hair pulling may 

be brief and sporadic or may be prolonged and enduring. Hair-pulling behavior 

causes great distress, including embarrassment, shame, and feelings of being out of 

control. It may be triggered by negative emotions, such as boredom or anxiety; is 

often accompanied by an increasing sense of tension before pulling out hairs; and 

may lead to a sense of pleasure or relief once the behavior has occurred. Individuals 

who engage in pulling hair from visible places (e.g., from the scalp) may attempt to 

hide their hair loss with hats, scarves, or wigs. 

The 12-month prevalence of Trichotillomania in adults and adolescents is esti- 
mated to be 1%-2%. Women are 10 times more likely than men to have Trichotilloma- 
nia. The onset is most commonly at puberty. Symptoms frequently come and go, even 
without treatment. Hair pulling often interferes with social and occupational func- 
tioning and occasionally may be associated with some physical problems, such as 
skin infections. 

Hair 
‘See se RRC RENAE ene ASN IRENE EARS soeeeenesennelieedmeeiemmmmeneeaeemeeenemeennaennee eee 

Celeste Nguyen, now age 25, had always thought she was the only person who pulled 
out her hair. When she was a teenager, her parents made her feel like no other people 
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ever pulled out their eyebrows until none were left. This behavior had been going on 
since she was 12 years old. In addition to pulling out her eyebrows, she pulled out hair 
on her head; at times, there have been quarter-size bald patches on her head. In fact, 
there was a 1-year period (about 5 years ago, when she was a sophomore at college) 
when she was practically bald. 

It always amazed Ms. Nguyen how “together” everyone thought her to be. She 
earned good grades and got into law school. “If they only knew,” she often said to her- 
self. However, through her careful brushing of whatever hair she still had, artful use of 
scarves, and occasional use of a hairpiece, as well as by avoiding all gym classes, she 
hid the behavior and its results, and not a soul ever found out. The eyebrows were easy: 
she just drew in new ones. 

She found her hair picking to be a merciless daily habit. Usually, she would be sitting 
in front of the TV, distractedly watching reruns, when she would notice that her fingers 
were in her hair, rummaging about, looking for a hair with a nice thick shaft. Then she 

would rapidly tug with an expertise gained from long experience. Out would come the 
_ hair, root and all. Ms. Nguyen would then notice the little pile of hairs accumulating on 

the arm of the sofa and realize she must have been doing this for many minutes already. 
She would try to stop, but her nervousness would escalate, and the hair pulling would 
recommence and go on until the urge just wore itself out. On good days, this activity 
might end after 10 minutes. On bad days, it could last for an hour. 

Ms. Nguyen might never have known that other people had this habit except that a 
month ago a sudden rainstorm messed up her strategically coiffed hair, exposing the 
large ratty patch just above her left ear. Horrified that she was now revealed to her co- 
worker, Sylvia, Ms. Nguyen was surprised when she heard, “You're a hair puller too?” 

Three days later, Sylvia took Ms. Nguyen to a self-help group, where she met seven 
other “pullers,” five women and two men. Ms. Nguyen thought she was hearing her 
own life in other people’s words: 

I felt like I must be an awful person, with no self-control. That's what my parents said. 

High school gym terrified me. I was constantly afraid of my wig coming off. 

I figured, who could ever want to marry me. First of all, I'm scared to have any real sex. I 
know my hair will come undone. And what if someone does fall in love with me? How 
would he react when he realized I did this thing? I had one boyfriend whom I told that I got 
messed up by a chemical reaction to a bad permanent. But I wouldn't be able to say that 

forever. 

I thought I was the only one in the world. 

In the self-help group, Ms. Nguyen learned the name of a doctor who specializes in 

the treatment of Trichotillomania. The doctor prescribed an antidepressant, fluoxetine, 

which seemed to help substantially for about 3 months. Then the symptoms worsened 

again, and Ms. Nguyen was switched to clomipramine (another antidepressant that is 

often used for the treatment of difficult-to-manage OCD). It took a while for her to quit 

feeling sleepy when she took the medication, but her hair-pulling symptoms improved 

significantly and stayed that way. Six months later she went to see a hypnotist, which 

further helped reduce the hair-pulling urge. She now has days, and even weeks, when 

she does not pull her hair at all, and the symptom is never as bad as it used to be. Sur- 

prisingly, the use of the two medications had an unexpected benefit. Even though she 

felt herself demoralized by her hair pulling, she had never thought of herself as “de- 

pressed,” but while taking the medication, her mood became much more chipper. She 

was more enthusiastic about work and felt better about herself when she went out on 

dates—even before the hair pulling got better. She continues to attend the self-help 

group and credits it for some of her improvement, particularly in her self-esteem. 
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Discussion of “Hair” 
Ms. Nguyen cannot resist the impulse to pull out her hair. Her hair-pulling be- 

havior is far in excess of the common practice of plucking eyebrows that many 

women engage in solely for cosmetic reasons (i.e., to improve their physical 

appearance). In fact, her hair pulling has resulted in extensive hair loss, both 

on her head and from her eyebrows. When she tries to resist the behavior, she 

becomes increasingly anxious and inevitably gives in. She apparently derives 

some relief of tension from the activity. These are the characteristic features of 

Trichotillomania (DSM-5, p. 251). This case is typical in that the patient is a 

woman and the onset was during adolescence. 

The absence of pleasure associated with the activity and the intrusive qual- 

ity of the impulse-driven hair-pulling behavior might suggest OCD (see Sec- 

tion 6.1). However, in OCD, the compulsions are in response to an obsession 

or are performed in a stereotyped way and are often aimed at preventing some 

dreaded event. It is fairly clear that Ms. Nguyen’s hair pulling is not in re- 

sponse to any obsessive thoughts; it happens almost without her awareness. 

Although her hair pulling is repetitive, it is not performed in a ritualized or 

rigid fashion and it does not seem to be intended to ward off any future calam- 

ity. Furthermore, in OCD, compulsions usually are not limited to a single be- 

havior, as is the case in Trichotillomania. 

6.5 

Excoriation (Skin-Picking) Disorder 

The hallmark behavior of Excoriation Disorder is “recurrent skin picking 
resulting in skin lesions” (DSM-5, p. 254). The person with this disorder repeatedly 

attempts to decrease or stop skin picking. The most commonly picked sites are the 

face, arms, and hands. Individuals may pick at normal skin or at skin with lesions, 

such as pimples, calluses, or scabs from prior picking. The most common method 

involves picking with the individual’s fingers, but some individuals use tweezers, 

pins, or other objects. Picking of the skin can consume hours of the day and may per- 
sist for months or years. Skin picking causes significant distress, including embarrass- 
ment, shame, and a feeling of being out of control. It may be triggered by negative 
emotions, such as boredom or anxiety; is often accompanied by an increasing sense 
of tension before picking the skin; and may lead to a sense of pleasure or relief once 
the behavior has occurred. Individuals who engage in picking skin from visible 
places (e.g., from the face or arms) may attempt to hide skin lesions with makeup or 
clothing. 

The lifetime prevalence of Excoriation Disorder is estimated at 1.4%. Women with 
Excoriation Disorder outnumber men with the disorder by about 3 to 1. The onset is 
most commonly at puberty and may begin with acne. Without treatment, the disorder 
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is usually chronic, with some waxing and waning of symptoms. Skin picking often 
interferes with social and school or work functioning, because some people with Ex- 
coriation Disorder will not go out in public. Physical problems, including tissue dam- 
age, scarring, and infections, may occur. Treatment with antibiotics or surgery may be 
required. 

Picking 

Shelley Kellerman is a 28-year-old single woman who picks at her skin. She began pick- 
ing at her acne when she was approximately 13 years old. She reports that while in col- 
lege, she picked more frequently and usually when under stress from examinations. 
She admits that she often felt or looked for things to pick at even if a skin blemish, 
bump, or inconsistency was fairly insignificant. For the past 4 years, Ms. Kellerman 
reports picking on a daily basis. After showering in the morning, she often picks at her 
face, legs, back, or arms. She also picks at night before going to bed as a way to calm 
herself from the stress of the day. She picks with her fingernails. When she totals the 
time per day, Ms. Kellerman realizes that she usually spends approximately 3 hours 
each day picking at her skin. She refrains from picking while at work or around other 
people. She usually stops picking when she feels that she has gotten rid of the blemish, 
she starts bleeding, or the picking begins to cause her pain. 

Ms. Kellerman reports an urge or a need to pick and she feels unable to resist this 
drive. She is embarrassed by the fact that the picking is actually rewarding to her in the 
sense that when she gets rid of a bump or expresses some pus from a pimple, she feels 

a sense of accomplishment. In fact, she has even wanted to pick her boyfriend’s pim- 
ples, and when she is with him she sometimes cannot stop thinking about or focusing 
on one of his blemishes. Each episode of picking ends with her feeling ashamed and 
embarrassed by her behavior. She then tells herself that she will never do it again. This 
resolve lasts only a day at most, and then she picks again. 

Due to the time spent picking in the morning, Ms. Kellerman is often late for work 

or misses social appointments on the weekends. She worries that her boss may fire her 
due to her frequent tardiness, but she does not want to explain her situation due to em- 
barrassment. Because the picking has resulted in scarring all over her body, Ms. Keller- 
man avoids doing things that she would like, such as swimming with friends or 
wearing shorts and short-sleeved tops. She considers herself an attractive young 
woman, but the picking has made her feel self-conscious in public. She denies any drug 
use. Overall, she reports being a fairly happy person who enjoys her life, her friends, 
and her job. She wishes, however, that she could stop picking, because the behavior has 

taken a toll on her self-esteem. Ms. Kellerman went to a dermatologist for the problem 

and was told that there was no point in using topical creams for the blemishes until she 

got the picking under control. She has had difficulty, however, in finding a psychologist 

or psychiatrist who understands the problem. 

Discussion of “Picking” 
Ms. Kellerman feels recurrent, irresistible urges to pick at her skin. She cannot 

control the urges, no matter how hard she tries. The behavior causes her con- 

siderable distress, sometimes makes her late to work (she is afraid she might 

actually be fired because of lateness), and prevents her from some activities 

that she would otherwise enjoy, such as swimming. In light of the fact that she 

considers herself to be attractive and does not pick to improve a flaw in her ap- 

pearance, as might be the case in Body Dysmorphic Disorder (see “Elephant 
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Man” in Section 6.2), and that she has no evidence of psychosis or history of 

drug abuse, this would seem to be a classic case of Excoriation (Skin-Picking) 

Disorder (DSM-5, p. 254). The onset of her disorder coinciding with onset of 

puberty, when an individual often begins the behavior by picking at acne, is 

common. Her chronic course is also typical. Excoriation Disorder was added 

as anew diagnosis in DSM-5 to focus clinical attention on what can be a serious 

and disabling problem behavior. 
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CHAPTER 7 

Trauma- and Stressor- 
Related Disorders 

M any if not most psychiatric disorders can be triggered or exacerbated by exposure 
to a traumatic or stressful event. For example, it is not uncommon for individuals who 

are susceptible to developing a Depressive Disorder to develop a Major Depressive Ep- 

isode in the aftermath of a stressful life experience. This chapter, however, is limited to 

those DSM-5 disorders in which exposure to a traumatic or stressful event is explicitly 

a diagnostic criterion. Although transient, acute responses to trauma are common for a 

few days or weeks, some responses to trauma can develop into disorders when the 

symptoms and their duration adversely affect the person’s life and ability to function. 

All of the DSM-5 Trauma- and Stressor-Related Disorders involve maladaptive psycho- 

logical distress or behavior following exposure to a traumatic or stressful life event or 

circumstance. The disorders in this group vary primarily in their requirement for the 

type of stressor: Acute Stress Disorder and Posttraumatic Stress Disorder (PTSD) re- 

quire that the stressor involve exposure to actual or threatened death, serious injury, or 

sexual violence; Reactive Attachment Disorder and Disinhibited Social Engagement 

Disorder require early childhood exposure to extremes of insufficient care; and the re- 

sidual category Adjustment Disorder requires simply the development of emotional or 

behavioral symptoms in response to an identifiable stressor. (Table 7-1 lists character- 

istic features of these Trauma- and Stressor-Related Disorders.) 

The type of psychological distress following exposure to a traumatic or stressful 

event is quite variable. Although such symptoms can often be well understood within 

an anxiety- or fear-based context, many individuals who have been exposed to a trau- 

matic or stressful event exhibit anhedonic and dysphoric symptoms, externalizing 

angry and aggressive symptoms, or dissociative symptoms. 
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TABLE 7~1. Characteristic features of Trauma- and Stressor-Related 

Disorders Pntttieth eS 8 ee ee 

Disorder Key characteristics 

Reactive Attachment Disorder Pattern of inhibited, emotionally withdrawn behavior 

toward adult caregivers 

Extremes of insufficient care responsible for disturbed behavior 

Disinhibited SocialEngagement Pattern of behavior in which child actively approaches and 

Disorder interacts with unfamiliar adults 

Extremes of insufficient care responsible for disturbed 
behavior 

Posttraumatic Stress Disorder | Exposure to actual or threatened death, serious injury, or 

sexual violence 

Intrusion symptoms associated with the traumatic event 

Persistent avoidance of stimuli associated with the traumatic 

event 

Negative alterations in cognition and mood associated with 

the traumatic event 

Marked alterations in arousal and reactivity associated with 

the traumatic event 

Duration of disturbance more than 1 month 

Acute Stress Disorder Exposure to actual or threatened death, serious injury, or 
sexual violence 

Presence of symptoms of intrusion, negative mood, 
dissociation, avoidance, and arousal after the traumatic event 

Duration of disturbance 3 days to 1 month 

Adjustment Disorders Emotional or behavioral symptoms in response to identifiable 
stressor occurring within 3 months of stressor onset 

Stress-related disturbance does not meet criteria for another 
mental disorder or represent exacerbation of a preexisting 
mental disorder 

7.1 

Reactive Attachment Disorder 

Reactive Attachment Disorder is a relatively rare disorder of young 
children—that is, those between ages 9 months and 5 years. A pattern of iwhibied. 
emotionally withdrawn behavior toward adult caregivers is apparent from the child’s 
rarely seeking or responding to comfort when distressed. Persistent social and emo- 
tional distress is apparent from the child’s minimal social and emotional responsive- 
ness to others, limited positive emotions (e.g., expressions of affection, joy), and 
episodes of irritability, sadness, and fearfulness even when not threatened. The stress- 
ful life circumstances leading to the disorder involve insufficient care of the child as 
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manifested by social neglect such that basic emotional needs for comfort, stimulation, 
and affection from adult caregivers has been absent; caregivers have been changed so 
frequently that the opportunities for the child to form attachments have been limited ; 
or the child has been raised in a setting that limits the possibility of selective attach- 
ments (e.g., an institutional setting with high child-to-caregiver ratio). 

Even among the most severely neglected children, the development of Reactive 
Attachment Disorder is uncommon. The course of the disorder is usually chronic in 
the absence of some remedial exposure to a normal caregiving environment. Reactive 
Attachment Disorder severely impairs the child’s interpersonal relationships with 
adults and peers and is commonly associated with developmental delays in cognition 
and language. Malnutrition may be present. 

This disorder needs to be distinguished from Autism Spectrum Disorder (see Sec- 

tion 1.6), in which a child also exhibits abnormal social behavior. Children with Reac- 

tive Attachment Disorder have a history of severe social neglect, which is rare in 

Autism Spectrum Disorder. Children with Autism Spectrum Disorder have a re- 

stricted range of interests and exhibit repetitive, ritualized behaviors, neither of 

which is usually seen in Reactive Attachment Disorder. Children with Autism Spec- 

trum Disorder regularly show developmentally appropriate attachment behavior, 

which is rare in children with Reactive Attachment Disorder. 

Grandma’s Child 
eS SOS PRT EBT ES TE ES SST SS NE EOE RTD AERA 

Tanya, age 4 years, was seen for assessment in a child psychiatry clinic at the request of 
her grandparents. Tanya was the only child of parents who were long-time heroin 

users. Several months earlier, after not having seen Tanya or her parents for several 
years, the grandparents were called by a child protection agency in another state and 
informed that Tanya’s parents had been arrested, and Tanya had been placed in foster 
care. The grandparents applied for and received temporary guardianship. 

Soon after Tanya came to live with them, the grandparents noticed that she did not 

have the verbal skills of a normal 4-year-old and she had problems interacting with them. 
She rarely sought out either of her grandparents for comfort or protection. She often 

seemed oblivious and unresponsive to ordinary invitations to hug or play with her grand- 

parents and other relatives. The grandparents later learned from a caseworker that appar- 

ently since Tanya was an infant, she had often been left with various friends of her parents, 

many of whom were also heavy drug users and were often only minimally attentive to her. 

On examination, Tanya had mild language delays and marked problems in social in- 

teraction. She tended to avoid interaction with either the examiner or her grandparents. 

When interaction could not be avoided, she became very fearful. After Tanya received 

several months of consistent care in her grandparents’ home, her use of language be- 

came much more appropriate for a 4-year-old, but she still had some difficulties re- 

sponding to her grandparents’ attempts to comfort her or play with her. 

Discussion of “Grandma’s Child” 
Tanya displays the characteristic features of Reactive Attachment Disorder 

(DSM-5, p. 265)—inhibited and emotionally withdrawn behavior, minimal so- 

cial and emotional responsiveness to her grandparents, and fearfulness—as a 

result of extremely neglectful care from her parents and her parents’ friends 

with whom she was often left. Also contributing to the development of the dis- 
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order in this case are the repeated changes in Tanya’s primary caregiver, which 

prevented the formation of stable attachments. This child also exhibits typical 

delays in the development of age-appropriate language skills. 

The reversal, at least in part, of the syndrome with the provision of an ap- 

propriate, caring environment is consistent with the diagnosis. The major dif- 

ferential diagnosis is with Autism Spectrum Disorder (see “Echo” in Section 

1.6), which is ruled out in this case because there are no signs of a restricted 

range of interests or repetitive, ritualized behaviors. 

7.2 

Disinhibited Social 

Engagement Disorder 

In addition to Reactive Attachment Disorder, the other DSM-5 Trauma- and 

Stressor-Related Disorder related to social neglect early in life is Disinhibited Social 

Engagement Disorder. Instead of exhibiting inhibited, emotionally withdrawn behav- 

ior toward caregivers, children with Disinhibited Social Engagement Disorder tend to 

indiscriminately approach and interact with unfamiliar adults. These children show 

little social inhibition toward strangers, can be overly familiar with them even physi- 

cally, seem unattached to their adult caregiver, and may readily go off with complete 

strangers. This pattern of behavior also arises from grossly inadequate caregiving in 

which basic needs for comfort, stimulation, and affection are not met by caregivers; fre- 

quent changes in caregivers preclude formation of stable attachments to others; or 

opportunities for forming attachments are limited by institutionalization. 

The diagnosis is not made before age 9 months, the age at which most children are de- 

velopmentally able to form attachments to other specific people. In contrast to Reactive 

Attachment Disorder (see Section 7.1), which is not ordinarily seen in children older than 

age 5, the course of Disinhibited Social Engagement Disorder is more persistent and may 

continue into adolescence, especially if neglectful conditions of child rearing persist. Pre- 

school children with this condition are very attention seeking. In middle childhood, there 

is both verbal and physical overfamiliarity and inauthentic emotional expression (e.g., of 
love or affection), especially with adults. Adolescents with Disinhibited Social Engage- 
ment Disorder have superficial and conflicted peer relationships. 

Going Off With Strangers 

Harlow, age 37 months, and her three siblings were referred to an intervention program 
for maltreated young children. According to Child Protective Services (CPS), Harlow 
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and her siblings were wandering in the family’s front yard with no adults in sight, and 
the agency was contacted. CPS found the home in disarray, with trash and several bot- 
tles of alcohol scattered about. The children all had severe diaper rashes and scattered 
bruises on their bodies. The children had poor hygiene and grooming, as well. Two chil- 
dren were placed in one foster home, and Harlow and her 18-month-old brother went 
to another. 

In the initial home visit by a clinician, 1 week after her placement, Harlow immedi- 
ately ran up to the clinician and began to hug her, despite never having met the clinician 
before that home visit. During the visit, Harlow’s foster mother reported that when the 
children were first placed into her home, Harlow and her brother tended to “shovel” 
food into their mouths at mealtimes, and both drank copious amounts of water. The fos- 
ter mother also reported that the children were afraid of bath time and protested when 
it was time to get into the water. The foster mother recalled that about a week after Har- 
low was placed with her, Harlow ran into the street. This was quite concerning to the 
foster mother, who had to be vigilant about setting limits and had begun to teach Har- 

~ low the boundaries of remaining safe. 
When in unfamiliar places with her foster mother, Harlow did not stay close; in- 

stead, “she [ran] around all over the place” and did not check back with her foster 

mother. If separated from her foster mother, Harlow did not seem especially bothered 

by the separation. The foster mother said that it seemed that Harlow did not have any 

“connections” with anyone. She also noted that Harlow seemed to constantly seek at- 
tention and that she craved this attention “any way she [could] get it.” Harlow often 
smiled coyly at strangers on the bus, for example. 

When Harlow was first placed in foster care, she did not have a preference for any 
particular adult and was reported to “run up to anybody” without hesitation. When 
hurt or frightened, Harlow grabbed onto anyone who was around her, whether or not 
she knew the person. However, she did tend to respond to others’ attempts to comfort 
her. Harlow was always friendly and affectionate with strangers—for example, hug- 
ging strangers as if she had “known them for years.” When a family friend came to the 
home to visit, Harlow ran over to the friend, whom she had never met, and hugged her 
and wanted to be picked up by her. The foster mother said that Harlow would most cer- 
tainly “go off” with an unfamiliar adult, as demonstrated by Harlow’s responses in nu- 
merous encounters she had had with strangers since entering foster care. When Harlow 

encountered strangers, Harlow told them, “I’m going with you.” 

Discussion of “Going Off With Strangers” 

Harlow exhibits behavior that should worry any caregiver. She indiscrimi- 

nately approaches strangers as if she already knows them, demonstrating no 

age-appropriate hesitation or reticence. She hugs people she has never met. She 

has little attachment to her own caregivers and appears as if she would go off 

with a complete stranger, if not prevented from doing so. She has experienced 

significant social and physical neglect and physical abuse in her early rearing by 

her own parents, who are apparently quite troubled people themselves. It is as- 

sumed that such neglect and abuse is the cause of the child’s social impairments 

because extremes of inadequate care prevented Harlow from being able to form 

selective and stable attachments to adult caregivers. In the absence of any signs 

to suggest the inattention or hyperactivity of Attention-Deficit/ Hyperactivity 

Disorder (ADHD), which might include some degree of social impulsivity (see 

“Into Everything” in Section 1.7), the diagnosis in this case would certainly be 

Disinhibited Social Engagement Disorder (DSM-5, p. 268). 

7.2 Disinhibited Social Engagement Disorder 167 



7.3 

Posttraumatic Stress Disorder 

The hallmark feature of PTSD is the development of certain characteristic 

symptoms in response to an extremely traumatic experience that involves “exposure 

to actual or threatened death, serious injury, or sexual violence” (DSM-5, p. 271). The 

person may directly experience threat to life or limb (e.g., by having his or her life 

threatened or being seriously injured or raped); may witness an event occurring to 

another person; may learn about an event occurring to a close family member or close 

friend (in cases of actual or threatened death of a family member or friend, the event 

must have been violent or accidental); or may be repeatedly exposed to the gruesome 

details of the traumatic event(s) through his or her job (as may occur for first respond- 

ers to accidents involving many victims or to natural or manmade disasters). 

The characteristic pattern of symptoms include 1) intrusion symptoms, in which 

the traumatic event is persistently reexperienced; 2) persistent avoidance of stimuli 

associated with the traumatic event(s); 3) negative changes in cognitions and mood 

associated with the event(s); and 4) alterations in arousal and reactivity associated 

with the event(s). The problems must have lasted for at least 1 month and cause clin- 

ically significant impairment in functioning. Briefer but similarly intense reactions to 

trauma exposure are diagnosed as Acute Stress Disorder (see Section 7.4). 

Intrusion symptoms may take many forms. Common symptoms include recurrent, 

involuntary, and intrusive distressing memories of the event and recurrent dreams in 

which the content or the emotion associated with the dream is related to the event. 

Dissociative reactions (e.g., flashbacks) may occur, in which the person feels or acts as 

if the traumatic event is happening again. Individuals may experience intense or pro- 

longed psychological distress (e.g., intense fear) or physiological reactions (e.g., 

sweating, palpitations) on exposure to things that occur that remind them of the event 

or that symbolize some aspect of the traumatic event (e.g., anniversaries of the trau- 

matic event, experiencing hot humid weather for combat veterans of the South Pa- 

cific, or seeing someone who physically resembles the perpetrator of a personal 

attack). 

Avoidance of stimuli associated with the event involves deliberately avoiding 

thoughts, memories, and feelings about the traumatic event, or avoiding activities, 

objects, situations, or people who are likely to arouse uncomfortable recollections of 

the traumatic event. For example, a person might distract himself to keep from think- 
ing about a trauma by playing computer or video games, or by watching TV, or by 
using drugs or alcohol to numb himself. Or a person who was seriously injured in an 
automobile accident on an interstate highway might only allow herself to drive on lo- 
cal streets. 

Negative changes in cognitions and mood associated with the event include the in- 
ability to remember important aspects of what happened during the event; persistent 
and exaggerated negative beliefs about self, others, or the world (e.g.,“Lamabad per- 
son,” “No one can be trusted,” “The world is a completely dangerous place”); persis- 
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tent distorted thoughts about the cause or consequences of the event that lead a 
person to blame self or others; persistent feelings of fear, horror, anger, guilt or shame; 
greatly diminished interest or participation in previously enjoyed activities; feelings 
of detachment or estrangement from others; or persistent inability to experience pos- 
itive emotions, such as happiness, satisfaction, or love. 

Alterations in arousal and reactivity may involve irritability and angry outbursts with 
little or no provocation, recklessness or self-destructive behavior (e.g., dangerous driving, 
excessive alcohol or drug use), hypervigilance (i.e., feeling constantly on guard against 
some perceived future threat), exaggerated startle response, problems concentrating, or 
sleep disturbance (e.g., trouble falling asleep or staying asleep, or restless sleep). 

Some individuals with PTSD also experience persistent or recurrent dissociative 
symptoms involving either depersonalization—that is, feeling detached from their bodies 
(i.e., feeling as if they are an outside observer of their mental processes or body)—or de- 
realization—that is, feeling that their surroundings are unreal, dreamlike, distant, or dis- 

torted. Individuals with this form of PTSD, which can be noted by using the specifier 
With Dissociative Symptoms, are more likely to have had repeated traumatization and 

adverse experiences earlier in life, before onset of PTSD, and are more likely to have in- 

creased functional impairment and increased suicidal thoughts and attempts. 

The disorder often begins immediately after the traumatic event, and usually within 

the first 3 months following exposure, although there may be a delay of months or even 

years before the full criteria for the diagnosis are met. If more than 6 months elapse be- 

tween trauma exposure and the full expression of the PTSD syndrome, the specifier 

With Delayed Expression is used. 

PTSD can occur at any age after the first year of life. DSM-5 includes age-appropri- 

ate modifications to indicators of PTSD for children in general and specifically for 

those age 6 years and younger. For children in general, repetitive play with traumatic 

themes related to the event and trauma-specific reenactments in play may replace 

adult symptoms of distressing memories and flashback-type experiences. For children 

under age 6, if the traumatic event involves others, it is usually the parent or primary 

caregiver who is affected. In children, psychological distress may not be as apparent, 

and dreams may not be as obviously related to the traumatic event. Play continues to 

be an important arena for expressing the young child’s emotions, and a child’s con- 

striction of play and his or her social withdrawal are the equivalents of an adult's loss 

of interest in activities and detachment or estrangement from others, respectively. Fi- 

nally, some sophisticated conceptual interpretations of the person in relation to the 

trauma (e.g., self-blame) that a young child would not be expected to be able to have 

or express are omitted from the criteria for PTSD for the child under age 6 years. 

PTSD is more common in the United States than in most Asian, African, or Latin 

American countries. It is more common among war veterans and among people whose 

work puts them at risk for exposure to traumatic events, such as police, firefighters, or 

emergency personnel. The highest rates are found among survivors of rape, military 

combat, captivity, and ethnically and politically motivated internment and genocide. 

Women have higher rates of PTSD than men. In the United States, compared with rates 

of PTSD among non-Latino whites, higher rates have been found among Latinos, Afri- 

can Americans, and American Indians and lower rates among Asian Americans. 

The course of PTSD varies. Some people recover within a few months, whereas 

others have symptoms for longer than a year or even for many decades. 
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pee Asa ie n pa cote Ap EES ES SS eee 

The Singer 
an tn SEES 

Natasha Blackman is a 27-year-old nightclub singer who was referred to a psychologist 

by a friend for evaluation. Four months earlier, her boyfriend had been stabbed to death 

during a mugging one night ona dark street near her house, as they were walking home 

from her work—an attack from which she escaped unharmed. After a period of mourn- 

ing, she appeared to return to her usual self. She helped the police in their investigation 

and was generally considered an ideal witness. 

Nevertheless, shortly after the recent arrest of a man accused of the murder, Ms. 

Blackman began to have recurrent nightmares and vivid memories of the night of the 

crime. In the dreams, she frequently saw blood and imagined herself being pursued by 

ominous cloaked figures. During the day, especially when walking somewhere alone, 
she often drifted into daydreams and forgot where she was going. Her friends noted 
that she began to startle easily and seemed to be preoccupied. Ms. Blackman left her 
change or groceries at the store, or could not remember what she had come to buy. She 

began to sleep restlessly, and her work suffered because of an inability to focus on the 
songs. She gradually withdrew from her friends and began to turn down singing jobs. 
She stopped going out after dark because she was reminded of the night of the murder. 
She felt considerable guilt about her boyfriend’s murder, although exactly why was not 

clear. After experiencing these distressing symptoms for a number of weeks and realiz- 
ing that they were interfering with her social and occupational functioning, Ms. Black- 
man asked her friend if she knew someone who might be able to help. 

Discussion of “The Singer” 
Most people who have experienced a severely traumatic event, such as witnessing 

a murder, repeatedly think about the event for some time. In this case, however, 

after a period of grief and then apparent acceptance of what had happened, Ms. 

Blackman developed a specific syndrome characterized by intrusive recollections 

of the trauma (vivid memories of the murder and recurrent nightmares), avoid- 

ance of places and situations that reminded her of the event (going out after dark, 

working as a singer), negative changes in her cognitions and mood (withdrawal 

from friends, feelings of guilt and self-blame), and alterations in arousal (exagger- 

ated startle response, trouble concentrating, sleep disturbance). In addition, her 

daydreaming and being unable to remember what she intended to buy at a store 

may be examples of mild dissociative experiences. Thus, assuming that these 
symptoms have persisted for a month or more, Ms. Blackman has a fairly typical 

case of PTSD (DSM-5, p. 271). The symptoms of the disorder began after a short 
(4-month) latency period, but because the full syndrome was present within 6 
months of the trauma, the specifier With Delayed Expression does not apply. 

If Ms. Blackman had experienced only mild and nonspecific anxiety symp- 
toms, her diagnosis would be Adjustment Disorder, With Anxiety (see “Ab- 
ducted” in Section 7.5). 

The Wreck 

Enrique Casales is a 40-year-old married carpenter who was involved in a motor vehi- 
cle accident that “totaled” his car approximately 2 years ago. He sustained no head 
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trauma or loss of consciousness. He was hospitalized for 1 day witha diagnosis of neck 
strain and inflammation of the spinal nerve to the trapezius muscle in his back. A 
course of physical therapy and anti-inflammatory medication was prescribed. 

In the months that followed the accident, Mr. Casales experienced occasional invol- 
untary thoughts of it. He had trouble falling asleep, irritability, anxious mood, impaired 
concentration, and increased appetite, with a 30-pound weight gain. These symptoms 
tended to wax and wane over the subsequent months. The patient suffered no avoid- 
ance behavior and no loss of interest in his usual activities, including sexual interest, 
and he continued to socialize with his friends. He drove an automobile and was com- 
fortable as a passenger in a car; however, there was some transient anxiety when he 
drove past the accident site. ; 

Mr. Casales’ orthopedic injuries prevented him from returning to work as a carpen- 
ter, but he continued to work actively at various “side” businesses. His marital life be- 
gan to deteriorate as he became increasingly irritable at home. Despite these difficulties, 
he was able to enjoy himself on a 3-day camping trip with some friends. 

After approximately 2 years of physical therapy, Mr. Casales decided to undergo rec- 
ommended surgery. Mr. Casales tolerated the surgery well, but the procedure left him 
with a temporary disability (a restriction in range of motion and loss of strength) in his 
right shoulder and arm. As soon as he returned home, his emotional status changed 

dramatically. In addition to having concerns about the ultimate outcome of the surgery, 

he began thinking about the accident continually, despite efforts to avoid such thoughts 
by distracting himself. He was unable to sleep, in large part because of terrifying 
dreams that would awaken him and leave him sweating and unable to return to sleep 
for 2 or more hours. He lost interest in sex and reported that he now “did not care about 

anybody or anything.” He developed an exaggerated startle response to loud noises, 
such as the honking of a horn or the slamming of a door. 

Mr. Casales’ postsurgery disability prevented him from driving. When he was a pas- 

senger in a car, Mr. Casales became acutely anxious, broke out in a sweat, felt nause- 

ated, and often gave vent to abusive verbal outbursts at other drivers on the road. He 

had a similar response when passing an accident. He was unable to concentrate on his 
side businesses. His marital situation deteriorated, because of an increasing sense of 
emotional isolation from his wife, to the point of a planned divorce. After 6 weeks of 
symptoms, the patient sought assistance from his orthopedic surgeon, who made a psy- 

chiatric referral. 
“Tama wreck,” Mr. Casales reported to the psychiatric consultant. The psychiatrist 

treated the patient with an antidepressant, sertraline, and supportive psychotherapy, 
which resulted in prompt control of his symptoms. During the next 2 months, his post- 

surgical disability resolved, so that he had full range of motion and nearly full strength. 

After 6 months, attempts were made to reduce the dosage of sertraline, but the dreams, 

sleep disturbances, and high level of anxiety promptly returned. 

Discussion of “The Wreck" 
In considering the diagnosis in this case, it is necessary to distinguish the symp- 

toms Mr. Casales experienced in the months following the trauma of the accident 

from the more dramatic symptoms that developed immediately following sur- 

gery 2 years after the accident. In the months following the accident, Mr. Casales 

exhibited many nonspecific anxiety symptoms, such as occasional thoughts of the 

accident, trouble sleeping, and impaired concentration. A Depressive Disorder is 

ruled out by the absence of depressed mood or loss of interest or pleasure. Had he 

sought treatment at the time, he may have been diagnosed as having Adjustment 

Disorder, With Anxiety (see “Abducted” in Section 7.5). 

Apparently, Mr. Casales’ experience of the accident was reawakened fol- 

lowing the surgery, and he developed intrusive symptoms associated with the 
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trauma of the accident in which he had narrowly escaped serious injury (think- 

ing about the accident continually, having terrifying dreams of the accident, 

and distress at being a passenger in a moving car), avoidance of stimuli asso- 

ciated with the accident (trying not to think about it by distracting himself), 

negative alterations in thinking and mood (loss of interest in everything, feel- 

ing estranged from his wife), and symptoms of increased arousal (difficulty 

staying asleep, exaggerated startle response, difficulty concentrating, out- 

bursts of anger). This clinical picture following a traumatic event that exposes 

a person to actual or threatened death, serious injury, or sexual violence is 

characteristic of PTSD (DSM-5, p. 271). What is unusual in this case is that the 

full clinical picture did not develop immediately or soon after the trauma, but 

about 2 years later, when he underwent surgery for injuries related to the acci- 

dent. For that reason, Mr. Casales’ diagnosis is noted with the specifier With 

Delayed Expression. 

Flashbacks 

Michael Bennett, a 23-year-old Vietnam veteran, was admitted to the hospital in 1975 
(2 years after the United States ended its direct participation in the Vietnam War), at the 
request of his wife, after he began to experience depression, insomnia, and flashbacks 
of his wartime experiences. He had been honorably discharged 2 years previously, hav- 
ing spent nearly a year in combat. He had only minimal difficulties in returning to civil- 
ian life, resuming his college studies, and then marrying within 6 months after his 

return. His wife had noticed that he was reluctant to talk about his military experience, 
but she wrote it off as a natural reaction to unpleasant memories. 

Michael’s began experiencing symptoms, however, at about the time of the fall of 
Saigon in April 1975. He became preoccupied with watching TV news stories about this 

event. He then began to have difficulty sleeping, and at times would awaken at night 
in the midst of a nightmare in which he was reliving his past war experiences. His wife 
became particularly concerned one day when he had a flashback while out in the back- 
yard: as a plane flew overhead, flying somewhat lower than usual, the patient threw 
himself to the ground, seeking cover, thinking it was an attacking helicopter. The more 
he watched the news on TV, the more agitated and morose he became. Stories began to 
spill out of him about horrifying atrocities like those he had seen and experienced, and 
he began to feel guilty that he had survived while many of his friends had not. At times 
he also seemed angry and bitter, feeling that the sacrifices he and others had made were 
all wasted. Finally, he avoided watching TV or reading a newspaper because reports on 
the war made him so distressed. 

The veteran’s wife expressed concern that his preoccupation with Vietnam had be- 
come so intense that he seemed uninterested in anything else, and was emotionally dis- 
tant from her. ; 

Discussion of “Flashbacks” 
This veteran had become totally preoccupied with his painful year in Vietnam. 
Michael’s combat experience obviously involved traumatic events in which he 
and others were threatened with death. He had intrusion symptoms associ- 
ated with this trauma (recurrent distressing dreams, dissociative flashbacks). 
He had persistent negative emotions (feelings of fear and horror) and dimin- 
ished interest in things. He had become emotionally distant from his wife. In 
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addition, he had symptoms of increased arousal (disturbed sleep, outbursts of 
anger, and exaggerated startle response). He eventually began to avoid all 
sources of war news because of the distress it caused him. This is the full pic- 
ture of PTSD (DSM-5, p. 271). Michael’s disorder is further noted with the 
specifier With Delayed Expression to indicate that the onset of the symptoms 
occurred at least 6 months after the trauma. 

This patient displayed a common symptom seen in people who experience 
a life-threatening trauma shared with others: a sense of guilt that they have 
survived when others have not (survivor guilt). 

If Michael were alive today (2016), he would be in his mid-60s. Male Viet- 
nam War veterans with war zone PTSD have been found to be twice as likely 
to die over a 25-year period as those without PTSD. Surviving veterans may 
continue to report PTSD symptoms and have a host of other chronic health is- 
sues, including cardiovascular diseases, nervous system disorders, and mus- 

culoskeletal disorders, for which they may continue to seek treatment. Recent 
wars in Iraq and Afghanistan have produced approximately 270,000 veterans 
who have been evaluated for PTSD, more than half of whom receive some dis- 

ability benefits for it. These wars have been characterized by multiple and pro- 

longed deployments of service members, which may contribute to these 
problems. 

Memories 

Zelda Podlevner, a 49-year-old married Orthodox Jewish woman, was referred to a psy- 
chiatrist in 1975 for an evaluation in preparation for an appeal to the board that had pre- 

viously denied her claim for Workmen’s Compensation. Mrs. Podlevner’s problems 

began 6 months earlier, following a fire in the dress factory where she had been 

employed as a seamstress for 15 years. The fire was minor and easily contained, but the 
synthetic fabrics that burned had produced an extremely acrid smell. After the fire, 

Mrs. Podlevner developed abdominal pains, nausea, and heart palpitations. She was 
hospitalized in an intensive care unit for a week because her doctor suspected asthma 
or a heart condition. A thorough medical evaluation revealed no evidence of physical 

illness. 
After the patient went home, she felt depressed and so frightened about leaving her 

apartment that she was unable to go to work. Her symptoms persisted and intensified 
when her compensation claim was rejected 2 months before the psychiatric evaluation. 

She had been staying at home, cooking and cleaning, but had no interest in doing any- 

thing else. 
In the psychiatric interview, she appeared mildly depressed, and said that whatever 

the decision of the appeals board, she could not bring herself to return to work. She felt 

comfortable and safe at home, but whenever she had to go out she became apprehensive, 

although she could not say exactly what she was afraid of. She felt more comfortable 

when her husband accompanied her to stores in the neighborhood, but when she had to 

travel to a different neighborhood (e.g., to go to a doctor’s office), she felt uncomfortable 

despite his presence, afraid that his long sideburns and ethnic garments would attract 

hostile attention from non-Jews. She had trouble sleeping because of recurrent night- 

mares of her experiences in a concentration camp over 30 years earlier and found herself 

dwelling on these memories during the day and unable to concentrate on reading. 

Mrs. Podlevner had always been an active and competent person, and she did not 

understand why she had developed all of these problems since the fire and why she 
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now felt that she was “a dead person.” Although she would not describe herself as hav- 

ing been a particularly “happy” person before the fire, she believed that she had been 

“content.” She had always thought about how she would have been a very different 

person were it not for the war, but she claimed that she was not preoccupied with this 

thought. 
The psychiatrist asked Mrs. Podlevner to talk about her experiences in the concen- 

tration camp and learned that she was in Auschwitz in 1943, at age 17. Having been 

young and healthy, she was selected by Dr. Josef Mengele, the sadistic camp doctor, to 

be part of the workforce. After the selection, she and hundreds of other women were 

told to undress and wait for instructions. Because the camp was extremely over- 

crowded, they were shoved into a strange-looking empty hall without windows. The 

place had a peculiar odor. When they were transferred a few hours later, she found out 

that she and the other women had been temporarily kept in a gas chamber. She began 

to cry as she realized that the smell in the factory fire had brought back the memory of 

the gas chamber. 
The psychiatrist sent his report to the Workmen’s Compensation Board. At the hear- 

ing, the presiding officer said that he did not want to hear the story again and agreed 
to full compensation. After being in treatment for 6 months, Mrs. Podlevner was still 
afraid to go to work but was less depressed. Her therapist said that Mrs. Podlevner was 
dealing with the feeling that her life stopped when she was age 17. 

Discussion of “Memories” 
Mrs. Podlevner’s case is an example of PTSD, With Delayed Expression (DSM- 

5, p. 271). The fire in the factory in which Mrs. Podlevner worked had triggered 

a reliving of her experience in Auschwitz, even though she was not aware of 

the connection until she spoke with the psychiatrist. How such a relatively mi- 

nor event as a small fire uncovers a deeply buried memory of a horrendous ex- 

perience after so many years is a mystery. 

The characteristic symptoms of PTSD are apparent: the traumatic experi- 

ence of being in a concentration camp is certainly one that involves actual or 

threatened death of self or others. In Mrs. Podlevner’s case, intrusion symp- 

toms associated with the trauma are in the form of nightmares and distressing 

recollections. She avoids situations that remind her of the trauma (going back 
to work). She has lost interest in her usual activities, has negative thoughts 
about herself (feels “dead”), and has symptoms of increased arousal, including 
difficulty sleeping and concentrating. 

The concentration camp at Auschwitz-Birkenau in Poland was liberated on 
January 27, 1945, by Soviet troops. In 2014, an estimated 140,000 Holocaust sur- 
vivors were still alive in the United States. They are now growing old. If Mrs. 
Podlevner were alive today (2016), she would be over 90 years old. Although 
survivors of the Holocaust are dwindling in number, many of those that are 
still alive suffer from a host of physical and emotional problems related to their 
traumatic experiences, in addition to those associated with normal aging. 

eS 

Sniper 
SSSR SS sSNA 

Leah, age 6 years, was referred by her teacher for evaluation because of her tearfulness, 
irritability, and difficulty concentrating in class. Two and a half months earlier, Leah 
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had been among a group of children pinned down by sniper fire on her school play- 
ground. Over a period of 15 minutes, the sniper killed one child and injured several oth- 
ers. After the gunfire ceased, no one moved until the police stormed the sniper’s 
apartment and found that he had killed himself. Leah did not personally know the child 
who was killed or the sniper. 

Before the shooting, according to her teacher, Leah was shy but a vivacious, well- 
behaved, and good student. Within a few days after the incident, there was a noticeable 
change in Leah’s behavior. She withdrew from her friends. She began to bicker with 
other children when they spoke to her. She seemed uninterested in her schoolwork and 
had to be prodded to persist in required tasks. The teacher noticed that Leah jumped 
whenever there was static noise in the public address system and when the class 
shouted answers to flashcards. 

Leah’s parents were relieved when the school made the referral because they were 
uncertain about how to help her. Leah had been uncharacteristically quiet when her 
parents asked her about the shooting incident. At home she had become moody, irrita- 

_ ble, argumentative, fearful, and clinging. She was apprehensive about new situations 
and fearful of being alone, and insisted that someone accompany her to the bathroom. 
Leah regularly asked to sleep with her parents. She slept restlessly and occasionally 
cried out in her sleep. She appeared always to be tired, complained of minor physical 
problems, and seemed more susceptible to minor infections. Her parents were espe- 

cially worried after Leah nearly walked in front of a moving car without being aware 
of it. Although she seemed less interested in many of her usual games, her parents no- 
ticed that she frequently engaged her siblings in “nurse games,” in which she was often 
bandaged. 

When asked about the incident during the interview, Leah said that she had tried 

very hard to hide behind a trash can when she heard the repeated gunfire. She had been 
terrified of being killed and was “shaking all over,” her heart pounding and her head 
hurting. She vividly told of watching an older child fall to the ground, bleeding and mo- 
tionless. She ran to safety when there was a pause in the shooting. 

Leah described a recurring image of the injured girl lying in blood on the playground. 
She said that thoughts of the incident sometimes disrupted her attention, although she 
would try to think about something else. Lately, she could not always remember what 

was being said in class. She no longer played in the area where the shooting had occurred 
during recess or after school. She avoided crossing the playground on her way home 
from school each day and avoided the sniper’s street. She was particularly afraid at 
school on Fridays, the day the shooting had occurred. Although her mother and father 

comforted her, she did not know how to tell them what she was feeling. 
Leah continued to be afraid that someone would shoot at her again. She had night- 

mares about the shooting and dreams in which she or a family member was being shot 

at or pursued. She ran away from any “popping noises” at home or in the neighbor- 

hood. Although she said that she had less desire to play, when asked about new games, 

she reported frequently playing a game in which a nurse helped an injured person. She 

began to watch TV news about violence and recounted news stories that demonstrated 

that the world was full of danger. 

Discussion of “Sniper” 
Leah experienced a traumatic event that involved actual or threatened death or 

serious injury to herself and to her classmates. Within a few days of the trauma, 

she began to exhibit the characteristic symptoms of severe PTSD (DSM 5, p. 272). 

PTSD can occur in children as young as age 1 year. Age-specific indicators of 

PTSD are to be considered in children age 6 years and younger. 

Although adults sometimes have flashbacks in which they actually experi- 

ence the situation as if it were currently happening, children infrequently reex- 
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perience trauma in this way. As is typical for young children, Leah’s Bet 

symptoms associated with the trauma were in the form of recurrent, intrusive 

images and recollections of the event, and recurrent, distressing dreams about 

it. She also incorporated themes from the event into repetitive games and play. 

Leah attempted to avoid thoughts and feelings associated with the trauma 

and places that reminded her of the event. This formerly vivacious little girl 

now exhibited negative alterations in cognition: she had become apathetic and 

uninterested in her schoolwork, as well as detached and withdrawn from her 

former friends. She displayed persistent symptoms of increased arousal, in- 

cluding exaggerated startle reaction (to loud noises), irritability, difficulty con- 

centrating, and sleep disturbance. 

Nighttime Visitor 

Christina was 8 years old when her guidance counselor at school referred her to a fam- 

ily treatment center in Cleveland because of disruptive, aggressive behavior. Her 11- 

year-old brother, Don, and her 9-year-old sister, Sara, were also evaluated, together 

with their mother. 
Several months earlier, Christina had been admitted to the hospital with vaginal 

bleeding and a discharge. A diagnosis of vaginal warts (condyloma acuminatum) was 
made, and the vaginal culture proved to be positive for gonorrhea. When questioned 
by a social worker, who was asked by the pediatrician to see the children, Christina re- 
vealed that she and Sara had been sexually molested by their father for the past 2 years. 
According to her, he would come into their bedroom regularly at night and have vagi- 
nal intercourse with her and, more rarely, with Sara. The girls noticed that if they were 

awake, their father often would not bother them. Nevertheless, Christina was so fright- 

ened that she would close her eyes and feign sleep during the molestation. Their father 
threatened them with beatings if they were to divulge the secret, so they had never told 
anyone. 

Their brother, Don, after witnessing one of the molestations, told their mother. She 
did not believe him and told her husband, who then proceeded to beat Don. In fact, Don 

had often been beaten by his father. After Don’s disclosure, Christina and Sara told their 
mother what had been happening, but she scolded them for “making up stories.” 

When the social worker talked with the mother about these events, she admitted 
that she had suspected that her children were telling the truth, but she was afraid of 
confronting her husband about his sexual abuse because she feared his murderous rage. 
During their 12-year marriage, he had frequently beaten her, but she never thought of 
leaving him because her religion forbade divorce. 

After the medical confirmation of the sexual abuse, the children were temporarily 
placed in foster care, the father was jailed, and the family court cited the mother for ne- 
glect because she had failed to intervene to protect the children from their father’s sex- 
ual abuse. The children were subsequently placed with their maternal grandmother, 
and later were returned to their mother after she agreed to a psychiatric evaluation and 
treatment for herself and her children. 

During the interview at the family treatment center, Christina presents as a sad, un- 
usually quiet child who rarely smiles. She describes that since the abuse started 2 years 
ago, she spends most of her time in her room alone doing little more than watching TV. 
During the day, she tries not to think about what has been happening to her, but at 
night, she often has difficulty falling asleep and reports nightmares about her father 
coming into her room. At school, she has stayed away from her friends for fear that they 
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would suspect something was the matter with her and might reject her. When she tes- 
tified in court, she was certain that she would be sent to jail because she had done some- 
thing wrong. She also fears that her father will return and attack her. At home, she is 
generally irritable and often fights with Sara and Don, and she feels “picked on” by her 
mother, whom she feels has always favored her siblings. 

After the evaluation of the family, individual psychotherapy was recommended for 
Christina, Sara, and their mother. In addition, family treatment was instituted to im- 
prove the relationship between the children and their mother and to help establish 
structure and discipline in the home. Christina’s mother was encouraged to allow the 
children to express their feelings of having been betrayed by her. At home Christina be- 
gan to overeat and steal money fromi her mother’s purse, as a way of expressing anger 
toward her mother and of getting more attention. 

In the treatment setting, Christina acted frightened and needy, and she clung to her 
female therapist. She expressed her yearnings for nurturance and safety by caring for 
doll babies and stuffed animals. She was frequently involved in “traumatic play,” in 

_ which she acted out various elements of the trauma. These dramas often involved a 
witch who poisoned children and devils and monsters that attacked the children when 
they tried to run away. 

Discussion of “Nighttime Visitor” 

Christina’s difficulties are almost certainly related to the trauma of having 

been repeatedly sexually abused by her father. The stressor criterion for PTSD 

(DSM-5, p. 271) requires that the person has experienced or witnessed an event 

that involves actual or threatened death, serious injury, or sexual violence. In 

this case, there has been ongoing repeated sexual abuse; therefore, the stressor 

requirement has been met. 

Although Christina is a young child, she is older than 6 years, so the adult 

definition of PTSD applies. Her intrusion symptoms associated with the 

trauma are the nightmares of her father coming into her room. This diagnosis 

also requires symptoms indicating persistent avoidance of stimuli associated 

with the trauma. Christina tries not to think about what has been happening 

to her and distracts herself with TV. She feels estrangement from others (her 

classmates), has negative affect and limited positive emotions (she is unusu- 

ally quiet, feels guilty, rarely smiles), and has diminished interest and partici- 

pation in significant activities (doing little other than watching TV). In 

addition, she has persistent symptoms of increased arousal (difficulty falling 

asleep, general irritability and aggression at home). 

Christina’s reaction to having been sexually abused by her father and not 

protected (or even believed) by her mother has included depressed mood, 

nightmares about the trauma, anger, inappropriate self-reproach and guilt, 

and the feeling that schoolmates might dislike her. These symptoms suggest 

the possible additional diagnosis of a Depressive Disorder, but there is no evi- 

dence that the depressed mood is accompanied by the characteristic symp- 

toms of a Major Depressive Episode, other than self-reproach and guilt. 

Although the sexual abuse went on for 2 years, there is no description of a per- 

sistent depressed mood that would justify a diagnosis of Persistent Depressive 

Disorder (Dysthymia) (see Section 4.3). In fact, during this time Christina 

seems to have been more frightened than depressed. 
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7.4 

Acute Stress Disorder 

The manifestations of Acute Stress Disorder (DSM-5, p. 280) are very similar 

to those of PTSD, but the duration of the disturbance lasts from 3 days to 1 month 

after exposure to the trauma. The requirements for the characteristics of the stressor 

in Acute Stress Disorder are nearly identical to those for PTSD—that is, “exposure to 

actual or threatened death, serious injury, or sexual violence” (DSM-5, pp. 272, 280). 

The signs and symptoms of Acute Stress Disorder are also very similar to those of 

PTSD. In comparison to PTSD, however, which requires a minimum (at least 1 or 2) 

from each of four categories of symptoms (i.e., intrusion symptoms, avoidance symp- 

toms, alterations in cognition and mood, and alterations in arousal and reactivity), the 

symptom requirement for Acute Stress Disorder is for any 9 of 14 symptoms regard- 

less of category. There are also fewer symptoms in the list for Acute Stress Disorder 

(14) than for PTSD (20), with 13 of the 14 coming from the list of 20 PTSD symptoms 

(see DSM-5, p. 271). The only symptom unique to Acute Stress Disorder is Criterion 

B6, “an altered sense of the reality of one’s surroundings or oneself (e.g., seeing one- 

self from another’s perspective, being in a daze, time slowing)” (DSM-5, p. 281). The 

symptoms of Acute Stress Disorder usually begin immediately following the stressful 

event, but a diagnosis is not given unless they persist for at least 3 days. 

Fewer than 20% of people who are exposed to traumatic events not involving in- 

terpersonal assault develop Acute Stress Disorder. For traumatic events such as as- 

sault, rape, and witnessing a mass shooting, rates can be as high as 50%. Like PTSD, 

Acute Stress Disorder is more common among women, which may be due both to 

neurobiological differences in stress responses between women and men and to a 

greater likelihood of exposure to the kinds of events that are associated with the de- 

velopment of Acute Stress Disorder, such as rape and other types of interpersonal vi- 

olence. Acute Stress Disorder may be a transitory reaction to a severe stressor and 

may resolve within a month, or it may progress to PTSD. Approximately half of the 

people who develop PTSD had Acute Stress Disorder immediately after the stressor. 

Burned 

A psychiatrist was called to see Vicky Lawson, a 28-year-old woman, | week after she 
had been admitted to the burn unit of a large municipal hospital. She had incurred a 
28% (of her skin) burn injury in a house fire in which her children, ages 3 and 5, had also 
been injured and her husband killed. The circumstances of the injury had been quite 
traumatic in that she was trapped, found it difficult to escape, and risked her own life 
to save her children. 

On examination, Ms. Lawson was alert and oriented, but quite fearful and anxious 
when asked to describe what had happened. Almost since the patient’s admission, 
nurses noted that she awoke repeatedly during the night, and she reported recurrent 
nightmares in which she relived the experience of escaping from her home from which 
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she awoke in a sweat. During the day, she sometimes appeared to be ina daze and un- 
aware of her surroundings, whereas at other times she seemed to be hyperalert, was 
easily startled, and responded fearfully to slight noises, such as the horns of cars pass- 
ing on the street outside her window. She expressed little joy in the news that her chil- 
dren’s injuries were less serious than hers and that they would be fine. The consultation 
was requested because the nursing staff had become concerned that she did not want 
to talk about what had happened, seemed unable to remember that her husband had 
died, and was not working through her grief appropriately. 

Discussion of “Burned” 
In response to an overwhelming stress, Ms. Lawson is having distressing 
memories and recurrent distressing dreams (nightmares) of the trauma, nega- 
tive mood changes (no joy about her children), dissociative symptoms (ap- 
pearing in a daze, being unable to remember that her husband had died), 

~ avoidance behavior (refusal to talk about what had happened), and symptoms 
of increased arousal (sleep disturbance, hypervigilance, and exaggerated star- 

tle response). Because this clinical picture developed in relation to a trauma in 

which Ms. Lawson and family members were all threatened with death and se- 

rious injury and has persisted for nearly a week, the diagnosis would be Acute 

Stress Disorder (DSM-5, p. 280). This diagnosis takes precedence over Adjust- 

ment Disorder (see Section 7.5), which is a residual category for stress-related 

emotional or behavioral disturbances that are not severe enough to meet the 

criteria for a more serious disorder. 

Eyewitness 

Karen Davidoff is a 39-year-old TV reporter who saw a psychologist at her network 

employee assistance program a few weeks after being an eyewitness at the execution of 
a murderer. For several years she had been following the story of the inmate as he 
approached execution. The execution itself was remarkably protracted and gruesome: 

along with colleagues, she maintained a death watch for several hours while various 
last-minute reprieves were granted and then set aside by judicial bodies. At one point 
the inmate was actually strapped onto the gurney when a phone call from a federal 
judge, literally at the last minute, reprieved him, and the inmate was removed from the 
death chamber alive. When execution finally occurred, Ms. Davidoff and her colleagues 
watched from a distance of about 10 feet through the windows between the witness 

room and the death chamber. The inmate’s eyes rolled back in his head, and he began 

gasping for air and drooling as he writhed on the table and struggled at the straps of 

the gurney. After approximately 5 minutes, his body was still, and he was declared 

dead by prison authorities. 

Ms. Davidoff told the psychologist, “Once you see someone die, you don’t forget 

what it looks like.” She felt that her professional role as an objective recorder was help- 

ful to her initially in that it separated her from her emotional response. She recalled, for 

example, the sensation of her mouth going dry just at the moment of execution, but the 

sensation was detached from any emotional response. This detached feeling, which she 

described as “surreal and macabre,” persisted for some days after the event. For a week 

after the execution, she continued to be detached from her feelings and was “in a daze 

and not like my usual self.” 

For the last few weeks, since the execution, she has been unable to concentrate on 

her work, has felt uninterested in it, and has been dissatisfied with it. She was sur- 
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prised, for example, at her unwillingness to cover a riot that occurred shortly after the 

execution, a story that she would normally have been very enthusiastic about. Ms. Da- 

vidoff has had trouble staying asleep, and often has nightmares of the execution. Addi- 

tionally, she says that although she tries not to, she thinks of the event at least daily, 

sometimes having vivid “snapshot” images of the moment of execution. 

Discussion of “Eyewitness” 
Ms. Davidoff is suffering from the aftereffects of watching a gruesome execu- 

tion. She reexperiences the trauma in intrusive recollections, nightmares, and 

flashbacks (“vivid ‘snapshot’ images”); has a negative mood state manifested 

by disinterest and lack of excitement and satisfaction in her work; experiences 

dissociative symptoms of derealization (“surreal and macabre” feelings of de- 

tachment) and a reduction in awareness of her surroundings (“in a daze”); at- 

tempts to not think about the execution and to avoid work in general; and has 

difficulty sleeping and trouble concentrating. All of these symptoms suggest 

the diagnosis of PTSD (see Section 7.3). However, the PTSD diagnosis requires 

that symptoms persist beyond 1 month, because transient, acute PTSD-like 

symptoms are quite common following traumatic events, and most people 

with such symptoms recover in a few days or weeks. In DSM-5, the diagnosis 

of Acute Stress Disorder (DSM-5, p. 280) is used when PTSD-like symptoms 

are sufficiently severe to interfere with social or occupational functioning and 

persist for at least 3 days but less than 1 month. 

Tes 

Adjustment Disorders 

Any KINC of a stressful life event can result in a distressing emotional or behav- 

ioral reaction that causes significant distress or interferes with social or occupational 

functioning. A stressor may be a single event, such as the breakup of a romantic rela- 

tionship; a series of events, such as the loss of a job and needing to move; or an ongo- 
ing situation, such as having an illness or living in poverty. The stressor might cause 
or precipitate the recurrence of another mental disorder, such as an Anxiety Disorder 
or a Mood Disorder. If the stressor is one that involves exposure to threatened death, 
serious injury, or sexual violence, and specific other symptoms are present, a diagno- 
sis of Acute Stress Disorder (see Section 7.4) or PTSD (see Section 7.3) may apply. 
Experiencing a death of a close relative normally causes a grief reaction, which by 
itself is not considered a mental disorder. 

For all other stress-related problems that do not qualify for the diagnosis of another 
mental disorder and are not considered indicative of normal bereavement, but either 
cause significant distress that is out of proportion to the severity or intensity of the 
stressor or cause significant impairment in functioning, the diagnosis is Adjustment 
Disorder. There are many ways in which Adjustment Disorders may be manifest, and 
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each of them can be noted as part of the diagnosis through the following subtypes: 
With Depressed Mood, With Anxiety, With Mixed Anxiety and Depressed Mood, 
With Disturbance of Conduct, or With Mixed Disturbance of Emotions and Conduct. 

By definition, the disturbance in an Adjustment Disorder “begins within 3 months 
of onset of a stressor and lasts no longer than 6 months after the stressor or its conse- 
quences have ceased” (DSM-5, p. 287). Usually, the onset of an Adjustment Disorder 
is immediate and the problems last no more than a few months. In the case of an on- 
going set of stressful circumstances, such as domestic abuse, the disturbance may per- 
sist indefinitely. 

Happy Ending 

Esther Kim, a 24-year-old single nursery school teacher, terminated brief psychother- 
apy after 10 sessions. She had entered treatment 2 weeks after discovering that the man 
she had been involved with for 4 months was married and wanted to stop seeing her. 
She reacted with bouts of sadness and crying, felt that she was falling apart, took a 
week’s sick leave from her job, and had vague thoughts that the future was so bleak that 

life might not be worth the effort. She felt that she must be “flawed” in some essential 
way; otherwise, she would not have become so involved with someone who had no 
intentions of maintaining a long-term relationship. She also felt that others “would 
have seen it” and that only she was “so stupid” as to have been deceived. There were 
no other signs of a depressive syndrome, such as trouble concentrating or loss of inter- 
est or appetite. She responded to mixed supportive-insight psychotherapy and, toward 
the end of treatment, began dating a law student whom she met at a local cafe. 

Discussion of “Happy Ending” 
Esther’s depressive symptoms (sadness and crying, thoughts that the future 

was bleak) raise the possibility of a Major Depressive Episode. However, be- 

cause she had no other signs of the depressive syndrome, a diagnosis of Major 

Depressive Disorder (see “Worthless Wife” in Section 4.2) is ruled out. The 

marked distress that she feels in reaction to the psychosocial stressor (the man 

she was seeing wanted to stop seeing her) is probably out of proportion to the 

intensity of the stressor (she missed a week of work and felt that she was “fall- 

ing apart,” that life might not be worth the effort, and that she was in some es- 

sential way “flawed”) and indicates a diagnosis of Adjustment Disorder, With 

Depressed Mood (DSM-5, p. 286). 

This is a fairly straightforward and typical case of an Adjustment Disorder, 

which resolved with a brief course of psychotherapy, and is an example of a 

case with a happy ending. 

Abducted 

Kaitlyn, a 3-year-old girl, was referred by the pediatric clinic because her mother 

reported that her daughter has had a variety of problems for the last 5 months, ever 

since she had been abducted for 1 month by her father, who lives out of state. According 

to her mother, although Kaitlyn had been successfully toilet trained, she wet her bed 
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constantly during the period of abduction. Since that time, she “chews the skin off her 

fingers below the nails and twists her hands. She is scared of the dark and wakes up 

seeing things or thinks someone is after her or coming into her room.” She describes 

scary dreams of “monsters” and has trouble sleeping. 
Her parents were unhappy and quarreled frequently during their 2 years together. 

Her father came from a financially poor family and did not complete high school. He 
always talked as if he had lots of money; however, after they had separated, the mother 
discovered that he had a long police record, involving rape and assault and battery. He 
was involved in using illegal credit cards, doing contract work without a license, and 
not paying state and federal income taxes. There was a warrant out for his arrest in their 

state. 
When interviewed, Kaitlyn had her hair attractively styled with pigtails and wore 

small red earrings and colorful play clothes. She was cooperative and left her mother 
with only slight hesitation. She quickly showed the interviewer that she could tie her 
own shoelaces with ease. She easily became engaged in play, but her play involved 
many frightening themes: a father puppet repeatedly scared a baby puppet, a tiger 

choked a mouse, and a cow was eaten up by a frog. 

Discussion of “Abducted” 
Kaitlyn’s difficulties apparently began when she was abducted by her father 

5 months previously. Since that time she had demonstrated various symptoms 

of anxiety (e.g., chewing the skin off her fingers, fears of the dark, and night- 

mares). A transient reaction to the abduction might be expected, but the per- 

sistence of the symptoms for 5 months is in excess of a normal and expected 

reaction. 

The absence of the multiplicity of symptoms that would suggest a general- 

ized and persistent anxiety state eliminates the diagnosis of Generalized Anx- 

iety Disorder (see “Edgy Electrician” in Section 5.7). There is no evidence that 

Kaitlyn has any of the other Anxiety Disorders, such as Separation Anxiety 

Disorder (see “Tiny Tina” in Section 5.1) or Specific Phobia (see “Thunder- 

storms” in Section 5.3). 

Because Kaitlyn’s anxiety symptoms are not severe enough to meet the cri- 

teria for a specific mental disorder, were precipitated by a psychosocial 

stressor, and are causing distress out of proportion to an expected reaction, her 

diagnosis is Adjustment Disorder, With Anxiety (DSM-5, p. 286). As this case 

illustrates, an Adjustment Disorder can occur even in very young children, al- 

though some of the distress may be expressed indirectly, as in play (e.g., Kait- 

lyn’s play involved many threatening themes). 

Kaitlyn was incontinent during the 1-month abduction by her father, but 
because her incontinence did not persist, it would seem to be not significant 
enough to warrant a separate diagnosis of Enuresis (see “Never Dry,” in Sec- 

tion 11.1). 

No One Hits the Baby 

Four-year-old Carol was referred for an evaluation when her teacher made a complaint 
to the state Central Registry for Child Abuse Reports: A family evaluation by a social 
worker revealed the following information. 
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Carol is the older of two children, both of whom live with their parents in a two-bed- 
room apartment. Her problems began with the birth of her sister 3 months ago. Her 
teacher noticed a change in her behavior at school. She began pushing other children 
and hit a classmate with a wooden block, causing a laceration of the classmate’s lip. 
When Carol’s teacher took her aside to talk about her behavior, she noticed what 
seemed to be belt marks on Carol’s abdomen and forehead. 

Carol’s sister was “colicky” and slept for only short periods throughout the day and 
night. She stopped crying only when her mother held her. Her mother therefore had lit- 
tle time for Carol, and Carol's father took over her care on evenings and weekends. He 
began to drink more than usual, half a bottle to a bottle of wine each evening, and be- 
came increasingly irritable. He and his wife argued over her attention to the infant and 
the requirement that he take care of Carol. Carol, who was a bright, curious, talkative 
4-year-old, asked constant questions and often wanted to hold the baby. When refused, 
she would lie on the floor and have a tantrum. Since her sister’s birth, she had begun to 
have difficulty falling asleep and awoke repeatedly during the night. 

Carol's father was unable to cope with her demands for attention and often told her 
to shut up and slapped her when she did not obey. On many occasions he responded to 
her tantrums or repeated questions by hitting her with his belt. 

Carol is a lively, attractive, and small blue-eyed blond little girl, dressed in jeans, 
T-shirt, and sneakers. She relates appropriately and warmly to the interviewer and eas- 
ily separates from her parents in the waiting room. Her intelligence appears above av- 
erage, as indicated by her fund of knowledge, vocabulary, and drawings of a person 
and of geometric forms. About her sister, Carol says, “She’s a bad girl. She cries all the 
time. I get hit when I cry, but no one hits the baby.” When asked about fights at school, 

she replies, “I hit Robert [her classmate] because he pulls my hair.” She says she is afraid 

to go to sleep because she has bad dreams of an old man killing her. 
Carol, along with her mother and father, began a family therapy program that in- 

cluded parenting training and behavioral therapy for Carol, coordinated with the 

school. Her father was persuaded to join Alcoholics Anonymous, has stopped drinking, 
and has been able to control his anger at his daughter. Six months later, Carol’s aggres- 
sive behavior had ceased. She was doing well with peers and in her academic work, 
was sleeping throughout the night, and had stopped having temper tantrums. 

Discussion of “No One Hits the Baby” 

Although the focus is on the diagnosis of Carol's difficulties because she is the 

“identified patient,” her problems are actually the consequence of her father’s 

psychopathology. Carol’s reaction to having a baby sister would likely not 

have been remarkable were it not for her father’s physical abuse of her. 

Children who are physically or sexually abused are at risk for developing 

several disorders. Major Depressive Disorder (Section 4.2), Separation Anxiety 

Disorder (Section 5.1), Oppositional Defiant Disorder (Section 15.1), and Con- 

duct Disorder (Section 15.3) are frequent initial reactions to sexual or physical 

abuse. Among adolescents, suicidal behavior and psychoactive substance use 

are also frequent. It is unclear how often either Acute Stress Disorder or PTSD 

develops following abuse. Major Depressive Disorder, various personality dis- 

turbances (e.g., Borderline Personality Disorder; see Section 18.1), and (more 

rarely) Dissociative Identity Disorder (Section 8.1) are long-term consequences 

of abuse that are seen in adults. Children who themselves have been physically 

or sexually abused are likely to abuse their own children. The cases in which 

this kind of multigenerational abuse has been identified have generally in- 

volved more serious and long-term abuse than Carol has experienced. 
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Carol’s changed behavior includes temper tantrums at home, nea eh 

other children at school, having trouble falling asleep, and bad Greanie ese 

few symptoms are not indicative of a syndrome that would justify oe basin 

of any of the disorders named above. Therefore, the diagnosis is Adjus 

Disorder, With Mixed Disturbance of Emotions and Conduct (DSM-5, p. 286). 
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CHAPTER 8 

Dissociative Disorders 

Dissociation is a mental process that causes a lack of connection between a per- 
son’s conscious awareness and some aspect of himself or herself, such as memory, 
sense of identity, self-perception, or subjective experience of reality. Dissociation falls 
on a continuum of severity. Mild dissociation is common and occurs, for example, 
when a person daydreams while driving a car and is unable to remember the last few 

miles driven, or when a person gets completely “lost” in a book. The altered state of 

consciousness that can occur while a person is intoxicated with certain drugs (e.g., 

cannabis, hallucinogens) is also a form of dissociation. 

When dissociative experiences become problematic and interfere with the person’s 

functioning, one of the three specific Dissociative Disorders included in DSM-5 may 

be present. Dissociative Disorders are characterized by a disruption of the normal in- 

tegration of consciousness, memory, identity, emotion, and perception. At the most 

severe end of the continuum of dissociation, a person’s sense of identity or self can 

become so fragmented that two or more separate and distinct personality states alter- 

nately control that person’s behavior, a condition known as Dissociative Identity Dis- 

order, which was formerly called Multiple Personality Disorder. In Dissociative 

Amnesia, there is an inability to recall important autobiographical information, usu- 

ally of a traumatic or stressful nature, which is inconsistent with ordinary forgetting. 

In Depersonalization/Derealization Disorder, the core features are perceptual abnor- 

malities in which the person experiences either his or her thoughts and feelings as be- 

ing unreal (known as depersonalization) or his or her surroundings as unreal (known 

as derealization). (Table 8-1 lists characteristic features of the DSM-5 Dissociative Dis- 

orders discussed in this chapter). 

Dissociative symptoms, especially depersonalization and derealization, are not 

necessarily indicative of a Dissociative Disorder and can occur as part of other DSM- 

5 disorders, such as during a Panic Attack (DSM-5, p. 214) or as a response to a trau- 

matic event (e.g., as part of Posttraumatic Stress Disorder; DSM-5, p. 271). Moreover, 

they may not be indicative of any disorder at all—about one-third of people say they 

occasionally feel that they are watching themselves in a movie and feel disconnected 

from their feelings and actions, yet have none of the distress or impairments in func- 

tioning experienced with Dissociative Disorders. 
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TABLE 8-1. Characteristic features of Dissociative Disorders 

Disorder Key Characteristics 

Dissociative Identity Disorder Disruption of identity characterized by two or more 

distinct personality states 

Recurrent gaps in the recall of everyday events 

Dissociative Amnesia An inability to recall important autobiographical 

information, usually of a traumatic or stressful nature 

Depersonalization/Derealization Persistent or recurrent experiences of depersonalization 

Disorder (unreality or detachment with respect to oneself) or 

derealization (unreality or detachment with respect to 

surroundings) 

8.1 

Dissociative Identity Disorder 

Dissociative Identity Disorder (formerly known as Multiple Personal- 
ity Disorder) is the most severe of the Dissociative Disorders. A person with Dissocia- 

tive Identity Disorder has two or more different personality states, sometimes 

referred to as “alters” (short for “alternate personality states”). Each alter might have 

distinct traits, personal history, and ways of thinking about and relating to his or her 

surroundings. An alter might even be of a different gender, have his or her own name, 

and have distinct mannerisms or preferences. Stress or a reminder of a trauma can act 

as a trigger to bring about a switch from one alter to another. The person with Disso- 

ciative Identity Disorder may or may not be aware of the other personality states and 

might not have memories of those times when another alter is dominant. Instead, the 

person’s primary symptoms might be episodes of amnesia or time loss. Individuals 

with this disorder may repeatedly encounter unfamiliar people who claim to know 

them, find themselves somewhere without knowing how they got there, or find items 

that they do not remember purchasing among their possessions. 

Dissociative Identity Disorder is thought to be a consequence of severe trauma 

(usually extreme, repetitive physical, sexual, or emotional abuse) during early child- 

hood. The dissociative aspect is thought to be a coping mechanism—the person liter- 

ally dissociates himself or herself from a situation or experience that is too violent, 
traumatic, or painful to assimilate with his or her conscious self, leading to a fragmen- 
tation in sense of identity. 

Dissociative Identity Disorder is one of the more controversial disorders included 
in DSM-5. On the one hand, those clinicians who specialize in its treatment claim that 
the condition is much more common than generally recognized. They point out that 
the diagnosis is almost always first made several years after the patient has had the 
symptoms and therefore after having accumulated many different diagnoses because 
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of the shifting nature of the symptomatology. On the other hand, critics of the disor- 
der question its very existence and claim that most if not all cases are the result either 
of therapists suggesting the symptoms or of the patient taking on the characteristics 
of a famous case of the disorder, such as after watching or reading The Three Faces of 
Eve or Sybil. 

Mary Quite Contrary 

Mary Kendall is a 35-year-old social worker who was referred to a psychiatrist for treat- 
ment of reflex sympathetic dystrophy (a chronic pain disorder of uncertain etiology) in 
her right forearm and hand. She has a complex medical history that includes asthma, 
migraine headaches, diabetes mellitus, and obesity. She was found to be highly hypno- 
tizable and quickly learned to control her pain with self-hypnosis. 

Mary was quite competent in her work but had a rather arid personal life. She had 
been married briefly and divorced 10 years earlier, and she had little interest in remar- 
rying. She spent most of her free time volunteering in a hospice. 

As a thorough psychiatric evaluation continued, she reported the strange observa- 
tion that on many occasions, the gas tank of her car was nearly full when she returned 
home from work, yet when she got into her car to go to work the next day, the tank was 
half empty. She began to keep track of the odometer readings and discovered that on 
many nights, 50-100 miles would be put on the car overnight, although she had no 
memory of driving it anywhere. Further questioning revealed that she had gaps in her 
memory for large parts of her childhood. 

Because of the gaps in her memory, the psychiatrist suspected a Dissociative Disor- 
der, but it was only after several months of hypnotic treatment for pain control that the 
explanation for the lost time emerged. During a hypnotic induction, the psychiatrist 

again asked about the lost time. A different voice suddenly responded, “It’s about time 
you knew about me.” The personality (alter) with a slightly different name, Marian, 

now spoke and described the drives that she took at night as retreats to the nearby hills 

and seashore to “work out problems.” As the psychiatrist got to know Marian over 
time, it was apparent that she was as abrupt and hostile as Mary was compliant and 
concerned about others. Marian considered Mary to be rather pathetic and far too in- 

terested in pleasing, and said that “worrying about anyone but yourself is a waste of 

time.” 
In the course of therapy, six other personalities emerged, roughly organized along 

the lines of a dependent-aggressive continuum. Considerable tension and disagree- 
ment emerged among these alters, each of which was rather two-dimensional, lacking 
any depth. Competition for control of Mary was frequent, and Marian would provoke 

situations that frightened the others, including one who identified herself as a 6-year- 
old child. The subjective experience of distinctness between some of the personality 

states was underscored when one rather hostile alter made a suicide threat. The psychi- 

atrist insisted on discussing this with the other alters, and she objected that to do so 

would be a “violation of doctor-patient confidentiality.” 

The memories that emerged with these dissociated personality states included rec- 

ollections of physical and sexual abuse at the hands of her father and others, as well as 

considerable guilt about not having protected the other children in the family from such 

abuse. She recalled her mother as being less frequently abusive, but quite dependent, 

and forcing Mary to cook and clean from a very early age. 

After 4 years of psychotherapy, Mary gradually integrated portions of these person- 

ality states. Two similar personalities merged, although she remained partially dissoci- 

ated. The personality states were aware of one another but continued to “fight” with 

each other periodically. 
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Discussion of “Mary Quite Contrary” 
Mary’s case illustrates several of the typical features of Dissociative Identity Dis- 

order (DSM 5, p. 292). As was discovered during the course of her treatment for 

chronic pain, Mary was highly hypnotizable. The first clue that she might have 

Dissociative Identity Disorder was not the emergence of an alternative person- 

ality state during an interview but the presence of symptoms indicative of gaps 

in her memory, such as the unexplained drops in the amount of fuel in her gas 

tank and the odometer evidence that she had driven 50-100 miles at night with- 

out having any memory of having done so. Moreover, Mary reported having 

gaps in her memory for large parts of her childhood. Only during sessions under 

hypnosis did it became clear that the reason Mary had memory gaps for those 

nighttime drives was because another personality state, named Marian, was in 

control of her behavior during those times. Then, in the course of her therapy, six 

additional distinct personality states emerged. Ultimately, she was able to recall 

a history of childhood physical and sexual abuse, which is generally believed to 

be a causal factor in the development of Dissociative Identity Disorder. 

8.2 

Dissociative Amnesia 

Dissociative AMNneSia occurs whena person unconsciously blocks out certain 
information, usually associated with a stressful or traumatic event such as child abuse or 

intense combat, leaving him or her unable to remember important personal information. 

The memory loss may be situation specific (i.e., for a particular incident) or more global, 

involving a complete gap in memory lasting from months to years. Localized amnesia, the 

failure to recall events during a circumscribed period of time, is the most common form 

of this disorder. Sometimes the amnesia for an event may be selective, so that the person 

can remember part of a traumatic event but not other parts. Much more rarely, there can 
be generalized amnesia, in which a person has a complete loss of memory for his or her life 
history, and in some cases the person may even forget his or her own personal identity. 

Unlike memory loss associated with head trauma or excessive alcohol use (“black- 
outs”) in which the memories are permanently lost, in Dissociative Amnesia the mem- 
ories still exist but are deeply buried within the person’s mind and cannot be recalled. 
However, the memories might resurface on their own or after being triggered by some- 
thing in the person’s surroundings. Some episodes of Dissociative Amnesia resolve 
rapidly (e.g., when the person is removed from combat or some other stressful situa- 
tion), whereas other episodes persist for long periods of time. Some individuals may 
gradually recall the dissociated memories years later. Suicidal and other self-destruc- 
tive behaviors are common among individuals with Dissociative Amnesia and may be 
a particular risk when the amnesia remits suddenly and overwhelms the individual 
with intolerable memories. 
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The 12-month prevalence among adults in the U.S. general population is estimated 
to be 1.8%. Dissociative Amnesia is more than twice as common in females as in males 
and can occur in all age groups. 

The Sailor 
LA SSS SSS SS ss NSS Sl lls USS dsc 

Psychiatric consultation is requested by an emergency department physician for an 18- 
year-old male who has been brought into the hospital by the police. Joshua appears 
exhausted and shows evidence of prolonged exposure to the sun. He identifies the cur- 
rent date incorrectly, giving it as September 27 instead of October 1. He has difficulty 
focusing on specific questions, but with encouragement he supplies a number of facts. 
He recalls sailing with friends, apparently about September 25, on a weekend cruise off 
the Florida coast, when they encountered bad weather. He is unable to recall any sub- 

_ sequent events and does not know what became of his companions. He has to be 

reminded several times that he is in a hospital, because he expresses uncertainty as to 

his whereabouts. Each time he is told, he seems surprised. . 
There is no evidence of head injury or dehydration. Because of Joshua’s apparent ex- 

haustion, he is permitted to sleep for 6 hours. Upon awakening, he is much more atten- 
tive but is still unable to recall events after September 25, including how he came to the 

hospital. There is no longer any doubt in his mind that he is in the hospital, however, 
and he is able to recall the contents of the previous interview and the fact that he had 
fallen asleep. He is also able to remember that he is a student at a southern college, 
maintains a B average, has a small group of close friends, and has a good relationship 
with his family. He denies any previous psychiatric history and says he has never 
abused drugs or alcohol. 

An interview is then conducted under the influence of amobarbital (colloquially 
known as “truth serum”), a medication that causes full relaxation with only minimal 
sedation and is known to facilitate an individual's willingness to relate information that 
he or she would otherwise block. During this interview he relates that neither he nor 
his companions were particularly experienced sailors capable of coping with the feroc- 
ity of the storm they encountered. Although Joshua had taken the precaution of secur- 
ing himself to the boat with a life jacket and tie line, his companions had failed to do 
this and had been washed overboard in the heavy seas. He completely lost control of 
the boat and felt he was saved only by virtue of good luck and his lifeline. He had been 
able to consume a small supply of food that was stowed away in the cabin over a 3-day 
period. He never saw either of his sailing companions again. Joshua was picked up on 

October 1 by a Coast Guard cutter and brought to shore, and subsequently the police 

brought him to the hospital. 

Discussion of “The Sailor” 
This case illustrates the classic features of the most common form of Dissocia- 

tive Amnesia (DSM-5, p. 298)—namely, the inability to remember anything 

about a specific period of time in the past, which in this case involved an ex- 

tremely traumatic and life-threatening situation. When a patient such as 

Joshua presents with acute memory loss, however, other specific external 

causes of memory loss must first be ruled out before a diagnosis of Dissocia- 

tive Amnesia can be made. A number of medical conditions such as head 

trauma or stroke can lead to the development of a Major Neurocognitive Dis- 

order (see Section 17.2), which may involve acute memory loss along with 

other cognitive problems. Other medical problems such as electrolyte imbal- 
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ances or brain infections can lead to Delirium (see Section 17.1), a Neurocogni- 

tive Disorder characterized by acute confusion and decreased awareness of the 

individual’s environment, as well as memory loss. Intoxication with eedaives 

or sleeping pills as well as high doses of alcohol can result in a blackout in 

which the person is unable to remember what was happening to him or her 

during the period of intoxication. In all of these cases, the memory loss reflects 

a physical disturbance in brain functioning in which the memories were either 

never permanently encoded or the ability to access them is permanently gone. 

Joshua’s initial disorientation and confusion did suggest the possibility 

that there might have been a physical cause of his memory problem. However, 

the absence of any evidence of a medical problem or history of drug or alcohol 

use and the fact that his confusion resolved after a night of sleep, leaving him 

with only the inability to remember what happened during the time period in 

question, indicated that there was likely nothing physically wrong with his 

memory. Moreover, his ability to remember the content of his first interview in 

the hospital indicated that his brain was able to form (and recall) new memo- 

ries since the accident. 

The fact that Joshua’s memory loss was caused by psychological stress was 

finally confirmed by the results of the amobarbital interview. Under the influ- 

ence of the intravenous sedative, he was sufficiently relaxed to be able to fi- 

nally have access to the previously blocked memories of what happened to 

him and his sailing companions on the boat. 

Burt Tate 

The patient is a 42-year-old white male who was brought to the emergency room by the 
police. He was involved in an argument and fight at the diner where he is employed. 
When the police arrived and began to question the patient, he gave his name as “Burt 
Tate” but had no identification. Mr. “Tate” had drifted into town several weeks earlier 
and begun working as a short-order cook at the diner. He could not recall where he had 
worked or lived before his arrival in this town. There were no charges against him, but 
the police convinced him to come to the emergency room for an examination. 

When questioned in the emergency room, Mr. “Tate” knew what town he was in and 

the current date. He admitted that it was somewhat unusual that he could not recall the 
details of his past life, but he did not appear very upset about this. There was no evi- 
dence of alcohol or drug abuse, and a physical examination revealed no head trauma 
or any other physical abnormalities. He was kept overnight for observation. 

When the police ran a background check on the patient, they found that he fit the 
description of a missing person, Gene Saunders, who had disappeared a month before 
from a city 200 miles away. A visit by Mrs. Saunders confirmed the identity of the pa- 
tient as Gene Saunders. Mrs. Saunders explained that for 18 months before his disap- 
pearance, her husband, who was a middle-level manager at a large manufacturing 
company, had been having considerable difficulty at work. He had been passed over for 
a promotion, and his supervisor had been very critical of his work. Several of his staff 
had left the company for other jobs, and the patient found it impossible to meet produc- 
tion goals. Work stress made him very difficult to live with at home. Previously an easy- 
going, gregarious person, he had become withdrawn and critical of his wife and 
children. Immediately preceding his disappearance; he had had a violent argument 
with his 18-year-old son. The son had called him a “failure” and stormed out of the 
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house to live with some friends who had an apartment. Two days after this argument, 
the patient disappeared. 

When brought into the room where his wife was waiting, the patient stated that he 
did not recognize her. He appeared noticeably anxious. 

Discussion of “Burt Tate” 
Like the patient in the previous case, this patient is also suffering from an inabil- 
ity to recall important personal information that is not explained by drug or al- 
cohol use or a medical condition. This case differs in that instead of experiencing 
localized amnesia for a specific period of his life, the patient suffers from gen- 
eralized amnesia in which he cannot recall any details about his past life, in- 

cluding his past identity. What also distinguishes this case is that in addition to 

the memory loss, the patient has assumed a new identity, as a short-order cook 

named “Burt Tate.” This presentation has historically been called a Dissociative 

Fugue (fugue from the Latin word for “flight”), a condition that involves the in- 

dividual’s sudden, unexpected travel away from home or customary place of 

work, which is accompanied by either confusion about personal identity or the 

assumption of a new identity. Thus, the DSM-5 diagnosis for this case is Disso- 

ciative Amnesia, With Dissociative Fugue (DSM-5, p. 298). 

Dissociative Fugue was a separate disorder from Dissociative Amnesia in 

DSM-IV but was folded into Dissociative Amnesia in DSM-5 given its rarity 

and the fact that both involve the individual's inability to recall some or all of 

his or her past. The onset of Dissociative Fugue or Dissociative Amnesia is typ- 

ically linked to one or more severe stressors. In this patient’s case, the fugue 

developed after a sequence of stressful life events, starting with his being 

passed over for a promotion at work, followed by work stress due to his being 

unable to meet production goals, and finally culminating in an argument with 

his 18-year-old son that ended with his son abruptly moving out of the house. 

Although considered to be quite rare in real life (with a prevalence of less than 

0.2%), the phenomenon is more commonly used as a plot device in books, TV 

shows, and movies such as The Bourne Identity. 

8.3 

Depersonalization/Derealization 
Disorder 

Depersonalization/Derealization Disorder involves the lack of inte- 

gration of one or more components of perception and consists of persistent or recurrent 

episodes of either depersonalization or derealization or both. Depersonalization, in 

which the focus is on the self, involves feeling that the individual’s thoughts, feelings, 

sensations, body, or actions are unreal or that they are somehow detached or estranged 
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from the individual. Typically, individuals with this disorder feel as though they are 

outside observers of their own mental processes or that they are a robot or an automa- 

ton, lacking control of their speech or movements. In some cases, individuals may be 

unable to accept their reflection (e.g., in a mirror) as their own or may have ae Oe 

experiences. Derealization, on the other hand, involves the feeling that the individual’s 

surroundings are unreal, so that other individuals or objects in the environment are 

experienced as dreamlike, foggy, lifeless, or visually distorted. Although this disorder 

involves an alteration in the subjective experience of reality, it is not a form of psychosis, 

because these individuals maintain the ability to distinguish between their own inter- 

nal experiences and the objective reality of the outside world. An episode of deperson- 

alization or derealization can last anywhere from a few minutes to many years. 

Approximately 50% of the general population has had an episode of depersonaliza- 

tion or derealization, frequently occurring in connection with life-threatening danger, 

acute drug intoxication (cannabis, hallucinogens, ketamine, ecstasy), sensory depriva- 

tion, or sleep deprivation. Depersonalization can also occur as a symptom in many 

other mental disorders, including Panic Disorder (see Section 5.5), Posttraumatic Stress 

Disorder (see Section 7.3), and Borderline Personality Disorder (see Section 18.1), as 

well as in physical disorders, such as seizure disorders. When depersonalization occurs 

independently of other mental or physical disorders and is persistent or recurrent and 

causes clinically significant distress or impairment in functioning, the diagnosis is De- 

personalization /Derealization Disorder. It is estimated to occur in about 2% of the gen- 

eral population. 

Foggy Student 

Edward Alvarez, a 20-year-old male college student, sought psychiatric consultation 
because he was worried that he might be going insane. For the past 2 years, he had 
experienced increasingly frequent episodes of feeling “outside” himself. These epi- 
sodes were accompanied by a sense of deadness in his body. In addition, during these 
periods he was uncertain of his balance and frequently stumbled into furniture; this 
was more apt to occur in public, especially if he was somewhat anxious. During these 
episodes he felt a lack of easy, natural control of his body, and his thoughts seemed 
“foggy” as well, ina way that reminded him of having received intravenous anesthetic 
agents for an appendectomy some 5 years previously. 

Edward’s subjective sense of lack of control was especially troublesome, and he 
would fight it by shaking his head and saying “stop” to himself. This would momen- 
tarily clear his mind and restore his sense of autonomy, but only temporarily, because 
the feelings of deadness and of being outside himself would return. Gradually, over a 
period of several hours, the unpleasant experiences would fade. Edward was anxious, 
however, about their return, and he found them increasing in both frequency and du- 
ration. 

At the time Edward came for treatment, he was experiencing these symptoms about 
twice a week, and each incident lasted from 3 to 4 hours. On several occasions the epi- 
sodes had occurred while he was driving his car and was alone. Worried that he might 
have an accident, he had stopped driving unless someone accompanied him. Increas- 
ingly, he had begun to discuss this problem with his girlfriend, and eventually she had 
become less affectionate toward him, complaining that he had lost his sense of humor 
and was totally self-preoccupied. She threatened to break off with him unless he 
changed, and she began to date other men. 
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Edward's college grades remained unimpaired—they had, in fact, improved over 
the past 6 months, because the patient was spending more time studying than had pre- 
viously been the case. Although discouraged by his symptoms, the patient slept well at 
night, had noted no change in appetite, and had experienced no impairment in concen- 
tration. He was neither fatigued nor physically “edgy” because of his worry. 

Because a cousin had been hospitalized for many years with severe mental illness, 
Edward had begun to wonder if a similar fate might befall him, and therefore he sought 
direct reassurance on the matter. 

Discussion of “Foggy Student” 
Edward is suffering from recurrent episodes, lasting for hours at a time, of feel- 

ing “outside” himself, which are accompanied by a sense of deadness in his 

body, a feeling that his thoughts are “foggy,” and the feeling that he lacks an 

easy, natural control of his body. Given that his perceptual abnormalities are 

-focused on various aspects of himself (i.e., his body, his thoughts, his ability to 

control his body) rather than his environment, they are indicative of deperson- 

alization. The distress that Edward experiences, as well as the absence of other 

mental disorders, substance use, or general medical conditions that could ac- 

count for the symptoms, indicates that the DSM-5 diagnosis of Depersonaliza- 

tion/Derealization Disorder (DSM-5, p. 302) is most appropriate. Even though 

patients often have both depersonalization and derealization, in Edward's 

case there is no evidence of symptoms of derealization, which in any case are 

not required for the diagnosis of Depersonalization/Derealization Disorder. 

Although Edward expresses concern that he might be going insane and that he 

might end up in a mental institution like his cousin, these symptoms are not 

indicative of a psychotic disorder—at all times he is aware that these symp- 

toms are a product of his own mind. 
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CHAPTER oO . 

Somatic Symptom 
and Related Disorders 

The common feature of the DSM-5 Somatic Symptom and Related Disor- 
ders is that all are characterized by a significant focus on somatic (physical) symp- 
toms or physical illness associated with significant distress and impairment. Because 
individuals with these disorders focus on their physical symptoms, these patients are 

most often encountered in medical settings rather than mental health settings. DSM-5 

disorders in this diagnostic class are as follows: 

Somatic Symptom Disorder is characterized by the presence of one or more dis- 

tressing or impairing somatic symptoms. 

Illness Anxiety Disorder involves an unjustified preoccupation with having or ac- 

quiring a serious illness in the absence of prominent somatic symptoms, accompa- 

nied by high levels of anxiety about health. 

Conversion Disorder (Functional Neurological Symptom Disorder) involves symp- 

toms of altered motor or sensory function that are not compatible with known neu- 

rological conditions. 

Psychological Factors Affecting Other Medical Conditions is diagnosed when 

there are psychological or behavioral factors that have negatively influenced the 

course of a medical condition. 

Factitious Disorder involves the person feigning a medical illness or mental disor- 

der in the absence of obvious external incentives, such as getting out of work or 

avoiding criminal responsibility. The person’s falsification of physical or psycho- 

logical signs or symptoms can occur in himself or herself (Factitious Disorder Im- 

posed on Self) or in another (Factitious Disorder Imposed on Another). 

In prior editions of DSM, these conditions were known as Somatoform Disorders 

and were typically diagnosed in individuals with physical symptoms for whom no 

medical explanation could be determined. In such cases, the symptoms were thought 

to represent a physical manifestation of psychological symptoms (referred to as “so- 

maticizing”) and thus were somehow “not real” or “all in the person’s head” and best 
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TABLE 9-1. Characteristic features of Somatic Symptom and Related 

Disorders 

Disorder Key Characteristics 

Somatic Symptom Disorder Somatic symptoms that are distressing or result in 

significant disruption of daily life 

Excessive thoughts, feelings, or behaviors related to 

somatic symptoms or associated health concerns 

Illness Anxiety Disorder Preoccupation with having or acquiring a serious illness 

Somatic symptoms are not present or are mild in intensity 

High level of anxiety about health 

Excessive health-related behaviors or maladaptive 

avoidance 

Conversion Disorder (Functional | Symptom(s) of altered voluntary motor or sensory 

Neurological Symptom Disorder) function that are incompatible with recognized 
neurological or medical conditions 

Psychological Factors Affecting Psychological or behavioral factors that adversely affect 
Other Medical Conditions the course or treatment of a medical condition, that 

constitute additional health risks for the individual, or 
that influence the underlying pathophysiology 

Factitious Disorder (includes Falsification of physical or psychological signs or 
Factitious Disorder Imposed on symptoms, or induction of injury or disease, in oneself 
Self and Factitious Disorder or another 

Imposed on Another) 

treated by a mental health professional rather than by a nonpsychiatric medical clini- 

cian. For several reasons, DSM-5 has moved away from the principle of basing the di- 

agnosis on the presence of unexplained medical symptoms and instead to basing the 

diagnosis on the presence of somatic symptoms and the level of distress about or im- 

pairment from them. Most patients who received a DSM-IV somatoform diagnosis re- 

jected the notion that the physical symptoms they experienced as real were declared 

to be of psychological origin; and thus, they often refused treatment with a mental 

health professional, preferring to seek out the help of another medical doctor who 

would finally get to the bottom of their physical complaints. Moreover, the ability of 
the mental health clinician to determine whether a physical symptom is medically 
unexplained is quite limited. For example, rather than there being no medical basis 

for a particular physical symptom, the lack of explanation may instead reflect an in- 
adequate medical workup. Given that most medical conditions are also characterized 
by the presence of distressing or impairing physical symptoms, the disorders in this 
section include additional requirements that are indicative of the presence of a mental 
disorder rather than (or in addition to) a medical condition. For example, for a diag- 
nosis of Somatic Symptom Disorder, there must also be excessive thoughts, feelings, 
or behaviors related to the somatic symptoms in addition to the somatic symptoms 
themselves. (Table 9-1 lists characteristic features of the Somatic Symptom and Re- 
lated Disorders discussed in this chapter.) 
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9.1 
Somatic Symptom Disorder 

Somatic sym ptom Disorder involves the individual being distressed or 
having his or her life disrupted by concerns about physical symptoms. Patients with 
Somatic Symptom Disorder typically present with multiple current somatic symp- 
toms, although sometimes there is only one severe symptom, most commonly pain. 
Symptoms may be specific to a particular part of the body (e.g., localized pain) or rel- 
atively nonspecific (e.g., generalized fatigue). In some cases, the symptoms represent 
normal bodily sensations or discomfort that does not generally signify serious disease. 
Given that it is normal to experience transient somatic symptoms at times, the diagno- 
sis requires that the symptoms be persistent, typically lasting 6 months or longer. 

For cases in which Somatic Symptom Disorder is accompanied by another medical 

condition, the disorder is often manifested by the person’s excessive level of worry 

about the implications of the medical condition. For example, a person who has had 

a complete recovery from an uncomplicated myocardial infarction may behave as an 

invalid or constantly worry about having another heart attack. Whether or not symp- 

toms are related to another medical condition, a diagnosis of Somatic Symptom Dis- 

order requires that the somatic symptoms be accompanied by excessive thoughts, 

feelings, or behaviors related to the somatic symptoms or associated health concerns. 

Individuals may worry excessively about the symptoms and their possible cata- 

strophic consequences and are very difficult to reassure. Attempts at reassurance are 

often interpreted as the physician not taking the symptoms seriously. Health concerns 

often assume a central and sometimes all-consuming role in the individual’s life, with 

the person devoting excessive time and energy to dealing with health concerns. These 

individuals tend to be very anxious about their health and frequently seem unusually 

sensitive to adverse drug effects. 

Patients with Somatic Symptom Disorder are commonly unaware of any underly- 

ing mental health-related factor in their distress and truly believe that they have phys- 

ical ailments, so they typically continue to pressure physicians for additional or 

repeated tests and treatments even after results of a thorough evaluation have been 

negative. As noted in DSM-5 (p. 311), “The individual’s suffering is authentic, whether 

or not it is medically explained.” For some individuals with Somatic Symptom Disor- 

der, their predominant complaint is of chronic pain. DSM-5 includes the specifier With 

Predominant Pain to allow this relatively common presentation to be noted. Other in- 

dividuals have a particularly chronic and severe presentation in which their entire 

lives tend to revolve around their somatic complaints. DSM-5 includes a “Persistent” 

specifier to note such presentations. 

Somatic Symptom Disorder is relatively common and is estimated to affect approxi- 

mately 5%-7% of the adult population. It more often affects females than males. Somatic 

Symptom Disorder can occur at any time of life but most often begins in early adulthood. 
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Blackout 
‘ge re) ie ee eee 

A perplexed internist asked for a psychiatric consultation for Gloria Jackson, a 50-year- 

old divorced and unemployed secretary, who was hospitalized for a workup of her 

unusual physical complaints. When first encountered by the psychiatrist, Ms. Jackson 

was lying in bed in a contorted position, with occasional jerking movements of her 

arms, one every few seconds. Within 10 minutes, she was sitting up and explaining that 

she had been having “a seizure” that was “still there, in my spine. At any minute it can 

break out and overwhelm me again.” Her present difficulties began about 8 months 

previously with nausea, abdominal cramps, and pain in her arms, legs, and back that 

have kept her bedridden for days at a time, and she has been experiencing “seizures” 

like the one witnessed by the psychiatrist “several times a week.” She noted that since 

the seizures started, they are all that she can think or talk about. Ms. Jackson reports 

having gone to a large number of various types of doctors for her current constellation 

of symptoms (“too many to count”), but none has yet been able to figure out what to do 
for her. She is very worried that the symptoms are indicative of a “terrible disease” but 

has no idea what that disease might be. 
Ms. Jackson reports having had abdominal pain since age 17, necessitating explor- 

atory surgery that yielded no specific diagnosis. She had several pregnancies, each with 
severe nausea, vomiting, and abdominal pain; she ultimately had a hysterectomy for a 
“tipped uterus.” Since age 40, she has experienced dizziness and “blackouts,” which 
she eventually was told might be multiple sclerosis or a brain tumor. She continues to 
be bedridden for extended periods of time, with weakness, blurred vision, and diffi- 

culty urinating. At age 43, she was worked up for a hiatal hernia because of complaints 

of bloating and intolerance of a variety of foods. She also had additional hospitaliza- 
tions for neurological, hypertensive, and renal workups, all of which failed to reveal a 
definitive diagnosis. 

Discussion of “Blackout” 

Ms. Jackson’s chief complaint is her constellation of distressing and disabling 

physical symptoms, which include nausea, abdominal cramps, pain in her 

back and extremities, and “seizures.” Her physical complaints are accompa- 
nied by a number of examples of “excessive thoughts, feelings, or behaviors” 
(DSM-5, p. 311), such as the symptoms dominating her thoughts and conver- 
sations; her repeatedly seeking out medical evaluations from various doctors; 
and her fears that these symptoms are indicative of a serious disease, despite 
the lack of evidence supporting such a worry. Given that Ms. Jackson’s current 
symptoms are not transient but have persisted for the past 8 months, and the 
course of her Somatic Symptom Disorder has been characterized by severe 
symptoms, marked impairment (being bedridden for extended periods of 
time), and long duration (symptoms starting at age 17), the diagnosis would 
be Severe Somatic Symptom Disorder, Persistent (DSM-5, p- 312), 

Presentations of recurrent unexplained physical complaints having an on- 
set by age 30 and involving multiple organ systems, as in Ms. Jackson’s case, 
were diagnosed as Somatization Disorder in prior editions of DSM and origi- 
nally called Briquet’s syndrome, first identified by Paul Briquet in 1859. This 
chronic and pervasive form of Somatic Symptom Disorder is 10 times more 
common in women than men. 
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No Parking 
eens 

Vanessa Abernathy, a 36-year-old traffic enforcement agent, was referred for psychiatric 
examination by her lawyer. About 10 months previously, moments after she had writ- 
tena ticket and placed it on the windshield of an illegally parked car, a man dashed out 
of a barbershop; ran up to her, swearing and shaking his fist; and hit her in the jaw with 
enough force to knock her down. A fellow worker came to her aid and summoned the 
police, who caught the man a few blocks away and arrested him. 

Ms. Abernathy was taken to the hospital, where a hairline fracture of the jaw was 
diagnosed by X-ray. The fracture did not require that her jaw be wired, but she was 
placed on a soft diet for 4 weeks. Several different physicians, including her own, found 
her physically fit to return to work after 1 month. The patient, however, complained of 
severe pain and muscle tension in her neck and back that virtually immobilized her. She 
-spent most of her days sitting in a chair or lying on a bed board on her bed. She talked 
about her pain incessantly with her family and friends, to the point that her friends 
stopped calling her because they were sick of hearing her complain. She also enlisted 
the services of a lawyer because the Workers’ Compensation Board was cutting off her 
payments and her employer was threatening her with suspension if she did not return 
to work. 

Ms. Abernathy shuffled slowly and laboriously into the psychiatrist’s office and 
lowered herself with great care into a chair. She was attractively dressed, was well made 
up, and wore a neck brace. She related her story with vivid detail and with considerable 
anger directed at her assailant, her employer, and the compensation board. It was as if 
the incident had occurred yesterday. Regarding her ability to work, she said that she 
wanted to return to the job and would soon be severely strapped financially, but was 
physically not up to even the lightest office work. 

Ms. Abernathy denied any previous psychological problems and initially described 
her childhood and family life as storybook perfect. In subsequent interviews, however, 
she admitted that as a child, she had frequently been beaten by her alcoholic father, and 
had once suffered a broken arm as a result, and that she had often been locked in a 

closet for hours at a time as punishment for misbehavior. 

Discussion of “No Parking” 
In contrast to the previous case, in which the patient had a years-long history 

of multiple somatic complaints affecting various organ systems, in this case, 

the patient’s focus is entirely on her pain symptoms. Chronic pain is quite com- 

mon: studies indicate that 10%-50% of people around the world have chronic 

pain. Ms. Abernathy’s focus on her pain, combined with the way her life now 

completely revolves around her pain complaints, justifies the diagnosis of So- 

matic Symptom Disorder, With Predominant Pain (DSM-5, p. 311). 

Given that Ms. Abernathy has retained a lawyer to challenge the Workers’ 

Compensation Board’s plan to discontinue payments to her, the question is 

raised whether her pain symptoms are being made up or exaggerated so that 

she will no longer have to earn a living, which would be an instance of Malin- 

gering (i.e., “the intentional production of false or grossly exaggerated physi- 

cal or psychological symptoms, motivated by external incentives such 

as...avoiding work [or] obtaining financial compensation”; DSM-5, p. 726) 

rather than Somatic Symptom Disorder. However, the apparent genuineness 

of her suffering and her stated desire to return to work make this unlikely. 
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9.2 

Illness Anxiety Disorder 

Individuals with Ilness Anxiety Disorder overly focus on and think about 

their physical health, and have an unrealistic and uncontrollable fear of having or 

developing a serious disease. They are so preoccupied with the idea that they are or 

might become ill that their illness anxiety impairs social and occupational functioning 

or causes significant distress. In those cases in which a physical sign or symptom is 

present, it is often a normal physiological sensation (e.g., feeling lightheaded upon 

standing up too quickly), a benign and self-limited dysfunction (e.g., a brief period of 

ringing in the ears), or a bodily discomfort not generally considered indicative of dis- 

ease (e.g., belching). If the person has a medical condition or is at high risk for a med- 

ical condition (e.g., strong family history of heart disease), the individual’s anxiety 

and preoccupations about the medical condition or risk factor are clearly excessive 

and disproportionate to the severity of the condition. 

Individuals with Illness Anxiety Disorder address this preoccupation in a variety 

of ways. They typically seek out reassurance from family, friends, or health care pro- 

viders on a regular basis. After doing so, they feel better for a short time, but then they 

begin to worry about the same symptoms or new symptoms. Some individuals exam- 

ine themselves repeatedly (e.g., look at their throat in a mirror, check their skin for 

signs of skin cancer). In some cases, the anxiety leads to maladaptive avoidance of sit- 

uations (e.g., visiting hospitalized family members) or activities (e.g., exercise) that 

these individuals fear might jeopardize their health. Individuals with Illness Anxiety 

Disorder are easily alarmed about illness, such as by hearing about a friend or even a 

public figure falling ill or encountering a health-related news story in a newspaper, 

on TV, or on the Internet. 

The course of IIIness Anxiety Disorder is often chronic, fluctuating in some individ- 

uals but steady in others. The disorder most commonly begins during early and middle 

adulthood and appears to occur equally among men and women. The 1- to 2-year prev- 

alence of health anxiety and/or disease conviction in community surveys and popula- 

tion-based samples ranges from 1.3% to 10%. In medical outpatients, the prevalence 

rates are between 3% and 8%. 

This condition was referred to in previous editions of the DSM as Hypochondria- 
sis, but this term was abandoned because of its pejorative connotation. 

The Radiologist 

Malcolm Davies, a 38-year-old radiologist, is evaluated after returning from a 10-day 
stay at a famous out-of-state diagnostic center to which he had been referred by a local 
gastroenterologist after “he reached the end of the line with me.” Mr. Davies reports 
that he underwent extensive physical and laborator y examinations, X-ray examinations 
of the entire gastrointestinal tract, and endoscopic evaluations of his esophagus, stom- 
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ach, and colon. Although he was told that the results of the examinations were negative 
for significant physical disease, he appears resentful and disappointed rather than 
relieved at the findings. He was seen briefly for a “routine” evaluation by a psychiatrist 
= a diagnostic center, but had difficulty relating to her on more than a superficial 
evel. 

On further inquiry concerning his physical symptoms, Mr. Davies describes occa- 
sional twinges of mild abdominal pain, sensations of “fullness,” “bowel rumblings,” 
and a “firm abdominal mass” that he can sometimes feel in the left lower quadrant of 
his abdomen. Over the last 6 months, he has gradually become more aware of these sen- 
sations and convinced that they may be due to a carcinoma of the colon. He tests his 
stool for occult (i-e., not visible) blood weekly and spends 15-20 minutes every 2-3 days 
carefully palpating his abdomen as he lies in bed at home. He has secretly performed 
several X-ray studies on himself in his own office after hours. 

Although he is successful in his work, has an excellent attendance record, and is ac- 
tive in community life, Mr. Davies spends much of his leisure time at home surfing the 

Web to look up information about illnesses he worries that he might have. His wife, an 
“instructor at a local school of nursing, is angry and bitter about this behavior, which she 

describes as “robbing us of what we’ve worked so hard and postponed so much for.” 
Although she and her husband share many values and genuinely love each other, his 
behavior causes a real strain on their marriage. 

When the patient was 13 years old, a heart murmur was detected on a school phys- 
ical examination. Because a younger brother had died in early childhood of congenital 
heart disease, Mr. Davies was removed from gym class until the murmur could be eval- 
uated. The evaluation proved the murmur to be benign (i.e., not harmful), but he began 
to worry that the evaluation might have “missed something” and considered the occa- 
sional sensations of “skipping a beat” as evidence that this was so. He kept his fears to 
himself, and they subsided over the next 2 years but never entirely left him. 

As a second-year medical student, Mr. Davies was relieved to share some of his 

health concerns with his classmates, who also worried about having the diseases they 

were learning about in pathology. He realized, however, that he was much more preoc- 
cupied with and worried about his health than they were. Since graduating from med- 

ical school, he has repeatedly experienced a series of concerns, each following the same 
pattern: noticing a symptom, becoming increasingly preoccupied with what it might 
mean, and having a negative physical evaluation. At times he returns to an “old” con- 

cern but is too embarrassed to pursue it with physicians he knows, such as when he dis- 
covered a “suspicious” mole only 1 week after he had persuaded a dermatologist to 

biopsy one that proved to be entirely benign. 
Mr. Davies tells his story with a sincere, discouraged tone, brightened only by a note 

of real pleasure and enthusiasm as he provides a detailed account of the discovery of a 

genuine, but clinically insignificant, anomaly in his urethra as the result of an intrave- 

nous pyelogram (X-ray of the kidneys and urinary tract made after an intravenous in- 

jection of dye) he had ordered himself. Near the end of the interview, he explains that 

his coming in for evaluation now is largely at his own insistence, precipitated by an en- 

counter with his 9-year-old son. The boy had accidentally walked in while he was pal- 

pating his own abdomen for “masses” and asked, “What do you think it is this time, 

Dad?” As he describes his shame and anger (mostly at himself) about this incident, his 

eyes fill with tears. 

Discussion of “The Radiologist” 
Mr. Davies is preoccupied with the idea that he has a serious illness, namely 

colon cancer. Although his concerns are triggered by somatic symptoms, such 

as occasional twinges of mild abdominal pain, sensations of “fullness,” “bowel 

rumblings,” and a “firm abdominal mass” that he can sometimes feel in his left 

lower quadrant, he is bothered not particularly by the symptoms themselves 
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but by their implication that they are evidence of colon cancer. Although his 

preoccupation has clearly had a negative impact on his relationship eos his 

wife, it took an encounter with his 9-year-old son to finally motivate him to ac- 

cept that he had a psychological problem that might benefit from the help of a 

mental health professional. The persistent nature of Mr. Davies’ preoccupa- 

tion, his overall high level of anxiety about his health, and excessive perform- 

ing of health-related behaviors related to his preoccupation, such as a 

examining himself for masses and repeatedly testing his stool for signs of 

blood (a possible indicator of colon cancer), indicate a diagnosis of IlIness Anx- 

iety Disorder (DSM-5, p. 315). Were his focus on the disabling nature of the 

symptoms themselves, the diagnosis would be Somatic Symptom Disorder 

rather than Illness Anxiety Disorder. 

9.3 
Conversion Disorder (Functional 

Neurological Symptom Disorder) 

Individuals with Conversion Disorder (also known among neurologists as 

Functional Neurological Symptom Disorder) present with altered voluntary motor or 

sensory function, such as paralysis of a limb or convulsions, that suggest a possible 

neurological or other medical condition. However, following a thorough evaluation, 

which includes a detailed neurological examination and appropriate laboratory and 

radiographic diagnostic tests, it is determined that no neurological explanation exists 

for the symptoms, by virtue of the inconsistency between the complaint and the 

examination findings and results of laboratory testing. The name Conversion Disor- 

der—having its origins in Sigmund Freud’s doctrine that unconscious anxiety can be 

“converted” into physical symptoms such as blindness—represents perhaps the last 

vestige of psychoanalytic theory that appears in DSM. 

Motor symptoms in patients with Conversion Disorder can include weakness or 
paralysis; abnormal movements, such as tremor; gait abnormalities; and abnormal 
limb posturing. Sensory symptoms can include altered, reduced, or absent skin sen- 
sation, vision, or hearing. Episodes of abnormal generalized limb shaking with ap- 
parent impaired or loss of consciousness may resemble epileptic seizures. There may 
be episodes of unresponsiveness resembling a fainting episode or coma. Other symp- 
toms include reduced or absent speech volume, inability to speak clearly, or double 
vision. To qualify for a diagnosis of Conversion Disorder, the symptoms (also known 
as “pseudoneurological symptoms”) must be severe enough to cause the person sig- 
nificant distress or to interfere with functioning. 

Although the diagnosis of Conversion Disorder requires that the symptoms not 
be explained by a neurological condition, the diagnosis should not be made simply 
because results from investigations are normal or because the symptoms seem to be 
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bizarre. The diagnosis requires that clinical findings show clear evidence of incom- 
patibility with neurological disease, such as demonstrating that physical signs elicited 
through one examination method are no longer positive when tested a different way. 
For example, a patient may have marked weakness in his ability to downward flex 
the ankle when tested in bed but can walk normally on tiptoes, a movement that re- 
quires normal ankle flexion; or a patient may present with a tremor in one hand that 
changes or disappears when the patient is distracted. It is important to appreciate that 
although the neurological symptoms in Conversion Disorder are not real in the sense 
that they do not represent a neurological condition, individuals with Conversion Dis- 
order are not consciously faking these symptoms. To them, their experience of paral- 
ysis, blindness, seizures, and so forth, are real. This is in contrast to people who 
malinger—that is, fake physical symptoms because of external incentives, such as 
avoiding military duty, avoiding work, or obtaining financial compensation. 
Although transient conversion symptoms may be relatively common, the inci- 

dence of persistent conversion symptoms in the general population is rare, estimated 

to be 2-5/100,000 per year. Conversion Disorder is much more common among pop- 

ulations of neurological patients; it is found in approximately 5% of referrals to neu- 

rology clinics. Interestingly, presentations of Conversion Disorder are much more 

common in developing countries as compared to developed countries, which may re- 

flect that fact that Conversion Disorder has been associated with lower socioeconomic 
status, lower education, lack of psychological sophistication, and rural setting. Con- 

version Disorder is two to three times more common in women than in men. 

Fits 

A young wife, Pari Chatterjee, age 26, attends a clinic in New Delhi, India, with com- 

plaints of having had “fits” for the past 4 years. The fits are always sudden in onset and 
usually last 30-60 minutes. A few minutes before a fit begins, she knows that it is immi- 
nent and she usually goes to bed. During the fits, she becomes unresponsive and rigid 
throughout her body, with bizarre and thrashing movements of her extremities. Her 
eyes close and her jaw is clenched, and she froths at the mouth. She frequently cries and 
sometimes shouts abusive language. She is never incontinent of urine or feces, and she 
never bites her tongue. After a fit, she claims to have no memory of it. 

These episodes recur about once or twice a month. Mrs. Chatterjee functions well be- 
tween the episodes and reports no prominent depressive or anxiety symptoms. 

Both Mrs. Chatterjee and her family believe that her fits are evidence of a physical 

illness and are not under her control. However, they recognize that the fits often occur 

following some stressor, such as arguments with family members or friends. 

Mrs. Chatterjee comes from a middle-class, urban family. She has been married for 

5 years to a clerk in a government office. They have two children. Her husband's par- 

ents live with the family, and this arrangement has sometimes led to conflicts. 

She is described by her family as somewhat immature but “quite social” and good 

company. Her family also reports her to be self-centered, that she craves attention from 

others, and that she often reacts with irritability and anger if her wishes are not imme- 

diately fulfilled. She handles routine household tasks well. 

On physical examination, Mrs. Chatterjee was found to have mild anemia but to be 

otherwise healthy. A mental status examination did not reveal any abnormality in her 

speech, thought processes or content, orientation, perception, or intellectual functions. 

She did not display any sustained mood change, and her memory was normal. A rou- 
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tine electroencephalogram (EEG) done in the clinic office (but not during a seizure) 

showed no seizure activity. A skull X-ray was also normal. An ambulatory EEG study, 

in which a portable EEG device is worn while conducting daily life activities, was con- 

ducted to measure brain wave activity during one of her fits. Mrs. Chatterjee was in- 

structed to wear the device for 3 days and to record any seizure activity in a detailed 

diary. Mrs. Chatterjee reported that on the morning of the third day of monitoring, she 

had one of her usual fits, which was witnessed by her husband. Examination of the EEG 

record during the fit showed no abnormal changes in the EEG, confirming the absence 

of a neurological cause for her fits. 

Over the next 2 months, Mrs. Chatterjee was treated, with her husband, in family 

sessions. The couple was taught that Mrs. Chatterjee’s fits were not evidence of a seri- 

ous physical illness. In addition, the husband was urged to take a more active role in 
handling problems that arose between the patient and her in-laws and to pay more at- 
tention to the patient in general, but not during her fits. The couple stopped therapy af- 

ter 2 months, during which time the patient had no more fits. 

Discussion of “Fits” 
Mrs. Chatterjee’s predominant symptom resembles an epileptic seizure; how- 

ever, the absence of typical features of neurological seizures, such as inconti- 

nence and biting of the tongue, strongly suggests that a neurological condition 

or general medical condition cannot explain the seizures. This pseudoneuro- 

logical nature of the seizure presentation is confirmed by the ambulatory EEG: 

the absence of concurrent seizure activity in the brain during the seizure-like 

behavior is inconsistent with what would be expected in true epilepsy, and 

therefore indicates a DSM-5 diagnosis of Conversion Disorder, With Attacks or 

Seizures (DSM-5, p. 318). 

Mrs. Chatterjee also has histrionic and narcissistic personality traits (“she 

is self-centered, craves attention from others, and often reacts with irritability 

and anger if her wishes are not immediately fulfilled”), which is notable given 
that maladaptive personality traits are commonly associated with Conversion 
Disorder. 

9.4 
Psychological Factors Affecting 

Other Medical Conditions 

The DSM -5 condition Psychological Factors Affecting Other Medical Condi- 
tions is diagnosed when psychological or behavioral factors adversely affect the 
course or outcome of an existing medical condition (e.g., diabetes mellitus, heart dis- 
ease) or symptom such as pain. The influence of psychological factors on the medical 
condition can be demonstrated in a number of ways. There could be a close temporal 
association between the psychological factors and the development or exacerbation 
of, or delayed recovery from, the medical condition. The factors might interfere with 
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the treatment of the medical condition, such as when denial of the significance or 
severity of medical symptoms leads to poor adherence to prescribed testing or treat- 
ment. Finally, the factors could constitute a well-established health risk for the indi- 
vidual, such as chronic occupational stress increasing the risk for hypertension. 
Common clinical examples of this condition include asthma exacerbated by anxi- 

ety, denial of the need for treatment in a patient with cancer, and manipulation of in- 
sulin by an individual with diabetes in an effort to lose weight. Many different types 
of psychological factors—for example, symptoms of depression or anxiety, stressful 
life events, personality traits, and coping styles—have been shown to adversely influ- 
ence medical conditions. The adverse effects can range from acute, with immediate 
medical consequences (e.g., refusal to seek care during an acute myocardial infarc- 
tion), to chronic, occurring over a long period of time (e.g., stress leading to overeat- 
ing and obesity). 

Ulcers 

Eileen Cameron, a 42-year-old trial lawyer who is married and the mother of two chil- 
dren, is referred to a psychologist for consultation by her gastroenterologist following her 
third episode of duodenal ulcer disease. Her ulcer disease was first diagnosed 4 years 

ago. At that time she completed a course of antibiotics for Helicobacter pylori (the bacte- 
rium discovered to play an important role in the development of peptic ulcer disease) 
and was advised to avoid taking nonsteroidal anti-inflammatory drugs (NSAIDs) and 
to limit alcohol consumption. The gastroenterologist has requested the consultation 
because he wonders if stress may be contributing to her condition. 

Mrs. Cameron appears exactly on time for her appointment; she is neatly and con- 

servatively dressed. She presents an organized, coherent account of her medical prob- 
lem and denies any past or immediate family history of significant mental disorder. She 
states, “Ulcers are supposed to be related to stress, and that just isn’t true with me.” 
During the last 4 years, her workload has increased considerably after having been as- 
signed to work on several dramatic and highly taxing court cases, which she said she 
won although the credit was taken by the senior partner in the firm. She married a law 
school classmate, who is also quite successful. Their marriage is strained because she 
feels he leaves most responsibilities involving the household and children for her to 
handle. Last year one of the children was hospitalized after an anaphylactic reaction to 

peanuts. 

The psychologist reflected back to the patient that she did indeed have a great deal 

of stress in her life, and wondered how she managed to handle it all so capably. Mrs. 

Cameron paused and replied, “I get done what has to be done, and don’t think about 

the rest.” The psychologist suggested that exploring alternative ways to cope would 

likely make her feel better, and might even reduce risk of another ulcer, and Mrs. Cam- 

eron agreed. 

Discussion of “Ulcers” 
In the past, certain disorders such as duodenal ulcer were assumed to be 

caused by emotional factors (a very early edition of DSM classified it as a Psy- 

chophysiologic Disorder). Now, however, these disorders are understood to be 

multifactorial in etiology, involving biological, social, and psychological fac- 

tors. Peptic ulcer disease is highly associated with infection with H. pylori and / 

or with taking NSAIDs, but many people who have H. pylori infections or who 
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take NSAIDs do not develop peptic ulcer disease. The incidence of peptic ulcer 

disease has been shown to be increased with disasters, job stress, family con- 

flict, depression, and hostility. As is typical in these kinds of cases, it is difficult 

to establish the strength of the relationship between the stressors and the pa- 

tient’s recurrent ulcer disease. However, the observation that Mrs. Cameron’s 

ulcer disease has grown worse coincident with her increased stress at work 

and at home is highly suggestive of the possibility that stress is exacerbating 

her peptic ulcer disease, justifying the DSM-5 diagnosis of Psychological Fac- 

tors Affecting Other Medical Condition (DSM-5, p. 322). 

9.5 

Factitious Disorder 

Factitious Disordet is characterized by the individual's falsification of med- 
ical or psychological signs and symptoms in self or others. The word factitious comes 

from the Latin word for “artificial.” Most symptoms in people with this disorder are 

related to physical illness—symptoms such as chest pain, stomach problems, or 

fever—rather than a mental disorder. 

The diagnosis requires demonstrating that the individual is misrepresenting, sim- 

ulating, or causing signs or symptoms of illness or injury. For example, individuals 

with Factitious Disorder might report feelings of depression and suicidality related to 

the death of a spouse—even though a death did not occur or the individual did not 

even have a spouse; deceptively report episodes of neurological symptoms (e.g., sei- 

zures, dizziness, blacking out); manipulate a laboratory test (e.g., by adding blood to 

urine) to falsely indicate an abnormality; falsify medical records to indicate an illness; 

ingest a substance (e.g., insulin) to induce an abnormal laboratory result such as low 

blood sugar; or physically injure themselves or induce illness in themselves or an- 

other person (e.g., by injecting fecal material to produce an abscess or to induce a 

blood infection). 

Factitious Disorder comes in two forms. The more common form of this rare con- 

dition is Factitious Disorder Imposed on Self, in which the individual presents him- 

self or herself as ill, impaired, or injured. It has been hypothesized that the motivation 

for the deceptive behavior in Factitious Disorder is a desire to assume the sick role to 
obtain the sympathy and special attention given to people who are truly ill. In Facti- 
tious Disorder Imposed on Another (formerly called Factious Disorder by Proxy), the 
individual produces or fabricates symptoms of illness in a dependent (e.g., child, el- 
derly adult, disabled person, pet) and then takes the victim for medical care while de- 
nying any knowledge about the cause of the problem. In such cases, the diagnosis of 
Factitious Disorder is not given to the individual presenting with the apparent med- 
ical problems, who is the victim of abuse, but rather to the perpetrator, who is the one 
with the mental disorder. 
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The diagnosis should not be made if there are obvious external rewards to be ob- 
tained by appearing to be sick or injured, such as collecting insurance money as a 
compensation for an “injury,” qualifying for medical disability, or evading criminal 
responsibility or military service. In such cases, the person is considered to be Malin- 
gering, which is not considered to be a mental disorder in DSM-5 but is included there 
(p. 726) as a separate condition that can be recorded as a focus of clinical attention. 

There are no reliable statistics regarding the number of people who have Factitious 
Disorder, given that obtaining accurate statistics is difficult because dishonesty is a 
core feature of this disorder. In addition, people with Factitious Disorder tend to seek 
treatment at many different health care facilities, resulting in statistics that are mis- 
leading because the same patient may be counted multiple times. It is estimated that 
about 1% of individuals admitted to hospitals may have Factitious Disorder. 

Fraulein von Willebrand 

Jane Powell, a 29-year-old female laboratory technician, was admitted to the medical 
service via the emergency room because of blood in her urine. Ms. Powell said that she 
was being treated for systemic lupus erythematosus (SLE; an autoimmune disease 
characterized by acute and chronic inflammation of various tissues of the body) by a 
physician located in a different city. She also mentioned having had von Willebrand’s 
disease (a rare hereditary blood disorder that can cause extended or excessive bleeding) 
as a child. On the third day of her hospitalization, a medical student mentioned to the 
resident that she had seen this patient several weeks earlier at a different hospital in the 
area, where the patient had been admitted for the same problem but had left that hos- 
pital suddenly before the workup could be completed. The fact that she neglected to 
report such a recent prior hospitalization raised suspicions among the hospital staff and 
prompted a search of the patient’s belongings, which revealed a cache of anticoagulant 
medication. When confronted with this information, she refused to discuss the matter 
and hurriedly signed out of the hospital against medical advice. 

Discussion of “Fraulein von Willebrand” 
Ms. Powell presented to the emergency room with blood in her urine, a symptom 

that is easily confirmed on urinalysis and might be expected in someone with a 

history of a hereditary bleeding disorder combined with SLE. One of the more se- 

rious complications of SLE is lupus nephritis, in which the immune system attacks 

the part of the kidneys that filter the blood for waste products. The combination 

of blood in the urine plus a history of both SLE and von Willebrand’s disease 

prompted admission to the hospital for a full workup for blood in the urine. How- 

ever, the discovery that Ms. Powell had neglected to inform the medical staff that 

she had recently been in the hospital for the same problem, combined with the fact 

that she had anticoagulant medication in her belongings, strongly suggested that 

the blood in her urine was not a symptom of a bona fide medical illness but in- 

stead was a consequence of her taking unprescribed anticoagulant medication. 

She presumably brought a cache of this medication with her so she could continue 

to induce urinary tract bleeding during her hospital stay in order to keep up the 

charade. As is often typical with such patients, as soon as attempts were made to 

confront her about her deception, she discharged herself from the hospital. 
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In the face of this likely deception, the only diagnostic issue is whether Ms. 

Powell’s behavior is explained by a mental illness (i.e., Factitious Disorder) or 

whether it represents Malingering. The absence of apparent external rewards for 

her behavior, such as attempting to get disability payments, points toward the 

diagnosis of Factitious Disorder Imposed on Self (DSM-5, p. 324). It has been 

suggested that one way to prevent patients from getting unnecessary tests and 

treatments for their feigned conditions is for hospitals to maintain a registry of 

such patients once they are identified as having Factitious Disorder, something 

that would have potentially identified Ms. Powell in the emergency room. 

Take Me Seriously 

Clara Beaumont was a 56-year-old unmarried female who presented to an outpatient 

mental health clinic for help in refuting a diagnosis of Factitious Disorder that had been 
suggested to her by a medical provider (although he did not feel comfortable docu- 
menting this in her medical chart). Her initial reason for seeking therapy was to have 
an expert in Factitious Disorder provide written documentation that she did not have 

Factitious Disorder so that her doctors would take her medical complaints seriously 

and provide the treatment that she felt she required. 
She reported a long history of medical problems, including osteonecrosis (bone death 

caused by poor blood supply) that necessitated previous shoulder and knee joint replace- 
ments; current chronic obstructive pulmonary disease (COPD) requiring supplemental 
oxygen; ovarian cancer, which was in remission at the time she was seen; and a host of 
other medical illnesses and injuries. At the initial interview, she appeared 10 years older 
than her stated age, very frail, and unable to walk without the assistance of a wheelchair. 
The few medical records that were obtained included compelling X-ray verification of the 
osteonecrosis and the COPD, but no evidence of the other illnesses or injuries. They also 

contained indicators of medical deception, such as her reporting exaggerated symptoms 
(e.g., a 3-week period of constant diarrhea and vomiting that did not require hospitaliza- 
tion for hydration), and patently false or improbable information about her prior medical 
history (e.g., fever of 108° F). She was selective in providing consent for the clinic to obtain 
her past medical records and insisted that some records had been lost or destroyed in 
Hurricane Katrina. In telephone conversations, her primary care physician refuted nu- 
merous diagnoses and recommendations that Ms. Beaumont had attributed to him, in- 
cluding her need for a wheelchair, a recommendation that she enter hospice care, and 
video EEG confirmation of a seizure disorder. 

Over the course of three extended diagnostic interview sessions, Ms. Beaumont re- 
ported a medical and social history that became increasingly fantastic, and the telling 
of her story became increasingly dramatic. In addition to her dubious medical history, 
she claimed to have been married to a man who developed a brain tumor that caused 
him to go missing for months and who later turned up dead; she stated that she was a 
successful child actor and a champion junior golfer; and she claimed that she and her 
husband were forced to flee their home and jobs when they uncovered an illegal drug 
operation. The majority of the claims she made could not be verified, and when asked 
to provide documentation, she provided equally fantastic explanations for why the 
documentation could not be obtained (e.g., a house fire in which family photos were all 
destroyed). Despite the questionably delusional quality of her representations, there 
was no evidence of disorganized thinking (which would be characteristic of Schizo- 
phrenia), and her results on the Minnesota Multiphasic Personality Inventory sug- 
gested no evidence of a psychotic disorder but did show indicators of interpersonal 
insecurity consistent with Borderline Personality Disorder. 
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Ms. Beaumont lived in abject poverty. She had no source of income and no living 
family members or friends. She lived with a man with a chronic mental disorder, shar- 
ing his Social Security disability benefits. He served as her caregiver. Beyond this man, 
her social support network comprised only people who were involved in her life on the 
basis of her status as a medical patient. She used her representations of her medical 
problems to solicit caring and kindness from local civic and church groups that helped 
her with clothes, food, and temporary lodging. 

Pharmacy records indicated that Ms. Beaumont had successfully used a large roster 
of medical providers, who appear to have been unaware of one another, to obtain nar- 
cotic analgesic medicine. She had several hospitalizations that appeared to be related to 
drug overdoses, but she denied that’characterization. 

The results of her initial diagnostic evaluation, a review of her available medical re- 
cords, and discussions with her general practitioner indicated that she did indeed have 
Factitious Disorder. In more than 50 subsequent treatment sessions, an attempt was 
made to help her minimize her factitious illness behavior and improve her communi- 

_ cation with her doctors so that she could secure effective medical care. 
Ms. Beaumont died of respiratory arrest not long after she discontinued treatment. 

No autopsy was performed, so the exact cause of her respiratory arrest is unknown. 
However, her caregiver admitted to improvising with her medicines to help her achieve 
pain relief. 

Discussion of “Take Me Seriously” 
In contrast to the previous case of Factitious Disorder, in which the patient cre- 

ated what at first appeared to be legitimate medical symptoms by deceptively 

self-administering unprescribed anticoagulant medication, this case is about a 

patient whose deceptive behavior involves lying about symptoms and her 

past medical history. In this case, however, the diagnosis of Factitious Disorder 

is complicated by the presence of 1) verified medical illnesses (i.e., osteonecro- 

sis and COPD) and 2) multiple external incentives that might account for exag- 

gerated illness behavior and suggest the presence of Malingering (ie., her 

opioid-seeking behavior and her use of representations of her medical problems 

to solicit caring and kindness from civic and church groups). Despite the com- 

plicating factors, it was clear that Ms. Beaumont’s dramatic and exaggerated 

representations of her medical conditions were deceptive in nature and were not 

used solely to leverage requests for narcotic medication or material support. 

Thus, the diagnosis is Factitious Disorder Imposed on Self (DSM-5, p. 324). 

Ms. Beaumont’s presentation conforms to Munchausen syndrome, a par- 

ticularly severe and chronic form of Factitious Disorder with physical symp- 

toms. This syndrome was named for Baron von Mtinchhausen, an eighteenth- 

century German officer who was renowned for embellishing the stories of his 

life and experiences. Munchausen syndrome has three components: feigning 

illness, wandering from place to place (usually from hospital to hospital), and 

pathological lying. Ms. Beaumont had no family or social ties, no work or pro- 

fessional identity, and no permanent place of residence, living an itinerant life 

that was singularly defined by her status as a medical patient. Ms. Beaumont’s 

fantastic tales of accomplishments, high status, and persecution are evidence 

of her tendency toward pathological lying. Moreover, the presence of patho- 

logical lying can aid in differentiating Factitious Disorder from Malingering. 

Whereas people who malinger typically use only the minimal deception and 

attention seeking required to achieve their goals, patients with Factitious Dis- 
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order, for whom attention is usually the primary aim, engage in audacious de- 

ceptions that go well beyond what is necessary to achieve instrumental gains. 

Although Ms. Beaumont’s excessive illness behaviors cannot be ade- 

quately accounted for as solely drug-seeking behaviors, there is no doubt that 

she also had an opioid addiction. Also, she had a genuine pain-related condi- 

tion (i.e., osteonecrosis) for which opioid medication was a reasonable manage- 

ment strategy. In this case, however, Ms. Beaumont’s excessive and dramatic 

illness enactments understandably caused her doctors to be reluctant to treat 

her bone pain as they might in a patient without Factitious Disorder. Under- 

standable as it is, failure to adequately treat Ms. Beaumont’s pain is a medical 

error, as is succumbing to her requests for unnecessary assessments and treat- 

ments. Indeed, departures from standards of care—both overtreatment and 

undertreatment—are hallmarks of Factitious Disorder cases. 

It is also important to guard against hasty conclusions that a link between 

illness behavior and external material benefits supports the differential diag- 

nosis of Malingering. Patients seeking donations from family, friends, and 

community may not be seeking financial gain, but instead may be seeking the 

donations as evidence that the patient is loved, cared for, and appreciated. 

Medical Miscreant 

Chris, an 11-year-old boy, suffered a nasty fall from a spiral staircase while at a party 
with his family when he was age 6. Despite a complete recovery within days of the acci- 
dent, he has continued to receive medical attention for a bewildering array of problems, 
many unrelated to his fall. At the insistence of his mother, a 41-year-old hospital clerk, 
Chris has been assessed by neurologists in California for seizures, visual deficits, and 
severe headaches suggestive of fluid buildup in the brain. She has taken him to out-of- 
state hospitals for investigation of vocal cord dysfunction, thyroiditis (inflammation of 
the thyroid gland), difficulty eating and drinking, excessive urination, and autoim- 
mune disease. Chris has even been examined by psychiatrists for amnesia, autism, post- 
traumatic stress symptoms, and Attention-Deficit/ Hyperactivity Disorder (ADHD), 
following reports from his mother of poor behavior and difficulty concentrating. How- 
ever, at no point during his extensive workup have any objective signs of illness been 
found, and on examination Chris has generally appeared to be a normal, healthy boy. 
In fact, when interviewed, Chris has been unable to describe any of his symptoms, 
much to the amazement of his care team, who are under the impression that he suffers 
from a host of chronic and severe disorders. This confusion is due to the false medical 
history provided to them by his mother, who knows perfectly well that Chris is not sick. 

Faced with a confusing clinical picture and unrelenting pressure from Chris’s 
mother, many clinicians have been convinced to pursue aggressive diagnostic studies 
or treatments. At times, his mother has supplemented her child’s fabricated history 
with more false information, claiming variously to be a registered nurse with pediatric 
expertise, to have medical documents that confirm the findings of serious illnesses, or 
to have witnessed the negligence of staff members formerly involved in Chris’s care. 
The medical history she relates on her son’s behalf is often inconsistent and occasion- 
ally outright nonsensical. Sometimes, Chris’s “symptoms” take the form of illnesses his 
mother herself has falsely claimed to have, including ADHD and autoimmune disease. 
When she has been unable to gain the support of a doctor, she has sought an alternative 
opinion or traveled to another hospital. 
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In the course of his mother’s deception, Chris has undergone a disturbing series of 
procedures. His mother has welcomed, if not actively solicited, even very uncomfort- 
able procedures for her son. Remarkably, these interventions have included a period of 
water deprivation to investigate his alleged excessive urination and the installation of 
a feeding tube. For 5 years, no specialist or subspecialist has been able to achieve the 
slightest improvement of his “symptoms.” Indeed, in combination with a heavy medi- 
cation regimen, these treatments have resulted in considerable disability for Chris. His 
impairments, both real and falsified, have made his family eligible for state financial 
support. While Chris has been deprived of his social life, his mother has thrived on the 
opportunity to present herself to her peers as the heroic, if not indefatigable, caregiver 
of a sick child. 

Chris has recently been removed from his mother’s care, following a report filed 
with Child Protective Services by a teacher concerned that he has needlessly been en- 
rolled by his mother in a school for autistic children. His health has since improved, and 
he has been weaned successfully from most of the medications he has been taking. His 

_ mother has been arrested and charged with child endangerment. 

Discussion of “Medical Miscreant” 
The essential feature of Factitious Disorder Imposed on Another (DSM-5, p. 325) 

is the falsification of medical or psychological signs and symptoms in another 

person, associated with deceptive behavior. Chris’s mother shows a clear and 

persistent desire to manipulate the medical system, with a psychological need 

for her son to be viewed as severely ill, if not incapacitated. Although there 

was a financial incentive for her illness deception, Chris’s “symptoms” far ex- 

ceeded the threshold for state financial support, and therefore this incentive 

cannot be seen as the primary motivation for her behavior. 

Of significant concern in this case was the willingness of numerous health 

professionals to subject Chris to painful procedures with a high risk of harm in 

response to reports made by his mother rather than on the basis of objective 

clinical evidence. When diagnostic studies had normal results or when clini- 

cians expressed doubts concerning the “symptoms” under review, Chris’s 

mother refused to comply with medical recommendations and habitually at- 

tempted to discredit the clinicians involved. Doctors were accused, sometimes 

publicly, of not being advocates for her child. Chris’s mother also falsely 

claimed to have worked in pediatric care to enhance the credibility of her 

claims. This campaign of intimidation and deception impelled clinicians to act 

upon a clinical picture that was highly suspect. 

The motivations underlying Factitious Disorder Imposed on Another are 

unclear. Because perpetrators desire sympathy and attention, they manipulate 

both their victim and health care services. The fact that Chris’s mother had a 

history of Factitious Disorder also raises questions regarding her attitudes to- 

ward illness. Unchecked, her actions could have resulted in Chris’s permanent 

disability or even death. This case highlights the need for health care profes- 

sionals to consider Factitious Disorder Imposed on Another when presented 

with children whose signs and symptoms do not make medical sense or lack 

objective clinical evidence. Improvement of the child while separated from the 

suspected parent is a strong indicator of medical deception. 
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CHAPTER 16 

Feeding and Eating 
Disorders 

C hanges If eating and eating-related behavior may be a feature of various men- 
tal disorders (e.g., losing weight during a depression because the individual does not 

have an appetite); thus, eating disturbances in and of themselves do not indicate that 

a Feeding and Eating Disorder is present. However, the disorders classified in the 

DSM-5 chapter “Feeding and Eating Disorders” are those whose primary manifesta- 

tions are persistent disturbances in “eating or eating-related behavior that result in 

the altered consumption or absorption of food and that significantly impair physical 

health or psychosocial functioning” (DSM-5, p. 329). With these disorders, a person’s 

eating can be disturbed in any of several ways, including by persistently eating things 

that are not normally considered food (Pica), repeatedly regurgitating food before it 

has been absorbed in the gastrointestinal tract (Rumination Disorder), not eating 

enough food for a variety of reasons other than to be thin (Avoidant/Restrictive Food 

Intake Disorder; ARFID), starving himself or herself in order to be extremely thin 

(Anorexia Nervosa), binge eating and purging (Bulimia Nervosa), and binge eating 

without purging (Binge-Eating Disorder). (Table 10-1 lists characteristic features of 

these Feeding and Eating Disorders.) 

All of the Feeding and Eating Disorder diagnoses in DSM-5 except Pica are mutu- 

ally exclusive for a given episode, so only one diagnosis can be given at a time. The 

reason for this diagnostic convention is that although these disorders share some be- 

havioral and psychological features, they have different longitudinal courses, out- 

comes, and treatment needs. 
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TABLE 10-1. Characteristic features of Feeding and Eating Disorders 

Disorder Key Characteristics 

Pica 

Rumination Disorder 

Avoidant/ Restrictive Food 

Intake Disorder 

Anorexia Nervosa 

Bulimia Nervosa 

Binge-Eating Disorder 

Eating nonnutritive, nonfood substances 

Regurgitation of food 

Failure to meet nutritional and/or energy needs 

Restriction of energy intake leading to significantly low body 

weight 

Intense fear of gaining weight or of becoming fat 

Disturbance in how one’s body weight or shape is experienced 

Binge eating 

Inappropriate compensatory behaviors to prevent weight gain 

Self-evaluation unduly influenced by body shape and weight 

Binge eating 

No inappropriate compensatory behaviors to prevent weight gain 

Binge eating not exclusively during course of Bulimia Nervosa 
or Anorexia Nervosa 

10.1 

Pica 

Pica IS characterized by the persistent eating of nonnutritive, nonfood substances. 
Typical substances that may be consumed include “paper, soap, cloth, hair, string, 

wool, soil, chalk, talcum powder, paint, gum, metal, pebbles, charcoal or coal, ash, clay, 

starch, or ice” (DSM-5, p. 330). A diagnosis of Pica does not apply when an infant may 

accidentally ingest something that he or she is mouthing, as infants commonly do. 

Pica may occur at any age, although it is most common in children. In older indi- 

viduals, it is most often associated with another mental disorder. Pregnant women 

have been known to have cravings for nonnutritive, nonfood substances such as chalk, 

but a diagnosis of Pica would be made only if the behavior caused or posed a risk for 

medical problems. Pica can be a serious disorder because it may lead to medical emer- 
gencies such as intestinal obstruction or poisoning, or to nutritional deficiencies. 

Omnivorous George 
eo arearet ee cara ae Sore NR 

George, a thin, pale 5-year-old, was admitted to the hospital for nutritional anemia (a 
condition in which a person has fewer red blood cells than normal and feels very weak 
and tired) that seemed to be due to his ingestion of paint, plaster, dirt, wood, and paste. 
He had had numerous hospitalizations under similar circumstances, beginning at age 
19 months, when he had ingested lighter fluid. 
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George’s parents subsisted on welfare and were described as immature and dependent. 
He was the product of an unplanned but normal pregnancy. His mother began eating dirt 
when she was pregnant, at age 16 years. His father periodically abused drugs and alcohol. 

Discussion of “Omnivorous George” 
Eating of nonnutritive substances may be developmentally appropriate for an 
infant, but its persistence up to age 5 warrants a diagnosis of Pica (DSM-5, p. 
329). As in this case, it is commonly associated with a similar history in the 
mother during pregnancy and with low socioeconomic status. 

In some cultural settings, the eating of nonnutritive substances, such as clay, 
may be a sanctioned practice, in which case the diagnosis would not apply, but 
that certainly is not true for George. In other cases, the disturbance may be asso- 
ciated with other disorders, such as Intellectual Disability, Autism Spectrum 

- Disorder, Schizophrenia, or the neurological disorder Kleine-Levin syndrome. 

10.2 

Rumination Disorder 

Rumination Disorder is characterized by “repeated regurgitation of food 
occurring after feeding or eating” (DSM-5, p. 332). The regurgitated food may be par- 

tially digested and may be re-chewed, re-swallowed, or spit out. The regurgitation is 

not caused by a gastrointestinal condition, such as gastroesophageal reflux (in which 

food from the stomach reenters the esophagus and potentially the mouth because of 

a relaxation of the esophageal sphincter) or pyloric stenosis (a narrowing of the exit 

from the stomach into the small intestine). Individuals with Anorexia Nervosa or 

Bulimia Nervosa (see Sections 10.4 and 10.5, respectively) may regurgitate and spit 

out food as a means of getting rid of ingested calories and controlling weight gain. If 

the eating disturbance is considered a symptom of one of these other Eating Disor- 

ders, a diagnosis of Rumination Disorder is not made. If rumination occurs in the con- 

text of another mental disorder such as Intellectual Disability, the diagnosis of 

Rumination Disorder is made only if it requires special clinical attention. 

Rumination Disorder can occur in infancy, childhood, adolescence, or adulthood. 

It is most common among infants between ages 3 and 12 months. It can be a serious 

disorder because it can lead to malnutrition, growth delay, and developmental and 

learning problems. It can be fatal in infants. 

Baby Olivia 
RS ae 

Olivia was taken to the hospital at age 6 months by an aunt, for evaluation of failure to gain 

weight. She had been born into an impoverished family after an unplanned, uncomplicated 

pregnancy. During the first 4 months of her life, Olivia gained weight steadily. Regurgita- 
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tion was first noted during the fifth month, and then it increased in severity to the point 

where she was regurgitating after every feeding. After each feeding, Olivia would engage 

in one of two behaviors: 1) she would open her mouth, elevate her tongue, and rapidly 

thrust it back and forward, after which milk would appear at the back of her mouth and 

slowly trickle out, or 2) she would vigorously suck her thumb and place fingers in her 

mouth, following which milk would slowly flow out of the corner of her mouth. 

In the past 2 months, Olivia had been cared for by a number of people, including her 

aunt and paternal grandmother. Her parents were making a marginal marital adjust- 

ment and often talked about separation or divorce. Nevertheless, Olivia often smiles 

and is responsive to all of her caregivers. 

Discussion of “Baby Olivia” 
A failure to gain weight or a weight loss in an infant, once general medical con- 

ditions such as congenital anomalies (i.e., birth defects) have been ruled out, 

suggests Rumination Disorder, ARFID (see “Bottle Baby” in Section 10.3), or 

Reactive Attachment Disorder (see “Grandma’s Child” in Section 7.1). It is 

clear in this case that Olivia is not gaining weight because of the regurgitation 

of food after each feeding, indicating the presence of Rumination Disorder 

(DSM-5, p. 332). Typically, a child with this disorder strains and arches his or 

her back, and makes sucking movements with his or her tongue. The food is 

ejected from the mouth or re-chewed and re-swallowed. The child often gives 

the impression of gaining considerable satisfaction from the activity. As in this 

case, the disorder usually appears between 3 and 12 months of age. 

There is a suggestion in Olivia’s case that the quality of parental care may 

have been inadequate. However, the absence of any evidence of inappropriate 

social relatedness on Olivia’s part rules out the diagnosis of Reactive Attach- 

ment Disorder. Also, because the cause of the weight loss is the regurgitation 

and not a lack of interest in eating or food, or avoidance of food because of its 

sensory characteristics, the diagnosis of ARFID (see Section 10.3) is not given. 

10.3 

Avoidant/Restrictive 

Food Intake Disorder 

Avoidant/Restrictive Food Intake Disorder (AarFID) is character- 
ized by a “persistent failure to meet appropriate nutritional and/or energy needs” 
(DSM-5, p. 334) associated with a lack of interest in eating or food, food avoidance 
based on extreme sensitivity to the sensory (e.g., color, smell, texture, temperature, 
taste) characteristics of food, or concern about negative consequences of eating, such 
as choking or vomiting. The eating disturbance results in weight loss or failure to gain 
weight (in children), nutritional deficiency, the need for food supplements, or impair- 
ment in psychosocial (school, work, and social) functioning. 
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Although ARFID occurs most frequently in infancy and early childhood (when it 
is commonly known as “failure to thrive”), in DSM-5, the diagnostic concept has been 
expanded to include food avoidance or restriction that may occur in individuals of 
any age. ARFID thus subsumes “choosy eating” or “chronic food refusal” that is not 
related to Anorexia Nervosa (see Section 10.4) or Bulimia Nervosa (see Section 10.5), 
is not attributable to a concurrent medical condition, and is not better explained by 
another mental disorder. It may occur in association with other mental disorders, 
such as Anxiety Disorders, Autism Spectrum Disorder, Obsessive-Compulsive Disor- 
der, or Attention-Deficit / Hyperactivity Disorder. In such cases, ARFID is diagnosed 
in addition to the other disorder if food avoidance is particularly severe or requires 
special clinical attention. If gastrointestinal problems, such as gastroesophageal re- 
flux, cause food avoidance, a diagnosis of ARFID is not warranted. 

Bottle Baby 

Six-month-old Roberto was admitted to a hospital for evaluation of his failure to gain 
weight when, at 15 pounds, he fell below the 15th percentile for weight for his age. He 
was the second of two children born to working-class parents following an unplanned 
but normal pregnancy. He weighed almost 9 pounds at birth. 

Although Roberto, as the only son, was the apple of his father’s eye, Roberto’s 
mother has had continual difficulties with the infant. He was bottle fed, and his mother 

reported that he had severe colic (i.e., recurrent episodes of prolonged crying and irri- 
tability). His pediatrician made several formula changes and suggested other treat- 
ments for colic, but Roberto continued to fail to gain weight. 

In the hospital, nurses watched his mother attempt to feed him. There was poor syn- 
chrony between the mother and baby around feeding, in that his mother often did not 
seem to know when Roberto was hungry, when he needed to be burped, and when he 
was finished eating. Consequently, Roberto seemed often disinterested in feeding, 

which became a distressing experience for both mother and child. However, the nurses 
and aides were able to feed Roberto without any difficulty. Various medical investiga- 
tions failed to disclose any specific medical condition that might account for the baby’s 
difficulties. Discussion with the mother gradually revealed that she had been depressed 

throughout the pregnancy and resented the baby’s demands. Treatment of her depres- 
sion and the underlying marital problems, as well as focused instruction on feeding, fa- 
cilitated the mother’s adjustment. Roberto’s feeding difficulties gradually diminished, 

and within a few weeks he gained several pounds. 

Discussion of “Bottle Baby” 
ARFID (DSM-5, p. 334) is diagnosed when a child fails to eat adequately, which 

results in a significant failure to gain weight or a significant weight loss, and 

when the condition, as in this case, cannot be better accounted for by a medical 

condition (e.g., gastroesophageal reflux), by simple absence of available food, 

or by Rumination Disorder (see “Baby Olivia” in Section 10.2). In Rumination 

Disorder, weight loss is sometimes observed, but it is accompanied by charac- 

teristic regurgitation and re-chewing or spitting out of food. 

In this case, marital problems and maternal depression probably contrib- 

uted to the mother’s difficulties in feeding Roberto. Problems in parent-child 

interactions are known to contribute to the infant’s feeding problems in some 

instances. 
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Nicole is a 14-year-old ninth grader whose mother brought her to treatment because of 

concerns about Nicole’s ability to socialize with peers outside of school and her timidity 

in approaching new situations. 

Nicole states that she prefers to be alone and finds going to parties or any new places 

difficult. She avoids eating in public when possible, but she will eat a limited amount 

at school lunch because she is unable to go the whole school day without eating. She 

takes a grilled cheese sandwich to school daily for lunch and is embarrassed that her 

friends notice that she eats the same thing every day and does not eat very much. She 

refuses to go to restaurants or to any parties where food is served. 

Nicole has limited preferred foods: white bread and butter, crepes, grilled cheese, 

pizza, yogurt drinks, milk, and one brand of juice. She does not eat fruits, vegetables, 

meat, or chicken. She avoids trying new foods because she does not like new textures 

and worries about experiencing abdominal pain after trying new foods. Although Ni- 
cole does not focus on any particular experience when abdominal pain has caused her 
problems, she limits both the quantity and the type of food to minimize the risk of stom- 
ach upset. It is notable that Nicole’s preferred foods are all soft, bland, and generally 

colorless with the exception of pizza. 
Nicole worries about evaluation by others in situations beyond eating or meals, in- 

cluding giving presentations in class, speaking when the teacher calls on her, or intro- 
ducing herself to a new person. She reports having many friends but not a best friend. 

Nicole has always been below the normal curve for weight on a growth chart. She 
recently has grown significantly in height so that she is now below the Ist percentile for 
weight (73 pounds) but is in the 12th percentile for height (5’); therefore, she has become 
even more significantly underweight. Nicole has not started menstruating, which may 
be attributable to low weight/body fat; in contrast, her mother’s menarche was at age 
11. Nicole acknowledges that she is tall and lanky. She denies any concerns about her 
appearance. She understands that she may be too thin to begin menstruating and she 
wants to avoid having any medical problems. She denies any concern about how she 
would look if she gained weight (to a medically healthy weight that allows menarche), 
but she is overwhelmed about the prospect of needing to eat more food or different 
foods that may provide more nutritional value. 

Nicole’s developmental history is remarkable for early feeding concerns. She was 

started on formula because of a suspected milk allergy, but she refused to drink soy- 
based formula and ultimately had to be switched to a milk-based formula, which she 
tolerated. Her mother recalls that when introduced to solid foods, Nicole often threw 
new foods on the floor and refused to try them even after they were offered on multiple 
occasions (as recommended by the pediatrician). Her mother states that Nicole ate a 
slightly larger variety of foods at a young age but never ate fruits, vegetables, or pro- 
teins beyond dairy. Otherwise, she met developmental milestones within normal time 
frames and has done well in school academically. Because of Nicole’s feeding difficul- 
ties, her mother once requested a medical assessment and a barium swallow study of 
Nicole’s gastrointestinal tract, which showed no abnormalities. 

Nicole’s treatment was informed by the evidence-based treatments used in Eating 
and Anxiety Disorders. Her comorbid social anxiety symptoms caused significant im- 
pairment; therefore, the severity of her anxiety was considered to be in the moderate to 
severe range, for which the recommended treatment is a combination of medication (a 
selective serotonin reuptake inhibitor, SSRI) and cognitive-behavioral therapy (CBT). 
Fluoxetine was initiated, as well as weekly CBT. The reasoning underlying these treat- 
ments is that a lowered anxiety level allows for less rigidity overall, which extends into 
the realm of feeding and eating behavior, and/or that anxiety underlies avoidant and 
restrictive eating, in which case the SSRI is more directly therapeutic. Treatment goals 
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to increase Nicole’s ability to eat in different settings were incorporated into her social 
anxiety hierarchy. A separate hierarchy was established with feared foods to expand 
her food variety, and parent management strategies informed by family-based treat- 
ment used for Anorexia Nervosa were implemented to increase Nicole’s food intake. 
Additionally, phobia exposure work was used to target Nicole’s concerns about abdom- 
inal pain. 

Discussion of “Picky Eater” 
Several disorders need to be considered as possible explanations for Nicole’s re- 
stricted repertoire of eating. If she had a disturbance in the way she experienced 
her body weight and shape and an intense fear of gaining weight or becoming 
fat, she might be diagnosed as having Anorexia Nervosa (see “Sixty-Seven 

Pound Weakling” in Section 10.4). However, she acknowledges that she is tall 

_ and lanky and she denies any concerns about her appearance or how she would 

look if she gained weight, so the diagnosis of Anorexia Nervosa does not apply. 

Nicole also reports embarrassment in situations in which she is eating the same 

thing every day at school and has some social anxiety that extends beyond her 

eating behavior to making presentations in class, answering teacher questions, 

meeting new people, and trying new activities. These concerns may warrant a 

diagnosis of Social Anxiety Disorder (see “Mail Sorter” in Section 5.4), but em- 

barrassment over eating in public does not appear to capture the essence of her 

eating problems. When a person has significant weight loss or failure to gain ex- 

pected weight for his or her age due to food restriction that is due to the sensory 

characteristics of food (she eats only soft, bland, and colorless food) and/or po- 

tentially aversive consequences of eating (she worries about developing abdom- 

inal pain), the diagnosis is ARFID (DSM 5, p. 334). 

This case illustrates that ARFID usually is manifest in childhood, but it can 

persist into adolescence (and beyond). Also, even though Nicole does not have 

Anorexia Nervosa, some of the same treatment techniques that are used with 

such patients to encourage healthy eating and healthy portions can also be use- 

ful in ARFID. Treatments for mental disorders are often symptom or problem 

focused rather than diagnosis specific. 

10.4 

Anorexia Nervosa 

Anorexia NervoSa is characterized by 1) persistent refusal to maintain body 

weight; 2) fears of gaining weight or becoming fat, or behavior that interferes with 

weight gain; and 3) a disturbance in self-perceived weight or shape. A person with 

Anorexia Nervosa maintains a weight that is significantly below normal for the per- 

son’s age, sex, developmental stage, and physical health. The individual has either 

lost a significant amount of weight or failed to make expected weight gains (in the 
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case of a child or adolescent), either through dieting, fasting, and excessive exercise 

(noted with the subtype Restricting Type) or, if also engaging in eating binges, through 

self-induced vomiting or misuse of laxatives, diuretics, or enemas (noted with the sub- 

type Binge-Eating/ Purging Type). The fear of gaining weight or becoming fat often 

persists, or even increases, as weight is lost. Some individuals with Anorexia Nervosa 

deny a fear of becoming fat but do things to interfere with maintaining their weight, 

such as engaging in self-starvation. Some people with Anorexia Nervosa feel fat all 

over, whereas others focus on specific parts of their bodies—commonly their abdo- 

mens, buttocks, or thighs—which they insist are “fat,” and they are constantly weigh- 

ing and measuring themselves and checking their appearance in a mirror. Weight loss 

is perceived as a sign of self-control; weight gain is a failure. Those who acknowledge 

that they are thin often deny the medical seriousness of their condition. 

The 12-month prevalence of Anorexia Nervosa in young females is approximately 

0.4%. Anorexia Nervosa is estimated to be 10 times more common in females than in 

males. It usually begins during adolescence or young adulthood. It is an extremely se- 

rious condition and can be life-threatening, because malnutrition impacts many of the 

body’s major organ systems. Obsessive-compulsive behaviors surrounding food and 

other issues are common. A diagnosis of Obsessive-Compulsive Disorder (see “Thin 

Tim,” later in this section) is made if the obsessions and compulsions are not related 

to food, body shape, or weight. Cultural values of “thinness,” and occupations and 

avocations that encourage thinness, such as modeling and some athletics, may con- 

tribute to the risk for Anorexia Nervosa. 

Sixty-Seven Pound Weakling 

When Peggy Sims was first evaluated for admission to an inpatient eating disorders 
program, she was a 20-year-old woman who had difficulty supporting her 5’3” body 
with a weight of only 67 pounds. She had begun to lose weight 4 years earlier, initially 
dieting to lose an unwanted 6 pounds. Encouraged by compliments on her new body, 
she proceeded to lose 8 more pounds. Over the next 2 years, she continued to lose 
weight and increased her physical activity until her weight reached a low of 64 pounds; 
she stopped menstruating. She was admitted to a medical unit, treated for peptic ulcer 
disease, and discharged, only to be admitted 3 months later to the psychiatric unit of a 
general hospital. During that 8-week hospitalization, her weight increased from 84 to 
100 pounds. She did well until she went off to college, where, with increased academic 
and social demands, she again began to diet until she weighed only 67 pounds. She 
reported that she had become troubled by changes in her body when she was heavier, 
and she became increasingly anxious as her figure developed. Her eating habits were 
ritualized: she cut food into very small pieces, moved them around on the plate, and ate 
very slowly. She resisted eating foods with high fat and carbohydrate content. She was 
forced to drop out of school and to accept another hospitalization. 

Peggy was motivated to comply with treatment, but her fears of gaining weight and 
becoming obese affected her progress. She was expected to gain a minimum of 2 pounds 
every week, and she was restricted to bed rest if she failed to gain sufficient weight. In 
psychotherapy, Peggy was gradually guided to discuss her feelings and to actually look 
at herself in the mirror. She was initially instructed to look at one part of her body for a 
minimum of 10 seconds, and the time was progressively increased until she could look 
at her whole body without any anxiety. Her menses returned at a weight of 93 pounds. 
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After 7 months of individual and family treatment, she was discharged at a weight of 
100 pounds. Peggy returned to college, worked part time, and lived with her parents. 

Over the next 10 years, Peggy graduated from college with a degree in nutrition and 
was selected to do an internship with a major corporation. She has excelled in her work, 
receiving several promotions. She married, but the relationship deteriorated as her hus- 
band became physically abusive. She moved out, obtained a court order of protection, 
and eventually was divorced. Her most recent correspondence told of her return to grad- 
uate school (all expenses paid and full salary), anew romance, and success in a mara- 
thon (third place in a 26-mile race). She has maintained her weight around 116 pounds 
and menstruates normally. She did seek counseling to sort out issues related to her bro- 
ken marriage and her estrangement from her sister, which has since resolved. She de- 
scribes her life now as full and satisfying. 

Discussion of “Sixty-Seven Pound Weakling” 
_ As is usually the case with Anorexia Nervosa (DSM-5, p. 338), the characteris- 

tic signs and symptoms leave little doubt as to the correct diagnosis. Peggy has 

all of the salient features, including refusal to maintain body weight at or 

above a minimally normal weight for age and height; intense fear of gaining 

weight or of becoming fat, even though underweight; and disturbance in the 

way in which her body weight or shape is experienced (anxiety when viewing 

her body). She also has the common but not universal sign (in postmenarchal 

females) of amenorrhea. Amenorrhea in Anorexia Nervosa is believed to be 

caused by underactivity of hypothalamic and pituitary gland hormones due to 

stress or nutritional factors, which in turn lead to underactivity of ovarian hor- 

mones responsible for the menstrual cycle. Because Peggy’s method of losing 

weight has never involved purging (self-induced vomiting or use of laxatives 

or diuretics) and she has never engaged in binge eating (consumption of large 

amounts of food with a sense of loss of control), the subtype is the Restricting 

Type. 

Peggy exhibited compulsive ritualistic behavior surrounding food (e.g., 

cutting her food into very small pieces and moving it around on her plate be- 

fore eating it), a feature commonly seen in patients with Anorexia Nervosa. Al- 

though her compulsive eating behavior might suggest the possible additional 

diagnosis of Obsessive-Compulsive Disorder (see “Lady Macbeth” in Section 

6.1), a separate diagnosis is not given because her compulsive behavior only 

involves food and is thus explained by the diagnosis of Anorexia Nervosa. 

Anorexia Nervosa is a serious and often life-threatening disorder. This case 

illustrates that with expert treatment, a good outcome is possible. 

Close to the Bone' 
a RM RE SRT PIES ESTES SAE SRO ARO SETS NE TE AO SETA 

A 23-year-old woman from Arkansas wrote a letter to the head of a New York research 

group after seeing a television program in which he described his work with patients 

' Reprinted from Spitzer, RL, Skodol AE, Gibbon M, Williams, JBW: Psychopathology: A Case 

Book. New York, McGraw-Hill, 1983, pp. 224-228. Copyright © 1983 McGraw-Hill Education. 

Used with permission. 
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with unusual eating patterns. In the letter, which requested that she be accept
ed into his 

program, the woman described her problems as follows: 

Several years ago, in college, I started using laxatives to lose weight. I started with 

a few and increased the number as they became ineffective. After 2 years I was tak- 

ing 250-300 Ex-Lax pills at one time with a glass of water, 20 per gulp. I would lose 

as much as 20 pounds in a 24-hour period, mostly water and some food, so dehy- 

drated that I couldn’t stand, and could barely talk. I ended up in the university in- 

firmary several times with diagnoses of food poisoning, severe gastrointestinal flu, 

etc., with bland diets and medications. I was released within a day or two. A small 

duodenal ulcer appeared and disappeared on X-rays in 1975. 

I would not eat for days, then would eat something, and, overcome by guilt at eat- 

ing, and hunger, would eat-eat-eat. A girl on my dorm floor told me that she occa- 

sionally forced herself to vomit so that she wouldn’t gain weight. I did this every 

once in a while and discovered that I could consume large amounts of food, vomit, 

and still lose weight. This was spring of 1975. I lost nearly 50 pounds over a few 

months, to 90 pounds. My hair started coming out in handfuls, and my teeth were 

loose. 

I never felt lovelier or more confident about my appearance: physically liberated, 
streamlined, close to the bone. I was flat everywhere except my stomach when I 
binged, when I would be full-blown and distended. When I bent over, each rib and 
back vertebra was outlined. After vomiting, my stomach was once more flat, empty. 
The more I lost, the more I was afraid of getting fat. I was afraid to drink water for 
days at a time because it would add pounds on the scale and make me miserable. 
Yet I drank (or drink; perhaps I should be writing this all in the present tense) easily 
a half-gallon of milk and other liquids at once when bingeing. I didn’t need the lax- 
atives as much to get rid of food and eventually stopped using them altogether (al- 
though I am still chronically constipated, I become nauseous whenever I see them 
in the drugstore). 

I exercised for hours each day to tone my figure from the weight fluctuations, and 
joined the university track team. I wore track shoes all the time and ran to classes 
and around town, stick-legs pumping. I went to track practice daily after being sick, 
until I was forced to quit; a single lap would make me dizzy, with cramps in my 
stomach and legs. 

At some point during my last semester before dropping out I came across an ar- 
ticle on anorexia nervosa. It frightened me; my own personal obsession with food 
and body weight was shared by other people. I had not menstruated in 2 years. So, 
I forced myself to eat and digest healthy food. Hated it. I studied nutrition and grad- 
ually forced myself to accept a new attitude toward food—vitalizing—something 
needed for life. I gained weight, fighting panic. In a rigid, controlled way I have 
maintained myself nutritionally ever since: 105-115 pounds at 5’6”. I know what I 
need to survive and I eat it—a balanced diet with the fewest possible calories, 
mostly vegetables, fruits, fish, fowl, whole grain products, etc. In 5 years I have not 
eaten anything like pizza, pastas or pork, sweets, or anything fattening, fried or rich 
without being very sick. Once I allowed myself an ice cream cone. But I am usually 
sick if I deviate as much as one bite. 

It was difficult for me to face people at school, and I dropped courses each semes- 
ter, collecting incompletes but finishing well in the few classes I stayed with. The ab- 
surdity of my reclusiveness was even evident to me during my last semester when 
I signed up for correspondence courses, while living only two blocks from the cor- 
respondence university building on campus. I felt I would only be able to face peo- 
ple when I lost “just a few more pounds.” 

Fat. I cannot stand it. This feeling is stronger and more desperate than any horror 
at what I am doing to myself. If I gain a few pounds I hate to leave the house and let 
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people see me. Yet I am sad to see how I have pushed aside the friends, activities, 
and state of energized health that once rounded my life. 

For all of this hiding, it will surprise you to know that Iam by profession a model. 
Last year when I was more in control of my eating-vomiting I enjoyed working in 
front of a camera, and I was doing well. Lately I’ve been sick too much and feel out- 
of-shape and physically unselfconfident for the discipline involved. I keep myself 
supported during this time with part-time secretarial work, and whatever unsolic- 
ited photo bookings my past clients give me. For the most part I do the secretarial 
work. And I can’t seem to stop being sick all of the time. 

The more I threw up when I was in college, the longer it took, and the harder it 
became. I needed to use different instruments to induce vomiting. Now I double 
two electrical cords and shove them several feet down into my throat. This is pre- 
ceded by 6-10 doses of ipecac [an emetic]. My knees are calloused from the time 
spent kneeling sick. The eating-vomiting process takes usually 2-3 hours, some- 
times as long as 8. I dread the gagging and pain and sometimes my throat is very 
sore and I procrastinate using the ipecac and cords. I sit on the floor, biting my nails, 
and pulling the skin off around my nails with tweezers. Usually I wear rubber 
gloves to prevent this somewhat. j 

After emptying my stomach completely I wash thoroughly. In a little while I will 
hydrate myself with a bottle of diet pop, and take a handful of Lasix 40 mg [a di- 
uretic] (which I have numerous prescriptions for). Sometimes I am faint, very cold. 
I splash cool water on my face, smooth my hair, but my hands are shaking some. I 
will take aspirin if my hands hurt sharply...so I can sleep later. My lips, fingers are 
bluish and cold. I see in the mirror that blood vessels are broken. There are red spots 
over my eyes. They always fade in a day or two. There is a certain relief when it is 
over, that the food is gone, and I am not horribly fat from it. And I cry often...for 

some rest, some calm. It is foolish for me to cry for someone, someone to help me; 
when it is only me who is hiding and hurting myself. 

Now there is a funny new split in my behavior, this honesty about my illness. 

Hopefully it will bring me more help than humiliation. Sometimes I feel hypocrisy 
in my actions, and in the frightened, well-ordered attempts to seek out help. All the 
while I am still sick, night after night after night. And often days as well. 

Two sets of logic seem to be operating against each other, each determined, each 
half-canceling the effects of the other. It is the part of me which forced me to eat that 
I’m talking about... which cools my throat with water after hours of heaving, which 
takes potassium supplements to counteract diuretics, and aspirin for torn hands. It 
is this part of me, which walks into a psychiatrist’s office twice weekly and sees the 

liability of hurting myself seriously, which makes constant small efforts to repair the 

tearing-down. 

It almost sounds as if I am being brutalized by some unrelenting force. Ridiculous 

to feel this way, or to stand and cry, because the hands that cool my throat and try 

to make small repairs only just punched lengths of cord into my stomach. No de- 

mons, only me. 

For your consideration, [am 

Gratefully yours, 

Nancy Lee Duval 

Ms. Duval was admitted to the research ward for study. Additional history revealed 

that her eating problems began gradually during her adolescence, and had been severe 

for the past 3-4 years. At age 14, she weighed 128 pounds and had reached her adult 

height of 56”. She felt “terribly fat” and began to diet without great success. At age 17 

she weighed 165 pounds and began to diet more seriously for fear that she would be 
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ridiculed, and went down to 130 pounds over the next year. She recalled feeling very 

depressed, overwhelmed, and insignificant. She began to avoid difficult classes so that 

she would never get less than straight As, and began to lie about her school and grade 

performance for fear of being humiliated. She had great social anxiety in dealing with 

boys, which culminated in her transferring to a girls’ school for the last year of high 

school. 
When she left for college, her difficulties increased. She had trouble deciding how to 

organize her time, whether to study, to date, or to see friends. She became more desper- 

ate to lose weight and began to use laxatives, as she describes in her letter. At age 20, in 
her sophomore year of college, she reached her lowest weight of 88 pounds (70% of 

ideal body weight) and stopped menstruating. 
As Ms. Duval describes in her letter, she recognized that there was a problem and 

eventually forced herself to gain weight. Nonetheless, the overeating and vomiting she 
had begun the previous year worsened. As she was preoccupied with her weight and 
her eating, her school performance suffered, and she dropped out of school midway 
through college at age 21. 

Ms. Duval is the second of four children and the only girl. She comes from an upper- 
middle-class professional family. From the patient’s description, it sounds as though 
the father has a history of alcoholism. There are clear indications of difficulties between 
the mother and the father, and between the boys and the parents, but no other family 
member has ever had psychiatric treatment. 

Ms. Duval remained on the research ward for several weeks, during which time she 

participated in research studies and, under the structure of the hospital setting, was 
able to give up her abuse of laxatives and diuretics. After her return home, she contin- 
ued in treatment with a psychiatrist in psychoanalytically-oriented psychotherapy two 
times a week, which she had begun 6 months previously. That therapy continued for 
approximately another 6 months, when her family refused to support it. The patient 
also felt that while she had gained some insight into her difficulties, she had been un- 
able to change her behavior. 

Two years after leaving the hospital, she wrote that she was “doing much better.” 
She had reenrolled in college, and was completing her course work satisfactorily. She 
had seen a nutritionist, and felt that form of treatment was useful for her in learning 

what a normal diet was and how to maintain a normal weight. She was also receiving 
counseling from the school guidance counselors, but she did not directly relate that to 

her eating difficulties. Her weight was normal and she was menstruating regularly. She 
continued to have intermittent difficulty with binge eating and vomiting, but the fre- 
quency and severity of these problems were much reduced. She no longer abused di- 
uretics or laxatives. 

Discussion of “Close to the Bone” 
Ms. Duval is suffering from Anorexia Nervosa (DSM-5, p. 338), a disorder that 
was first described 300 years ago and given its current name in 1868. Although 
theories about the cause of the disorder have come and gone, the essential fea- 
tures have remained unchanged. Ms. Duval poignantly describes these fea- 
tures. 

She had an intense and irrational fear of becoming obese, even when she was 

emaciated. Her body image was disturbed in that she perceived herself as fat 
when her weight was average and that she “never felt lovelier” when, to others, 
she must have appeared grotesquely thin. She lost about 30% of her body weight 
through relentless dieting and exercising, self-induced vomiting, and use of ca- 
thartics and diuretics. She had not menstruated for the past 3 years. 
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Significantly, Ms. Duval’s dieting takes place despite persistent hunger; 
thus, the word anorexia (meaning “loss of appetite”) makes the name of the dis- 
order a misnomer. In fact, she also has recurrent episodes of binge eating—that 
is, rapid, uncontrolled consumption of high-caloric foods. These binges are fol- 
lowed by vomiting and remorse. This pattern of recurrent binge eating and 
purging, if it occurred by itself, would warrant the diagnosis of Bulimia Ner- 
vosa (see Section 10.5). However, when it occurs during the course of Anorexia 
Nervosa, the appropriate diagnosis is Anorexia Nervosa, Binge-Eating /Purg- 
ing Type. Thus, Ms. Duval’s condition differs from that in the previous case of 
this section (see “Sixty-Seven Pound Weakling”) because Ms. Duval periodi- 
cally went on eating binges (would “eat-eat-eat”) and engaged in compensa- 
tory purging behaviors to try to lose weight, whereas the other patient tried to 
lose weight strictly by reducing her intake of food. 

When an emaciated patient with Anorexia Nervosa insists that she is fat, 

this suggests the presence of a somatic delusion, as might be seen in a Delu- 

sional Disorder (see “Fleas” in Section 2.4) or Major Depressive Disorder (see 

“Stonemason” in Section 4.2). However, such a patient is generally not consid- 

ered to have a delusion because she is describing how she experiences herself 

rather than disputing the facts of her weight. 

Thin Tim 

Eight-year-old Tim was referred by a pediatrician who asked for an emergency evalu- 
ation because of serious weight loss during the past year for which the pediatrician 
could find no medical cause. Tim is extremely concerned about his weight and weighs 
himself daily. He complains that he is too fat, and if he does not lose weight, he cuts 
back on food. He has lost 10 pounds in the past year and still feels that he is too fat, 
although it is clear that he is underweight. In desperation, his parents have removed the 
scales from the house; as a result, Tim is keeping a record of the calories that he eats 
daily. He spends a lot of time on this, checking and rechecking that he has done it just 

right. 
fe addition, Tim is described as being obsessed with cleanliness and neatness. Cur- 

rently, he has no friends because he refuses to visit them, feeling that their houses are 

“dirty”; he gets upset when another child touches him. He is always checking whether 

he is doing things the way they “should” be done. He becomes very agitated and anx- 

ious about this. He has to get up at least 2 hours before leaving for school each day to 

give himself time to get ready. Recently, he woke up at 1:30 in the morning to prepare 

for school. 

Discussion of “Thin Tim” 
The emergency evaluation is because of Tim’s recent weight loss. He has lost 

10 pounds in the last year, during which time a boy of his age might have been 

expected to gain about that amount. This means he is likely 20 pounds below 

the expected weight for his age. Although Anorexia Nervosa is unusual in a 

male and in one so young, his refusal to maintain a normal weight suggests 

this diagnosis (DSM-5, p. 338). Tim also has the other characteristic features of 

the disorder: fear of becoming fat and feeling fat even when obviously under- 
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weight. Because Tim loses weight exclusively by restricting his food intake 

(i.e., by dieting) and he does not engage in binge eating or purging behavior, 

his Anorexia Nervosa would be the Restricting Type. 

Although not the focus of attention, Tim’s preoccupation with various recur- 

rent thoughts concerning dirtiness causes him considerable distress. Moreover, he 

has to check whether he is doing things the way they “should” be done, and such 

activities apparently interfere with his normal functioning (he has to get up sev- 

eral hours before school to get ready on time). It is reasonable to assume that the 

thoughts intrude into his consciousness and are beyond his control, and that his 

lengthy “getting ready” routines are performed in response to these thoughts. 

Thus, they represent true obsessions and compulsions. Because the content of 

these obsessions and compulsions is unrelated to Tim’s eating disorder, an addi- 

tional diagnosis of Obsessive-Compulsive Disorder (DSM-5, p. 237) is made but is 

considered secondary because the initial focus of attention is the eating disorder. 

10.5 

Bulimia Nervosa 

The characteristic features of Bulimia Nervosa are 1) recurrent episodes of 
binge eating, 2) recurrent inappropriate behaviors to compensate for binge eating in order 

to prevent weight gain, and 3) a self-evaluation that overemphasizes body shape and 

weight. Binge eating and engaging in compensatory behaviors must be regularly occur- 

ring (i.e., at least once per week) and relatively persistent (i.e., over at least a 3-month 

period). An episode of binge eating is defined as “eating, in a discrete period of time, an 

amount of food that is definitely larger than most individuals would eat in a similar 

period of time under similar circumstances” (DSM-5, p. 345). For example, an individual 

might eat several quarts of ice cream or several large pizzas at one sitting. The technical 

use of the term eating binge would not ordinarily apply, however, to culturally sanctioned 

“overeating,” such as occurs at weddings or family Thanksgiving meals (although binge 

eating can occur at such events; see “A Visit to Food Hell,” later in this section). An eating 
binge is typically associated with a feeling of a loss of control over eating, such that the 
individual cannot stop eating once started. Some people report feeling “dissociated” (i.e., 
split off from conscious awareness of their behavior) when bingeing. Sometimes, people 
will report that they have completely given up trying to control their eating behavior. Peo- 
ple will typically feel embarrassed about bingeing and will often eat in secrecy. Binges are 
often triggered by psychosocial stress, feelings of depression, or anxiety. 

Compensatory behaviors in Bulimia Nervosa are called purge behaviors or purging 
(DSM-5, p. 346) and include self-induced vomiting (most common) and misuse of lax- 
atives, diuretics, or enemas. Some people with the disorder do not purge but rather 
compensate for overeating with fasting or excessive exercise (e.g., spending hours 
each day at the gym). Individuals with Bulimia Nervosa are also very concerned 
about their body shape and weight as sources of self-esteem. In this respect, they are 
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similar to people with Anorexia Nervosa (see Section 10.4); however, they do not have 
the low body weight caused by food restriction. Bulimia Nervosa is not diagnosed 
when a person has Anorexia Nervosa. People with Bulimia Nervosa are most com- 
monly either normal weight or overweight. Serious medical complications can result 
from purging behaviors, including fluid and electrolyte imbalances, tears of the 
esophagus or rupture of the stomach (from vomiting), and cardiac arrhythmias (an 
alteration in the rhythm of the heartbeat in timing or force). 

Bulimia Nervosa typically begins during late adolescence or early adulthood. The 
12-month prevalence in young females is between 1% and 1.5%. Bulimia Nervosa is 10 
times more common in women than in men. It is most common in the United States 
among white women. The clinical course may be chronic or intermittent; the disorder 
may also diminish with time, with or without treatment, although treatment clearly 
leads to better outcomes. People with Bulimia Nervosa have impaired social function- 
ing in some cases (e.g., they may spend all of their “free time” bingeing and purging, 
instead of seeing friends or family, or they may avoid going out to restaurants because 
of a fear of engaging in an eating binge). People with this disorder are at risk for suicide. 

A Visit to Food Hell 

Abby Thurmond, age 42, had not had a food binge for over 2 years when she flew from 
Miami to Chicago to attend the wedding of her friend’s daughter. Single, independent, 
and devoted to her work, Ms. Thurmond had just sold her first screenplay. She was 
pleased, but she was also experiencing the “postpartum” letdown that always occurred 
when she finished a major project. 

Ms. Thurmond knew from her 2 years in Overeaters Anonymous (OA; a self-help 
group program similar to Alcoholics Anonymous) that she needed to keep a safe dis- 
tance from food, especially during emotionally hard times. Nevertheless, Ms. Thur- 

mond spent the entire day of the wedding rehearsal party in the company of food. She 
stood in her friend’s kitchen for hours—cutting, chopping, sorting, arranging, and 

eventually picking at the food. 
That night, when the guests arrived, the flurry of activity made it easy for Ms. Thur- 

mond to disappear—physically and emotionally—into a binge. She started with a plate 
of what would have been an “abstinent” meal (an OA concept for whatever is included 
on an individual’s meal plan): pasta salad, green salad, cold cuts, and a roll. Although 
the portions were generous, she wanted more. She spent the next 5 hours eating, at first 
trying to graze among the guests, but then, when shame set in, retreating to dark cor- 

ners of the room to take frantic, stolen bites. 
Ms. Thurmond stuffed herself with crackers, cheeses, breads, chicken, turkey, pasta, 

and salads, but all that was a prelude to what she really wanted—sugar. She had been 

waiting for the guests to leave the dining room, where the desserts were. When they fi- 

nally did, she cut herself two pieces of cake, then two more, and then ate directly from 

the serving tray, shoveling the food into her mouth. She reached for cookies, more cake, 

and cookies again. Heart racing, terrified of being discovered, she finally tore herself 

away and slipped out onto the terrace. 

At this point, in what she thought of as a “food trance,” Ms. Thurmond piled her 

plate with bread, onto which she smeared some unidentifiable spread. Although the 

food tasted like mud, she kept eating. Soon, other guests came out to the terrace, leav- 

ing Ms. Thurmond feeling she had to move again, which she did, stepping into the 

kitchen—and the light. When she glanced down at her plate, she was horrified; ants 

were crawling all over it. Instead of reflexively spitting out the food, Ms. Thurmond, 
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overcome by shame, could only swallow. Then her eyes began to search the debris on 

her plate for uncontaminated morsels. Witnessing her own madness, Ms. Thurmond 

began to cry. She flung the plate into the trash and ran to her room. 

That event marked the beginning of a 6-month relapse into binge eating—Ms. Thur- 

mond’s worst experience with binge eating since the problem began 15 years earlier. Dur- 

ing the relapse, she binged on sugar foods and refined carbohydrates, returned to cigarette 

smoking to control the binge eating, and once again was driven to “get rid” of the calories 

by incessant exercise after each binge, walking 4-5 hours at a time, dragging her bicycle up 

and down six flights of stairs, and biking miles after dark in a dangerous city park. 

Throughout the relapse, Ms. Thurmond went to therapy and to OA. However, the binge 

eating worsened, as did the accompanying isolation and depression, which kept her awake, 

often crying uncontrollably, until the early morning hours. Finally her therapist, a social 

worker, referred her to a psychiatrist, who prescribed an antidepressant medication that has 
been used to control binge eating, as well as a structured food plan that excluded refined 
sugars, breads, crackers, and similar carbohydrates. Within a few weeks, she was able to 

stop binge eating, come out of the depression, and resume her life. After 2 years of taking 
the medication, during which time she had no binges and gradually reintroduced breads 
and related carbohydrates to her diet, Ms. Thurmond was able to discontinue the antide- 

pressant without depression or a return to binge eating. She continues to be active in OA. 

Discussion of “A Visit to Food Hell” 

The term eating binge is often used by people to describe an occasion on which 

they ate more food than they should have. However, Ms. Thurmond’s descrip- 

tion of the amount of food she consumed in her eating episode at the wedding 

rehearsal leaves little doubt that her episodes of binge eating, during which she 

has no control over how much she eats, represent a serious symptom. When a 

clinician is diagnosing an individual with recurrent eating binges, the first ques- 

tion is whether the individual regularly compensates for the overeating by some 

drastic inappropriate behavior. If the answer is no, the diagnosis is probably 

Binge-Eating Disorder (see “Eating Until It Hurts” in Section 10.6). If the answer 

is yes and the person’s self-evaluation is unduly influenced by body shape and 

weight (as usually occurs), the diagnosis is Bulimia Nervosa. Most patients with 

Bulimia Nervosa compensate for the binge eating by some method of purging— 

either self-induced vomiting (most common) or the use of diuretics or laxatives. 

Ms. Thurmond’s case is an example of the relatively less common diagnosis of 
Bulimia Nervosa (DSM-5, p. 345), in which the patient uses excessive exercise 
(her method) or fasting (in other cases) instead of purging. 

The Fat Man 

Gregory James, a 43-year-old theatre manager, was evaluated at an eating disorders 
clinic in San Francisco. Although he had lost 58 pounds in the previous 5 months, drop- 
ping from 250 to 192 pounds on a 61” frame, he was still terrified of getting fat. 

Mr. James first began to diet 5 months earlier when his wife told him he was “a fat 
slob” and implied that she might be considering a divorce. This terrified him and 
started him on a strict dietary regimen: an omelet and bran for breakfast, coffee for 
lunch, and salad and shrimp or chicken for dinner. His original goal was to lose about 
50 pounds. When dieting did not result in sufficiently rapid loss of weight, he started 
sticking his finger down his throat to induce vomiting after meals. . 
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Mr. James is now “obsessed” with food. Before he goes to a restaurant, he worries 
about what he will order. He has done a study of what he eats in terms of what is easiest 
to purge, and he knows all the bathrooms in the areas he frequents. He cannot bear feel- 
ing full after eating and worries that his stomach is “fat.” Three or four times a week he 
is unable to resist the urge to “binge.” At those times he feels that his eating is out of 
control, and he may gobble down as much as three hamburgers, two orders of French 
fries, a pint of ice cream, and two packages of Oreo cookies. He always induces vomit- 
ing after a binge. He has never used laxatives, diuretics, or diet pills to lose weight. 

Mr. James is also preoccupied with becoming thin. He has progressively revised 
downward his original weight goal, first to 190 and then to 185 pounds. He has begun 
to exercise, walking at least an hour a.day and, more recently, working out with weights 
several times a week. He believes that women look at him differently now: when he was 

heavy, they glanced at him casually, whereas now their response is “admiring.” 
Mr. James has always been somewhat heavy, turning to food in times of stress, but he 

never worried about his weight until his wife criticized his appearance. He can no longer 
_ enjoy any meals and feels he has lost control of this area of his life because he cannot stop 

dieting, even though his wife has told him he is now too thin. He therefore recently saw his 
internist who found no physical problems and referred him for psychiatric evaluation. 

Discussion of “The Fat Man” 
Mr. James’ eating disorder began, as is often the case, with a reasonable at- 

tempt to lose some weight. He soon became preoccupied with losing weight 

and continued to view his body as “fat” even though others did not. His pre- 

occupation with losing weight and distorted body image suggest Anorexia 

Nervosa, but this diagnosis is not made because Mr. James has not let his 

weight go far below the normal minimum for his size. 

Mr. James’ binges (recurrently eating a large amount of food with a sense 

of loss of control), his recurrent inappropriate compensatory behavior to avoid 

weight gain (in his case, by self-induced vomiting), and his overconcern with 

weight and shape indicate Bulimia Nervosa (DSM-5, p. 345). Mr. James uses 

vomiting, the most common method for avoiding weight gain among individ- 

uals with Bulimia Nervosa. Less common methods for avoiding weight gain 

are misuse of laxatives or diuretics, fasting, and excessive exercise (see “A Visit 

to Food Hell,” the previous case in this section). 

Mr. James’ case of Bulimia Nervosa is unusual in that he is a man (the dis- 

order is 10 times more common among women) and onset of the disorder has 

been relatively later in life (onset is usually during adolescence or early adult 

life and is uncommon after age 40). 

10.6 

Binge-Eating Disorder 

The characteristic features of Binge-Eating Disorder are recurrent episodes 

of binge eating but no inappropriate compensatory behaviors, as occur in Bulimia 
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Nervosa. The eating binges are identical to those in Bulimia Nervosa—that is, they 

involve discrete episodes of eating amounts of food that are larger than most people 

would eat over the same time period and under similar circumstances, and they are 

associated with a sense of lack of control over eating. In addition, eating binges in 

Binge-Eating Disorder are often characterized by eating much more rapidly than nor- 

mal, eating until uncomfortably full, eating large amounts of food when not hungry, 

eating alone because of embarrassment over how much the individual is eating, and 

feeling disgusted with himself or herself, depressed, or guilty afterward. The eating 

binges occur regularly (i.e., at least once per week) and are relatively persistent (.e., 

occurring over at least a 3-month period). 

Binge-Eating Disorder occurs in normal to overweight and obese individuals. The 

12-month prevalence among the U.S. adult population is 1.6% in females and 0.8% in 

males. The ratio of women to men with Binge-Eating Disorder is more equal than for 

Bulimia Nervosa, and the disorder can be found in as many women from racial and 

ethnic groups as in white women. Binge eating can occur in children, and it is com- 

mon in adolescents and college-age people. 

Binge-Eating Disorder can be associated with poor social adjustment, impaired 

health-related quality of life, increased medical morbidity and mortality, and in- 

creased health care utilization. 

Eating Until It Hurts 

Andrea Simpson, age 35, weighed 230 pounds when she returned to her therapist to get 
help for the eating and weight problems that had caused her grief since she was a child. 
She was again having uncontrollable eating binges and had gained over 50 pounds in 
6 months. 

Ms. Simpson remembered being called “fatty” by her schoolmates in early elementary 
school and having frequent arguments with her mother about her excessive eating and 
weight throughout childhood and adolescence. During high school she nibbled through- 

out the day. After each bite she vowed to herself that this would be the last, and she would 
go on a diet but was never able to keep her vow. She felt very ashamed of her weight, but 
she gradually gained more. She did most of her eating in private so others would not see. 
At graduation from high school, with a height of 55”, she weighed 203 pounds. 

Ms. Simpson believes that her binge eating began in college. She lost about 40 pounds 

by dieting when she began college, and then she began to alternate between periods of 
dieting and overeating, lasting several weeks to several months. During periods of 

overeating, she often ate a large breakfast (e.g., several eggs with cheese, two or three 

slices of toast, and two large glasses of orange juice) in the university cafeteria. She 

would then take large quantities of food back to her dorm room (e.g., two or three pea- 
nut butter sandwiches, two or three dozen cookies, potato chips, cheese), which she ate 
over the next few hours. She ate until she felt physically uncomfortable and then fell 

asleep. She felt very depressed and ashamed about her weight during this time. She 
does not recall feeling out of control during the eating because she always believed that 
she would stop when she had finished whatever piece of food she was eating, although 
this seldom happened. She had a number of weight fluctuations in college; her weight 
ranged from 170 to 230 pounds. 

Ms. Simpson got down to a normal weight in her last year of college and got married 
after graduation. She began to overeat again on her honeymoon. Her husband was angry 
about the eating and weight gain. They argued a great deal about this issue and about her 
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dishonesty concerning her eating (motivated largely by shame about what she had eaten). 
She feels that her eating problems contributed significantly to her subsequent divorce. 

Over the next several years, Ms. Simpson continued to struggle with her weight and 
eating. She went to Weight Watchers several times, tried numerous diets in magazines, 
used prescribed and illicit amphetamines to decrease her appetite, and spoke to internists 
about her weight and tried diets they gave her. However, she continued to be overweight 
with marked weight fluctuations. During periods of dieting, she was preoccupied with 
food and urges to eat. 

Ms. Simpson was in psychotherapy in her mid-20s for issues related to her divorce 
and family. Although she tried to discuss her weight and eating problems, the therapy 
was ineffective for these issues because the therapist’s interventions were largely lim- 
ited to suggesting diets. 

Ms. Simpson describes the periods of binge eating as “a nightmare,” during which 
she is preoccupied with fighting the urge to eat, planning additional eating, and feeling 
guilty and ashamed about her eating and the inevitable weight gain that will follow. 
Her worst period of daily binge eating, lasting about 10 months, occurred approxi- 

_ mately 2 years ago. She ate boxes of cookies, ice cream and other sweets; large amounts 
of peanut butter and bread; and many bowls of cereal when nothing else was in the 
house. She felt out of control of her eating and desperate about her inability to stop 
binge eating. She often ate until she had stomach pain, never felt hungry because she 

was always eating so much, essentially lost all semblance of a meal structure, avoided 
eating in front of others because she was ashamed of the eating, and constantly felt de- 
pressed. She gained 90 pounds during this period of binge eating. 

When she returned to her therapist at age 35, she was encouraged to join OA. She 
found the combination of OA and psychotherapy helpful. She lost about 80 pounds, 
without rigid or restrictive dieting, and has kept off 60 of these pounds for about 5 years. 

She is pleased that she does not often feel preoccupied with food or urges to eat be- 
tween meals, although she continues to have trouble controlling the size of her meals. 

She feels quite sure that she will never be entirely free of her eating problem and could 
begin binge eating again at some unpredictable future time. For this reason, she contin- 

ues to attend OA meetings. 

Discussion of “Eating Until It Hurts” 

Many individuals are concerned about their overeating and inability to main- 

tain a normal weight. They may try a variety of diets and weight maintenance 

programs. A minority of them have recurrent eating binges during which they 

eat large amounts of food and feel that their eating is out of control. When a pat- 

tern of binge eating more than once a week for longer than 3 months occurs, as 

it does in Ms. Simpson’s case, the diagnosis is Binge-Eating Disorder (DSM-5, 

p. 350). This diagnosis is not made if the individual engages in the inappropriate 

compensatory behavior that characterizes Bulimia Nervosa (e.g., self-induced 

vomiting or excessive exercise; see Section 10.5). 

Individuals with Binge-Eating Disorder differ in several respects from indi- 

viduals with Bulimia Nervosa. In clinical settings, individuals with Bulimia Ner- 

vosa are almost invariably in their 20s, but individuals with Binge-Eating 

Disorder have an average age in their 40s. Bulimia Nervosa is extremely uncom- 

mon in males, whereas Binge-Eating Disorder occurs approximately equally in 

females and males. The typical individual with Bulimia Nervosa is of normal or 

near-normal weight but is preoccupied with being thin, whereas most individu- 

als with Binge-Eating Disorder are overweight and would be delighted if they 

could bring their weight down to the normal range. 
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POU ART ER Ut. 

Elimination Disorders 

A child usually becomes interested in mastering elimination of body waste during 

the toddler phase (ages 1-3 years), and by age 4 years, most children have achieved 

bowel and bladder continence, in the following order of success: nighttime bowel 

control, daytime bowel control, daytime bladder control, and nighttime bladder con- 

trol. Elimination Disorders involve the inappropriate elimination of urine or feces 

and usually affect children over age 4 who have already been toilet trained. This di- 

agnostic class includes two disorders: Enuresis (more commonly known as wetting), 

which is the repeated voiding of urine into inappropriate places, and Encopresis (soil- 

ing), which is the repeated passage of feces into inappropriate places. The minimum 

age requirements for diagnosis of both disorders are based on developmental age— 

that is, age as determined by degree of emotional, mental, anatomical, and physiolog- 

ical maturation—and not solely on chronological age. (Table 11-1 lists characteristic 

features of the Elimination Disorders.) Both Enuresis and Encopresis may be volun- 

tary or involuntary. Although these disorders typically occur separately, co-occur- 

rence may also be observed. 
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TABLE 11-1. Characteristic features of Elimination Disorders 

Disorder Key characteristics 

Enuresis Repeated voiding of urine into bed or clothes 

Chronological age of at least 5 years or equivalent developmental level 

Encopresis Repeated passage of feces into inappropriate places 

Chronological age of at least 4 years or equivalent developmental level 
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11.1 

Enuresis 

Enuresis inVolVesS the individual’s repeated voiding of urine during the day 

or at night into his or her bed or clothes. Most often the voiding of urine is not under 

the person's control, but occasionally it may be intentional. Occasional episodes are 

not sufficient to justify a diagnosis of Enuresis. DSM-5 sets a minimum frequency of 

at least twice a week for at least 3 consecutive months for the diagnosis. Alternatively, 

the diagnosis can be given if a lower frequency of occurrences causes clinically signif- 

icant distress or impairment in social, academic (occupational), or other important 

areas of functioning, such as limiting a child’s social activities by making him or her 

ineligible for sleepaway camp or resulting in social ostracism by peers. Moreover, to 

qualify for the diagnosis, the child must have reached an age at which continence is 

expected, which is a chronological or mental age of at least 5 years. Finally, the diag- 

nosis cannot be given if the incontinence is due to the physiological effects of a sub- 

stance such as a diuretic (a medication used to increase urination so as to eliminate 

excess fluid from the body) or an antipsychotic medication, or if the incontinence is 

due to a general medical condition such as diabetes, spina bifida (a condition in which 

the spine does not develop completely and does not completely cover the spinal 

cord), or a seizure disorder (urinary incontinence during a seizure). 

In the most common form of Enuresis, sometimes referred to as monosymptomatic 

enuresis, the urinary incontinence occurs only during nighttime sleep (Nocturnal 

Only subtype), typically during the first one-third of the night. The less common 

form, referred to simply as urinary incontinence (Diurnal Only subtype), involves uri- 

nary voiding only during waking hours. Individuals with this type can be divided 

into two groups: those with “urge incontinence” have sudden urges to urinate 

quickly followed by involuntary voiding, and those with “voiding postponement” 

consciously defer urges to void urine until incontinence results. Finally, some individ- 

uals have urinary incontinence during both daytime and nighttime (Nocturnal and 

Diurnal subtype), a form of enuresis known as nonmonosymptomatic enuresis. 

The prevalence of enuresis is 5%—-10% among 5-year-olds, 3%-5% among 10-year- 

olds, and around 1% among individuals 15 years or older. Although most children 

with enuresis do not have a comorbid mental disorder, the prevalence of comorbid 

behavioral symptoms is higher in children with enuresis than in children without en- 

uresis. Nocturnal enuresis is more common in boys than in girls, whereas diurnal in- 

continence is more common in girls. 

Never Dry 

Angelo, who is 7 years old, was referred to the clinic by his parents because of wetting 
himself at night and during the day. His parents were also concerned about his temper 
tantrums and other behavior problems. 

Angelo has never been consistently dry. He is now wet most nights, often several 
times each night, although he is usually dry for a few days when sleeping over at his 
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grandparents’ house. The longest period during which he has been continuously dry at 
night was for 2 weeks when, 2 years ago, he was ina hospital because of a fractured leg. 

Angelo has never been dry through the day. Since starting at a new school 3 months 
ago, he has managed to be dry during school hours. However, he invariably wets him- 
self once he returns home from school and again before bedtime. 

His parents have tried a variety of methods to stop the wetting. They have praised An- 
gelo, offered him rewards if he would stay dry, “told him off” in private and in public, 
and, on one occasion, even gave him a mild spanking. He has received various forms of 
medication from his pediatrician but has never continued with them for very long; his 
parents feel that the medication has never been very helpful. His parents have tried wak- 
ing him up to urinate after he has gone to sleep and before they go to bed, but this practice 
has not had a predictable effect on whether or not he would be wet later at night. 

Before wetting himself during the daytime, Angelo often seems to become agitated, 
crosses his legs, and hops up and down. If his parents notice him doing this and tell him 
to go to the toilet, they feel that they can avert his wetting. During family outings in an 
automobile, Angelo seems to need to urinate more often than other children of his 

_ mother’s acquaintance. 
The boy has been evaluated by a urologist, who found no urinary infection or other 

genitourinary abnormality. 

His mother describes Angelo as having frequent temper tantrums at home. These 
occur two to three times a week, and are precipitated by only minor frustrations. For 
example, the day before his first attendance at the clinic, he had a temper tantrum when 
he could not find his jacket before going outside in the cold weather. At such times, he 
jumps up and down and shrieks, or sits or lies down and kicks his legs. The tantrums 
last up to 10 minutes, and then everything seems to be forgotten. Angelo’s parents de- 
scribe him as also being generally stubborn and very persistent in trying to get some- 
thing he wants. He often is oppositional and refuses to do as he is told: “He always 
thinks he knows best.” The mother notes, however, that the temper tantrums have only 

occurred at home and never at school. 
In other ways Angelo’s behavior is essentially normal. He eats and sleeps well, enjoys 

going to school, and has many friends, although his friendships often are short-lived. He 
rarely gets into a fight. His teachers regard him as being precocious in his ability to talk 

about grown-up things. 
He is very close to his mother and spends a lot of time telling her everything that he 

has been doing during the day. He also enjoys his father’s company. He ignores his 11- 

year-old sister, whom he regards as a nuisance. 
Angelo had normal developmental motor milestones, sitting at 7 months and walk- 

ing at 1 year. His parents believe that he was slow to speak and recall that he only 
started to say single words at 16 months and was not putting sentences together until 

at least age 2 years. He stopped soiling himself (with feces) during the day at age 3 years. 

On examination, Angelo was a pleasant-looking, slim, blond boy with no physical 

abnormalities. His intravenous pyelogram (an X-ray study of the kidneys and urinary 

tract) was reviewed and found to be normal. His IQ had previously been tested, and he 

was known to have a full-scale IQ of 110 (above average), with verbal and performance 

scores close to that. The psychologist who tested him reported that Angelo was anxious 

about his performance and easily became distressed if he could not do an item or feared 

that he might have done it wrong. 

During the interview, Angelo was active in exploring the room, talked readily, and 

had good rapport with the interviewer. He seemed confident and mature for his age 

and discussed his bed-wetting without seeming concerned. He often approached ag- 

gressive themes during play but very rarely followed through on them. 

Discussion of “Never Dry” 
Persistent enuresis at age 7 is clearly abnormal. The absence of any physical ex- 

planation for Angelo’s wetting suggests the diagnosis of Enuresis (DSM-5, p. 
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355). Because his enuresis occurs both during waking hours and overnight, the 

subtype Nocturnal and Diurnal would also apply. Several of Angelo’s behav- 

iors—frequent temper tantrums, stubbornness, and frequent refusal to do as 

he is told—might be indicative of Oppositional Defiant Disorder (see “No 

Brakes” in Section 15.1), but in the absence of evidence that his oppositional 

behavior is pervasive (e.g., also seen at school and with other authority fig- 

ures), the clinician would be reluctant to give an additional diagnosis of Oppo- 

sitional Defiant Disorder, although it would need to be ruled out. 

alee 

Encopresis 

En copresis INVOIVES the repeated passage of feces into inappropriate places, 
such as in clothing or on the floor. Most often this behavior is involuntary, but occa- 

sionally it may be intentional. For the behavior to qualify for the DSM-5 diagnosis of 

Encopresis, the passage of feces must occur at least once a month for at least 3 months. 

Moreover, to qualify for the diagnosis, the child must have a chronological or mental 

age of at least 4 years. Finally, the fecal incontinence must not be exclusively attribut- 

able to the effects of medications (e.g., laxatives) or to a general medical condition that 

causes incontinence, such as chronic diarrhea, spina bifida, or an anal fissure. 

When the passage of feces is involuntary rather than intentional, it is often related 

to constipation, impaction, and retention with subsequent overflow, warranting the 

DSM-5 subtype With Constipation and Overflow Incontinence. The constipation may 

develop for psychological reasons (e.g., anxiety about defecating in a particular place, 

a more general pattern of anxious or oppositional behavior), leading to avoidance of 

defecation; or for physical reasons (e.g., from dehydration associated with a febrile ill- 

ness, hypothyroidism, or a medication side effect). In the subtype Without Constipa- 

tion and Overflow Incontinence, feces may be deposited in a prominent location, and 

it is usually associated with the presence of Oppositional Defiant Disorder (see Sec- 

tion 15.1) or Conduct Disorder (see Section 15.3). Soiling without constipation ap- 

pears to be less common than soiling with constipation. 

It is estimated that approximately 1% of 5-year-olds have encopresis, and the dis- 
order is more common in males than in females. 

Soiled Again 
(SSS ssc sss 

Lucas, a 6-year-old in first grade, was referred to the clinic by his pediatrician because 
of persistent soiling. A medical workup revealed no general medical condition that 
would account for this symptom. 

Lucas had never gained control of his bowel habits. He was not constipated as an 
infant, but after a febrile illness at age 2, he had become constipated. Six months later 
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he had impacted feces, and was seen by a surgeon, who prescribed laxatives and sup- 
positories. Following this, there was a pattern of alternating constipation, when Lucas 
did not go to the toilet for several days, and runny diarrhea, when he soiled his pants 
many times a day. At age 4, Lucas took laxatives regularly, and his stool became softer 
and more regular. At about the same time, his mother first attempted to toilet train him. 
He was made to sit on the toilet every evening until he “performed.” Although he usu- 
ally managed this, producing a tiny amount or, rarely, a normal stool, he continued to 
soil his pants frequently during the day. His mother said that within 30 minutes of 
changing his pants, he would be soiled again, and this pattern has continued until the 
present time. 

Lucas himself has been distressed about the soiling since starting school. He hates 
taking his clothes off for gym or at the beach. He worries that people will notice if, as 
occasionally happens, feces drop out of his pants. He is anxious when sitting on the toi- 
let in the evenings, and at first would do so only if bribed. Now he insists that his 
mother stay in the bathroom with him. 

Lucas is also enuretic at night. He became dry by day at age 3% but has continued to 
- wet at night. Because waking him at night has not prevented his wetting, he still wears 
pull-on diapers. 

For the last month, since seeing a puppet show, Lucas has awakened frequently with 
nightmares about witches. He often asks about witches, and his mother has tried to as- 
sure him that they do not exist. He has had a light on all night in his room for the past 
month. He never goes into his parents’ bed, which they do not allow because of his po- 
tentially being wet. 

His mother says that Lucas has seemed rather preoccupied with death. He often asks 
why people have to die and if he or his parents will die first. He then works out how 
old he might be when his parents die. He has said that he does not want to be buried 
because then people would walk over him. 

Apart from her son’s problems of soiling and wetting, Lucas’s mother feels that he 
is a normal little boy who is happy and outgoing. He is very affectionate with his 
mother and likes to receive lots of kisses and hugs. His mother implied that this might 
be excessive for a boy. He is attached to his father, but not as much as to his mother. He 

likes to play and go out with his father, but with his mother he is clinging and likes to 
stay close to her. 

Until age 4, Lucas had worried his parents because of seeming rather effeminate. He 
liked to dress in girls’ clothes and talked of “when I grow up to be a girl.” Now when 
playing, he likes to take more traditionally male roles, such as a policeman or bus con- 

ductor. 
There was initially some difficulty in Lucas’s adjustment at school. He used to 

scream when his mother left him, and he was reported to be very timid and afraid of 
other children. This lasted most of the first term, but he eventually began “to stand up 

for himself” and has been quite happy at school since then. He has several friends there, 

and the school is satisfied with his progress. 
Lucas’s developmental milestones were all a little behind those of his two older sis- 

ters, but his mother could not recall them exactly. He sat at about 6 months, shuffled 

about on his bottom and did not crawl, and walked at about 18 months, which are 

within the normal range. He also spoke his first words at about 18 months. 

Lucas’s mother is a smartly dressed, 35-year-old laboratory technician who seems 

timid and speaks quietly, but at the same time is quite forceful and articulate in what 

she says. She seems to feel unsure of herself with Lucas and thinks that bringing up a 

boy is much more difficult than bringing up her daughters. She is embarrassed, as a 

professional person, not to have sought help earlier. She recalls that in childhood, she 

also had hated to use lavatories away from home. 

Lucas’s father is a 40-year-old, intelligent, distinguished-looking general contractor. 

He was reticent during the interview. He readily admitted that he did not take an active 

part in the rearing of the children, although he enjoyed them and was very fond of 
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them. He explained that he was rather disgusted by the soiling and tried to keep out of 

the situation for fear of being too punitive. 

In the interview, Lucas appeared rather small for his age and had a babyish, full face. 

At first, he was very timid and shy and clung to his mother; however, he did allow his 

mother to leave the room after a short period and became much more assertive and out- 

going once she had left. He played with family figures in the dollhouse and soon had 
the little boy figure on the toilet and all the other members of the family watching him. 
His speech was immature and difficult to understand, but his vocabulary was exten- 

sive. 
Lucas was also seen by a pediatrician. On physical examination, a fecal mass the size 

of a small melon could be palpated in the lower abdomen, and soft feces could be felt 
in his rectum. 

Discussion of “Soiled Again” 
Because Lucas’s fecal incontinence has been persistent and because medical 

causes for the incontinence have been ruled out, the diagnosis is Encopresis 

(DSM-5, p. 357). Because his fecal incontinence is apparently associated with 

constipation and overflow incontinence, the subtype With Constipation and 

Overflow Incontinence would also be noted. Also, Lucas continues to have 

nighttime wetting, warranting an additional diagnosis of Enuresis, Nocturnal 

Only (DSM-5, p. 355). 

Lucas apparently went through a phase during which he showed some 

signs of possible disturbance in gender identity (see “Dolls” in Section 14.1), 
but he now seems to have a clear sense of himself as a male. He also showed 
some signs of separation anxiety when he began school, although he had in- 
sufficient symptoms for a diagnosis of Separation Anxiety Disorder (see “Tiny 
Tina” in Section 5.1). 
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CHAPIER 12 

Sleep-Wake Disorders 

Most individuals have experienced trouble sleeping at one time or another. 
This is normal and usually temporary, due to stress or other outside factors. When sleep 
problems are a regular occurrence and interfere with daily functioning, a DSM-5 diag- 
nosis of a Sleep-Wake Disorder may be appropriate. Individuals with a Sleep-Wake Dis- 
order typically present with sleep-wake complaints of dissatisfaction regarding the 

quality, timing, and amount of sleep. Resulting daytime distress and impairment are 

core features shared by all of the DSM-5 Sleep-Wake Disorders. 

There are five distinct stages of sleep: rapid eye movement (REM) sleep and four 

stages of non-rapid eye movement (NREM) sleep: 

¢ Stage 1 NREM sleep occurs during the transition from wakefulness to sleep and 

occupies about 5% of time spent asleep in healthy adults. 

e Stage 2 NREM sleep takes up about 50% of sleep time. 

e Stages 3 and 4 NREM sleep are the deepest levels of sleep. Together, they occupy 

about 10%-—20% of time spent asleep and tend to occur during the first third to first 

half of the night. 

e REMsleep, during which the majority of typical story-like dreams occur, occupies 

around 25% of sleep time. REM sleep occurs cyclically throughout the night, alter- 

nating with NREM sleep every 80-100 minutes, and increases in duration toward 

the morning. 

The characteristics of an individual patient’s sleep stages can be measured by poly- 

somnography, a type of sleep study that measures brain waves, blood oxygen level, 

heart rate and breathing, and eye and leg movements during sleep. Several of the 

DSM-5 Sleep-Wake Disorders, such as REM Sleep Behavior Disorder, are confined to 

certain stages of sleep. 

Ten specific DSM-5 Sleep-Wake Disorders are covered in this chapter (see Table 12-1 

for characteristic features). They differ based on the nature of the symptoms, their 

timing, and their association with certain medical conditions and substance use: 

e Insomnia Disorder and Hypersomnolence Disorder are diagnosed when individ- 

uals’ primary complaints are inability to sleep and excessive daytime sleepiness, 

respectively. 
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TABLE 12-1. Characteristic features of Sleep-Wake Disorders 

Disorder Key characteristics 

Insomnia Disorder Dissatisfaction with sleep quantity or quality, associated with 

difficulty initiating or maintaining sleep or early-morning 

awakening with inability to return to sleep 

Hypersomnolence Disorder Excessive sleepiness associated with recurrent periods of sleep 

or lapses into sleep, unrefreshing prolonged main sleep 

episodes, or difficulty being awake after abrupt awakening 

Narcolepsy Recurrent periods of an irrepressible need to sleep, lapsing into 

sleep, or napping occurring within the same day 

Cataplexy (bilateral loss of muscle tone) or abnormal laboratory 

testing 

Obstructive Sleep Apnea Laboratory evidence of at least five obstructive apneas or 

Hypopnea hypopneas per hour of sleep, possibly with nighttime 
breathing disturbances or daytime fatigue 

Circadian Rhythm Sleep- _—_ Sleep disruption due to alteration of circadian system or to 
Wake Disorders misalignment between circadian rhythm and sleep-wake 

schedule 

Non-Rapid Eye Movement Recurrent episodes of incomplete awakening from sleep, 
Sleep Arousal Disorders accompanied by either sleepwalking (rising from bed during 

sleep) or sleep terrors (abrupt terror arousals from sleep) 

Amnesia for the episodes 

Nightmare Disorder Extended dysphoric and well-remembered dreams causing 
significant distress or impairment 

Rapid Eye Movement Arousals during REM sleep associated with vocalizations or 
(REM) Sleep Behavior complex motor behavior 

Disorder 

Restless Legs Syndrome Urge to move the legs, often accompanied by or in response to 
uncomfortable sensations in the legs 

Substance-/ Medication- Persistent and severe sleep disturbance due to direct effects of 
Induced Sleep Disorder a substance or medication on the central nervous system 

¢ Narcolepsy (a neurological condition involving the loss of the brain’s ability to 

regulate sleep-wake cycles normally) and the Breathing-Related Sleep Disorders 

(sleep disruption caused by abnormal breathing during sleep; comprised of Ob- 

structive Sleep Apnea Hypopnea, Central Sleep Apnea, and Sleep-Related Hy- 

poventilation) are included in DSM-5 because these must be considered and ruled 

out when a person presents with excessive daytime sleepiness. (Because it is by far 

the most common type of Breathing-Related Sleep Disorder, Obstructive Sleep 
Apnea Hypopnea is the only Breathing-Related Sleep Disorder covered in this 
book). 

¢ Circadian Rhythm Sleep-Wake Disorders are characterized by a problem with the 
timing of sleep in which individuals are unable to sleep and wake at the times re- 
quired for normal work, school, and social needs. 

¢ The set of DSM-5 Sleep Disorders referred to as the Parasomnias involve abnormal 
movements, behaviors, emotions, perceptions, and dreams that occur while fall- 
ing asleep, while asleep, between sleep stages, or during arousal from sleep. These 
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include NREM Sleep Arousal Disorders, which include sleepwalking and sleep 
terrors during the night; Nightmare Disorder; and REM Sleep Behavior Disorder. 
Restless Legs Syndrome is a neurological disorder characterized by unpleasant 
sensations in the legs that occur primarily at night. 

° Substance/Medication-Induced Sleep Disorder is diagnosed for clinically signifi- 
cant sleep disturbances caused by substance or medication use. 

12.1 

Insomnia Disorder 

The predominant complaint in Insomnia Disorder is dissatisfaction with the 
amount or quality of sleep. Manifestations of insomnia can occur at different times of 

the sleep period. A person can have trouble initiating sleep at bedtime (called initial 

insomnia), staying asleep throughout the night with frequent or prolonged middle-of- 
the-night awakenings (middle insomnia), or waking up early in the morning with an 

inability to return to sleep (late insomnia). DSM-5 sets a minimum frequency require- 

ment of the symptoms occurring for at least 3 nights a week and a minimum duration 

requirement of at least 3 months. Moreover, to qualify for a DSM-5 diagnosis of Insom- 

nia Disorder, the sleep complaints have to be sufficiently severe to cause clinically sig- 

nificant distress or impairment in social, occupational, or other important areas of 

functioning. Although the difficulty sleeping may occur on its own in the absence of 

any other condition, difficulty sleeping may also be a symptom of another sleep disor- 

der, such as a Breathing-Related Sleep Disorder; a symptom of another mental disor- 

der, such as Major Depressive Disorder; or a consequence of a medical condition, such 

as chronic pain. In such cases, a separate diagnosis of Insomnia Disorder (in addition 

to the other sleep disorder, mental disorder, or medical condition) is given only if the 

sleep problems are severe enough to warrant clinical attention in their own right. 

In addition to having nighttime sleep difficulties, people with Insomnia Disorder 

have daytime impairments. These include fatigue or daytime sleepiness, as well as 

impairment in cognitive performance that can include difficulties with attention, con- 

centration, and memory, and even with performing simple manual tasks. Associated 

mood disturbances include irritability or mood lability and, less commonly, depres- 

sive or anxiety symptoms. 

Symptoms of insomnia are common in the general population, with about one- 

third of adults reporting problems with insomnia. About 10%-15% experience day- 

time impairments along with their symptoms of insomnia. It is estimated, however, 

that only 6%-10% have insomnia symptoms that meet the DSM-5 requirements for a 

diagnosis of Insomnia Disorder, in terms of meeting the minimum frequency and du- 

ration requirements, as well as the requirement that the symptoms cause clinically 

significant distress or impairment. Insomnia complaints are more common in women 

than in men, with a gender ratio of approximately 1.5 to 1. 
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High-Strung 
_ sen nN 

Mia Harrington, a 36-year-old vice president of a Detroit department store, responded to 

an advertisement describing a new clinic specializing in the treatment of sleep problems. 

Since she was in college, she has had difficulty falling asleep most nights. She feels “men- 

tally hyperactive” at bedtime and is unable to stop thinking about significant experiences 

of the day, particularly her interactions with dissatisfied customers. When she feels she 

has accomplished too little during a particular day, she feels she does not “deserve” to go 
to bed. Any evening excitement, such as an interesting movie or a lively party, leaves her 
unable to simmer down for hours afterward. Occasionally, in the middle of the night, she 
awakens feeling wide awake and again finds herself ruminating about the day’s events. 

When she sleeps poorly, she feels “high strung” and tense the following day. The insom- 
nia has worsened during the past year, coincident with more stress at work. 

Ms. Harrington’s business involves occasionally “wining and dining” other execu- 
tives, but she finds that late meals or alcohol intake aggravates her insomnia. She has 
noticed that on days when she has cocktails with dinner, she invariably awakens in the 

middle of the night, feeling wide awake and slightly sweaty. Business travel also wors- 
ens her sleep. She finds herself in a state of unrelieved overstimulation when her job re- 
quires “running from city to city” for extended periods. 

Ms. Harrington was divorced 3 years ago after 10 years of marriage. She has a wide 
circle of friends and enjoys socializing with them. Relaxing alone, however, has long 
been considered “dead time.” Both of her parents and a sister have had problems with 
alcohol. She is the only one in her family to be steadily employed. During the last year 
she has been in once-a-week psychotherapy to try to understand “why I am so driven.” 
This has not helped her insomnia. She has also tried sleeping pills, which leave her 
“hung over” the following day. 

Discussion of “High-Strung” 
Ms. Harrington has long-standing problems with falling asleep at night, fre- 

quently awakening during the night, and being unable to return to sleep. The 

frequency and severity of the sleep difficulty and resulting daytime fatigue are 
clearly clinically significant, justifying a DSM-5 diagnosis of Insomnia Disor- 
der (DSM-5, p. 362). Although a number of factors, such as workday stressors 
and late-night alcohol intake, are likely contributing to her sleep difficulties, 
the descriptive diagnosis of Insomnia Disorder still applies given that her 
sleep problems meet the duration, frequency, and clinical significance require- 
ments of the DSM-5 diagnosis. 

12.2 
Hypersomnolence Disorder 

Individuals with Hypersomnolence Disorder experience excessive sleepiness 
despite having had an adequate amount of nighttime sleep (i.e., at least 7 hours). The 
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symptom of excessive sleepiness can manifest in a number of ways. The person may 
feel compelled to nap throughout the day at inappropriate times, such as at work, 
while eating a meal, during a conversation, or while driving a car. Daytime naps usu- 
ally provide no relief from symptoms. The individual may also report not feeling 
refreshed after awakening in the morning despite having slept for a long period of 
time (e.g., 9 hours or longer). The person may also experience what is known as sleep 
inertia or sleep drunkenness, which is defined as a period of impaired performance and 
reduced vigilance following awakening from a regular sleep episode or from a nap. 
DSM-5 requires a minimum frequency of at least three times per week of hypersom- 
nolence symptoms and a minimum duration of 3 months, and also requires that the 
symptoms be sufficiently severe to cause clinically significant distress or impairment 
in social, occupational, or other important areas of functioning. 

Although excessive daytime sleepiness may occur on its own in the absence of any 
other condition, it more often is a symptom of another sleep disorder, such as Breath- 

ing-Related Sleep Disorder or Narcolepsy; a symptom of another mental disorder, 

such as Major Depressive Disorder; or a consequence of a medical condition, such as 

chronic pain. In such situations, a separate additional diagnosis of Hypersomnolence 

Disorder is given only if the hypersomnolence symptoms are a particular focus of 

clinical attention. 

The persistent need for sleep can lead to automatic behavior that the person carries 

out with little or no subsequent recall of what he or she had been doing. For example, 

a person may find herself having driven several miles from where she thought she 

was located, unaware of the “automatic” driving she did in the preceding minutes. 

Other symptoms may include anxiety, increased irritation, decreased energy, restless- 

ness, slow thinking, slow speech, loss of appetite, hallucinations, and memory diffi- 

culty. 

Approximately 5%-10% of individuals who seek consultation in sleep disorders 

clinics with complaints of daytime sleepiness are diagnosed as having Hypersomno- 

lence Disorder. Hypersomnolence occurs with relatively equal frequency in males 

and females. 

Sleepy 
aS USE STR EER EE EES ENTS 

Jerome Coopersmith, a 55-year-old businessman, has had excessive sleepiness since 

age 21. When he described this history to his new family physician, Mr. Coopersmith was 

referred to a sleep specialist. Typically, he sleeps regularly from 10:15 P.M. to 7:30 A.M. He 

also takes half-hour to three-quarter-hour naps between 9:00 and 10:15 A.M. and 

between 1:30 and 2:00 P.M. and naps irregularly between 4:30 and 8:30 P.M. When nap- 

ping at work, on his office floor, he defers taking all phone calls. He awakes temporarily 

refreshed. Delaying his naps causes overwhelming fatigue. He has no sudden loss of 

muscle tone (as in cataplexy, defined as episodes of loss of muscle tone and episodes of 

falling, often in association with intense emotions, such as laughter, anger, or fear) or 

other symptoms suggesting Narcolepsy, and neither snores nor has any other symp- 

toms suggesting a Breathing-Related Sleep Disorder. 

Although Mr. Coopersmith owns a TV station in Birmingham, Alabama, he is 

spared obligatory hard work because his staff can run the operation. Nevertheless, he 

is an organized, motivated person. He is in good health and jogs 4-5 miles daily. He 
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lives with his wife and youngest son. He enjoys socializing with his married children 

and their families and dabbling in local politics. He takes a longer afternoon nap in an- 

ticipation of any evening activity, which he always leaves early in favor of his regular 

bedtime. 

Mr. Coopersmith’ father had taken a nap daily after lunch, and his paternal grand- 

father had been excessively sleepy. During childhood, Mr. Coopersmith had had some 

nightmares but no other sleep problems. He had been athletic and spontaneously ran 

along his paper route. 

When interviewed, Mr. Coopersmith was friendly, informative, and self-assured. He 

denied depressed mood or loss of interest or pleasure. He regarded his sleepiness as a 

difficulty with which he had come to terms, but would be grateful for further relief. 

Tests of daytime vigilance indicated impaired arousal. He had an average time inter- 

val to sleep onset of 11 minutes, during five polysomnographically recorded naps, 

which is within the normal range. During a nighttime polysomnographic recording, he 

had normal-appearing sleep that continued uninterrupted for 9% hours until he had to 

be awakened. 

Discussion of “Sleepy” 
Mr. Coopersmith comes to his physician complaining of excessive daytime 

sleepiness occurring every day for over 30 years, and he presents with the typ- 

ical symptoms of Hypersomnolence Disorder: he experiences daytime sleepi- 

ness even when sleeping for at least 9 hours at night, he takes multiple naps 

during the day, and he experiences extreme fatigue if he puts off napping. Al- 

though he is still able to function (albeit with accommodations like having his 

staff run the TV station he owns), he is clearly sufficiently distressed by this 

problem to follow through with his family physician’s referral for help at a 

sleep center. Because excessive daytime sleepiness is often a feature of another 

sleep disorder (e.g., Narcolepsy or Breathing-Related Sleep Disorder), another 

mental disorder (e.g., depression), or a medical condition, or may be a side ef- 

fect of a medication, the first step in the evaluation of excessive daytime sleep- 

iness is to rule out these other causes, each of which has its own specific 

treatment. Given that Mr. Coopersmith is medically healthy and is not taking 

any medication, is not drinking or using substances, and has reported no signs 
or symptoms suggestive of a mental disorder or other sleep disorder, a specific 
cause for the hypersomnolence seems unlikely. 

Both daytime polysomnography to measure the extent of daytime sleepi- 
ness and overnight polysomnography were done to rule out other sleep disor- 
ders, such as Narcolepsy, Breathing-Related Sleep Disorders, or Restless Legs 
Syndrome, as is typically done in cases of excessive daytime sleepiness evalu- 
ated at a sleep center. The Multiple Sleep Latency Test, performed during the 
daytime polysomnographic evaluation, measured how quickly Mr. Cooper- 
smith fell asleep when asked to lie down ina quiet room. Falling asleep in less 
than 5 minutes is considered evidence of severe daytime sleepiness, less than 
10 minutes is considered to be troublesome, and anything over 10 minutes is 
considered to be manageable. Mr. Coopersmith fell asleep in 11 minutes, 
which puts his daytime sleepiness in the manageable range. No sleep abnor- 
malities were found on the overnight sleep study. Thus, the DSM-5 diagnosis 
in this case would be Hypersomnolence Disorder (DSM-5, p. 368) occurring in 
the absence of other associated conditions. 
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Cry Me a River 

Alison Campbell, 38-year-old clerical worker, presents to a psychiatrist describing how 
she has been suffering from a disabling sleep problem for 11 years. She usually goes to 
bed at 6:00 P.M. and sleeps straight through until 7:00 A.M. The reason that she comes for 
help now is that last month her driver’s license was suspended after she fell asleep while 
driving her car out of a parking lot and hit a telephone pole. As a result, she now has to 
arise at 6:00 A.M. to use public transportation to arrive in time for work at 8:15 A.M. Upon 
arising Ms. Campbell typically feels groggy and “out of it.” During the day she remains 
sleepy. She frequently falls asleep on buses, missing her stop. In an attempt to remain on 
her feet at least some of the time that she is away from her office job, she recently took a 
sales job after her daytime job, requiring her to work from 6:00 P.M. to 10:00 P.M. 2 nights 
a week. On weekends Ms. Campbell remains in bed, asleep all day, arising only to go to 
_the toilet or for meals, except on an occasional Saturday when she does her routine chores. 

When asked by the psychiatrist during the evaluation about other sleep-related 
symptoms, Ms. Campbell reported that she does not believe she snores during sleep, as 
would be likely in sleep apnea, and she denies nightmares, sleepwalking, or sudden 
losses of muscle tone (cataplexy) or feelings of paralysis upon awakening, which are 
both symptoms of Narcolepsy. 

Before the onset of her sleep problem 114 years ago, Ms. Campbell generally required 
only 6-7 hours of sleep a night. During the first year of her “sleepiness,” she began to 

treat herself with caffeine, drinking up to 10 cups of coffee and 1-2 liters of cola daily 
in an attempt to stay awake. 

When the psychiatrist asked whether she has had any psychiatric problems, Ms. 
Campbell reported that in addition to the sleepiness, she has had severe, recurrent pe- 
riods of depression since approximately age 13. For several months before the evalua- 
tion, she was having crying spells in her office. These sometimes would come on so 
suddenly that she had no time to run to the restroom to hide. She acknowledged trouble 
concentrating on her job and noted that she was getting little pleasure from her work, 
something she used to enjoy. She had been harboring angry and pessimistic feelings for 
the past several years, and noted that these were more severe recently because she had 
allowed her diabetes and weight to get out of control. She felt guilty that she was phys- 
ically damaging herself and slowly dying in this way. She sometimes thought that she 

deserved to be dead. 
She had been treated from age 18 to age 33 with psychotherapy, during which time 

her depression gradually worsened. More recently, she had been given trials of several 

different antidepressants, each of which had made improvements in mood and wake- 

fulness that lasted several months. She tended to fall asleep during evening group psy- 

chotherapy sessions. 
Ms. Campbell had done poorly in high school and had gone to business school for 

4 years, but had failed to graduate. Despite having some hope of a romantic relation- 

ship, she had never had a steady boyfriend. She lives at home with her mother and has 

no close friends outside her family. On close questioning, it became apparent that the 

onset of the sleep problems and the beginning of the most recent period of depression 

had coincided. 

As she described her problem to the psychiatrist, she gazed continually downward 

and conversed in a low monotone. She answered questions dutifully but without elab- 

oration. She shed copious tears. 

Discussion of “Cry Me a River” 

Ms. Campbell suffers from recurrent periods of depression, although her pre- 

dominant complaints are of disabling excessive daytime sleepiness that has 
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persisted for the past 1% years. She lapses into sleep throughout the day (e.g., 

she fell asleep while driving her car, she falls asleep on buses and misses her 

stop), remains in bed asleep all day on weekends, and has symptoms of sleep in- 

ertia, feeling groggy and “out of it” on awakening. As in all cases in which a per- 

son presents with excessive daytime sleepiness, it is important to first determine 

whether there are any accompanying conditions that might explain the symp- 

toms. In Ms. Campbell’s case, there is no evidence that her excessive daytime 

sleepiness is entirely explained by another sleep disorder, such as a Breathing- 

Related Sleep Disorder or Narcolepsy, or that it is due to substance use or is a 

side effect of a medication. Ms. Campbell is, however, suffering from recurrent 

depression, and her sleep problems developed in the midst of her latest depres- 

sive episode. Given that hypersomnia is a common symptom of depression, it is 

fairly clear that her excessive daytime sleepiness is not an independent sleep 

problem but instead is part of her presentation of Major Depressive Disorder. 

Therefore, one option is to consider the sleep problem to be completely ex- 

plained by the depression and to diagnose only the depression, not giving a 

sleep disorder diagnosis at all. However, given that the hypersomnolence is her 

predominant complaint and that its severity warrants independent clinical at- 

tention, in Ms. Campbell’s case, a separate diagnosis of Hypersomnolence Dis- 

order (DSM-5, p. 368) would apply. 

12.3 

Narcolepsy 

Narcolepsy is a chronic neurological disorder involving poor control of the 
sleep-wake cycle. It is included in DSM-5 because it is one of the conditions a clinician 

needs to rule out when a patient presents with excessive daytime sleepiness. Individ- 

uals with Narcolepsy experience daytime sleepiness accompanied by intermittent 

uncontrollable bouts of falling asleep during the daytime that usually last a few sec- 
onds to several minutes. These “sleep attacks” can greatly affect daily functioning, 
because people may unwillingly fall asleep at work, at school, in the middle of a con- 
versation, while eating a meal, or most dangerously, while driving a car or operating 
other types of machinery. Most individuals with Narcolepsy experience episodes of 
cataplexy, a phenomenon that involves a sudden loss of voluntary muscle tone lasting 
from seconds to minutes that is precipitated by emotional reactions such as laughter, 
anger, surprise, or fear. Muscles affected in cataplexy may include those of the neck, 
jaw, arms, legs, or whole body, resulting in head bobbing, jaw dropping, or complete 
falls. 

A DSM-5 diagnosis of Narcolepsy applies to individuals who have had at least 
three lapses into sleep per week over the past 3 months, plus at least a few episodes 
per month of cataplexy. For those individuals with bouts of lapsing into sleep who do 
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not have cataplexy, the Narcolepsy diagnosis can still be made if there is either evi- 
dence of hypocretin deficiency or evidence from polysomnography of a shortened 
period of time from the onset of sleep to the start of the first REM sleep period (REM 
latency). The neurotransmitter hypocretin, which is measured in cerebrospinal fluid 
obtained from a spinal tap, is reduced in patients with Narcolepsy, reflecting the loss 
of hypocretin-producing cells in the hypothalamus (a section of the brain responsible 
for the production of many of the body’s essential hormones), which appears to be 
the cause of most cases of Narcolepsy. The shortened REM latency time seen on poly- 
somnography is also a hallmark of Narcolepsy. In a normal sleep cycle, REM sleep 
does not start until at least 60-90 minutes after a person falls asleep. In individuals 
with Narcolepsy, however, REM sleep occurs within minutes of falling asleep. 

Other symptoms that commonly occur in Narcolepsy include sleep paralysis and 
vivid hallucinations. Sleep paralysis involves the temporary inability to talk or move 
upon awakening or when falling asleep, lasting from a few seconds to minutes. It is 
a normal brain mechanism occurring during REM sleep and is what prevents a per- 
son from acting out dream content while in the midst of a dream. In Narcolepsy, it 

also occurs during transitions from wakefulness to sleep. Visual hallucinations (see 

introduction to Chapter 2, “Schizophrenia Spectrum and Other Psychotic Disorders”) 

may accompany sleep paralysis and occur when the person is falling asleep or awak- 

ening. Referred to as hypnagogic hallucinations when they occur during sleep onset and 

hypnopompic hallucinations when occurring during the transition from sleep to wake- 

fulness, these images are unusually vivid, seem real, and can be quite frightening. 

Narcolepsy typically starts in childhood, adolescence, or young adulthood. Narco- 

lepsy is quite rare, affecting less than 0.05% of the general population. 

Catnaps 

Nora Thompson, a 24-year-old graduate student, complained to her primary care doc- 
tor of episodes of severe daytime sleepiness that force her to take naps. Sometimes, 
when she attempts to stay awake, she is unable to do so, and she has fallen asleep at the 

dinner table and even when walking. She has trouble staying alert enough to get off at 
the right bus stop. In fact, she is unable to remain seated without becoming sleepy. She 
slept through classes and failed her courses in graduate school. 

Nora is also bothered by frequent episodes of cataplexy, in which she becomes limp 
and briefly unable to move after sudden emotional arousal. This occurred, for example, 

when she discovered that her cat had urinated on her rug, and when she became en- 

raged with her roommate. On another occasion, she nearly had a car accident when an- 

other driver did something that annoyed her and she almost lost control of the car. 

As she falls asleep at night, Nora sees vivid scenes that seem real and she feels that 

someone else is in the room with her. She still feels awake, however, and knows that 

there really is no one else there. Her sleep is frequently punctuated by nightmares. She 

then wakes up feeling very hungry and has a snack. 

Extremely bothersome to Nora is her continual “automatic behavior,” in which she 

suddenly discovers that she has accomplished very little after a lengthy period of work 

ona task. For example, she spent 2 hours unsuccessfully trying to fix her glasses and 

was unaware of this until her roommate interrupted her and pointed it out. The auto- 

matic behavior makes it difficult for her to change from one task to another, so it some- 

times takes her 2 hours to get out of the house in the morning or to get ready for bed at 
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night. Delays in getting to bed prevent her from getting a good night's sleep, which fur- 

ther aggravates her daytime sleepiness. Her roommates grew weary of her undepend- 

ability, and she had to move back to her parents’ home. 

Previous treatment with a drug regimen consisted of nortriptyline, an antidepres- 

sant; dextroamphetamine, a stimulant; and zolpidem, a sleeping pill. 
Nora was referred to a sleep center where she was instructed to keep records of her 

in-bed times, nap times, cataplexy attacks, episodes of night eating, and automatic be- 
haviors. Psychotherapy was focused on examining the details of her failure to adhere 
to prescribed bedtimes, forgetting to take medication, and other behaviors that wors- 
ened her situation. She was withdrawn from the zolpidem, and the doses of her nor- 
triptyline and dextroamphetamine were empirically adjusted on the basis of the record 

she kept of her behavior. 
Nora’s symptoms gradually disappeared, and she was able to move out of her par- 

ents’ house, get a job, reestablish a social life, and return to graduate school. 

Discussion of “Catnaps” 
Nora’s symptomatic presentation is characteristic of Narcolepsy. She has recur- 

rent periods of an irrepressible need for sleep (e.g., she has fallen asleep at the 

dinner table and has missed her bus stop because of inability to stay awake), as 

well as episodes of cataplexy such as when she nearly had a car accident when 

another driver did something that annoyed her and she almost lost control of 

her car. Although polysomnographic evidence of shortened REM latency or 

hypocretin deficiency as measured by a spinal tap are also indicative of Narco- 

lepsy, the presence of frequent lapses into sleep accompanied by episodes of 

cataplexy are sufficient for Nora’s presentation to meet the DSM-5 definitional 

requirements for Narcolepsy (DSM-5, p. 372). Many of the other symptoms that 

she has experienced, such as vivid visual hallucinations that occur as she is fall- 

ing asleep and automatic behaviors, in which she continues her activities in a 

semi-automatic haze-like fashion without memory or consciousness, are com- 

monly associated with, although not diagnostic of, Narcolepsy. 

12.4 

Obstructive Sleep Apnea Hypopnea 

DSM-5 includes a Breathing-Related Sleep Disorders subgroup of conditions that 
involve difficulty breathing during sleep. The most common breathing-related sleep 
disorder is Obstructive Sleep Apnea Hypopnea, in which the person's breathing is 
interrupted by a physical block to airflow during sleep. If there is a total absence of 
airflow, these episodes are called apneas; if there is a reduction in airflow, they are 
referred to as hypopneas. These periods of absence or reduction in breathing last at 
least 10 seconds and are associated with reduced blood oxygen saturation. The 
chronic reduction of overnight blood oxygen can have a number of long-term, 
adverse medical consequences, including high blood pressure, heart disease, stroke, 
diabetes, and depression. Individuals with Obstructive Sleep Apnea Hypopnea are 
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rarely aware of having difficulty breathing at night, even upon awakening, but are 
typically afflicted with daytime sleepiness and fatigue, morning headaches, and 
moodiness. It is most often recognized as a problem by bed partners who witness the 
episodes of not breathing. 

Obstructive Sleep Apnea Hypopnea is diagnosed on the basis of polysomnographic 
findings and symptoms. A definitive diagnosis requires an overnight stay in asleep lab. 
Diagnosis can be made if the patient is found through polysomnography to have five 
or more obstructive apneas or hypopneas per hour of sleep plus either of the following 
symptoms: 1) sleep-related breathing disturbances, such as snoring, snorting / gasping, 
and breathing pauses during sleep, or 2) complaints of daytime sleepiness, fatigue, or 
unrefreshing sleep despite sufficient opportunities to sleep. Alternatively, the diagnosis 
can be made in the absence of symptoms if there are over 15 apneas or hypopneas per 
hour during polysomnography. 

Obstructive Sleep Apnea Hypopnea is a common disorder, affecting at least 1%- 
2% of children, 2%-15% of middle-age adults, and more than 20% of older individu- 

als. In adults, the male-to-female ratio ranges from 2:1 to 4:1. Obstructive Sleep Apnea 

Hypopnea is also associated with obesity. It is believed that the airway of an obese in- 

dividual becomes blocked by large tonsils, enlarged tongue, and increased fat in the 

neck. However, the common assumption that Obstructive Sleep Apnea Hypopnea af- 

fects only older, overweight men is wrong; anyone can have sleep apnea, regardless 
of gender, age, or body type. 

Food for Thought 

Thomas Grim is a 46-year-old advertising salesman and writer for a small magazine. 
During 15 years of marriage, his wife has noticed loud snoring and episodes, lasting 10— 
15 seconds, during which Mr. Grim does not breathe. According to his wife, “then he 

takes a giant breath, exhales, inhales one to four or five times, then he stops breathing 

for another one of these silences.” During longer “not-breathing” periods, as she refers 
to them, “he is very restless. He can dish out quite a kick or punch if I haven’t moved 
far enough out of the way.” After nights full of such events, Mr. Grim groggily drags 

himself out of bed, suffering from a headache. 
Mr. Grim is usually sleepy during the day, especially while driving the turnpikes 

around New England, as required for his work. To remain vigilant, he munches on fast- 

food hamburgers, washed down by gallons of Mountain Dew. Any alcoholic beverages 

make him want to fall asleep. 
Asa result of his snacks, Mr. Grim has 280 pounds packed onto his 5’8” frame. He is 

able to diet and lose weight only temporarily. Recently, he has developed a hiatal hernia 

(a protrusion of the upper part of the stomach into the chest through a weakness in the 

diaphragm) associated with stomach pain and indigestion, mild diabetes, and high 

blood pressure, all complications of the obesity. 

When Mr. Grim was a child, his mother constantly berated him for being too fat, and 

he feared she would starve him. It was then that he developed a habit of stopping for 

food whenever he was out of the house. 

Nasal stuffiness during hay fever season (generally in the early autumn months) 

worsens his snoring, the nocturnal “struggles,” and the morning headaches. Just before 

his first interview with a physician at a sleep disorders clinic about his sleep problems, 

Mr. Grim had cleaned out an old barn and attic, both full of dust and pigeon droppings, 

and had experienced a severe allergy attack. 
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Physical examination disclosed a deviated nasal septum, enlargement and thicken- 

ing of pharyngeal (throat) structures, and collapse of his pharyngeal walls into the air- 

way upon taking a deep breath with his nose blocked. 
A daytime Continuous Performance Test was administered. This is a test of the ability 

to maintain a consistent focus on some continuous activity, which can be an indicator of 
daytime impairment. The test involved pushing a button whenever Mr. Grim saw certain 
letters presented at a rate of one per second. He scored 44% correct, compared with a nor- 
mal rate of 66%-78%, indicating moderate impairment in concentration, which was 
worse in the morning. Laboratory sleep monitoring revealed recurrent 15- to 60-second 
periods of not breathing (sleep apnea), more than 30 such episodes per hour, associated 
with decreased oxygen saturation (frequently below 50%, where 90% is considered normal 
during sleep) and decreased heart rate (50-55 beats per minute), followed by an increased 
heart rate (to about 90 beats per minute). No normal periods of deep sleep were recorded 
on the polysomnogram. These findings indicated severe sleep apnea, which interfered 
with the quality of Mr. Grim’s nocturnal sleep and caused his daytime sleepiness and 
impaired daytime arousal. The clinician decided that Mr. Grim’s obesity and the struc- 
tural and functional impairment of his upper airway were the causes of the apnea. 

Treatment of the sleep apnea was by continuous positive airway pressure (CPAP), a 
technique in which the pressure of the inspired air is increased by a machine connected 
to the patient with a face mask and tube at night, which helps overcome the airway ob- 
struction. Mr. Grim’s snoring and sleepiness were rapidly relieved, and he became mo- 

tivated, for the first time, to stay on a diet. Within 6 months he lost 80 pounds. He said 
he felt “like I have gotten my youth back.” 

Discussion of “Food for Thought” 
Mr. Grim’s primary problem is chronic excessive daytime sleepiness due to recur- 

rent periods of sleep apnea. Although his sleep is adequate in amount, it is not 

restful. As is typical for this disorder, the patient himself was not aware of his noc- 

turnal breathing pauses; it was only evident on collateral reporting by his wife. 

Polysomnography indicated more than 30 episodes per hour, which far exceeded 

the minimum requirement of 5 per hour in someone who has daytime sleepiness, 

confirming the diagnosis of Obstructive Sleep Apnea Hypopnea (DSM-5, p. 378). 

The CPAP device was successful in treating Mr. Grim’s condition, resulting in re- 

lief of both his nighttime breathing difficulties and his daytime sleepiness. Al- 

though CPAP has a nearly 100% success rate, it is often difficult to get patients to 

comply with the nighttime treatment because many find the device uncomfort- 
able to use regularly. Perhaps Mr. Grim’s newfound motivation to stay on a diet 
will allow him to lose enough weight to reduce or eliminate his sleep apnea. 

Lo: 

Circadian Rhythm 

Sleep-Wake Disorders 

Humans, like most living organisms, have biological rhythms known as circadian 
rhythms, which are controlled by an internal body clock in a control center of the brain 
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known as the suprachiasmatic nucleus, which is located in the hypothalamus. The pri- 
mary circadian rhythm that this body clock controls is the sleep-wake cycle. Due to the 
circadian clock, sleepiness does not continuously increase as time passes. A person/s 
desire and ability to fall asleep is influenced both by the length of time since the person 
last woke from an adequate sleep and by internal circadian rhythms. Thus, the body is 
ready for sleep and for wakefulness at different times of the day. The circadian clock 
functions in a cycle that lasts a little longer than 24 hours and is set primarily by visual 
cues of light and darkness, which keep the clock synchronized to the 24-hour day. 

Circadian Rhythm Sleep-Wake Disorders include a variety of subtypes in which 
there is a continuous or occasional disruption of sleep patterns. The disruption results 
from either a malfunction in the internal body clock or a mismatch between the inter- 
nal body clock and the demands of the external environment regarding the timing 

and duration of sleep. As a result of the circadian mismatch, individuals with these 

disorders usually complain of insomnia at certain times and excessive sleepiness at 

other times of the day, resulting in work, school, or social impairments. They are gen- 

erally able to get enough sleep, however, if allowed to sleep and wake at the times dic- 

tated by their body clocks. Unless they also have another sleep disorder, the quality 

of their sleep is usually normal. 

DSM-5 includes five specific subtypes of Circadian Rhythm Sleep-Wake Disorders. 

For contrast, a person with a normal circadian rhythm will regularly experience 

sleepiness in the latter part of the evening (around 10 P.M.). For a person with the De- 

layed Sleep Phase Type (a so-called night owl), the tendency to feel sleepy at night is 

delayed relative to conventional bedtimes, with the person typically feeling sleepy 

around 2:00 A.M. or later and waking up later in the morning. A person with the Ad- 

vanced Sleep Phase Type (a so-called lark) will regularly feel sleepy several hours ear- 

lier in the evening than is normal, between 6:00 P.M. and 9:00 P.M., and wake up 

between 2:00 A.M. and 5:00 A.M. In the Irregular Sleep-Wake Type, there is a lack of 

discernible circadian rhythm—there is no major sleep period, and sleep is fragmented 

into at least three periods during the 24-hour day. In the Non-24-Hour Sleep-Wake 

Type, there is a pattern of sleep-wake cycles that is not synchronized to the 24-hour 

environment, with a consistent daily drift (usually to later and later times) of sleep 

onset and wake times. Shift Work Type affects people who frequently rotate shifts or 

work at night and have particular difficulty adjusting to the change. 

Although the prevalence of Circadian Rhythm Sleep-Wake Disorders in general is 

unknown, some of the various subtypes occur more commonly among certain groups 

of people. The Delayed Sleep Phase Type is more common in teens and young adults, 

occurring in greater than 7% of adolescents. The Advanced Sleep Phase Type is more 

common as people age, occurring in about 1% of middle-age and older adults. The 

Non-24-Hour Sleep-Wake Type is estimated to occur in half of blind individuals. The 

Shift Work Type is estimated to affect 5%—-10% of the night worker population. 

The Director 
= Seana re ee ne 1 RS ARERR EO TCT ER ATI 

Joe Neeley, a 36-year-old film director, has had frequent difficulty falling asleep since 

early childhood. He typically goes to bed between 11:30 P.M. and 3:30 A.M. and gets up 

at irregular times before 1:00 P.M. His sleep is lighter at the beginning of the night, when 

12.5. Circadian Rhythm Sleep-Wake Disorders 251 



he is easily disturbed by random noises or his wife’s shifting in bed. Later in the night 

he sleeps more soundly, and he feels that his deepest sleep occurs at about 8:00 A.M. He 

feels groggy for half an hour or longer upon first arising and is not able to function well 

in the early part of the day. 
Mr. Neeley is currently free of scheduled work obligations except a morning meet- 

ing once a week. This has further lessened his motivation to get out of bed in the morn- 

ing. In the evening, however, he experiences a surge of productive energy. His mind is 

enjoyably active, and he delays bedtimes to capitalize on his high work capacity. When 

on fishing trips, he arises at 5:00 A.M. and takes a nap at 9:00 A.M. The discrepancy be- 

tween his and others’ sleep schedules on weekends and other social inconveniences 

caused by his sleep schedule have motivated him to seek help. 
Mr. Neeley drinks 2-5 cups of coffee daily, more during occasional work crises. He 

has had a frequently stuffed nose, and occasionally uses the over-the-counter cold med- 
ication pseudoephedrine for stimulation, as well as a nasal decongestant (such medica- 

tions often have long-lasting stimulant effects). 
At the time of the evaluation, Mr. Neeley was casually dressed, ingratiating, and 

friendly. Despite professions of self-doubt, he was forward, frank, and engaging. The 
psychiatrist recommended that he keep a sleep chart for 1 month. The sleep chart re- 
vealed bedtimes that were progressively delayed from 9:00 or 10:00 P.M. until about 3:15 
A.M. over 5- to 7-day cycles. Arising times were even less regular in pattern, generally 

becoming later at the end of three cycles. Usually, some obligation required him to get 
up even after a late bedtime, causing him to take an afternoon nap or to go to sleep for 
the evening at around 10:00 P.M. Thereafter, he would fail to fall asleep for some hours. 

After 1 or 2 such days, the cycle would begin again. 

Discussion of “The Director” 
Mr. Neeley shows the characteristic features of Circadian Rhythm Sleep-Wake 

Disorder, Delayed Sleep Phase Type (DSM-5, p. 390). There is a mismatch between 

his normal circadian sleep-wake pattern and the sleep-wake schedule for his en- 

vironment. The mismatch is that his preferred sleep onset and offset are several 

hours later than those of people he works and socializes with; that is, his sleep 

schedule is delayed relative to the conventional societal sleep-wake schedule. 

The lack of regular work hours, the “night-person” pattern of greater eve- 

ning productivity, and the subjectively deeper sleep later in the night are all 

typical of patients with this sleep disorder. The lack of scheduled work obliga- 

tions removed an important pacemaker for Mr. Neeley’s sleep-wake schedule, 

unmasking the delaying tendency. Mr. Neeley’s use of stimulants contributed 

to his evening productivity and to difficulty in falling asleep earlier. 

Evening Shift 

Richard Symanski, a 30-year-old warehouse worker, sought medical help for his sleep 
problem. He reported that he had experienced episodes of poor sleep for the preceding 
5 years whenever he had to work the evening shift. Every 2 weeks he alternated 
between working evenings (3:00 P.M. to 11:00 P.M.) and working the day shift (7:00 A.M. 
to 3:00 P.M.). When he worked the evening shift, he would go to bed about 2 hours after 
work, around 1:00 A.M. About half the time, it would take him 1-2 hours to fall asleep. 
When this happened, he typically would awaken at 5:00 A.M., his normal time for get- 
ting up to go to work for the day shift. He would have a snack and then return to bed 
and drift in and out of sleep until arising between 8:30 A.M. and 11:00 A.M. On weekends 
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and holidays, however, he would revert to his normal bedtime, approximately 10:00 P.M., 
when he would fall into bed exhausted. 

When Mr. Symanski slept poorly at night, he felt sleepy the next day; if he slept well, 
he felt alert. When he worked the day shift and when on vacations, he slept well and 
felt alert the next day. 

The physician advised Mr. Symanski to gradually discontinue eating at night to stop 
reinforcing his nocturnal appetite and wakefulness. In addition, Mr. Symanski was ad- 
vised to arise at 8:30 A.M. when he worked the evening shift, no matter how tired he felt. 
The hope was that he would feel tired enough at 1:00 A.M. to fall asleep immediately 
and then have a full night’s sleep. 

After trying the program, the patient reported that he could not stick to the recom- 
mended plan. He said he became “like a madman” during the night, searching every- 
where for his favorite snacks after his wife, with his consent, had hidden them. Nor 

could he remain awake until 1:00 A.M. on the weekend between the 2 weeks of the eve- 
ning shift. 

Mr. Symanski did not return for another appointment, but called several months 
later to report that he had been able to convince his employer to take him off the eve- 
ning work shift permanently, which completely relieved his sleep problem. 

Discussion of “Evening Shift” 
Mr. Symanski’s sleep rhythm induced by daytime work persists when he 

works the evening shift. The mismatch between his circadian rhythm and the 

demands of his evening work schedule result in insomnia (trouble falling 

asleep and staying asleep). His biological clock causes sleepiness at 10:00 P.M. 

and awakening at about 5:00 A.M. When he works the evening shift, he is 

forced to stay awake for hours beyond his usual bedtime, and he initially 

awakens at his usual arising time. Given that his disrupted sleep is primarily 

due to a misalignment between his endogenous circadian rhythm and the 

schedule required by his shift work, the DSM-5 diagnosis is Circadian Rhythm 

Sleep-Wake Disorder, Shift Work Type (DSM-5, pp. 390-391). 

If Mr. Symanski were able to stay on the evening shift for several months 

and maintain the same sleep times, his biological clock would gradually be re- 

set so that his sleep schedule would harmonize with the hours of his workday. 

In his case, because the hours of his shift kept changing, and he was apparently 

particularly intolerant of the mismatch between his circadian rhythm and his 

daily work schedule, he could not sleep during desirable hours. 

12.6 

Non-Rapid Eye Movement 

Sleep Arousal Disorders 

NREM Sleep Arousal DisorderS are characterized by the repeated 

occurrence of incomplete awakening from periods of non-REM sleep (usually stage 3 

or 4) and can involve either sleepwalking (diagnosed as Sleepwalking Type) or sleep 
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terrors (diagnosed as Sleep Terror Type). Given that the amount of time spent in non- 

REM sleep is greater early in the night, sleepwalking and sleep terrors usually occur 

during the first third of the major sleep episode. 

Sleepwalking may involve sitting up and looking awake, getting up, and walking 

around when the individual is actually asleep. While sleepwalking, the person has a 

blank staring face, is relatively unresponsive to the efforts of others to communicate 

with him or her, and can be awakened only with great difficulty. Although the major- 

ity of sleepwalking episodes involve benign behaviors such as walking and talking, 

some individuals engage in sexual activity or sleep eating. Sleepwalking is much 

more common in children than in adults and is more likely to occur if a person is sleep 

deprived. 
Sleep terrors (also known as night terrors) are recurrent episodes of abrupt physio- 

logical arousal that partially awaken the person ina state of fear, and usually begin with 

a panicky scream. During a typical episode of sleep terror, the individual abruptly sits 

up in bed screaming or crying, with a frightened expression and physical signs of in- 

tense anxiety (e.g., rapid heartbeat, rapid breathing, sweating, pupil dilation). The 

person may be inconsolable and is usually unresponsive to the efforts of others to 

awaken or comfort him or her. 

Given that these episodes occur during non-REM sleep, the individual recalls little 

or no dream imagery upon awakening. Moreover, the person is unable to remember 

the sleepwalking or sleep terror episodes immediately afterward or the next morning. 

Isolated or infrequent NREM Sleep Arousal Disorders are common in the general 

population. Between 10% and 30% of children have had at least one episode of sleep- 

walking, and 2%-3% are frequent sleepwalkers. In adults, the lifetime prevalence of 

sleepwalking episodes is 29%, with a past-year prevalence of around 4%. However, 

to qualify for a DSM-5 diagnosis of NREM Sleep Arousal Disorders, the episodes 

must have caused clinically significant distress or impairment. Thus, the prevalence 

of the Sleepwalking Type of NREM Sleep Arousal Disorder is much lower, probably 

in the range of 1%-5%. The prevalence of sleep terror episodes (as opposed to the 

Sleep Terror Type of NREM Sleep Arousal Disorder, in which there is recurrence and 

distress or impairment) is approximately 40% at 18 months of age, 20% at 30 months 

of age, and 2% in adults. 

Zombie 

Meghan, an 11-year-old girl, told her mother that she was afraid she might be “going 

crazy,” and her mother has brought her to a psychiatrist. Several times during the last 

2 months Meghan has awakened confused about where she is, until she realizes she is 
on the living room couch or in her little sister’s bed, even though she went to bed in her 
own room. When she recently woke up in her older brother’s bedroom, she became 
very concerned and felt quite guilty about it. Her younger sister says that she has seen 
Meghan walking during the night, looking like a “zombie”; that Meghan did not 
answer when called; and that Meghan has done that several times but usually goes 
back to her bed. Meghan fears she may have “amnesia” because she has no memory of 
anything happening during the night. 
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Meghan has never had a seizure or experienced similar episodes during the day. An 
electroencephalogram (EEG) and physical examination are normal. Meghan’s mental 
status is unremarkable except for some anxiety about her symptom and the usual early- 
adolescent concerns about fitting in with her friends. Her school and family functioning 
are excellent. 

Discussion of “Zombie” 
Meghan is not “going crazy” but rather is experiencing the characteristic fea- 
tures of Non-REM Sleep Arousal Disorder, Sleepwalking Type (DSM-5, p. 399): 
episodes of arising from bed during sleep and walking about, appearing unre- 
sponsive during the episodes, experiencing amnesia for the episode upon 
awakening, and exhibiting no evidence of impairment in consciousness sev- 

eral minutes after awakening. Psychomotor epileptic seizures are ruled out by 
the normal EEG and the absence of any seizure-like behavior during the wak- 

ing state. 

Goose Pimples 

Matthew, an 8-year-old boy, was taken by his parents to the pediatric emergency room 
one night at 12:30 A.M. The parents were very concerned because he woke them up with 
a sudden, intense, bloodcurdling scream. They went to his room and found him sitting 
up in bed perspiring copiously, anxious and trembling, with rapid breathing and 

“goose pimples.” He kept putting his forefinger in his nose (an unusual gesture for him) 
and was quite disoriented and anxious, as if something terrible were about to happen. 
His speech was not intelligible. He remained in this state for about 10 minutes, despite 
his parents’ efforts to calm him. Once in the car en route to the hospital, he calmed 
down and became quite sleepy again. 

When first seen in the emergency room, Matthew was asleep, but after being awak- 
ened, he resisted being examined. His physical examination was negative except he had 
a pulse rate of 110 beats per minute and mildly wet pajamas due to excessive sweating. 

Matthew’s mother is afraid he may have epilepsy, as an uncle of hers had, but she no- 
ticed that her son, unlike her uncle, did not bite his tongue or wet himself during the ep- 
isode. Matthew has no history of seizures or febrile convulsions. He had occasional 

nightmares at age 4% for a few months, but his mother thinks this incident “is different.” 

Discussion of “Goose Pimples” 
Matthew’s mother is probably correct in ruling out epilepsy. In fact, what he 

appears to have experienced are the characteristic features of an episode of 

sleep terrors, described in Non-REM Sleep Arousal Disorder, Sleep Terror 

Type (DSM-5, p. 399): abrupt awakening from sleep without a dream and with 

a scream; intense anxiety during the episode, with sweating, rapid breathing, 

and piloerection (“goose pimples”); relative unresponsiveness to efforts of oth- 

ers to comfort him; and disorientation, confusion, and perseverative motor 

movements (he kept putting his forefinger in his nose). Because the DSM-5 cri- 

teria require “recurrent” sleep terror episodes to justify a diagnosis, no diagno- 

sis would be given to Matthew at this point in time. If these episodes become 

frequent and cause him problems (e.g., avoiding sleepaway camp), then a di- 

agnosis may eventually become warranted. 
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12.7 
Nightmare Disorder 

N ightmare Disorder is a Parasomnia characterized by repeated awakenings 

from the major sleep period or from naps with detailed recall of extended and 

extremely frightening dreams, usually involving threats to survival, security, or self- 

esteem. On awakening from the frightening dreams, the person rapidly becomes ori- 

ented and alert (in contrast to the confusion and disorientation seen when a person is 

awakened from a sleep terror or sleepwalking). 

Nightmares generally occur during periods of REM sleep. Given that the REM 

sleep stages lengthen throughout the night, starting from several minutes long in the 

first cycle and extending to up to an hour in the last cycle, nightmares are more likely 

to occur in the second half of the major sleep period. Nightmares often begin between 

ages 3 and 6 years but are most common and severe in late adolescence or early adult- 

hood. In a minority of people, frequent nightmares persist into adulthood, becoming 

virtually a lifelong disturbance. 
Nightmares are relatively common, occurring at least once a month in 6% of adults 

in the general population. A DSM-5 diagnosis of Nightmare Disorder is reserved for 

those individuals whose nightmares cause significant distress or impairment in func- 

tioning, such as might occur if awakenings are frequent or result in avoidance of 

sleep, which can lead to excessive daytime sleepiness, poor concentration, depres- 

sion, anxiety, or irritability. 

Bad Dreamer 

Mayra Cobiella, a 35-year-old Hispanic woman, has suffered from nightmares every night 
since her early teenage years. She comes to a sleep specialist at the insistence of her hus- 

band, who is fed up with her behavior, both while sleeping and while awake. One to four 
times a night, she awakens out of a dream, the content of which is always disturbing. She 

often dreams of yelling at other people or of menacing confrontations. In the dreams she 

feels angry and frustrated. Typically, she awakens from the dreams feeling extremely tense. 

She denies having sudden, irresistible attacks of sleepiness, cataplexy (sudden loss 

of motor power), hypnopompic hallucinations (hallucinations while awakening), or 

sleep paralysis (motor weakness and brief inability to move upon sudden awakening), 

all of which are characteristic of Narcolepsy. She denies feeling confused or disoriented 
when she awakens from her dreams (as might occur in impaired arousal states, such as 

in episodes associated with temporal lobe dysfunction). Mrs. Cobiella is not currently 
taking any medication and denies drinking or using any recreational drugs. 

At the initial evaluation, Mrs. Cobiella appeared downcast but did not cry. She was 

organized and informative. She made three mistakes on serial 7s (a test of cognitive 

functioning in which a person is asked to count backward from 100 by 7s), but her cog- 
nitive functioning was otherwise intact. She described her work as a registrar in a small 

college, a job that she considers enjoyable and her “salvation.” Her 4-year-old daughter 
is bright and well. Mrs. Cobiella denied any past history of trauma exposure. 
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Mrs. Cobiella had smoked a pack of cigarettes a day for 20 years, and drank a cup of 
coffee and 48 ounces of cola beverages daily. She drank alcohol only a few times per 
year. 

Allnight sleep recording revealed 9 hours of continuous sleep. REM sleep latency 
(the time spent before the initial appearance of REM sleep), density, and amount were 
normal, and other stages of sleep were of normal pattern and percentage. However, 
there were no reports of nightmares during the night. 

Treatment has included psychotherapy, attempts to control dream content through 
a lucid dreaming routine (in which the dreamer directs the events of the dream or at- 
tempts to converse with the characters in it), and trials of an antidepressant medication 
and of an anticonvulsant medication. 

Discussion of “Bad Dreamer” 
Mrs. Cobiella’s predominant complaint is recurrent nightmares that are dis- 
tressing to both her and her husband. There is no evidence of any specific 

cause for her nightmares, such as a sleep disorder (e.g., REM Sleep Behavior 

Disorder [see Section 12.8]) that may be responsible for the nightmares; a med- 

ication that is known to cause nightmares, such as an antidepressant or blood 

pressure medication; cocaine or amphetamine use; withdrawal from alcohol or 

sleeping pills; or Posttraumatic Stress Disorder (see “The Singer” in Section 

7.3), which is often associated with nightmares involving the traumatic event. 

Thus, the DSM-5 diagnosis for Mrs. Cobiella would be Nightmare Disorder 

(DSM-5, p. 404). 

12.8 

Rapid Eye Movement 

Sleep Behavior Disorder 

Ina DeFrSONn with the Parasomnia of REM Sleep Behavior Disorder, the muscle 

paralysis that normally occurs during REM sleep is incomplete or absent, allowing 

the person to “act out” his or her dreams. These behaviors often reflect motor enact- 

ments of or responses to the content of action-filled or violent dreams of being 

attacked or trying to escape from a threatening situation. Vocalizations occur, which 

are often loud, emotion filled, and profane. These behaviors may be very bothersome 

to the individual and his or her bed partner and may result in significant injury (e.g., 

falling, jumping, or flying out of bed; running; punching; thrusting; hitting; kicking). 

Upon awakening, the individual is immediately awake, alert, and oriented to where 

he or she is and when it is, and is often able to recall dream content, which closely cor- 

relates with the observed behavior. 

REM Sleep Behavior Disorder can be confused with the NREM Sleep Arousal Dis- 

orders, which are also characterized by behaviors occurring during sleep (i.e., sleep- 

walking or sleep terrors; see Section 12.6). In these other disorders, which occur 

during non-REM stages of deep sleep, the sleeper is usually confused upon awaken- 
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ing; he or she does not become rapidly alert. In contrast, it is normally easy to wake a 

person with REM Sleep Behavior Disorder who is acting out a dream. 

REM Sleep Behavior Disorder can be caused by adverse reactions to certain drugs 

or can occur during drug withdrawal; however, it is most often associated with older 

age and with neurodegenerative disorders such as Parkinson’s disease and Lewy 

body dementia (a type of dementia associated with abnormal deposits of a protein 

called alpha-synuclein in the brain). REM Sleep Behavior Disorder is relatively un- 

common, affecting approximately 0.5% of individuals in the general population. The 

overwhelming majority of people with REM Sleep Behavior Disorder are male, and 

the disorder usually strikes individuals who are over age 50. 

Falling Out of Bed 

Ethan Bonner is a 65-year-old married English professor whose wife had encouraged him 
to seek medical attention after he had fallen out of bed, sustaining a head injury without 
loss of consciousness but incurring a scalp laceration requiring sutures. He reported that 
at the time of the fall, he had been dreaming that he was being chased by dogs and 
jumped over a small stream, at which time he awakened as his head hit the floor. 

Mr. Bonner’s wife, who had been asked to accompany him to the clinic visit, re- 

ported that over the past 4-5 years, her husband’s sleep had become progressively dis- 
turbed—interrupted by vocalizations (often profane), shouting, and screaming and by 
increased motor behaviors that began as only minor twitching, but progressed over 
time to arm and leg flailing, pounding the mattress or his pillow, running or boxing 
movements, and occasionally punching or hitting his wife. If his wife awakened him 
during one of these episodes, he often reported dream content that exactly mirrored the 
vocal or motor activity. Over the course of the past few years, the nature of his dreaming 
had become more action packed (being attacked or chased by people or animals), in 
concert with the occurrence of more frequent and dramatic vocalizations and behav- 
iors. He and his wife had searched the Internet for sleep-related violent behavior and 
become aware of the possible association between complex sleep-related behaviors and 
Parkinson’s disease, and admitted that they actually had sought medical attention 
more because of concern about the possibility of Parkinson’s disease than because of 
the sleep-related behaviors. 

The family history was remarkable only for Parkinson’s disease in a maternal grand- 
father. Mr. Bonner was taking no medications. 

The neurological history was completely unremarkable, with the exception of grad- 
ually worsening constipation and a diminution in the sense of smell (often early non- 
motor manifestations of Parkinson’s disease) over the past couple of years. The 
neurological examination was unremarkable with the exception of very mild postural 

instability upon rapid turning while walking. Specifically, he had no signs of Parkin- 
son’s disease, such as tremor, rigidity, or bradykinesia (slowness of motor movement). 

Mr. Bonner underwent a formal polysomnographic study with brain wave activity 
monitoring for seizure activity and extensive muscle activity during sleep. The study 

revealed striking persistence of intermittent muscle activity during REM sleep, which 
was occasionally associated with extremity twitching and minor vocalizations. There 
was no seizure activity on the EEG that could possibly explain the clinical behaviors. 

Because of the risk that Mr. Bonner might become injured during these episodes, the 
clinician recommended that the couple put heavy draperies over the bedroom win- 
dows and remove all bedside furniture. She also suggested that they may want to con- 
sider sleeping on a futon on the floor, given that Mr. Bonner has fallen out of bed. An 
infrared alarm for the bedroom door was also suggested. If Mr. Bonner tries to leave the 
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bedroom, the infrared beam across the open door will be broken, sounding an alarm 
that would awaken him or his wife. Mr. Bonner was initially treated with clonazepam, 
a long-acting benzodiazepine drug, 1 hour before bedtime, which resulted in definite 
but incomplete improvement. Melatonin, 6 mg per night, was added, with nearly com- 
plete resolution of the dream-enacting behaviors and a marked reduction in the action- 
packed nature of his dreams. 

At the 1-year routine follow-up visit, Mr. Bonner reported that he continued to have 
very few sleep-related symptoms. However, on examination, early Parkinson’s disease 
was evidenced by bradykinesia, an intermittent resting tremor, and some muscular ri- 
gidity. At that time, the medications clonazepam and melatonin were continued, and 
Mr. Bonner was referred to a Parkinson’s disease clinic. 

Discussion of “Falling Out of Bed” 
Mr. Bonner’s episodes of complex motor behavior and vocalizations during 

sleep could be due to a nocturnal seizure disorder, an NREM Sleep Arousal 

Disorder such as sleepwalking, or REM Sleep Behavior Disorder. Several as- 

pects of Mr. Bonner’s sleep-wake behavior are particularly suggestive of REM 

Sleep Behavior Disorder. When Mr. Bonner was awakened from these epi- 

sodes, he would recall dream content that exactly mirrored the vocal and mo- 

tor activity in bed, strongly suggesting that the behavior constituted dream 

enactment. Also, the lack of confusion or disorientation upon awakening from 

these episodes is uncharacteristic of either NREM Sleep Arousal Disorders or 

seizure activity. The polysomnographic results clinch the diagnosis of REM 

Sleep Behavior Disorder (DSM-5, p. 407). Mr. Bonner lacked the usual paraly- 

sis of muscles (other than those used to breathe) during REM sleep, which 

serves to protect a person from injury while dreaming. This is a cardinal fea- 

ture of REM Sleep Behavior Disorder and allows for the complex and some- 

times dangerous behaviors observed. 

As noted in the case, the issue that brought Mr. Bonner to clinical attention 

was not the sleep behavior itself but the couple’s concern that the behavior 

might be indicative of Parkinson’s disease. Although none of the typical man- 

ifestations of Parkinson’s disease, such as tremor or muscular rigidity, could be 

elicited during the initial physical examination, the diminution in Mr. Bon- 

ner’s sense of smell (typically tested by asking the patient to sniff ground cof- 

fee) suggested that he might develop full-blown Parkinson’s in the future. 

Indeed, within a year, the first signs of Parkinson’s were evident. 

12.9 

Restless Legs Syndrome 

Restless Legs SY NCrOME (RLS) is a neurological disorder characterized by 

throbbing, pulling, creeping, or other unpleasant sensations in the legs and an uncontrol- 

lable, and sometimes overwhelming, urge to move them. Symptoms occur primarily at 

night when a person is relaxing or at rest and can increase in severity during the night. 
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Moving the legs partially or totally relieves the discomfort. The disorder most commonly 

affects the legs, but can affect the arms, torso, head, and even phantom limbs (the sensa- 

tion that an amputated or missing limb is still attached to the body and is moving appro- 

priately with other body parts). The most distinctive or unusual aspect of the condition 

is that lying down and trying to relax activates the symptoms. Most people with RLS 

have difficulty falling asleep and staying asleep. Left untreated, the condition causes 

exhaustion and daytime fatigue. Many people with RLS report that their job, personal 

relations, and activities of daily living are strongly affected as a result of sleep depriva- 

tion. They are often unable to concentrate, have impaired memory, or fail to accomplish 

daily tasks. The disorder also can make traveling difficult and can cause depression. 

RLS is fairly common. As noted in DSM-5 (p. 411), “Prevalence rates of RLS vary 

widely when broad criteria are utilized but range from 2% to 7.2% when more defined 

criteria are employed.” RLS occurs in both men and women, although the incidence is 

about twice as high in women. RLS may begin at any age; however, many individuals 

who are severely affected are middle age and older, and the symptoms typically be- 

come more frequent and last longer with age. Up to 90% of people with RLS also expe- 

rience a more common condition known as periodic limb movements in sleep (PLMS), 

which is characterized by involuntary leg twitching or jerking movements during sleep 

that typically occur every 15 to 40 seconds, sometimes throughout the night. 

Bugs Crawling 

Lisa Bianchi, a 45-year-old married businesswoman, was referred by her primary care 
physician to see a psychiatrist for depression and anxiety. Initially, Mrs. Bianchi’s pri- 
mary care physician prescribed a 10-mg dose of escitalopram, a selective serotonin 
reuptake inhibitor (SSRI) antidepressant, for treatment of her depression and anxiety 
and told her to take a 50-mg dose of diphenhydramine, a sedating antihistamine, for 
sleep on an as-needed basis. However, 3 days later—after staying up nearly all night— 
Mrs. Bianchi called her primary care physician in despair and complained of worsening 
insomnia along with worsening depression and anxiety. Urgent referral was made to a 
psychiatrist for further evaluation. 

During the psychiatric evaluation, Mrs. Bianchi endorsed several depressive symp- 
toms, such as difficulty falling asleep, low mood, difficulty with concentration, poor ap- 
petite, and low energy. Among her depressive symptoms, her inability to fall asleep is 
the most bothersome to her. Her job performance is compromised by her daytime fa- 
tigue and difficulty concentrating. On more detailed questioning about her insomnia 
symptoms, Mrs. Bianchi revealed difficulty falling asleep 3-4 nights per week for the 
past several years because of an irresistible urge to pace and an uncomfortable sensa- 
tio r legs. Mrs. Bianchi described this deep uncomfortable 
sensation in her legs as “bugs crawling in her legs.” 

Usually, the urge to move her legs starts in the late evening and goes away after she 
walks around her house for a while, but when she lies down in her bed to sleep, the un- 

comfortable sensation in her legs returns. Although not painful, the leg discomfort 
sometimes prevents her from relaxing and watching TV in her bed because she just 
“has to move” her legs. The uncomfortable urge to move her legs waxes and wanes and 
varies from day to day. Moreover, the alcohol that she often drinks before going to bed, 
after having an initial sedative effect, often lightens her sleep for 5 or 6 hours following 
ingestion. At times, the urge to move her legs has been so irresistible that she rides her 
exercise bike for 1-2 hours until the discomfort subsides. 
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Mrs. Bianchi was accompanied by her husband at the psychiatric evaluation. He 
shares a bed with her and reported that he observed her having jerky movements in her 
legs during the nights. For several days after she began taking the escitalopram, Mrs. 
Bianchi’s leg discomfort became more intense and lasted most of the night. Unlike 
drug-induced akathisia (a feeling of inner restlessness and a compelling need to be in 
constant motion that is a side effect of certain medications, especially antipsychotic 
drugs), her urges to move her legs have a diurnal pattern, starting in the evening and 
subsiding in the early morning. Moreover, the feeling is more focused in her legs than 
any other parts of her body. She also revealed that her mother suffered from similar 
nighttime leg restlessness but never received treatment for it. 

The antidepressant medication was stopped, and her symptoms subsided after treat- 
ment with gabapentin, an anticonvulsant medication that is also used to treat nerve pain. 

Discussion of “Bugs Crawling” 
Although Mrs. Bianchi sought treatment for depression and anxiety, the SSRI 

prescribed by her primary care physician caused a number of side effects, in- 

‘cluding exacerbation of a preexisting sleep-related movement disorder that she 

had been experiencing for the past several years. Her nighttime urge to move 

her legs meets all of the DSM-5 definitional criteria for RLS: the urge starts in 

the late evening, the urge is relieved by movement (“[it] goes away after she 

walks around her house for a while”) and worsens during periods of rest or in- 

activity (“when she lies down in her bed to sleep, the uncomfortable sensation 

in her legs returns”), the urges have occurred at least three times a week and 

have persisted for at least 3 months, and the symptoms are accompanied by 

distress or impairment in functioning (“her job performance is compromised”). 

Finally, DSM-5 requires that the symptoms are not attributable to another men- 

tal disorder or medical condition and are not attributable to the physiological 

effects of a drug of abuse or a medication. Although Mrs. Bianchi’s symptoms 

clearly worsened when she started taking the SSRI antidepressant, and such 

medications are known to induce or aggravate symptoms in susceptible indi- 

viduals, the fact that the symptoms predated her use of antidepressants means 

that the symptoms cannot be attributed to the medication. Therefore, the DSM- 

5 diagnosis is RLS (DSM-5, p. 410). Moreover, as reported by her husband, Mrs. 

Bianchi also experiences PLMS, which commonly accompanies RLS. 

12.10 

Substance/Medication-Induced 
Sleep Disorder 

Many medications and substances of abuse have the potential to cause sleep 

problems, including insomnia, daytime sleepiness, and abnormal behaviors during 

sleep (e.g., sleepwalking). Substance /Medication-Induced Sleep Disorder is diag- 

nosed when an individual has a prominent sleep disturbance that is judged to be the 
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direct physiological effect of a medication or a drug of abuse. Prominent and severe 

sleep disturbances can occur in association with intoxication or withdrawal from 

alcohol; caffeine; cannabis; opioids; sedatives, hypnotics, or anxiolytics; and stimu- 

lants (including cocaine). Withdrawal from tobacco can also cause sleep disturbance. 

Among the many medications that can invoke sleep disturbances are adrenergic ago- 

nists (e.g., pseudoephedrine) and antagonists (e.g., beta-blockers), dopamine ago- 

nists (e.g., medications used to treat Parkinson’s disease) and antagonists (e.g., 

antipsychotic medications), cholinergic agonists (e.g., medications used to increase 

salivation) and antagonists (e.g., medications used to treat motion sickness), seroto- 

nergic agonists (e.g., medications used to prevent migraines) and antagonists (e.g., 

medications used to treat nausea), antihistamines, and corticosteroids. 

The clinician can indicate the specific symptomatic presentation by using one of 

the various subtypes. Insomnia Type is for presentations in which the person has dif- 

ficulty falling asleep or maintaining sleep, frequent awakenings during the night, or 

nonrestorative sleep. Daytime Sleepiness Type is for presentations in which the per- 

son experiences excessive sleepiness or fatigue during daytime hours. Parasomnia 

Type is for abnormal behavior occurring during sleep such as nightmares. 

Mystery Mastery 

Donna Lazarus, a 28-year-old lawyer, described her problems to a psychiatrist. She fre- 
quently felt anxious and upset around bedtime. On these nights, it would take her an 
hour or more to fall asleep. She dreaded going to bed and would engross herself in read- 
ing murder mysteries until late hours. Her bedtimes varied from 7:00 P.M. to 2:00 A.M. 
On awakening in the morning, she felt groggy and incapacitated, hardly able to crawl 
out of bed. Some mornings, she missed work completely. She slept until noon on week- 
ends. Worry about her tardiness getting to work motivated her to seek a consultation. 

Ms. Lazarus was diagnosed with bronchial asthma at age 18 months. Her mother 
had constantly worried that her daughter would die during the night. As a teenager, 
Ms. Lazarus used epinephrine (a stimulant) inhalers to remain awake reading until 
1:00-3:00 A.M. She remembers her father screaming at her to turn out the lights. She al- 

ways considered the late-night hours, when everyone else was asleep, a “safe time,” 
free from interference by others. 

Ms. Lazarus was particularly prone to nocturnal asthma attacks, which typically oc- 

curred around 4:00 A.M. Wheezing at night led to feelings of terror and fear of dying. 
The current treatment for her asthma was aminophylline 400 mg/day (a xanthine de- 
rivative, which relaxes the smooth muscle surrounding the bronchial tubes), plus two 

puffs on a beclomethasone inhaler (a steroid) twice daily. She also used an albuterol in- 
haler (a beta-agonist bronchodilator) irregularly, sometimes at bedtime. About once a 

year, an exacerbation of asthma would require a short course of systemic (oral) steroids. 

Ms. Lazarus drank 5-8 cups of coffee daily. Alcoholic beverages precipitated wheez- 

ing and aggravated the delay in onset of sleep. Short-acting sedatives at bedtime caused 

a noticeable decrease in her ability to concentrate on work the following day. Evening 

relaxation exercises precipitated fears of being alone with a breathing problem and 
made her feel like “a skeleton with a pair of lungs.” 

During the consultation, Ms. Lazarus was articulate, smiling, and cheerful, and dis- 

played a full range of emotions. She seemed to enjoy her own idiosyncrasies. She was 
quite talkative, organized, and informative, and easily able to discuss her feelings. She 
noted that it was ironic that she feared death so much yet loved to read about murders 
in fiction. “I guess it’s been my way of feeling some sense of control.” 
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Discussion of “Mystery Mastery” 
Ms. Lazarus presents to the psychiatrist with a chief complaint of nightly in- 

somnia (i.e., difficulty falling asleep) with consequent daytime sleepiness. Al- 

though some behavioral factors might be contributing to her difficulty falling 

asleep (i.e., nighttime anxiety, inconsistent bedtimes, engaging in engrossing 

stimulating activities at bedtime), her medication regimen for asthma appears 

to be the main culprit, because a number of the medications and substances 

she is using are likely to interfere with her ability to fall asleep. The aminophyl- 

line, the albuterol inhaler, the beclomethasone inhaler, and her 5-8 cups of cof- 

fee per day can exert long-lasting stimulation effects that are likely to interfere 

with good sleep quality. Thus, the DSM-5 diagnosis for Ms. Lazarus would be 

Caffeine / Aminophylline/ Albuterol /Beclomethasone-Induced Sleep Disorder, 

Insomnia Type (DSM-5, p. 413). 
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CHAPTER 13 

Sexual Dysfunctions 

DSM-5 describes sexual Dysfunctions as a diverse group of disorders 
“characterized by a clinically significant disturbance in a person’s ability to respond 
sexually or to experience sexual pleasure” (DSM-5, p. 423). Sexual Dysfunctions are 
marked by a dysfunction in the processes that make up the sexual response cycle or 
by pain associated with sexual intercourse. 

The sexual response cycle can be divided into four phases: 

1. Desire: This phase consists of fantasies about sexual activity and the desire to have 

sexual activity. 

2. Excitement: This phase consists of a subjective sense of sexual pleasure and excite- 

ment, accompanied by physiological changes. The major changes in the male are 

penile tumescence and erection. In females, the physiological changes consist of 

vasocongestion in the pelvis, vaginal lubrication and expansion, and swelling of 

the external genitalia. 

3. Orgasm: This phase consists of a peaking of sexual pleasure with release of sexual 

tension and rhythmic contraction of the perineal muscles and reproductive or- 

gans, along with ejaculation of semen in the male. 

4. Resolution: This phase consists of muscular relaxation and generally a sense of 

well-being. 

Table 13-1 lists Sexual Dysfunctions that can occur during the first three phases of the 

sexual response cycle (no dysfunction is associated with the resolution phase). Male 

Hypoactive Sexual Desire Disorder and Erectile Disorder involve dysfunctions in the 

desire and excitement phases, respectively, in men. Given that sexual desire and ex- 

citement are not as easily separable in women as they are in men, there is only a single 

disorder (Female Sexual Interest / Arousal Disorder) covering both of these phases in 

women. There are two types of dysfunctions in the orgasm phase in males, Premature 

(Early) Ejaculation and Delayed Ejaculation, as opposed to a single disorder in fe- 

males, Female Orgasmic Disorder. Additionally, Table 13-2 lists other Sexual Dys- 
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TABLE 13-1. Phases and disorders of the sexual response cycle 

Phase Disorder Affected gender Key characteristics 

Desire Male Hypoactive Sexual Male Lack of erotic thoughts, fantasies, 

Desire Disorder and desire for sex 

Excitement Erectile Disorder Male Failure to obtain or maintain 

erections during sex 

Female Sexual Interest / Female Lack of sexual interest or erotic 

Arousal Disorder fantasies 

Lack of initiation of sex 

Lack of excitement/pleasure or 
sensations during sex 

Orgasm Premature (Early) Male Ejaculation within 1 minute of 
Ejaculation vaginal penetration and before 

wanted 

Delayed Ejaculation Male Delay in or inability to ejaculate 
despite stimulation 

Female Orgasmic Female Difficulty experiencing or reduced 

Disorder intensity of orgasm 

Resolution None 

TABLE 13-2. ; Sexual Dysfunctions not related to the sexual response cycle 

Disorder Key characteristics 

Genito-Pelvic Pain/ Difficulties with vaginal penetration during intercourse, 
Penetration Disorder vulvovaginal or pelvic pain during intercourse or 

penetration attempts, fear of pelvic pain related to vaginal 
penetration, tensing of pelvic floor muscles during 
attempted penetration 

Substance/Medication- Disturbance in sexual function due to the direct effects of a 
Induced Sexual Dysfunction substance or medication on the central nervous system 

functions in DSM-5 not related to the sexual response cycle: a disorder characterized 

by pain associated with intercourse (Genito-Pelvic Pain/Penetration Disorder), as 

well as Substance /Medication-Induced Sexual Dysfunction. An individual may have 

more than one Sexual Dysfunction at the same time—in such cases, all of the person’s 

dysfunctions should be diagnosed. 

A DSM-5 diagnosis of a Sexual Dysfunction is considered to be a “diagnosis of ex- 

clusion.” That means that the clinician must first rule out specific explanations for the 

dysfunction before a diagnosis can be made. For example, the diagnosis should not 

be made if the person’s inability to experience excitement or orgasm is the result of 
inadequate sexual stimulation. Similarly, a DSM-5 diagnosis of Sexual Dysfunction is 
not made if the dysfunction can be understood as being a symptom of another mental 
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disorder, such as having low sexual desire during a depressive episode; erectile dys- 
function as caused by a medical condition such as pelvic nerve damage; or anorgas- 
mia as a consequence of severe relationship distress or partner violence. In the case of 
a Sexual Dysfunction due to drugs or medications, the diagnosis should be Sub- 
stance / Medication-Induced Sexual Dysfunction (see Section 13.8). Other factors that 
need to be considered when determining whether a person’s presentation qualifies 
for a DSM-5 disorder of Sexual Dysfunction include cultural and religious factors that 
may influence the individual’s expectations about or engender prohibitions about the 
experience of sexual pleasure, and the person’s age, because aging may be associated 
with a normal decrease in sexual response. 

Moreover, because transient sexual dysfunctions are often normal, such as those 
that occur in response to a life stressor, a diagnosis of a DSM-5 Sexual Dysfunction 
should not be made unless the symptoms are persistent. DSM-5 specifically requires 

a minimum duration of at least 6 months for a Sexual Dysfunction diagnosis (with the 

exception of Substance / Medication-Induced Sexual Dysfunction, which has no min- 

imum duration but requires that the symptoms develop “soon after” exposure to the 

substance/medication). Finally, to qualify for a diagnosis, the dysfunction must be 

sufficiently problematic to cause the person distress. The person might be distressed 

by the dysfunction for a number of reasons. For example, Delayed Ejaculation, Pre- 

mature Ejaculation, Erectile Disorder, and Genito-Pelvic Pain/Penetration Disorder 

might interfere with a couple’s ability to conceive a child or may lead to avoidance of 

sexual encounters and interfere with the ability to develop intimate relationships. On 

the other hand, if the person is not particularly bothered by the dysfunction, a DSM- 

5 diagnosis should not be made. For example, there are individuals who identify 

themselves as asexual and view asexuality as an alternative sexual orientation, along- 

side heterosexuality, homosexuality, and bisexuality. These individuals, who may re- 

port a lifelong absence of sexual desire, would not qualify for a diagnosis of either 

Male Hypoactive Sexual Desire Disorder or Female Sexual Interest / Arousal Disor- 

der, because they lack the requisite distress. 

DSM-5 provides subtypes that can be noted along with the diagnosis of a Sexual 

Dysfunction to indicate the course of the dysfunction and the context in which it oc- 

curs. The course of a particular Sexual Dysfunction can be lifelong (present from the 

time of the person’s first sexual experiences) or acquired (developing after a period of 

relatively normal sexual functioning), and the context of occurrence can be situational 

(occurring only during certain sexual activities, such as intercourse, or with certain 

partners, such as the person’s spouse) or generalized (occurring in all situations). Con- 

sidering whether the Sexual Dysfunction is lifelong versus acquired and situational 

versus generalized can be helpful in determining its etiology and can also be helpful 

in conceptualizing the problem and recommending treatment. For example, sexual 

dysfunctions that are best understood as being a symptom of a medical condition 

generally have their start after the onset of the medical condition and tend to occur in 

all situations. On the other hand, dysfunctions that occur only during certain sexual 

activities or with certain partners (e.g., occurring only during intercourse but not dur- 

ing masturbation) suggest the presence of an interpersonal component that would 

need to be addressed in treatment. 
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Male Hypoactive 

Sexual Desire Disorder 

Male Hypoactive Sexual Desire Disorder involves a dysfunction 
in the first phase of the sexual response cycle, namely sexual desire. It is characterized 

by the reduction or absence of erotic thoughts or fantasies and desire for sexual activ- 

ity. A man with this condition will neither initiate sexual activity nor respond to his 

partner’s desire for sexual activity. A man with low sexual interest often is less trou- 

bled by the condition than is his partner, who may feel thwarted not only by the lack 

of physical affection and touch, but also by lack of opportunities for procreation. This 

may particularly be the case when a man is involved in a relationship with a young 

woman who wants to start a family; in such cases, the man’s distress about having 

low sexual desire is more about its negative impact on their relationship than about 

not having an interest in sex itself. Male Hypoactive Sexual Desire Disorder may be 

specific to the partner or may not be limited to any potential partner. It is estimated 

that approximately 20% of men are affected by low or absent sexual desire. As noted 

in DSM-5 (p. 442), approximately 6% of younger men and 40% of older men have prob- 

lems with sexual desire. However, a persistent lack of interest in sex, lasting 6 months 

or more, affects less than 2% of men ages 16-44. 

Perfect Gentleman 

Jim Benson, a 34-year-old successful architect, consulted his family practitioner because 
of a lifelong history of minimal interest in sex. His scheduling an appointment is par- 
tially in response to pressure from his wife, who has been discussing divorce. He 

remembers wondering if he were somehow different in high school when his male 
friends appeared obsessed with sex and he was not. He masturbated infrequently in 
high school, maybe two or three times a year. He does not recall any masturbatory fan- 
tasies and did not find pornography shared by his friends to be interesting. He pre- 
tended to be interested in pornography only in order to “fit in with them.” 

Mr. Benson recalls his first sexual experience as not being remarkable. After winning 

a baseball game, he and some of his teammates drank a case of beer and visited a local 

house of prostitution. He had sex with the prostitute mainly because of group pressure. 

He remembers the prostitute saying that of the team members, he was the only one who 

was a gentleman: “You weren't grabbing and squeezing me all over like the others.” He 

dated very little in college, focusing on his studies, and finished in the top 5% of his 

class. His only dates during college were to fraternity events where he was required as 

a pledge to have a date. Mr. Benson does not remember having sex during college. His 
next sexual experience was after he married at age 28. His wife at first was impressed 

with how he was a perfect gentleman and did not pressure her to have sex like the other 
men she had dated. After marriage, she found that she was the one who had to initiate 
sex. Mr. Benson found sex pleasurable but would have been happy to have sex only 

268 Learning DSM-5 by Case Example 



once a year. In response to her pressure, they usually had sex every 3-4 months. He de- 
nies masturbation since marriage and also denies sexual fantasies. He says that he no- 
tices other women who have good figures, but he denies wanting to have sex with 
them. He uses the following analogy: “I drive a Mercedes diesel. I notice the lines of a 
Porsche Carrera, but I don’t lust after one.” 

A full endocrinological workup was done to check Mr. Benson’s luteinizing hor- 
mone (stimulates production of testosterone), follicle-stimulating hormone (critical for 
the initiation of spermatogenesis), prolactin (when elevated, causes low libido in 
males), free testosterone (when low, can cause low libido, erectile dysfunction, and in- 
fertility in males), and thyroid indices. All results were within normal limits. There was 
no evidence of an atypical focus of sexual interest, such as being sexually attracted to 
children, and no evidence of his having had a homosexual orientation. Mr. Benson also 
did not have evidence of a mood disturbance, such as depression; did not abuse sub- 
stances; and did not use any medications on a regular basis. 

Discussion of “Perfect Gentleman” 
As is typical for men with Male Hypoactive Sexual Desire Disorder, Mr. Benson 

went for help largely because of distress related to his wife’s frustration with his 

low sexual desire, which is threatening his marriage. Before the diagnosis can be 

made, other causes for his low sexual desire with his wife need to be considered 

and ruled out. A number of medical conditions, such as low testosterone and 

side effects of medication, such as the selective serotonin reuptake inhibitor 

(SSRI) antidepressants, can cause low sexual desire. These causes are ruled out 

because Mr. Benson has normal hormone levels and does not use any medica- 

tions or drugs of abuse. Mental disorders, especially depression, can also cause 

low sex drive, but there is no evidence that Mr. Benson has any mood distur- 

bance. Finally, another consideration is whether Mr. Benson’s preferred focus of 

sexual interest may not include his wife, either because his primary interests are 

paraphilic (see Chapter 19, “Paraphilic Disorders”) or because Mr. Benson has a 

homosexual sexual orientation. However, the lifelong nature of his low sexual 

desire, which includes lack of interest in pornography of any type, plus the lack 

of his admitting to having such other sexual preferences, suggests that these po- 

tential explanations also do not explain his low desire. Thus, Mr. Benson’s DSM- 

5 diagnosis is Male Hypoactive Sexual Desire Disorder (DSM-5, p. 440). Because 

he has always experienced low sexual desire, the Lifelong subtype applies. 

Moreover, because his low sexual desire occurs in all situations and with all part- 

ners, the Generalized subtype also applies. 

13.2 

Erectile Disorder 

Erectile Disorder involves a dysfunction in the second phase of the sexual 

response cycle, namely the excitement phase. Erectile Disorder entails the repeated fail- 

ure to obtain or maintain erections during partnered sexual activities and is character- 
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ized by one or more of the following, experienced on most occasions of sexual activity: 

1) marked difficulty in obtaining an erection during sexual activity, 2) marked difficulty 

in maintaining an erection until the completion of sexual activity, and/or 3) marked 

decrease in erectile rigidity (DSM-5, p. 426). 

Specific causes of erectile dysfunction should be considered and ruled out before a 

diagnosis of Erectile Disorder is made. Medical causes include heart disease, clogged 

blood vessels (atherosclerosis), high cholesterol, diabetes, Parkinson’s disease, multiple 

sclerosis, Peyronie’s disease (development of scar tissue inside the penis associated 

with trauma), treatments for prostate cancer or enlarged prostate, and surgeries or in- 

juries that affect the pelvic area or spinal cord. Erectile dysfunction can be a side effect 

of certain medications, including diuretics and drugs to control high blood pressure, 

antidepressants, antianxiety drugs, antiepileptic drugs, antihistamines, gastric reflux 

medications, and muscle relaxants. Heavy alcohol use, tobacco use, and other abused 

drugs, such as cocaine, marijuana, and opiates, can also cause erectile dysfunction, as 

can Major Depressive Disorder, anxiety, and severe relationship stress. Mental disor- 

ders associated with erectile dysfunction include depression and Posttraumatic Stress 

Disorder. In all such cases, a DSM-5 diagnosis of Erectile Disorder is not made. 

Erectile dysfunction varies in severity; some men have a total inability to achieve 

an erection, others have an inconsistent ability to achieve an erection, and still others 

can sustain only brief erections. The variations in severity of erectile dysfunction 

make estimating its frequency difficult. Many men also are reluctant to discuss erec- 

tile dysfunction with their doctors due to embarrassment, and therefore the condition 

is underdiagnosed. As noted in DSM-5 (p. 427): “There is a strong age-related increase 

in both prevalence and incidence of problems with erection, particularly after age 50 

years.... Approximately 2% of men younger than age 40-50 years complain of fre- 

quent problems with erections, whereas 40%—50% of men older than 60-70 years may 

have significant problems with erections.” 

(Un)Committed 

Paul Petersen and his girlfriend Annie have been living together for the last 10 months 
and are contemplating marriage. Annie describes the problem that has brought them to 
the sex therapy clinic: “For about the last 6 months, he hasn’t been able to keep his erec- 
tion after he enters me.” The psychologist turns to Paul and asks him how he sees the 
problem. Paul, embarrassed, agrees with Annie and adds, “I just don’t know why.” 

The psychologist learns that Paul is 26 years old and a recently graduated lawyer, 

and that Annie is 24 and a successful buyer for a large department store. They both 

grew up in educated, middle-class, suburban families. They met through mutual 
friends and started to have sexual intercourse a few months after they met and recall no 
real problems at that time. 

Two months later, Paul moved from his family home into Annie’s apartment. This 

was her idea, and Paul was unsure that he was ready for such an important step. Within 
a few weeks, Paul noticed that although he continued to be sexually aroused and 
wanted intercourse, as soon as he entered Annie, he began to lose his erection and could 
not stay inside. They would try again, but by then his desire had waned, and he was 
unable to achieve another erection. After the first few times this happened, Annie be- 
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came so angry that she began punching him in the chest and screaming at him. Paul, 
who weighs 200 pounds, would simply walk away from his 98-pound lover, which 
would infuriate her even more. 
The psychologist learned that sex was not the only area of contention in the relation- 

ship. Annie complained that Paul did not spend enough time with her and preferred to 
go to baseball games with his male friends. Even when he was home, he would watch 
all the sports events that were available on TV, and he was not interested in going to 
foreign films, museums, or the theater with her. Despite these differences, Annie was 
eager to marry Paul and was pressuring him to set a date. 

Physical examination of the couple revealed no abnormalities, and there was no ev- 
idence that either partner was persistently depressed. Paul recently saw his internist for 
a regular medical examination with routine blood tests and urinalysis, and no medical 
problems were reported to be present. He was not taking any medication. Although he 
had an occasional glass of wine with dinner, he reported no problems with alcohol or 
drug abuse. 

Neither partner was willing to discuss nonsexual problems. They were treated with 
Masters and Johnson-type sensate focus exercises over the next several months. In 

these exercises, the couple explored nongenital ways of giving physical pleasure to each 
other without the psychological demands of demonstrating sexual competence. Annie 
continually pressured Paul to translate the therapy into action. She saw herself as ther- 
apist and teacher, and Paul as patient and pupil. Although Paul passively avoided do- 
ing the exercises on many occasions, Paul’s problem with maintaining an erection 
gradually resolved over a period of 8 months. They were married within 3 months after 
treatment ended. 

Discussion of “(Un)Committed” 
At the time of presentation to the sex therapy clinic, Paul reported the onset of 

an erectile problem—namely, the persistent inability to maintain his erection 

through the completion of sexual activity—that had lasted about 6 months and 

that was causing him distress. In considering a DSM-5 diagnosis of Erectile 

Disorder, the clinician must first determine whether the erectile dysfunction is 

persistent, is causing distress, and is not due to medical, substance, or other 

causes such as severe relationship distress or partner violence, or to the pres- 

ence of another mental disorder. Paul has had the erectile dysfunction for a suf- 

ficient time to meet the DSM-5 minimum requirement of a 6-month duration, 

and it is clearly causing him and his partner significant distress. Furthermore, 

there is no evidence suggesting that Paul has a medical problem or is suffering 

from another mental disorder such as depression, and he is not taking any 

medication or abusing alcohol or other drugs. 

The timing of the onset of Paul’s erectile dysfunction strongly suggests that 

there is likely a connection between his ambivalence about committing himself 

to a relationship with Annie and his sexual dysfunction. Although a diagnosis 

of a sexual dysfunction is not given if the clinician judges that the dysfunction 

is a result of severe relationship stress or partner violence, Paul’s ambivalence 

about commitment is not deemed to meet the level of “severe relationship dis- 

tress” that would preclude the diagnosis. Thus, the diagnosis is Erectile Disor- 

der (DSM-5, p. 426). Furthermore, because his erectile dysfunction began after 

a period of normal erectile functioning, the Acquired subtype applies. 
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Female Sexual 

Interest/Arousal Disorder 

Although DSM -5 differentiates dysfunctions involving the desire phase of 

the sexual response cycle in men (Male Hypoactive Sexual Desire Disorder) from dys- 

functions occurring in the excitement phase (Erectile Disorder), in women there is 

only a single diagnostic category in DSM-5 covering dysfunctions in both phases: 

Female Sexual Interest / Arousal Disorder. The use of a single diagnosis is because in 

women the relationship between desire and subjective arousal (excitement) is both 

complex and variable across women and not easily separable. Women tend to find it 

difficult to differentiate desire from arousal when sexually excited. Also, sexual desire 

precedes sexual arousal for some women but follows sexual arousal for other women. 

Thus, the DSM-5 diagnosis of Female Sexual Interest / Arousal Disorder is defined 

in terms of both desire and arousal problems. The diagnosis can be made if at least 

three of the following six indicators of dysfunction are present: 1) reduced or absent 

interest in sexual activity; 2) reduced or absent erotic thoughts or fantasies; 3) lack of 

initiation of sexual activity and often being unreceptive to a partner’s attempts to ini- 

tiate sexual activity; 4) reduced or absent sexual excitement or pleasure during sexual 

activity; 5) reduced or absent sexual interest or arousal in response to written, verbal, 

or visual erotic cues; and 6) reduced or absent genital or nongenital sensations during 

sexual activity. 

Before the diagnosis can be made, specific medical and substance-induced causes 

must be ruled out. Low estrogen levels, especially after menopause, can cause desire 

and arousal difficulties. Although testosterone is often thought of as the “male” sex 

hormone, testosterone is also important in female sexual functioning, and low levels 

are associated with low sexual desire. Other medical problems that can cause desire 

or arousal problems in women include diabetes, thyroid disease, and cancer. A reduc- 

tion in desire and arousal is a particularly common side effect of certain medications, 

especially antidepressant medications, antihypertensive medications, and anticancer 

drugs. Although the most common complaint among women with sexual dysfunc- 

tions is low sexual interest and arousal, the prevalence of low sexual desire or arousal 

lasting for more than 6 months, as required for the DSM-5 diagnosis, is unknown. 

No Sparkle 

Martina Diaz is a 45-year-old woman referred to a sex therapist by her primary care phy- 

sician for further evaluation and treatment, after she was nonresponsive to a 3-month 

course of treatment with flibanserin (a medication prescribed to treat low sexual desire 
in women). Her medical record indicates that she is experiencing perimenopause (with 
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hot flashes, menstrual irregularity, and vaginal dryness) and is in good health, with 
hormone levels within the typical range. 

Mrs. Diaz reports that she has been married for 20 years and has three adolescent 
children, ages 12, 15, and 17. She indicates an emotionally close, loving, and supportive 
relationship with her husband, with considerable nonsexual physical intimacy, includ- 
ing touching and hugging. She said that in the first decade of her relationship, she was 
much more sexually active, frequently initiating sex, and most of the time responsive 
sexually when her husband initiated. Over time her interest in sex gradually decreased, 
and for the past 2 years, she has rarely initiated sexual activity and finds that she has 
little interest and has difficulty becoming aroused when her husband initiates. She 
sometimes experiences mild discomfort during penile-vaginal intercourse, associated 
with insufficient lubrication. Although she can still achieve orgasm on those infrequent 
occasions when her husband performs oral sex on her, she does not achieve orgasm as 
easily as in the past. 

Mrs. Diaz trained as a lawyer and left practice after the birth of her first child. Five 
years ago, she returned to full-time employment in law and since then has been strug- 

gling with heavy time commitments with her career, as well as with driving her chil- 
dren to extracurricular activities. She hopes her oldest child will soon get a driver’s 
license, and then Mrs. Diaz might have more time to herself. Her husband helps with 
household tasks, but is also very busy in a sales position; most of the housework falls 
to Mrs. Diaz and part-time help the family hires to assist with cleaning. 

Mrs. Diaz identifies as a practicing Catholic. She uses hormonal oral contraceptives 
and reports that she looks forward to menopause and being able to discontinue birth 
control, because neither she nor her husband wants additional children. She has a gen- 
erally positive attitude toward sex, although she feels uncomfortable discussing her 

lack of sexual interest or her need for lubricant with her husband, fearing that he will 
think she does not find him attractive anymore or she loves him less than she once did. 
She has never used vibrators and said she has not masturbated since she married, never 
having had much interest in or satisfaction from masturbation. 

Recently, she has been assigned a younger male coworker who has been working on 
a complex case with her for extended periods of time. She reports occasionally noticing 

a “sparkle” of desire when she is near him, and she sometimes thinks of the coworker 
when her husband initiates sex, but then she immediately experiences guilt about these 
thoughts, which “shuts down” her desire for sex. She has not shared these thoughts 
with her spouse, and she states that the feelings are particularly confusing for her be- 
cause she still loves her husband, and for both of them, it would be “immoral” and “un- 

acceptable” to consider opening the relationship to nonmonogamy. She did not notice 
any improvement in her sexual desire or arousal while taking flibanserin and found the 
restrictions on moderate alcohol use inconvenient. 

Mrs. Diaz shows no signs of depression or anxiety. Now that she has discontinued 

flibanserin, she has resumed drinking alcohol occasionally, a glass or two of wine a few 

times a week. She reports no tobacco or other psychoactive drug use and is not taking 

any medication except contraceptives. She is in generally good health, although her pri- 

mary care physician has suggested she lose some weight and exercise more. She rarely 

has time or energy to cook or exercise, and the family regularly eats out together. She 

does not feel as if she has time to change these routines at the moment and is fearful that 

if she works less at her job, she might lose opportunities for advancement because she is 

considerably older than most junior associates in her law firm. She and her husband take 

an evening for a date night at least twice a month. Although she feels close to her hus- 

band during these dates and greatly enjoys them, they do little for her sexual interest. 

The course of treatment on flibanserin was initiated and discontinued at her request, 

and she requested the referral for other types of treatment. Mrs. Diaz says she would 

like to enjoy sex as she once used to, and she is also concerned that long-term lack of 

interest in sex may adversely affect her relationship with her husband. Many of her col- 
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lege friends, who also married in their mid- to late 20s, have recently divorced after they 

or their partners had affairs, and she does not want this to happen to her. Stating that 

her marital relationship is otherwise good, Mrs. Diaz does not particularly want cou- 

ples counseling and prefers to “solve this issue myself,” adding that she has read online 

news articles on a multimodal approach to sexual issues, but is not sure of specifically 

how couples counseling can help her as she feels she already has a good relationship 

with her husband. 
Treatment proceeded with cognitive-behavioral sex therapy including sensate focus, 

a therapeutic technique in which the person is encouraged to pay increased attention to 

his or her own senses and what feels good sexually. Mrs. Diaz was encouraged to ex- 
plore fantasy as a way of increasing her interest in sex. After initial sessions, she invited 
her husband to join the therapy sessions and to work together on sensate focus and in- 
troducing variations in their sexual routine, focused on enhancing her pleasure. These 
included the use of a vibrator and lubricants. A gynecological consult was offered for 
vaginal estrogen, but Mrs. Diaz did not proceed with this because she experienced suf- 
ficient improvement from psychotherapy alone. Although she still infrequently wants 
to initiate sex, she reports that treatment has led to a significant increase in sexual re- 
sponse and pleasure when her husband initiates sex. 

Discussion of “No Sparkle” 
Mrs. Diaz presents for help for both low sexual interest and difficulty with sex- 

ual arousal. She reports virtually no interest in sexual activity, rarely initiating 

sex with her husband and failing to become aroused when her husband initi- 

ates intercourse, with concomitant insufficient lubrication. With the exception 

of the occasional “sparkle” of desire she experiences when near a younger 

male coworker, she rarely has any erotic thoughts. 

Of the six possible symptoms included in the DSM-5 diagnostic criteria for 

Female Sexual Interest / Arousal Disorder, Mrs. Diaz has four of them: reduced 

interest in sexual activity, reduced erotic thoughts, rare initiation of sexual ac- 

tivity along with lack of response to her husband’s attempts to initiate sex, and 

reduced sexual pleasure during most instances of sexual activity with her hus- 

band. Even though Mrs. Diaz is still capable of responding physiologically to 

orgasm as the recipient of oral sex, the reduction in physiological response and 

excitement/pleasure during most sexual encounters satisfies the fourth listed 

criterion. The evaluation by her primary care physician does not reveal any 

other possible explanations for her low desire and arousal. She is not suffering 

from another mental disorder that might be associated with low desire (Cte 

Major Depressive Disorder), and she has no medical problems and is taking no 

medication that could cause these symptoms. Finally, the symptoms are not a 
consequence of severe relationship distress. Given that this problem is not 
transient but has persisted for longer than 6 months and that it causes her sig- 
nificant distress, the DSM-5 diagnosis of Female Sexual Interest/ Arousal Dis- 

order (DSM-5, p. 433) applies. Moreover, because Mrs. Diaz has had a history 
of normal sexual desire earlier in her life, the Acquired subtype applies. Fi- 
nally, because the low desire does not appear to be limited to any particular sit- 
uation or partner, the Generalized subtype applies as well. 
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13.4 
Premature (Early) Ejaculation 

DSM-5 includes two disorders involving orgasmic functioning in males, one 
for scenarios in which ejaculation occurs sooner during sexual intercourse than the 
man or his partner would like (i.e., Premature Ejaculation) and the other for situations 
in which ejaculation takes too long to happen or does not happen at all (i-e., Delayed 
Ejaculation; see Section 13.5). Premature Ejaculation is defined as “ejaculation occur- 
ring during partnered sexual activity within approximately 1 minute following vag- 
inal penetration and before the individual wishes it” (DSM-5, p. 443). Although the 
diagnosis may be applied to individuals engaged in nonvaginal sexual activities, spe- 
cific duration guidelines have not been established for these activities. Biological 

causes of premature ejaculation include excess thyroid hormone, inflammation and 

infection of the prostate or urethra, and nerve damage from surgery or trauma. 

Many males with Premature Ejaculation complain of a sense of lack of control over 

ejaculation and report apprehension about their anticipated inability to delay ejacu- 

lation in future sexual encounters. A pattern of premature ejaculation may be associ- 

ated with decreased self-esteem, a sense of lack of control, and adverse consequences 

for partner relationships. It may also cause personal distress and decreased sexual 

satisfaction in the sexual partner. 

Premature ejaculation is one of the most common forms of male sexual dysfunc- 

tion and has probably been experienced by most men at some point in their lives 

without sufficient distress to be considered a mental disorder. Approximately 30% of 

men have reported having experienced premature ejaculation at least once during the 

previous 12 months. 

No Control 

Liam and Melissa Crane are an attractive, gregarious couple, married for 15 years, who 
present in the midst of a crisis over their sexual problems. Mr. Crane, age 38, is a suc- 

cessful restaurateur. Ms. Crane, age 35, has devoted herself to child rearing and manag- 
ing the home since the couple married. She reports that throughout their marriage she 

has been extremely frustrated because sex has “always been hopeless for us.” She is 

now seriously considering leaving her husband. 
The difficulty is the husband’s rapid ejaculation. Whenever any lovemaking is at- 

tempted, Mr. Crane becomes anxious, moves quickly toward intercourse, and reaches 

orgasm either immediately upon entering his wife’s vagina or within one or two strokes. 

He then feels humiliated and recognizes his wife’s dissatisfaction, and they both lapse 

into silent suffering. He has severe feelings of inadequacy and guilt, and she experi- 

ences a mixture of frustration and resentment toward his “ineptness and lack of con- 

cern.” Recently, they have developed a pattern of avoiding sex, which leaves them both 

frustrated but keeps overt hostility to a minimum. 
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Mr. Crane has always been a perfectionist, priding himself on his ability to succeed 

at anything he sets his mind to. As a child, he had always been a “good boy,” ina vain 

effort to please his demanding father. His inability to control his ejaculation is a source 

of intense shame, and he finds himself unable to talk to his wife about his sexual “fail- 

ures.” Ms. Crane is highly sexual and easily aroused by foreplay, but she has always felt 

that intercourse is the only “acceptable” way to reach orgasm. Intercourse with her hus- 
band has always been unsatisfying, and she holds him completely responsible for her 
sexual frustration. As a result, they have developed other sexual techniques for pleas- 
ing each other. Because she cannot discuss the subject with Mr. Crane without feeling 

rage, she usually avoids talking about it. 
In other areas of their marriage, including rearing of their two children, managing 

the family restaurant, and socializing with friends, the Cranes are highly compatible. 
Despite these strong points, however, they are near separation because of the tension 

produced by their mutual sexual disappointment. 

Discussion of “No Control” 
This couple presents with a sexual problem that is threatening their marriage. 

Mr. Crane’s sexual difficulty is that he lacks a reasonable degree of voluntary 

control over ejaculation, so that he invariably ejaculates almost immediately 

upon penetration during intercourse. As a result, Ms. Crane is never sexually 

satisfied, and Mr. Crane feels extremely inadequate. Because the problem has 

persisted throughout their marriage, is causing distress, does not appear to 

have a medical or substance-induced cause, and is not caused by another men- 

tal disorder or severe relationship distress such as partner violence, the diag- 

nosis is Premature Ejaculation (DSM-5, p. 443). 

1S He, 

Delayed Ejaculation 

Delayed Ejaculation is characterized by a marked delay in or inability to 
achieve ejaculation despite adequate sexual stimulation. Usually, the presenting com- 

plaint involves partnered sexual activity. DSM-5 does not offer a precise definition of 

the term delayed, because there is no consensus as to what constitutes an abnormally 

long time to reach orgasm. Instead, a man is probably experiencing delayed ejaculation 
if the delay is causing him distress or frustration, or if he has to stop sexual activity due 
to fatigue, physical irritation, loss of erection, or a request from his partner. Often, a man 
with Delayed Ejaculation might have difficulty reaching orgasm during sexual inter- 
course or other sexual activities with a partner, but will ejaculate without difficulty 
when masturbating. Although the prevalence of this condition is unknown, it is the 
least common male sexual complaint. 

In Jeopardy 

Dennis Collins, a 33-year-old college professor, presented with the complaint that he 
has never been able to ejaculate while making love. He has had no trouble in attaining 
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and maintaining an erection and no difficulties in stimulating his partner to her orgasm, 
but he could never be stimulated to ejaculation and would finally give up in boredom. 
He has always been able to reach ejaculation by masturbation, which he does about 
twice a week, but he has never been willing to allow a partner to masturbate him to 
orgasm. Previously, he resisted all of his girlfriend’s attempts to persuade him to seek 
medical or psychological help, because he feels that intravaginal ejaculation is unim- 
portant unless a person wants children. 

Mr. Collins’ current relationship is in jeopardy because his girlfriend is eager to 
marry and have children. He has never wanted to have children and is reluctant to be- 
come a father, but the pressures from his girlfriend have forced him to seek therapy. 
Throughout the interview, his attitude toward the problem is one of distance and dis- 

dain. He describes the problem as though he were a neutral observer, with little appar- 
ent feeling. 

Discussion of “In Jeopardy” 
Mr. Collins has an unusual sexual problem. He is able to have an erection with- 

out any difficulty and has no problem in sustaining the erection during inter- 

course, but is unable to have an orgasm during intercourse. Significantly, he 

has no trouble having an orgasm when he masturbates, which excludes the 

possibility that a general medical condition accounts for the problem, because 

in such a case the delayed ejaculation would be present in all circumstances. 

Moreover, the problem has persisted (it has been lifelong) and is not due to 

substance use, is not a side effect of a medication, and is not due to a mental 

disorder. Although Mr. Collins does not appear to be particularly upset about 

his inability to ejaculate during intercourse, the facts that he is presenting for 

therapy and that his relationship with his girlfriend is “in jeopardy” suggest 

that the DSM-5 requirement that the dysfunction be causing distress is met, 

justifying a diagnosis of Delayed Ejaculation (DSM-5, p. 424). The Situational 

and Lifelong subtypes also apply because Mr. Collins is able to have orgasms 

during masturbation and he has never been able to have an orgasm with a 

partner. 

13.6 

Female Orgasmic Disorder 

Female Org asmic Disorder is characterized by either difficulty experienc- 

ing orgasm or significantly reduced intensity of orgasmic sensations, despite adequate 

sexual stimulation. There is wide variability in the type or intensity of stimulation that 

women need for orgasm. Similarly, women’s subjective descriptions of orgasm are 

also extremely varied, suggesting that it is experienced in very different ways, both 

among different women and on different occasions by the same woman. Because such 

variability is normal, a diagnosis of Female Orgasmic Disorder should only be con- 

sidered if the orgasmic problems are experienced on almost all occasions of sexual 

activity. 

13.6 Female Orgasmic Disorder 277 



Many women require clitoral stimulation to reach orgasm, and a relatively small 

proportion of women report that they always experience orgasm during penile-vaginal 

intercourse. Thus, a woman’s experiencing orgasm through clitoral stimulation, but not 

during intercourse, would never justify a diagnosis of Female Orgasmic Disorder. 

Many physiological factors, including medical conditions and medications, may in- 

fluence a woman’s experience of orgasm. Conditions such as multiple sclerosis, pelvic 

nerve damage from radical hysterectomy, and spinal cord injury can all influence orgas- 

mic functioning in women. A wide variety of medications, especially antidepressants 

that are SSRIs or serotonin-norepinephrine reuptake inhibitors (SNRIs), can have a neg- 

ative impact on a woman’s ability to experience orgasm. If the orgasmic problems are 

clearly a side effect of a medication or substance, a diagnosis of Substance / Medication- 

Induced Sexual Dysfunction (see Section 13.8) should be considered. 

As noted in DSM-5 (p. 431), “Approximately 10% of women do not experience or- 

gasm throughout their lifetime.” There is a wide variation in the estimated prevalence 

rates of female orgasmic problems, ranging from 10% to 42%, depending on multiple 

factors (e.g., age, culture, duration, and severity of symptoms); however, these esti- 

mates do not take into account whether or not the orgasmic problems are associated 

with distress. 

Staying in Control 

Lola Alvarez, a 25-year-old female laboratory technician, has been married to a 32-year- 
old cabdriver for 5 years. The couple has a 2-year-old son, and the marriage appears 
harmonious. 

The presenting complaint is Ms. Alvarez’s lifelong inability to experience orgasm. 
She has never achieved orgasm, although during sexual activity she believes she has re- 
ceived what should have been sufficient stimulation. She has tried to masturbate, and 
on many occasions her husband has manually stimulated her patiently for lengthy pe- 
riods of time. Although she does not reach climax, she is strongly attached to her hus- 
band, feels erotic pleasure during lovemaking, and lubricates copiously. According to 
both of them, the husband has no sexual difficulty. 

Exploration of her thoughts as she nears orgasm reveals a vague sense of dread of 
some undefined disaster. More generally, she is anxious about losing control over her 
emotions, which she normally keeps closely in check. She is particularly uncomfortable 
about expressing any anger or hostility. 

Physical examination reveals no abnormality. 

Discussion of “Staying in Control” 
Ms. Alvarez’s sexual difficulties are limited to the orgasm phase of the sexual 
response cycle (she has no difficulty in desiring sex or in becoming excited). 
During lovemaking there is what would ordinarily be an adequate amount of 
stimulation. Her report of a “vague sense of dread of some undefined disaster” 
as she approaches orgasm and her anxiety about losing control suggest that 
her inability to have orgasms represents a psychological inhibition. There is no 
suggestion of any mental disorder, a general medical condition, substance 

abuse, or medication use that could account for the orgasmic dysfunction. 
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Moreover, the problem has been persistent (i.e., she has never experienced an 
orgasm) and it is causing her distress as evidenced by the fact that she is asking 
for help for this problem. Thus, the DSM-5 diagnosis is Female Orgasmic Dis- 
order, Lifelong, Generalized (DSM-5, p. 429) 

13.7 

Genito-Pelvic 

Pain/Penetration Disorder 

Genito-Pelvic Pain/Penetration Disorder is a DSM-5 diagnosis 
that covers various aspects of sexual pain that occur in women. Presenting symptoms 

may include any of the following: 1) difficulty having vaginal intercourse; 2) marked 

vulvovaginal or pelvic pain during vaginal intercourse or other penetration attempts 

(e.g., gynecological examinations, tampon insertion); 3) marked fear or anxiety about 

vulvovaginal or pelvic pain either in anticipation of, during, or as a result of vaginal 

penetration; and 4) marked involuntary tensing or tightening of the pelvic floor mus- 

cles around the vagina during attempted vaginal penetration, a phenomenon known 

as vaginismus. 

As with the other Sexual Dysfunctions, Genito-Pelvic Pain/ Penetration Disorder 

is not diagnosed if the problem is explained by another mental disorder; is a conse- 

quence of severe relationship distress such as partner violence; is due to a general 

medical condition, such as endometriosis (a disease in which tissue that normally 

grows inside the uterus grows outside it), pelvic inflammatory disease (an infection 

of the upper part of the uterus, fallopian tubes, and ovaries, and inside the pelvis), or 

vulvovaginal atrophy (thinning, drying, and inflammation of the vaginal walls); or is 

a side effect of a medication. 

Women with Genito-Pelvic Pain/Penetration Disorder often avoid sexual situa- 

tions and opportunities and avoid gynecological examinations despite medical rec- 

ommendations to the contrary. Commonly, women who have not succeeded in 

having sexual intercourse seek treatment only when they wish to conceive. Many 

women with this condition experience associated relationship or marital problems 

and also report that the symptoms significantly diminish their feelings of femininity. 

The prevalence of this disorder—that is, the number of women having symptoms 

that have persisted for at least 6 months and that cause significant distress—is un- 

known; however, approximately 15% of women in North America report recurrent 

pain during intercourse. By definition, the diagnosis of Genito-Pelvic Pain/Penetra- 

tion Disorder is only given to women. However, relatively new research concerning 

urological chronic pelvic pain syndrome in men suggests that men may experience 

some similar problems. 

13.7. Genito-Pelvic Pain/Penetration Disorder 279 



Sex Is a Nasty Business 

Claire Whitaker, a 33-year-old secretary, was referred by her gynecologist to a sex ther- 

apist in a clinic specializing in sexual problems. The immediate reason for the referral 

was that the gynecologist had been unable to conduct a pelvic examination because of 

extreme contractions of Ms. Whitaker’s perivaginal muscles (i.e., muscles around the 

vagina). 
At the first visit to the therapist, Ms. Whitaker was visibly uncomfortable as she dis- 

cussed her sexual problems. Since the birth of her son, 2 years ago, she has been unable 

to have sexual intercourse because of vaginal spasms that are so extreme that neither 
her husband’s nor her own little finger can be inserted into her vagina. She never looks 
forward to sexual contact with her husband and actively discourages his advances. Re- 
cently, her husband has been pressuring her to become pregnant again. She would like 
to become pregnant both to please him and because she herself wants another child. 

The onset of the perivaginal muscle spasms, however, had been at an earlier time. 
Virginal at the time of her marriage 8 years previously, Ms. Whitaker had not been able 

to allow vaginal penetration for the first year. After a year of an “unconsummated mar- 
riage,” she and her husband had seen a marriage counselor, who had helped them con- 
siderably so that they were able to have intercourse, at least episodically, over the next 
5 years. Ms. Whitaker had always had some anxiety about and did not really like vag- 
inal penetration, although she could be orgasmic, albeit rarely, with clitoral sexual stim- 

ulation. 
Ms. Whitaker was unable to get pregnant during the first 5 years of her marriage, 

apparently because of chronic endometriosis, a common condition in which tissue that 
normally grows inside the uterus (endometrium) grows in other parts of the body, caus- 
ing painful menstruation and sometimes infertility. When she finally gave birth, the 
baby was about 11 weeks premature and weighed only 3 pounds. Ms. Whitaker felt 
guilty about having caused the premature birth by taking estrogen for the endometrio- 
sis. Since the birth, she has been extremely fearful of becoming pregnant again and pos- 
sibly delivering another premature child. 

Ms. Whitaker recalled the difficulty that her mother had in talking to her about men- 
struation and sex. Her religious upbringing precluded any discussion of premarital sex, 
birth control, and abortion, which were all considered sinful. She knew nothing about 
the use of a condom as a birth-control device. She acknowledged not knowing where 
her clitoris was, and was unable to identify it on a model. She had never masturbated, 

and indeed had learned about masturbation only recently. She expressed an aversion 
toward her husband's licking or sucking parts of her body, describing this as “yucky.” 
She reported a lifelong fear of bathtub water getting into her vagina and “infecting” her. 
She recalled dreams in which large and frightening objects penetrated her body. 

Treatment involved a combination of couple sessions to deal with the husband's 

frustration, anger, and impatience and to secure his cooperation in exercises that were 
designed to focus on sensual pleasure without intercourse (sensate focus exercises). Ms. 

Whitaker also had individual sessions, and was given an antianxiety agent, alprazolam, 
0.5 mg, to take two or three times a day. 

The main focus of treatment, however, was on vaginal dilation using her fingers, 

while in a tub of warm water. Ms. Whitaker’s progress with vaginal dilation was slow; 
she went through a series of gradual steps in which she introduced first the tip of one 
finger and then, gradually, two or three fingers. When the sensate focus exercises were 
added to the dilation, she disliked her husband’s sucking, licking, and kissing; she had 
to spend a great deal of time trying to achieve some comfort with her own body. She 
later began attending group therapy for nonorgasmic women. 
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Seen at first weekly and then monthly, Ms. Whitaker slowly made progress, ulti- 
mately allowing penetration during intercourse. She was still frightened of pregnancy, 
even when her husband used a condom, expressing marked fear that the condom 
would break or slip off. After several more months of therapy, her fear of pregnancy di- 
minished so that intercourse could take place without birth control. 

Discussion of “Sex Is a Nasty Business” 
Ms. Whitaker has a number of sexual dysfunctions, including low sexual inter- 
est and orgasmic difficulties, but her major problem at the present time and the 
one that brought her into treatment is contraction of her perivaginal muscles— 
demonstrated, as it often is, during’a pelvic examination—that results in diffi- 
culties with intercourse. She also experiences marked anxiety related to the 
prospect of vaginal penetration. Her recurrent and persistent difficulties with 

vaginal penetration that are a source of distress and that are not due to the ef- 

fects of a medication or to a medical condition justify the diagnosis of Genito- 
Pelvic Pain/Penetration Disorder (DSM-5, p. 437). 

13.8 

Substance/Medication-Induced 

Sexual Dysfunction 

A wide variety of medications as well as substances of abuse can cause Sexual 

Dysfunctions. Most (but not all) antidepressants have the potential to cause sexual 

dysfunction. Although the most commonly encountered problems involve difficulty 

with orgasm or ejaculation, problems with desire and erection can occur as well. From 

25% to 80% of individuals taking antidepressants report sexual side effects. Antipsy- 

chotic medications also commonly cause sexual side effects, as do antianxiety agents 

such as benzodiazepines. Other medications associated with disturbances in sexual 

function include statins used to lower cholesterol (erectile dysfunction), blood pres- 

sure medications (desire, excitement, and orgasm disorders), histamine type 2 receptor 

blockers used for treating acid reflux and ulcers (erectile dysfunction), anticonvulsant 

medications (desire, excitement, orgasm), and hormonal contraceptives (desire). 

Decreased sexual desire, erectile dysfunction, and difficulty reaching orgasm are 

also associated with illicit substance use, particularly among chronic drug abusers. 

Sexual problems appear to be higher in individuals who abuse heroin (approximately 

60%-70%) than in individuals who abuse amphetamines or ecstasy. Chronic alcohol 

abuse and chronic nicotine abuse are also related to higher rates of erectile problems, 

which may not appear until after years of use. Premature (early) ejaculation can 

sometimes occur after cessation of opioid use. 

Substance /Medication-Induced Sexual Dysfunctions can usually be reversed by 

lowering the dosage or stopping the medication. 
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Bad Side Effect 

Amy Harris, a 36-year-old bank officer, is concerned about her extreme difficulty reach- 

ing orgasm. She remembers masturbating to orgasm in her early teens. Her first sexual 

partner was her high school boyfriend, the captain of the football team. After several 

months of sexual activity, she became orgasmic with him. She had only a few sexual 

partners in college but was usually orgasmic. She was an excellent student and was 

elected to the honor council at her college and was president of her sorority. After grad- 
uation, she accepted a beginning executive position at a local bank. She married at age 
26 and was usually orgasmic with her husband. Initially, they were sexually active four 
to five times a week, but this decreased to one to two times a week as the marriage pro- 
gressed. She commented, “When I wanted to, I could reach orgasm. Sometimes, I just 
enjoyed the intimacy and did not make the effort.” Sexual interest waxed and waned 

during attempts to become pregnant. 
Approximately 6 months ago, Ms. Harris discovered that her husband had been sex- 

ually intimate with one of his female work associates. Shortly after that, Ms. Harris did 
not receive an expected promotion at work. She began experiencing self-doubt, ques- 
tioning her competence both as a wife and as a businesswoman. She sought counseling, 
but her self-doubt increased and she began wondering if she would be a bad mother 
even if she could become pregnant. Slowly, insomnia, anhedonia, fatigue, poor appe- 
tite, loss of sexual interest, and transient thoughts of suicide entered her life. Her work 
suffered, and she received a bad review at work, which increased her self-doubt. 

Ms. Harris’ primary care physician prescribed an antidepressant, paroxetine 20 mg/ 
day, and Ms. Harris continued counseling with her therapist. After her depressive 
symptoms started to improve, she became receptive to her husband’s sexual advances 
in spite of her anger about his affair and lingering doubts about her attractiveness. She 
had difficulty reaching orgasm but attributed this to her anger about her husband's af- 
fair. She still continued to have some depressive symptoms and returned to her primary 

care physician, who diagnosed an incomplete response to pharmacotherapy and in- 
creased her dosage of paroxetine to 40 mg/day. When she had coitus several weeks 
later, she was totally incapable of reaching orgasm. She also attempted masturbation 
and realized that she could not reach orgasm with masturbation. She read about SSRI- 
associated sexual dysfunction on the Internet and contacted her primary care physician 
again. Her primary care physician gradually reduced her dosage of paroxetine to 20 mg/ 
day, and her ability to reach orgasm with difficulty returned after several weeks. 

Discussion of “Bad Side Effect” 
This case starts out as a potential case of Female Orgasmic Disorder, given Ms. 

Harris’ chief complaint of extreme difficulty reaching orgasm. The history in- 

dicates that this is a case of acquired orgasmic difficulty, because she had good 

orgasmic capacity during her teenage years and early 20s. The first signs of a 

sexual problem (i.e., loss of sexual interest) emerged in the context of a Major 
Depressive Episode that occurred after Ms. Harris’ discovery that her husband 
had been sexually intimate with one of his female work associates. Given that 
low sexual desire is a common feature of Major Depressive Disorder, an addi- 
tional diagnosis of Female Sexual Interest/ Arousal Disorder would not have 
been appropriate. 

After Ms. Harris’ depression was successfully treated with an antidepres- 
sant, her sexual desire returned, but she discovered that she had a new prob- 
lem: difficulty reaching orgasm, which she initially attributed to her anger 
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about her husband's affair. After her primary care doctor increased her antide- 

pressant medication to deal with persistent depressive symptoms, Ms. Harris’ 

orgasmic problems worsened to the point at which she was unable to achieve 

orgasm at all. Although it is possible that her orgasmic difficulties were psy- 

chologically mediated (e. g., due to doubts about her femininity and attractive- 

ness in the wake of her husband’s affair), there are a couple of reasons why her 

antidepressant medication is the most likely culprit. First, she was taking par- 

oxetine, from a class of antidepressants, the SSRIs, that are especially likely to 

lead to orgasmic difficulties. Second, the fact that her orgasmic difficulties 

worsened when the dose was increased from 20 mg/day to 40 mg/day and 

Seon when the dose was lowered again to 20 mg/day is completely con- 

sistent with a cause-and-effect relationship between her medication and her 

sexual dysfunction. Thus, her diagnosis would be Paroxetine-Induced Sexual 

Dysfunction (DSM-5, p. 446). 
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CHAPTER (4) 

Gender Dysphoria 

Gender denotes the public and usually legally recognized lived role of a person 
as boy or girl, man or woman. In contrast, sex refers to the biological indicators of 

male and female, including reproductive capacity (e.g., sex chromosomes, gonads, 

sex hormones, external genitalia). Some individuals develop a social identity, or gen- 

der, as male or female that does not correspond to their biological sex. The term gender 

dysphoria refers to an individual’s emotional and cognitive discomfort with his or her 

assigned gender—that is, the distress that may accompany incongruence between a 

person’s experienced or expressed gender and his or her assigned gender based on 

biological characteristics. Not all people will experience distress as a result of this in- 

congruence, but when they do, along with impairment in psychosocial functioning, 

they may qualify for a diagnosis of a mental disorder. The DSM-IV diagnostic term 

for this disorder, Gender Identity Disorder, has been replaced in DSM-5 by Gender Dys- 

phoria, a more descriptive term that focuses on distress as the clinical problem rather 

than one’s gender identity itself. 

DSM-5 presents two lists of diagnostic criteria for Gender Dysphoria: one for chil- 

dren (prepubescent) and one for adolescents and adults; see Table 14-1 for characteris- 

tic features. The criteria for children are age appropriate and inferential, and somewhat 

more concrete and specific than the adult criteria, because children are usually less 

able to verbalize their desires and distress and have yet to develop sexually. When 

there is an actual physical disorder of sex development, such as congenital adrenal 

hyperplasia (a condition in which the child is born with an excess of male sex hor- 

mones, which in females can result in ambiguous genitalia such that it can initially be 

difficult to identify external genitalia as “male” or “female”), this can be noted with 

the specifier With a Disorder of Sex Development. 
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TABLE 14—1. Characteristic features of Gender Dysphoria 

Disorder Key characteristics 

Gender Dysphoria in Desire to be of other gender; strong preference for cross-gender 

Children clothing, role-playing, toys and games, and playmates 

Rejection of assigned gender toys, games, and activities; dislike 

of one’s sexual anatomy; desire for sex characteristics of 

experienced gender 

Gender Dysphoria in Incongruence between experienced gender and own sex 

Adolescents and Adults characteristics; desire to be rid of own sex characteristics and 

to have sex characteristics of other gender 

Desire to be of the other gender and be treated as such; conviction 
that one has feelings and reactions of other gender 

14.1 
Gender Dysphoria in Children 

Gender Dysphoria in Children is defined as “a marked incongruence 
between one’s experienced /expressed gender and assigned gender” (DSM-5, p. 452) 

that persists for at least 6 months. There must be a strong desire to be the other gender 

or some alternative gender (i.e., neither stereotypically male nor female) that is differ- 

ent from that assigned at birth based on biological characteristics. Usually, boys 

(assigned gender) have a strong preference for cross-dressing as a girl, and girls 

(assigned gender) have a strong preference for very boyish attire and a resistance to 

dressing in feminine clothing. There are also strong preferences for cross-gender roles 

in play and fantasy life; for toys, games, and activities usually associated with the 

other gender; and for playmates of the other gender. Boys will reject typically mascu- 

line toys, games, and activities, such as competitive sports or toy cars and trucks, and 

will eschew rough-and-tumble play; girls will reject feminine toys, games, and activ- 

ities, such as playing with dolls or feminine dress-up or role-play. There will occasion- 

ally be expressed dislike of the child’s sexual anatomy and a desire for sexual 

characteristics that are in concert with the child’s experienced gender, although these 

concerns are far less common in young children than they are in preadolescents or 

adolescents. When these problems are associated with significant distress and impair- 

ment in social, school, or other important areas of functioning, the diagnosis of Gen- 

der Dysphoria applies. 

It is important to distinguish Gender Dysphoria from simple nonconformity to ste- 
reotypical gender role behavior (e.g., “tomboyism” in girls, “girly-boy” behavior in 

boys). The DSM-5 diagnosis of Gender Dysphoria should only be considered for chil- 
dren who express a strong desire to be of another gender than the assigned one and 
who experience distress or impairment as a result of their desire to be another gender. 
When Gender Dysphoria is diagnosed in a female, the desire to be male because of a 
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profound discontent with being a female needs to be distinguished from the desire 
merely to have the perceived cultural advantages associated with being a male. 

Gender Dysphoria in Children is rare. Boys are more often affected than girls. In 
children who come to clinical attention, the onset of cross-gender behaviors is usually 
between ages 2 and 4 years. There is a wide range in the rates of persistence of Gender 
Dysphoria in Children into adolescence and adulthood, ranging from 2% to 30% in 
boys and from 12% to 50% in girls. Of children whose disorder does not persist, the 
majority of boys will go on to be sexually attracted to males and self-identify as gay, 
whereas a somewhat smaller proportion of girls will be sexually attracted to females 
and self-identify as lesbian. Gender Dysphoria can interfere significantly with the de- 
velopment of peer relationships and lead to social isolation. Some children may re- 
fuse to attend school because they are afraid of being teased or harassed. 

Dolls 

Rocky is an 8-year-old boy for whom his parents seek treatment because “he wants to 
be a girl.” The patient’s major playmate is his younger sister, and although his parents 
are trying to foster friendships with other boys, Rocky prefers to play with girls or to be 
with his mother or a female babysitter. He refuses to participate in rough play with boys 
or physical fighting, although he is well built, above average in height for his age, and 
well coordinated. At home, he engages in much make-believe play, invariably assum- 
ing female roles. When playing house with his younger sister, he plays the “mother” or 
“big sister” role and leaves the male role to her. He likes to imitate female movie and 
TV figures, such as Anna from the movie Frozen or Bart Simpson’s sister Lisa. Similarly, 
he likes to playact female characters from various children’s books. 

Rocky has never been interested in toy cars, trucks, or trains, but is an avid player 

with dolls (baby, Barbie, and family dolls) and enjoys playing with kitchen toys. He also 
likes to play wedding, pregnancy, a female teacher, or a lady doctor. He is good at draw- 
ing and is very interested in drawing female figures. Although his parents try to restrict 
the activity, he engages in a lot of cross-dressing. He sometimes uses a quilt or a towel 
around his middle for skirts, or a T-shirt or nightgown for a dress. He does not use any 
female underwear or bathing suits. He likes bows in his hair and sometimes uses a slip 

or a veil on his head to imitate long hair. He loves dancing, preferably in dresses. He is 
very interested in jewelry, has plastic necklaces, and pretends at times to wear earrings. 
Also, he pretends to apply lipstick (using lip balm) and would use real lipstick and per- 
fume if his mother would let him. He states, “I want to be a girl,” often when he is un- 
happy, such as when he started kindergarten, or when he has felt in competition with 

his younger sister. 
On physical examination, Rocky has normal male genitalia. His intellectual devel- 

opment is apparently normal. Although somewhat reluctantly, he is able to describe 

much of what his parents have related about his toy and game preferences. He says that 

he does not want to be a boy because he is afraid he will have to play with soldiers or 

play army with other boys when he grows bigger. He wishes a fairy could change him 

into a girl. What he likes about being a girl is wearing dresses, long hair, and jewelry. 

His drawings are exclusively of female figures. 

The family history, his mother’s pregnancy, and Rocky’s birth and early develop- 

ment are all normal. The parents do not show any overt psychopathology. Rocky’s 

problems seem to have started with the birth of his younger sister, when he was 2 years 

old. For the first 4 months of her life, his sister suffered from digestive problems and 

required a great deal of parental attention and care. Rocky then began to display defi- 

nite signs of regression: he played the baby role again, wanting to drink from a bottle 
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and to be held and carried. His mother gave in to some extent. Both parents and baby- 

sitters think that cross-dressing and wanting to be a girl date back to that time, although 

before the birth of his sister, there were already some instances of the patient's imitating 

long hair by wearing a towel on his head. When the patient was 4 years old, his sister 

got a baby doll, which he took from her. Around this same time he spent a vacation with 

his sister at their grandparents’ house and complained that his sister got more attention 

than he did, ending with the familiar, “Why can’t I be a girl? Why didn’t God make me 

a girl? Girls get to dress up, get to wear pretty things.” 
At age 3, Rocky was enrolled in nursery school, and he initially displayed much sep- 

aration anxiety. He appeared more sensitive than the other children, always seemed to 
feel threatened by them, and did not stand up for himself. His teacher noted from the 

beginning that Rocky dressed up as a girl very frequently, announced that he wanted 
to be a mother when he grew up, and refused to engage in rough-and-tumble activities. 
In the second grade, he was so good at imitating a girl (e.g., batting his eyes, voice in- 
flection, walking) that the teacher wondered if he were an “intersex” (i.e., an individual 

with both male and female sexual characteristics). In the third grade, his classroom 
teacher closed off the doll corner because of his preoccupation with doll play. 

Discussion of “Dolls” 
Rocky has a strong and persistent identification of himself as a female. He fre- 

quently states his desire to be a girl. He is preoccupied with female stereotyp- 

ical activity; he prefers to play with girls, he pretends that he is a girl, and he 

frequently cross-dresses. He plays exclusively with stereotypically female toys 

such as dolls. When imitating characters from books, movies, and TV, he al- 

ways chooses female characters. There is also evidence of a persistent discom- 

fort with being a boy. He rejects stereotypical male toys and activities and 

shows an aversion toward rough-and-tumble play. These are the characteristic 

features of Gender Dysphoria in Children as seen in a male (DSM-5, p. 452). 

14.2 

Gender Dysphoria in 

Adolescents and Adults 

Gender Dysphoria in Adolescents and Adults is characterized by a “marked 
incongruence between one’s experienced/expressed gender and primary and/or sec- 
ondary sex characteristics” (DSM-5, p. 452). Primary sex characteristics include any 
body structures directly involved in reproduction, such as the penis, testes, ovaries, or 
vagina. Secondary sex characteristics are physical manifestations specific to each sex 
that are not essential to reproduction, such as breasts, fatty tissue distribution, muscle 
mass, facial hair, change in pitch of voice, and so on. In adolescents, the discomfort may 
be in anticipation of secondary sex characteristics. The affected person has a strong 
desire to be rid of his or her primary or secondary sex characteristics or to prevent their 
development. He or she expresses a strong desire to have the sex characteristics of the 
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other gender, to be an individual of the other gender (or some alternative gender that is 
neither stereotypically male nor female), and to be treated as the other gender. He or she 
believes very strongly that he or she has the typical feelings and reactions of the other 
gender. When this gender incongruence ina postpubertal person is associated with sig- 
nificant distress and impairment in social, school, or other important areas of function- 
ing, the diagnosis of Gender Dysphoria in Adolescents and Adults applies. 

Some adults with Gender Dysphoria will dress and act like their experienced gen- 
der and attempt to live as a different gender without seeking medical treatments to 
alter their sex characteristics. By living as their desired gender, they resolve the felt 
incongruence. Some may adopt a gender role that is neither conventionally male nor 
female. Young adolescents may attempt to hide their secondary sex characteristics. 
Boys will bind their genitals to make them less obvious; girls may bind their breasts 

or wear loose clothing so that their breasts are less evident. Both older adolescents 

and adults may obtain, with or without a prescription, drugs to suppress gonadal 

hormones to delay or reverse the development of secondary sex characteristics and 

hormonal drugs to induce the development of the desired secondary sex characteris- 

tics. Some might also seek gender reassignment surgery. 

For biological males, the onset of Gender Dysphoria can be either early (i.e., in 

childhood) or late (i.e., around puberty or even much later in life). Adolescents and 

adult males with an early onset are almost always sexually attracted to men. Males 

with later onset may engage in transvestic behavior for sexual excitement and are at- 

tracted to women or to other posttransitional (to women) biological males who had a 

later-onset disorder. In biological females, by far the most common onset is early. De- 

spite a period of time in which they may identify as lesbian, these individuals may 

later seek hormones and gender reassignment surgery. 

It is important to distinguish Gender Dysphoria in males from Transvestic Disor- 

der (see Section 19.8), because both conditions may involve cross-dressing behavior. 

In Gender Dysphoria, such cross-dressing behavior is a component of an overall pat- 

tern of engaging in activities stereotypically associated with the person’s experienced 

gender. In Transvestic Disorder, a condition that occurs in heterosexual (or bisexual) 

adolescent and adult males (rarely in females), the cross-dressing behavior is a source 

of intense sexual arousal. Notably, some individuals born as males who develop Gen- 

der Dysphoria during late adolescence or adulthood had Transvestic Disorder as a 

precursor (i.e., what started out as a sexual interest in cross-dressing shifted over time 

into a strong sense of gender incongruence). 

Adolescents and adults with Gender Dysphoria often have significant interpersonal 

problems, including sexual relationship problems. Due to prevalent stigmatization, dis- 

crimination, and victimization, individuals with Gender Dysphoria may have low self- 

esteem, develop other mental disorders such as Major Depressive Disorder, drop out of 

school, and be economically challenged because of work problems. It is often difficult for 

such people to find accepting and informed medical and psychological care. 

She Wants to Be a Boy 
SAR SSR ROSSER TTRRETSST es 

Kelly, a 16-year-old Canadian girl from British Columbia, is referred to a gender iden- 

tity clinic at the suggestion of her family physician and with her parents’ agreement and 
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participation. According to her mother, “Kelly wants a sex change. She wants to be a 

boy very desperately.” Kelly echoes this, saying that she has wanted to be a boy “since 

I was 2.” The current referral was precipitated by Kelly’s relationship with another girl, 

Anna, who has been living with the family for the past few months. Kelly’s mother 

became agitated about the girls’ relationship, feeling that it was sexual: “They always 

have their legs crossed, arms around each other, and once were lying naked with their 

breasts exposed reading dirty books.” 
Since reaching puberty, Kelly has continued to show a number of signs suggesting 

that she is very uncomfortable with being a female. She finds her menstrual periods 

“horrible” and dislikes having to wear a bra. Kelly has continued to say that she wants 
to be a boy, including having a penis. Last year, she learned of the possibility of gender 
reassignment surgery. She knows that it would include a mastectomy, removal of her 
internal reproductive organs, and hormone injections. She is not sure whether she 
could have a penis surgically constructed. 

During the interview, Kelly was asked why the idea of being a boy is so important 
to her and why she cannot pursue her life goals and remain a girl. She replied that at 
the present time her reason for wanting to be a boy is that she wants to play in the Na- 
tional Hockey League. Kelly claimed that a few months ago she had been asked to try 
out for a minor league team owned by the Los Angeles Kings. She feels that if she had 
a penis, she would have a better chance of getting on the team. 

Kelly’s physical appearance is ambiguous with regard to her biological sex. Her hair 
is short, she is dressed casually in blue jeans, and she wears no makeup. Kelly says that 
she does not care if others perceive her as a male or as a female, preferring to be seen as 
a “human being.” As she speaks, it becomes clear that she prefers that people not ask 
her if she is a male or a female. 

Kelly quit school after the seventh grade. She claims that she is now in a youth 

group, training to be in the military. She very much enjoys this because even though she 
is known to bea female, “They treat you like a buddy—the same as the other guys.” She 
takes great delight in ordering around her cadet peers, relishing “being mean; they all 
hate me” when she demands that they do 100 push-ups. Kelly spoke in great detail 
about using an AK-47 assault rifle, and said she had been practicing weapon use for 
several years. She is attracted by “gory things, blood, and living dangerously.” Kelly 
says that the thought of war appeals to her because “they push you so hard and you are 
down on your knees, begging them to stop.” 

Kelly’s mother tried to find out about her daughter’s sexuality by having Kelly read 
a “pornographic” book and underline those passages that excited her or, as Kelly put 
it, gave her a “twingy” feeling, during which she felt “weird inside.” The passages that 
elicited such a feeling involved lovemaking between women. Kelly says that she is not 
sure if boys or girls turn her on. She jogs whenever she begins to have “twingy feelings” 
and denies that she has ever masturbated. “I think it’s sick.” 

She denies ever experiencing sexual images either in dreams or fantasy. She says she 

has never had any sexual experiences with another person and has no desire to marry. 
When asked about lesbianism, she claims not to want to know very much about the gay 
subculture: “It’s their life.” 

When she appeared for the physical examination, she apologized for not having 
shaved her legs. An endocrine evaluation was performed and indicated that the sex 
chromosomes were XX, there was no abnormally elevated level of the sex hormone tes- 
tosterone, and there were no signs of physical hermaphroditism (an intersex condition 
in which an individual is born with both ovarian and testicular tissue). 

At a 4-year follow-up, Kelly remained preoccupied with changing her gender, yet 
she continued to live in an ambivalent gender role; for example, she was employed in 
a typically “masculine” occupation but claimed that no one asked, or cared, if she was 
male or female. In the past year, Kelly made an application to an adult gender identity 
clinic with the hope that she would eventually be able to have gender reassignment sur- 
gery. She failed to keep her appointment. 
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Discussion of “She Wants to Be a Boy” 
Kelly has a strong and persistent desire to be a male, which goes beyond any 
perceived cultural advantages of being male. She has a stated desire to become 
a male, including the possibility of having gender reassignment surgery. She 
passes herself off as a male, has hidden her secondary sex characteristics, be- 
lieves that she has the feelings and reactions of a male, and has a stated desire 
to live and be treated as a male. In addition, she indicates a persistent discom- 
fort with being female. All of these features are characteristic of Gender Dys- 
phoria in Adolescents and Adults (DSM-5, p. 452). 

Living as a Man 

A 25-year-old patient from North Dakota who was born female and now calls himself 

Charles Northrup requested a “sex change operation.” He had for 3 years lived socially 
and been employed as a man. For the last 2 of these years, he had been the housemate 
of, economic provider for, and husband-equivalent for a bisexual woman who had fled 
from a bad marriage. Her two young children regarded Mr. Northrup as their stepfa- 
ther, and there was a strong affectionate bond between them. 

In social appearance, the patient passed as a not very virile man whose sexual devel- 
opment in puberty might be conjectured to have been extremely delayed or hormonally 
deficient. His voice was pitched low but not baritone. His shirt and jacket were bulky and 
successfully camouflaged tightly bound, flattened breasts. A strap-on penis produced a 
masculine-looking bulge in the pants; it was so constructed that in case of social necessity, 
it could be used as a urinary conduit in the standing position. Without success the patient 
had tried to obtain a mastectomy, so that in summer he could wear only a T-shirt while 

working outdoors as a heavy construction machine operator. He had also been unsuc- 
cessful in trying to get a prescription for testosterone to produce male secondary sex 

characteristics and suppress menses. The patient wanted a hysterectomy (surgical re- 
moval of the uterus) and oophorectomy (surgical removal of the ovaries), and as a long- 
term goal looked forward to obtaining a successful phalloplasty (surgical construction 

of a penis). 
The patient was straightforward in his account of progressive recognition in adoles- 

cence of being able to fall in love only with a woman, following a tomboyish childhood 
that had finally consolidated into the transsexual role and identity. 

Physical examination revealed normal female anatomy, which the patient found 

personally repulsive and incongruous, and which was a source of continual distress. 

The endocrine laboratory results were within normal limits for a female. 

Discussion of “Living as a Man” 

The diagnosis of Gender Dysphoria in Adolescents and Adults (DSM-5, p. 452) 

is certainly suggested in this case. Mr. Northrup desperately wants to get rid of 

his primary female sex characteristics and acquire male sex characteristics be- 

cause of persistent discomfort and a sense of incongruence between his experi- 

enced gender and his biologically determined sex. This case also demonstrates 

another characteristic feature of the disorder when present in an adult: strong 

and persistent cross-gender identification manifested by dressing, living so- 

cially, and being employed in the experienced/expressed gender. As is almost 

always the case, there is no evidence of physical intersex or genetic abnormality. 
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Adults who develop the desire to physically change their gender (previ- 

ously referred to as transsexualism) almost invariably report having had prob- 

lems with gender dysphoria beginning in childhood. The onset of the full 

syndrome, however, (as in Mr. Northrup’s case) most often occurs in late ado- 

lescence or early adult life. 
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CHAPTER 45 

Disruptive, 
Impulse-Control, 

and Conduct Disorders 

The DS M -5 Disruptive, Impulse-Control, and Conduct Disorders are character- 

ized by problems in the self-control of behavior and emotions. Many disorders in 
other DSM-5 diagnostic classes, such as Bipolar and Related Disorders, also involve 

problems in emotional and/or behavioral regulation, but the disorders in this chapter 

are unique in that these problems are manifested in behaviors that invariably violate 

the rights of others (e.g., aggression, property destruction) or that bring the individ- 
ual into conflict with social norms or authority figures. All of the disorders are related 

to an underlying personality dimension of “externalizing,” whereby individuals are 

more prone to act negatively toward people or things in their environments to express 

their problems outwardly, in contrast to “internalizing,” in which individuals in- 

wardly experience distress. 

The disorders in this group vary in age at onset (usually beginning during child- 

hood or adolescence, but sometimes in adulthood), but importantly also in the degree 

to which lack of control over behavior versus lack of control over emotions is in- 

volved. Conduct Disorder is characterized predominantly by poor behavioral regula- 

tion, whereas Intermittent Explosive Disorder is characterized predominantly by 

uncontrolled emotions, such as anger. Oppositional Defiant Disorder has an age at 

onset in childhood and is characterized by poor control of both behavior and emo- 

tions. Pyromania is a disorder of poor behavioral impulse control that involves fire 

setting, and Kleptomania involves stealing; both of these behaviors are associated 

with a buildup of internal tension before the person commits the act and thus appear 

to have a tension-relieving function. 

Antisocial Personality Disorder is a pervasive pattern of disregard for and viola- 

tion of the rights of others; the disorder shares many features of other disorders on 

the externalizing spectrum, but because it has features in common with other Person- 

ality Disorders (e.g., problems in self and interpersonal functioning), it is classified 

within that DSM-5 diagnostic class (see Section 18.5). Finally, Substance Use Disor- 
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TABLE 15-1. Characteristic features of Disruptive, Impulse-Control, and 

Conduct Disorders 

Disorder Key characteristics 

Oppositional Defiant Pattern of angry/irritable mood, argumentative /defiant behavior, 

Disorder or vindictiveness lasting at least 6 months 

Intermittent Explosive Recurrent behavioral outbursts representing failure to control 
Disorder aggressive impulses out of proportion to provocation or 

psychosocial stressor 

Outbursts not premeditated or committed to achieve tangible 

objective 

Chronological age at least 6 years 

Conduct Disorder Repetitive and persistent pattern of behavior in which basic rights 
of others or societal norms or rules are violated 

Pattern manifested by aggression toward people and animals, 
destruction of property, deceitfulness or theft, and/or serious 
violations of rules 

Pyromania Deliberate and purposeful fire setting more than once 

Tension or affective arousal before the act 

Fascination, interest in, curiosity about, or attraction to fire 

Pleasure, gratification, or relief when setting fires 

Kleptomania Recurrent failure to resist impulse to steal objects that are not needed 

Increasing tension before committing theft 

Pleasure, gratification, or relief at time of theft 

ders and Gambling Disorder also involve behavioral loss of control (i.e., over the use 

of psychoactive substances or over problematic gambling, respectively) and thus also 

lie on the externalizing spectrum. They, too, are classified elsewhere in DSM-5, under 

Substance-Related and Addictive Disorders (see Chapter 16). (Table 15-1 lists charac- 

teristic features of the Disruptive, Impulse-Control, and Conduct Disorders that are 

discussed in this chapter.) 

15.1 

Oppositional Defiant Disorder 

Oppositional Defiant Disorder is defined as “a pattern of angry /irrita- 
ble mood, argumentative/ defiant behavior, or vindictiveness” (DSM-5, p. 462) that 
persists for at least 6 months and that causes distress either in the affected individual 
or those around him or her, or negatively impacts psychosocial functioning. The 
angry or irritable mood that is characteristic of individuals with Oppositional Defiant 
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Disorder is manifested by frequent loss of temper, being “touchy” or easily annoyed, 
or being often angry or resentful. Argumentative or defiant behavior is exhibited by 
frequent arguments with adults or other authority figures, defying or refusing to go 
along with requests made by authority figures, deliberately annoying others, or blam- 
ing others for the individual’s own mistakes. Vindictiveness or spitefulness is often 
also present. 

Given that many of these behaviors are normal during childhood, the clinician 
should take several caveats into account before making this diagnosis. First, the 
symptoms cannot be entirely explained as a consequence of sibling rivalry; that is, the 
behaviors must occur during interactions with individuals apart from the child’s sib- 
lings. Second, the DSM-5 requirement that four or more symptoms be present within 
the preceding 6 months must be met and must result in significant impairment in 
functioning. Finally, the persistence and frequency of the symptoms should go be- 
yond what is normative given the child’s age, gender, and culture. For example, it is 

not unusual for preschool children to have temper tantrums on a weekly basis. For a 

preschool child’s temper outbursts to be considered indicative of Oppositional Defi- 

ant Disorder, they must occur much more often than normal (e.g., on most days); they 

must occur along with at least three other Oppositional Defiant Disorder symptoms; 

and, together with the other symptoms, they must cause significant impairment in 

functioning (e.g., the child’s being asked to leave school because of destruction of 

property that was the result of the temper outbursts). The severity of the disorder is 

noted as Mild if the antagonistic emotions and behaviors occur in only one social set- 

ting (i.e., at home, at school, at work, with peers); as Moderate if symptoms are pres- 

ent in at least two settings; and as Severe if symptoms occur in three or more settings. 

The earliest symptoms of Oppositional Defiant Disorder usually appear in the pre- 

school years and rarely later than early adolescence. Some children with Oppositional 

Defiant Disorder may go on to develop Conduct Disorder. The defiant, argumenta- 

tive types of Oppositional Defiant Disorder may elevate the risk for the later devel- 

opment of Conduct Disorder, whereas the angry, irritable types may predispose to the 

later development of Anxiety or Depressive Disorders. The average estimated preva- 

lence of Oppositional Defiant Disorder is 3.3%. The disorder appears to be somewhat 

more prevalent in males than in females before adolescence, but this male predomi- 

nance is not consistently found in samples of adolescents or adults (DSM-5, p. 464). 

No Brakes 
eR ERNE ER EAI se NS SE I SS SETS I SEE EE AIELLO LSE ET LEIS EET LEE ELL SESE 

Jeremy, age 9 years, was brought by his mother to a mental health clinic because he had 

become increasingly disobedient and difficult to manage at school. Several events dur- 

ing the previous month convinced his mother that she had to do something about his 

behavior. Several weeks ago he swore at his teacher and was suspended from school for 

3 days. Last week he was reprimanded by the police for riding his three-wheeler in the 

street, something his mother had repeatedly cautioned him about. The next day he 

failed to use his pedal brakes and rode his bike into a store window, shattering it. He 

has not engaged in any more serious offenses, although once before he broke a window 

when he was riding his bike with a friend. 

Jeremy has been difficult to manage since nursery school. The problems have slowly 

escalated. Whenever he is without close supervision, he gets into trouble. He has been 
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reprimanded at school for teasing and kicking other children, tripping them, and call- 

ing them names. He is described as bad-tempered and irritable, even though at times 

he seems to enjoy school. He often appears to be deliberately trying to annoy other chil- 

dren, though he always claims that others have started the arguments. He does not be- 

come involved in serious fights, but does occasionally exchange a few blows with 

another child. 
Jeremy sometimes refuses to do what his two teachers tell him to do, and this year 

has been particularly difficult with the teacher who has him in the afternoon for arith- 
metic, art, and science lessons. He gives many reasons why he should not have to do 

his work, and he argues when told to do it. Many of the same problems were experi- 
enced last year when he had only one teacher. Despite this, his grades are good and 
have been getting better over the course of the year, particularly in arithmetic and art, 
which are subjects taught by the teacher with whom he has the most difficulty. 

At home Jeremy’s behavior is quite variable. On some days he is defiant and rude to 
his mother, needing to be told to do everything several times before he will do it; however, 
eventually he usually complies. On other days he is charming and volunteers to help. His 
mother says that his unhelpful days predominate. “The least little thing upsets him, and 
then he shouts and screams.” Jeremy is described as spiteful and mean toward his 
younger brother; even when Jeremy is in a good mood, he is unkind to his brother. 

Jeremy’s concentration is generally good, and he does not leave his work unfinished. 
His mother describes him as “on the go all the time” but not restless. His teachers have ex- 
pressed concern about his attitude, not about restlessness. His mother also comments that 
he tells many minor lies, although when pressed, he is truthful about important things. 

Discussion of “No Brakes” 
Jeremy’s defiant and reckless behavior suggests the possibility of both Con- 

duct Disorder (see Section 15.3) and Attention-Deficit/ Hyperactivity Disorder 

(ADHD; see “Into Everything” in Section 1.7). Although Jeremy has annoyed 

other children and adults, he has not violated their basic rights or displayed 

any of the more serious forms of behavior, such as cruelty, stealing, truancy, 

running away from home, or destroying property, that would justify a diagno- 

sis of Conduct Disorder. His encounter with the police was over a petty viola- 

tion, and the damage he caused to a shop window was not done with any 

destructive intent. Although Jeremy does quite well academically, he has prob- 

lems with teachers and peers. He has a high energy level but is not aimlessly 

hyperactive and does not appear to have the other characteristics of ADHD. 

The boy’s persistent argumentative, irritable, defiant, annoying, and re- 

sentful behaviors are characteristic symptoms of Oppositional Defiant Disor- 
der (DSM-5, p. 462). The severity in Jeremy’s case is noted as Severe, because 
his emotional outbursts and defiant behavior occur at home, in school, and 
with peers. 

Some clinicians consider Oppositional Defiant Disorder to be merely a 
mild form of Conduct Disorder, but many children with the disorder never de- 

velop any more serious behavioral problems and grow out of those they have. 

Special Dinners 

At their wits’ end, the parents of Caleb, a 6-year-old boy, brought him to a child psy- 
chologist for evaluation. Their already shaky marriage was being severely tested by 
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conflict over their son’s behavior at home. The mother complained bitterly that the 
father, frequently away from home on business, “overindulged” their son. In point of 
fact, the son would argue and throw temper tantrums and insist on continuing games, 
books, or other activities, whenever his father tried to put him to bed, so that a 7:30 P.M. 
bedtime was delayed until 10:30, 11:00, or even 11:30 P.M. Similarly, the father had been 
known to cook four or five different meals for his son’s dinner if the son stubbornly 
insisted that he would not eat what had been prepared. Increasingly, Caleb had become 
easily annoyed and “touchy” when interacting with his parents. 

On questioning by the psychologist, the parents denied that their son had ever been 
destructive of property, lied excessively, or stolen anything. When interviewed, the 
child was observed to be cheerful and able to sit quietly in his chair, listening attentively 
to the questions that were asked of him. His answers, however, were brief, and he 
tended to minimize the extent of the problems he was having with his parents. 

Discussion of “Special Dinners” 
In contrast to the previous case (“No Brakes”), all of Caleb’s oppositional defi- 

ant behavior is confined to the home setting. He has frequent temper tantrums, 

is easily annoyed, often argues with both parents, and refuses to comply with 

rules about bedtime or to eat the food that has been prepared for him. There is 

no evidence that his problematic behavior extends into school. Because Caleb’s 

behavior does not involve the violation of the basic rights of others or of major 

age-appropriate societal norms or rules (e.g., physical aggression or truancy 

from school), this is not a case of Conduct Disorder (see “Shoelaces” in Section 

15.3). Because there is no evidence that Caleb has a more serious disorder, such 

as Schizophrenia (see Section 2.1) or Autism Spectrum Disorder (see Section 

1.6), the diagnosis of Oppositional Defiant Disorder (DSM-5, p. 462) is made. 

Because the problematic behaviors are confined to the home setting and are 

not apparent in his interactions with his teachers or friends, the severity of the 

Oppositional Defiant Disorder would be considered Mild. As with many cases 

of Oppositional Defiant Disorder, there is a relational component to the clinical 

picture in that Caleb’s oppositional defiant behavior is being perpetuated by 

his father’s inability to set appropriate limits on his son’s unreasonable behavior, 

suggesting that family therapy should be a crucial part of the treatment plan. 

15.2 

Intermittent Explosive Disorder 

The hallmark features of Intermittent Explosive Disorder are recurrent 

emotional and behavioral outbursts that reflect a failure to control aggressive 

impulses. The outbursts can be verbal (e.g., temper tantrums, verbal arguments) or 

physical. DSM-5 sets two different thresholds for the minimum number of behavioral 

outbursts, depending on their severity, in terms of their impact on others and on 

property. If the behavioral outbursts are confined to verbal assaults or physical 

assaults that do not hurt other people or damage property, a minimum frequency of 
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twice weekly on average for a period of at least 3 months is required. For physical 

assaults that result in hurting animals or other people or that result in damage or 

destruction of property, only three such episodes in a 1-year period are required. 

Moreover, to warrant a diagnosis of Intermittent Explosive Disorder, the aggressive 

outbursts should be 1) out of proportion to any provocation or psychosocial stressor; 

2) impulsive and not premeditated or designed for personal gain; and 3) a cause of 

distress or of impairment in psychosocial functioning, or associated with financial or 

legal consequences. 

Many other mental disorders may be associated with aggressive outbursts, such as 

Bipolar Disorder (see Chapter 3, “Bipolar and Related Disorders”), Disruptive Mood 

Dysregulation Disorder (see Section 4.1), a Psychotic Disorder (see Chapter 2, “Schizo- 

phrenia Spectrum and Other Psychotic Disorders”), or a Personality Disorder, such as 

Antisocial or Borderline Personality Disorder (see Section 18.5 and Section 18.1, re- 

spectively). In general, if the aggressive outbursts are better explained by another 

mental disorder, another medical disorder (e.g., head trauma, Alzheimer’s disease), or 

the physiological effects of a substance or a medication, Intermittent Explosive Disor- 

der would not be diagnosed. However, the diagnosis can be made in addition to other 

mental disorder diagnoses, such as ADHD, Conduct Disorder, Oppositional Defiant 

Disorder, or Autism Spectrum Disorder, if the outbursts are more severe than those 

usually seen in these disorders and require additional clinical attention. 

The 1-year prevalence of Intermittent Explosive Disorder is estimated to be 2.7% in 

the United States. This disorder is more commonly found in younger adults than in 

older ones. It rarely begins after age 40 years. It affects men slightly more often than 

women, and it has an episodic but recurrent course. It can have devastating social, oc- 

cupational, financial, and legal consequences, because affected individuals alienate 

and drive away friends and partners, lose jobs, destroy property, and are charged in 

civil and criminal proceedings. 

Hothead Harry, Gnome Assassin 
cseumnsecasea nostro 

Harry Axelrod, a 35-year-old marketing director, called the anger and aggression treat- 

ment clinic after a heated argument with his fiancée. As Mr. Axelrod later explained, 
after being “nagged to death” by his fiancée to mow the lawn, he took a baseball bat 
and destroyed the couple’s lawn gnome (his initial target was the lawn mower, but he 
thought better of it). After this outburst, Mr. Axelrod’s fiancée gave him the ultimatum 
to “get help or get lost.” 

Mr. Axelrod stated that throughout his adulthood he has engaged in frequent ag- 

gressive outbursts, including “heated arguments” and acts of property destruction 

(“too many to count”). He described several episodes in which he kicked in his TV 
screen, smashed in a stranger’s car window, and threw his cell phone at the wall—all 

in response to relatively minor provocations. Over the past few years, Mr. Axelrod es- 

timated he had had approximately three arguments and one act of property destruction 

per week. In addition to jeopardizing his current relationship with his fiancée, his ag- 
gression had “ruined” past relationships, alienated his coworkers, and almost cost him 
his job. The patient explained that he became angry “at the drop of a hat...over 
anything...over nothing,” and that the urge to be aggressive often felt overwhelming. 
His eyes began to tear up as he described the shame and remorse he felt following his 
aggressive acts, although he also reported feeling a huge sense of relief at the same time. 
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: Difficulties with anger were not new for Mr. Axelrod or his family. He grew up ina 
middle-class family living in the suburbs. His father, an accountant, although not phys- 
ically abusive, “definitely had a hair trigger” and would often berate Mr. Axelrod in 
front of his friends for minor transgressions, such as arriving home a few minutes late. 
Mr. Axelrod’s sister and three brothers also had problems with verbal and physical ag- 
gression, so that family functions often turned into “war zones.” Mr. Axelrod did quite 
well academically growing up, although he noted having difficulties getting along with 
classmates, which he attributed to having low self-esteem. He reported that his more 
severe aggressive acts emerged during childhood, when he would occasionally break 
small toys or school supplies when he was angry or frustrated. Mr. Axelrod’s impulsive 
aggression became more prominent in adolescence, when he found himself becoming 
involved in frequent arguments (one to four a week) with friends, classmates, and fam- 
ily members. 

After graduating from high school, Mr. Axelrod left home to attend college, where 
he obtained a bachelor’s degree in marketing. He was able to develop friendships and 
a few romantic relationships in college; however, his aggression difficulties continued 

unabated. His friend gave him the nickname “Hothead Harry” after an incident in 
- which Mr. Axelrod responded to receiving a poor test score by kicking his chair and 
“accidentally” breaking it. 

Mr. Axelrod began working for a marketing firm right out of college but left the firm 
after 6 months because he “couldn’t stand” how the company was run. He also admit- 

ted to not getting along with his coworkers, whom he considered “unprofessional idi- 
ots.” He dated a woman for 3 years in his 20s until they broke up over his irritability 
and outbursts. He was clinically depressed for approximately 1 month afterward. Dur- 
ing this time, he considered seeking help but decided “there is no pill to stop you from 

being an asshole.” He reported several times in his life when he “drank too much,” but 
he never felt that his drinking was “out of control,” and he went long periods when he 
did not drink alcohol at all. 

Throughout his late 20s and early 30s, Mr. Axelrod worked at the same company. His 
dedication to his work helped offset his interpersonal problems; however, his verbal 
outbursts alienated his coworkers. This situation came to a head 3 years earlier when 
Mr. Axelrod grabbed and pushed a coworker (his only reported act of physical assault) 
after an altercation in which he yelled at the coworker for not completing a task. The 
coworker told him to “chill out and start drinking decaf.” After the incident, Mr. Axel- 
rod was mandated to see an employee assistance program counselor for five sessions. 
He did not find these sessions useful, explaining that “We really didn’t do anything.” 

Mr. Axelrod was introduced to his fiancée 2 years ago. Their relationship was tumul- 
tuous, and his fiancée warned Mr. Axelrod on several occasions to control his anger af- 

ter incidents in which he would yell or break objects. He described a pattern of his 

feeling guilty and angry with himself after an outburst, after which he would attempt 

to apologize, only to become defensive and verbally aggressive again when his fiancée 

expressed her anger at his overreaction. Mr. Axelrod was quick to add that he never 

threatened his fiancée or put his hands on her in anger, stating, “I am not that bad a guy, 

really. It is just my goddamned temper.” 

Discussion of “Hothead Harry, Gnome Assassin” 

Mr. Axelrod’s history of aggression is consistent with a diagnosis of Intermittent 

Explosive Disorder (DSM-5, p. 466). He had a pattern of generalized reactive ag- 

gression that resulted in numerous acts of verbal aggression and numerous acts 

of serious property destruction. These acts were not instrumental (i.e., they were 

not used as a means to intimidate others or to gain a tangible reward such as 

money); rather, the aggressive acts were a consequence of his feelings of intense 

anger. Although Mr. Axelrod had a history of alcohol abuse and a previous epi- 
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sode of Major Depressive Disorder, the aggressive behavior was not confined to 

those periods where he was using alcohol or was depressed. 

Calisthenics 

A 31-year-old housewife named Camille Fortunato sought help because of a 2- to 3-year 

history of temper outbursts associated with increasing marital discord. During the past 
few years, she had had increasing difficulty with her husband, whom she suspected of 
having an affair with his secretary. She ruminated angrily about his possible deception 
whenever he claimed to be working late. During such ruminative episodes, Ms. Fortu- 
nato felt her tension “building up,” and she would often attempt to “discharge it” 
through calisthenics, but she still found herself “exploding” when her husband even- 
tually came home. On one occasion she threw a glass at him; on another she banged on 
the walls of her house with her high-heeled shoe, causing the plaster to crumble; and 
on yet another she put her hand through a window when her husband left abruptly 
after one of her outbursts. Before each outburst she tried to remain calm, but she often 
experienced a headache and a feeling of “strangeness” when she saw her husband com- 
ing home. At this point she would usually lose control and become violent. Following 
the outburst Ms. Fortunato felt depressed and remorseful, recognizing that her out- 
bursts were “crazy,” even if her suspicions were justified. She also admitted that when 
the children cried or were impatient when she was in one of her ruminative periods, 

she was overzealous in her discipline and often found herself slapping them or punish- 
ing them more harshly than she ordinarily would. On one occasion she had lost her 
temper when one of her children would not go to sleep and had slapped him hard 
enough to cause a bruise on his face. 

The episodes of loss of control occurred one to two times a month, but had seemed 
to be increasing over the past year. In between these episodes Ms. Fortunato was gen- 
erally calm and displayed no signs of aggressiveness. 

Past history revealed that at age 8, Ms. Fortunato had been knocked unconscious for 

a short period of time in a roller-skating accident but had not had medical intervention 
for this injury. Apparently, she had sustained repeated accidental, minor head injuries, 
to the point that the family urged her to “wear a football helmet” because she was so 
clumsy. 

An electroencephalogram (EEG) done after Ms. Fortunato entered therapy revealed 
a nonspecific abnormality, a 6- to 14-second dysrhythmia (a disturbance or irregularity 
in the rhythm of brain waves). During the course of her treatment, she confronted her 
husband, who finally acknowledged that he was having an affair with his secretary. 

Discussion of “Calisthenics” 

Ms. Fortunato entered therapy because she realized that even if her suspicions 

about her husband were warranted, her angry outbursts were inappropriate 

and markedly at variance with her normally unaggressive behavior. The pa- 
tient has experienced intermittent temper outbursts that have resulted in the 
damaging of property and in physical harm to one of her children, whom she 
slapped. These emotional and behavioral outbursts suggest a Disruptive, Im- 
pulse-Control, or Conduct Disorder, most likely Intermittent Explosive Disor- 
der (DSM-5, p. 466). 

The diagnosis in this case hinges on two issues: 1) whether the outbursts re- 
sult in serious assault or destruction of property and 2) whether the behavior is 
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grossly out of proportion to any provocation or precipitating psychosocial 
stressor. Ms. Fortunato had on one occasion broken a window with her fist, and 
on another damaged a wall with her shoe. She also hit one of her children and 
bruised the child’s face. The acts of destruction of property just make it past the 
threshold of three attacks in a 1-year period that cause damage to property or 
physical harm to others. Some could argue that no degree of rage is “out of pro- 
portion” to the provocation of a lying, unfaithful husband. However, her loss 

of control with her child when he refused to go to sleep is grossly out of pro- 
portion to the provocation. Therefore, the clinician in this case made a provi- 

sional diagnosis of Intermittent Explosive Disorder, because of uncertainty 

about the boundary between this disorder and the “normal” temper outbursts 

to which relations between spouses and between parents and children may 

give rise. In this case, particularly because of the potential for child abuse, the 

clinician felt the preferred action was to err on the side of making a diagnosis 

that justifies treatment directed at Ms. Fortunato’s loss of impulse control. 

The EEG abnormality suggests an underlying abnormality of the central 

nervous system, as is often the case in patients with this disorder, but it is not 

specific to any diagnosable neurological disorder that could cause Ms. Fortu- 

nato’s aggressive outbursts. The student reader might wonder about a diagno- 

sis of traumatic brain injury (TBI), an acquired brain injury resulting from 

sudden, violent trauma to the brain, or chronic traumatic encephalopathy, a 

progressive degenerative disease of the brain found in athletes and others who 

have had repeated concussions or even subconcussive hits to the head. There 

is no history in this case suggesting the severe head trauma usually associated 

with TBI. Chronic traumatic encephalopathy is associated with memory loss, 

confusion, impaired judgment, problems with impulse control, aggression, de- 

pression, and eventually dementia (dementia is discussed in Chapter 17, 

“Neurocognitive Disorders”). Ms. Fortunato does not appear to have many of 

these symptoms, although she did not have neuropsychological testing. 

Chronic traumatic encephalopathy is a neuropathological diagnosis made on 

autopsy of the brain after death. 

15.3 

Conduct Disorder 

Conduct Disorder is defined as “a repetitive and persistent pattern of behav- 

ior in which the basic rights of others or major age-appropriate societal norms or rules 

are violated” (DSM-5, p. 469). DSM-5 divides the 15 behaviors that make up the cri- 

teria for Conduct Disorder into four groups: 

1. Aggression to people and animals: often bullying, threatening, or intimidating others; 

often initiating physical fights; using a weapon that can cause harm to others; be- 

15.3. Conduct Disorder 
301 



ing physically cruel to people or animals; stealing while confronting the victim 

(e.g., mugging, purse snatching, extortion, armed robbery); forcing someone to 

have sex 

2. Destruction of property: deliberate setting of fire with the goal of damaging prop- 

erty; deliberately destroying others’ property in some other way 

3. Deceitfulness or theft: breaking into someone’s house, building, or car; lying or 

“conning” others to obtain goods or favors or to avoid obligations; stealing items 

of nontrivial value without confronting a victim (shoplifting, forgery) 

4. Serious violations of rules: repeatedly staying out beyond parental curfew; running 

away from home; being truant from school 

Whenat least three of these behaviors occur within a 12-month period, and they cause 

impairment in social, academic, or occupational functioning, the diagnosis of Con- 

duct Disorder applies. 

The Conduct Disorder diagnosis is further delineated according to subtypes de- 

fined by the age at onset of symptoms: 

¢ Ifsome sign of Conduct Disorder appeared before age 10 years, it is called Child- 

hood-Onset Type. Individuals with this form of Conduct Disorder are generally 

considered to have a worse prognosis. Childhood-Onset Type is more common in 

boys, is more often associated with physical aggression toward others, and is char- 

acterized by poor peer relationships. These children may have had Oppositional 

Defiant Disorder (see Section 15.1) as younger children and may have concurrent 

ADHD (see Section 1.7) or other neurodevelopmental problems. Their problems 

are much more likely to persist into adulthood and may presage the development 

of Antisocial Personality Disorder (see Section 18.5). 

¢ Ifmno characteristic sign occurred before age 10 in a child or adolescent with Con- 

duct Disorder, it is called Adolescent-Onset Type. Individuals with this type are as 

likely to be girls as boys, are less likely to engage in aggressive behavior, tend to 

have normal relationships with peers, and are less likely to have conduct prob- 

lems that persist into adulthood. 

In addition, there are certain antagonistic personality traits that qualify a child 

with Conduct Disorder for the specifier With Limited Prosocial Emotions. These traits 

also portend more aggression toward others and a poorer prognosis. Children or ad- 

olescents with limited prosocial emotions do not show remorse or guilt about doing 

something wrong; are callous and lack empathy for the feelings of others that they 

harm; are unconcerned about their performance in school or work; and express very 

shallow, insincere, and superficial emotions. 

Finally, Conduct Disorder varies in severity, based on the number of signs present 

and their effects on other people. Mild indicates that the individual has few conduct 

problems (beyond what are required for the diagnosis), and the problems cause rela- 

tively minor harm to others (e.g., lying, truancy). Moderate indicates that the individ- 
ual has more problems that have somewhat more of a harmful effect on others. Severe 
indicates that the individual has many conduct problems, including problems that 

cause considerable harm to others (e.g., forced sex, physical cruelty, use of a weapon, 
stealing with confrontation of a victim). 
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One-year prevalence estimates of Conduct Disorder in children and adolescents 
range from 2% to 10%, with a median of 4%. Prevalence rates increase from childhood 
to adolescence and are higher among males than among females. 

Conduct Disorder has serious implications for the functioning of the person with the 
disorder and for society in general. The individual may be suspended or expelled from 
school, have trouble at work, have legal difficulties, contract and propagate sexually 
transmitted diseases, become pregnant as a young teenager, and be injured in physical 
fights or accidents. The individual may abuse substances and engage in reckless or 
risky behavior. These psychosocial impairments are generally more severe and long 
lasting than those associated with other mental disorders of childhood or adolescence. 

Killer 

Alfred, a 10-year-old boy, was brought before juvenile authorities on charges that he 
had pushed a 6-year-old girl from a rooftop to her death. Although initially the girl’s 
death was thought to be an accident, Alfred was later overheard bragging about the 
incident. Another neighborhood child, who cared very little for Alfred, told his parents, 
who encouraged the girl’s mother to go to the police. 

Alfred is known to be a peculiarly solitary and destructive child, who roams his 
neighborhood at all hours of the night. He has frequently been absent from school and 
never does his assignments or appears to care about his failing grades. On many of the 
days when he attends school, he has many arguments and physical fights with other 
boys he tries to intimidate. Since age 8, he has been caught several times in his neigh- 
borhood setting fires and breaking windows. When questioned by police, he readily ad- 
mitted to pushing the girl, stating that she refused to give him money. When arrested, 
he expressed no emotion, concern, or remorse about what he had done. He appeared 
not to care what effect his action had on the young victim’s family. The judge remanded 
the boy to the hospital for psychiatric consultation. 

Discussion of “Killer” 
Alfred’s pattern of antisocial behavior began with his staying out late at night, 

being truant from school, and engaging in intimidation and physical aggres- 

sion with his peers. In addition, he set fires and destroyed property (breaking 

windows), and his antisocial behavior culminated in his horrific killing of a 

young girl. Such a pattern of antisocial behavior that involves serious viola- 

tions of social rules and physical aggression against people and property, with 

an onset before age 10, indicates Severe Conduct Disorder, Childhood-Onset 

Type (DSM-5, p. 469). Alfred’s lack of remorse, callous lack of empathy, lack of 

concern about school performance, and unemotional reaction to what he had 

done are all symptomatic of the specifier With Limited Prosocial Emotions for 

Conduct Disorder, which is commonly observed in individuals with Severe 

Conduct Disorder, Childhood-Onset Type, and suggests a grave prognosis. 

Shoelaces 

Javier is a 16-year-old boy who was admitted to the hospital from a juvenile detention 

center following a serious suicide attempt. He had wrapped shoelaces and tape around 
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his neck, causing respiratory impairment. When found, he had cyanosis (a bluish dis- 

coloration of the skin due to deficient oxygen in the blood) and was semiconscious. He 

had been admitted earlier that day to the detention center, where it had been noted that 

he was quite withdrawn. 

On admission, Javier was reluctant to speak except to say that he would kill himself 

and nobody could stop him. He did, however, admit to a 2-week history of depressed 

mood, difficulty sleeping, decreased appetite, decreased interest, guilt feelings, and sui- 

cidal ideation. 
According to his parents, Javier had had no emotional difficulties until age 13, when 

he became involved in drugs, primarily LSD, marijuana, and nonopioid sedatives. His 
grades dropped drastically, he ran away from home on several occasions after arguments 
with his parents, he began to skip going to school, and he made a suicide gesture by over- 
dosing on aspirin. A year later, Javier was expelled from school after threatening the prin- 
cipal during an argument about whether Javier was bringing drugs into the school. 
Because he was unable to control his behavior at home or at school, his parents had him 

evaluated in a mental health clinic, and a recommendation was made for placement in a 
group home. He apparently did well in the group home, and his relationship with his par- 
ents improved immensely with family counseling. He was quite responsible in holding a 
job and attending school and was involved in no illegal activities, including use of drugs. 

Six months before admission to the hospital, however, he became reinvolved with drugs 
and, over a 2-week period, engaged in 10 instances of breaking and entering, all of which 
he did alone. He remembers being depressed at this time but cannot recall whether the 
mood change was before or after reinvolvement with drugs. He was then sent to the juve- 
nile detention center, where he did so well that he had been discharged to his parents’ care 
3 weeks previously. One day after returning home, he impulsively left with his buddies in 
a stolen car for a trip to Texas. He said that his depression began shortly thereafter and that 
his guilt about what he had done to his parents led to his suicide attempt. 

Discussion of “Shoelaces” 
Since age 13, Javier has displayed a repeated and persistent pattern of conduct in 

which he has violated the basic rights of others and major age-appropriate societal 

norms or rules. This behavior has included being truant from school; threatening 

the principal, leading to expulsion from school; purchasing illegal drugs; running 

away from home; and incidents of breaking and entering and car theft. This pat- 

tern of antisocial behavior, with an onset after age 10, justifies the diagnosis of 

Conduct Disorder, Adolescent-Onset Type (DSM-5, p. 469). This type generally 

has a better prognosis than Childhood-Onset Type. The severity is noted as Severe, 

due to the repeated episodes of breaking and entering, which cause considerable 

harm to others. He expresses guilt about the problems he has caused for his par- 

ents, does not appear to be cold and uncaring, shows that he can be responsible in 

holding a job and attending school, and is not shallow or insincere, so the specifier 

With Limited Prosocial Emotions would not apply in Javier's case. 

Javier's serious suicide attempt that occasioned admission to the hospital is 

clearly a symptom of a Major Depressive Episode. There is a 2-week history of 
depressed mood with many of the characteristic symptoms of the depressive 
syndrome. Although there is mention of the patient’s being depressed 6 months 
previously, it is not clear whether at that time he had the full depressive syn- 
drome. There is also a reference to his having made a suicide gesture by over- 
dosing on aspirin at age 13, but it is unclear whether that was in the context of 
a Major Depressive Episode. Thus, an additional diagnosis would be Major 
Depressive Disorder, Single Episode, Severe (DSM-5, p- 160). 
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Javier has had many episodes of maladaptive use of substances, including 
LSD, marijuana, and sedatives. Even with the little information available, it 
seems likely that the patient has had one or more Substance Use Disorders— 
Cannabis Use Disorder (DSM-5, p. 509), Other Hallucinogen Use Disorder 
(LSD) (DSM-5, p. 523), and/or Sedative, Hypnotic, or Anxiolytic Use Disorder 
(DSM-5, p. 550)—given that his drug use has resulted in his failure to fulfill his 
obligations at school (his “grades dropped drastically” and he was expelled) 
and has caused him persistent interpersonal problems with his parents and his 
school principal. These two manifestations alone within a 12-month period in- 
dicate at least a Mild Substance Use Disorder. 

This case illustrates the common clinical finding that Conduct Disorder can 
be complicated by other co-occurring mental disorders, which might require 
treatment in their own right. 

Seizure 

Rene, a 16-year-old girl who is a junior in high school, was hospitalized on the psychi- 
atric service for behavior problems. She had been in trouble with school authorities 
since age 12 for truancy and petty thefts. More recently, she had been expelled from 
school for smoking marijuana in the locker room. Finally, a series of thefts from neigh- 
borhood stores and an incident in which she and a companion set a fire in a vacant lot 
brought her into court and prompted a judge to remand her to a psychiatric ward for 
evaluation. Her parents said they were unable to control her. 

On the ward, Rene befriended other adolescent kids. The staff found her to be de- 

manding and emotionally volatile. She frequently stormed out of community meetings 
when decisions were made that did not go her way. She tried to have the ward recre- 

ational activities revolve around her, and would be very enthusiastic about them at first 
but later would appear angry and pouty when she was not permitted to monopolize 
the activity. Despite Rene’s superficial bravado, however, the nursing staff found her to 
be insecure and dependent. 

One evening about a week into her hospitalization, after being refused a pass to go out 
of the hospital, Rene stormed down the hall to her room. Minutes later, a scream was heard. 

When the first nurse reached her, Rene was writhing on the floor on her back, making jerk- 

ing movements of her pelvis, arms, and legs and rolling her eyes upward. When the staff 
and patients had congregated near her room, her violent shaking stopped. She laid nearly 
still, eyes closed, with a slight trembling visible over her body. She had not bitten her tongue 

or voided urine or feces. When a nurse held Rene’s hand above her face and dropped it, the 

hand repeatedly fell to the side of Rene’s head each time, rather than on her face. Finally, the 

nurse, noting her to be fully alert, asked her some questions, which Rene answered appro- 

priately, although she stated that she could not yet move. Fifteen minutes later, she walked 

to the examining room to be evaluated by the doctor on call. 

Discussion of “Seizure” 
The doctor on call would have no difficulty in making a diagnosis of the behav- 

ioral problems that led to Rene’s hospitalization. For at least 4 years, Rene has 

been getting into trouble. She has repeatedly violated important age-appropri- 

ate societal rules (truancy, smoking marijuana at school) and the basic rights of 

others (stealing). This repetitive and pervasive pattern indicates a diagnosis of 

Conduct Disorder (DSM-5, p. 469). Because her violation of rules and the rights 

15.3. Conduct Disorder 305 



of others has involved primarily nonaggressive acts that have caused little 

harm to others, the Conduct Disorder is noted as Mild in severity. Because the 

onset was after age 10 years, this would be an example of a better-prognosis 

Adolescent-Onset Type. Although Conduct Disorder more commonly occurs 

in boys, Adolescent-Onset Type has a more equal gender distribution. 

The immediate diagnostic problem for the doctor on call is how to characterize 

Rene’s “fit.” Several features suggest that it was not a genuine epileptic seizure. 
During a genuine grand mal seizure, the clinician would expect urinary and pos- 

sibly fecal incontinence. The clinician would also expect a period of postictal (post- 

seizure) confusion during which the patient would not be fully alert and able to 

protect herself from hitting herself in the face when her hand was dropped. 

There are three diagnostic possibilities for Rene’s fit: Conversion Disorder 

(see Section 9.3), Factitious Disorder (see Section 9.5), and the non—mental dis- 

order Malingering (see DSM-5, p. 726). Both Malingering and Factitious Disor- 

der assume that the symptom is consciously faked. In this case, there is no 

evidence to support the notion that the patient had voluntary control over and 

thus falsified the fit. Without additional evidence of her conscious production of 

the fit, it seems preferable to give her the benefit of the doubt, assume that the 

symptom was not falsified, and diagnose it as Conversion Disorder (Functional 

Neurological Symptom Disorder), With Attacks or Seizures (DSM-5, p. 318). 

Two additional specifiers for Conversion Disorder capture the heterogeneity 

of this case: Acute Episode (symptoms for less than 6 months) and With Psy- 

chological Stressor (she was “refused a pass to go out of the hospital”). 

A degree of diagnostic uncertainty can be indicated by qualifying the Con- 

version Disorder diagnosis as provisional. If Rene were later to acknowledge 

that being angry with the staff, she decided to give them a hard time by faking 

the fit, the clinician could diagnose Malingering (see DSM-5, p. 726), because 

Rene would then be considered to be deliberately trying to manipulate the 

staff to get more attention or privileges. Malingering is not a DSM-5 mental 

disorder per se but is a codable behavior or condition that could be a focus of 

clinical attention—these entities sometimes are referred to as “Z codes” (for- 

merly known as “V codes”) because of the ICD-10-CM code assigned to them. 

In the unlikely event that she developed a pattern of exhibiting fake fits for no 

purpose other than to appear ill or impaired, the diagnosis would be changed 

to Factitious Disorder Imposed on Self (see Section 9.5). 

15.4 

Pyromania 

Pyromania is defined as “deliberate and purposeful fire setting on more than 
one occasion” (DSM-5, p. 476). As is often the case in disorders of impulse control, the 
act of fire setting is preceded by tension or emotional arousal and pleasure, gratifica- 
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tion, or relief upon setting the fire. Individuals with Pyromania typically have a fas- 
cination with, interest in, curiosity about, or attraction to fire and its situational 
contexts (e.g., paraphernalia, uses, consequences). Such individuals are often regular 
“watchers” at fires in their neighborhoods, may set off false alarms, and may spend 
time at the local fire department, set fires in order to be affiliated with the fire depart- 
ment, or even become firefighters. Fire setting in Pyromania is not done for financial, 
political, or criminal purposes. It is also not an act of anger or vengeance, a response 
to a delusion or hallucination, or a result of impaired judgment (e.g., as in Major Neu- 
rocognitive Disorder [see Section 17.2] or Intellectual Disability [see Section 1.1)). 

Pyromania is a very rare mental disorder—most cases of fire setting are not due to 
Pyromania. It occurs most often in men. Fire setting in adults is usually not related to 
another mental disorder and is done for monetary gain, to improve the individual’s 
living circumstances, to express anger or vengeance, to conceal criminal activity, or to 
attract attention or recognition (e.g., setting a fire in order to be the one to discover it 
and save the day). When fire setting is related to a mental disorder, it is most often 
associated with the impaired judgment characteristic of Substance Intoxication, with 

a Major Neurocognitive Disorder, or in response to a delusion or hallucination. Chil- 

dren and adolescents who often set fires rarely meet the full criteria for Pyromania. 
Instead, the behavior more likely represents developmental experimentation in child- 

hood (e.g., playing with matches) or is related to another mental disorder, such as 

Conduct Disorder (see Section 15.3) or Intellectual Disability (see Section 1.1). 

Brrr 

Kelvin is an attractive 6-year-old boy whose single mother brought him to the emer- 

gency room because she was frightened that she could not prevent the child from set- 
ting fires, which he had done several times in the last year and a half. Although he had 
so far managed to put out all the fires he set himself, his mother was afraid that he 
would set the house afire while she and his sister were asleep. She complained that he 
was sneaky about setting the fires, making it impossible for her to control him or to 
know how many fires he had actually set. 

Kelvin says that he has set fires because a “man in my head tells me to.” This “man” 
stays in his room when he is awake and “goes away” when he is asleep. The man makes 
a noise (“brrr”), which Kelvin interprets as a command to “set fires.” He is afraid to talk 

to anyone about the man or not to obey his commands, “because he might beat me up.” 
His mother apparently does not take the voice seriously, stating that he has offered a 

variety of different reasons for setting fires, depending on to whom he was talking. Both 

Kelvin and his mother agree that he sets fires partly in retaliation against his mother 

when he is angry with her. 
Kelvin has been fascinated with setting fires for the last 2 years. His mother remem- 

bers that he and a friend set their first fire by burning holes in the plastic sheets on his 

and his sister’s beds. His mother found out about the incident later and reacted by hit- 

ting him on his hands and telling him how dangerous fires were. During the next fire- 

setting incident, Kelvin used a lighter to try to burn a door frame that his mother had 

just painted. This time he was not hit, but was forbidden to ride his bicycle for a week. 

His mother was sleeping during a third episode, in which he set the garbage on fire 

with a table lighter. He then took a broom and beat out the fire. His mother awoke to a 

funny smell and remembers that he was running all over the house in a peculiar man- 

ner. She related this incident with amusement at the child’s antics. 
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The last two fires had taken place 3 weeks previously, when Kelvin first tried to burn 

a dish towel ona gas flame. After he burned the fringe, he rolled up the towel and threw 

it in the garbage. His mother, who was just outside the house at the time, sent him to bed 

and later explained to him again about the dangers of fire setting. During the last inci- 

dent, he took a plastic container that held a Transformer robot and burned holes with a 

lighter on the sides of the container that corresponded to the robot's arms and feet. 
Apart from these incidents, his mother reports that Kelvin has often found matches 

or gone into the bathroom with a lighter and tried to smoke. His mother has talked to 
him at length about fires, describing that they get bigger with alcohol and can be put 
out with water. He becomes excited during these discussions, but then promises never 

again to play with fire. 
At the present time, his mother reports, Kelvin is unhappy in school and misses his 

former friends from the neighborhood the family left 3 months before this hospital ad- 
mission. She says that he has made no new friends outside school, and that he and his 
sister complain frequently of boredom. Aside from the fire setting, there is no history of 
any other aggressive or antisocial behavior. His mother reports that Kelvin has been dif- 
ficult to discipline, mainly because he ignores her. Kelvin’s schoolteacher was surprised 
to hear of his fire setting. When interviewed, she described him as a lovely, bright, obe- 
dient child who plays and works well with both the teacher and his peers. Upon further 
inquiry, she added that at times he became a “little wild” in play. 

Kelvin lives with his 10-year-old sister and 26-year-old mother, who herself was hos- 
pitalized as an adolescent after she had been truant from school for 7 months in retali- 
ation for her mother’s remarriage. In an initial discussion with the interviewer, she 
acknowledged that at times she becomes violently angry, to the point that she is unable 
to control herself. 

The findings of Kelvin’s physical examination were within normal limits except for 
a second-degree burn on his hand, which his mother initially said came from her at- 
tempts to “teach him that fire hurts” by insisting that he put his hand in a gas flame. 
(She later denied this action, but Kevin insisted that she had done it.) 

Kelvin and his mother were referred for further outpatient evaluation. When inter- 
viewed by the evaluating psychologist, Kelvin was somewhat guarded and distrustful 
at first. This behavior seemed to be a manifestation of shyness and fear of what his 
mother would say or do. Over the course of several evaluation sessions, Kelvin’s play 
revolved around themes of fires getting bigger and out of control. He said that he 
knows that he can get burned and that a big fire could burn his house and “I would 

die.” When talking about fires, his affect was either inappropriate (laughter) or blunted 
(emotionless). When discussing the “man” and his “command hallucinations,” Kelvin 
seemed to be nonchalant and unconcerned. He denied suicidal ideation, although his 
mother reported that he had recently said that he wished to die. 

DISCUSSION Ole Sie 
Recurrent setting of fires may be a symptom of Conduct Disorder (see “Killer” 

in Section 15.3); Kelvin, however, is described by his teacher as a “lovely, bright, 

obedient child who plays and works well with both the teacher and his peers,” 

and he apparently engages in no antisocial activities other than fire setting. 

It does seem that Kelvin has committed deliberate and purposeful fire set- 

ting on several occasions; that he derives pleasure from the fire setting; that he 
is very fascinated with fires, as evidenced by his excitement over his mother’s 
discussions with him about the specifics of fires; and that there is no under- 
standable goal, such as monetary gain from insurance. The diagnosis is there- 
fore Pyromania (DSM-5, p. 476). 

Although the DSM-5 diagnostic criteria for this disorder technically require 
“tension or affective arousal before the act,” this feature can only be inferred 
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from the available information, as this subjective experience is often not easily 
documented in a person as young as Kelvin. 

Kelvin’s claim that he has set fires because a “man in my head tells me to” 
raises the question about whether the fire setting is a result of Kelvin’s obeying 
a command hallucination, in which case the diagnosis of Pyromania would not 
apply. His mother’s evaluation that the “man” in his head is one of a number 
of stories that he provides to explain his behavior, coupled with his nonchalant 
behavior during the interview when discussing the “man,” suggests that Kel- 
vin is likely making up this explanation to avoid taking responsibility for his 
behavior. 

15.5 

Kleptomania 

Kleptomania is characterized by “recurrent failure to resist impulses to steal 
objects that are not needed for personal use or for their monetary value” (DSM-5, p. 

478). Individuals with Kleptomania experience an increasing sense of tension imme- 

diately before stealing, as well as pleasure, gratification, or relief from committing the 

act. The stealing is not an act of anger or vengeance, is not done in response to a delu- 

sion or hallucination, and is not better explained by another mental disorder, such as 

stealing for thrills during a Manic Episode in Bipolar I Disorder (see Section 3.1) or 

stealing as part of a pattern of antisocial behavior in Conduct Disorder (see Section 

15.3) or Antisocial Personality Disorder (see Section 18.5). Individuals with Klepto- 

mania typically attempt to resist the impulse to steal, and they are aware that the act 

is wrong and senseless. They frequently fear being apprehended and often feel 

depressed or guilty about the thefts. 
Although shoplifting may be rather common, true Kleptomania is a very rare men- 

tal disorder. Women are three times as likely to have the disorder as men. The most 

common onset of Kleptomania is during adolescence, although it can begin at any 

time from childhood through late adulthood. The course can be sporadic, with brief 

episodes separated by long periods of remission; episodic, with longer periods of 

both stealing and remission; or chronic, with some degree of fluctuation. The conse- 

quences of Kleptomania can be severe, because it can cause serious legal, family, and 

career problems. 

Lobsterman 

Mario Rossi was stopped as he was leaving a grocery store with three cans of lobster 

hidden in his pockets. He was charged with shoplifting, but the court asked for a psy- 

chological evaluation after determining that he had no prior criminal record and no 

particular need for the food he had stolen. 
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Mr. Rossi is a young-looking, well-groomed man of 42, married, with two teenage 

sons. He has worked for 15 years at an insurance company and has never been arrested 

before. He admits to the psychologist that he has been shoplifting for years, following 

a pattern that only this time resulted in his arrest. He describes how he entered the store 

impulsively, without any specific purpose. While walking around in the store, he had 
an increasing sense of tension, which grew in intensity the longer he remained in the 
store. Then he had a desire to take the cans of lobster. He had no particular need for the 
food and actually does not like seafood. He had not been asked by anyone to buy 
canned lobster, and it is something that neither he nor his family members usually eat. 
He had more than enough money in his wallet to pay for the lobster had he wanted to. 
The tension increased until he could no longer resist it. He took the cans and stuffed 
them in his pockets, after which he experienced a sense of relief. He went on to explain 
that he knew nothing about this particular grocery store or its owners. The choice of the 
store was apparently random. 

For the previous few years, Mr. Rossi had been having similar urges to steal, which 
he could not resist. The urges usually came on suddenly and for no apparent reason, 
Typically, he would be ina store and would have an increasing sense of tension and feel 

that he needed to pick up something and leave the store without paying for it. The items 
he shoplifted were never expensive and were usually nothing that he particularly 
needed or wanted. For reasons that he did not understand, he most commonly would 
steal canned seafood. A few moments after the shoplifting, he would have strong feel- 
ings of guilt and resolve never to do this again, but would be able to resist the urge for 
only 2 or 3 weeks before again succumbing to the impulse. 

He and his wife both have excellent jobs and no financial problems. He can think of 
no particular stresses either in his family or at work that might be related to the impulse 
to steal. He does not know why he takes these “useless little things” and wishes he were 
able to control the urge to steal. 

For the past 2 years, Mr. Rossi says he has had a growing sense of futility about his 
life. His children are approaching the point where they will be leaving home, and he 
has no interests or hobbies that do not revolve specifically around the children. Al- 
though he occasionally feels that “life is not worth living,” he denies active suicidal 
thoughts, or other persistent symptoms of depression. His feelings of shame and guilt 
are limited to his shoplifting. Otherwise, he considers himself to be a hardworking, law- 
abiding person, who contributes to his community by coaching sports. 

Mr. Rossi is the only child of an alcoholic father, who physically abused his wife. 
There were many periods during which Mr. Rossi and his mother lived away from his 

father, and he has always felt very close to her, and as an adult has been a dutiful and 

supportive son. 

He describes himself as having been an irritable and quite aggressive adolescent. He 
was Often in fights, usually with boys larger than himself who had made some kind of 

derogatory remark about his size. Usually, his response was grossly out of proportion 
to the remark. 

Discussion of “Lobsterman” 
Although superficially Mr. Rossi acts like an ordinary shoplifter, he is not mo- 

tivated simply by the desire to have what he takes without paying for it. He 
has no particular need or desire for the things that he takes, and does not even 
understand why he often takes seafood. He knows only that he has recurrent 
impulses to steal objects that he does not need and, with an increasing sense of 
tension, he inevitably gives in to the impulse and steals, after which he feels 

relief, guilt, and remorse. He does not plan to steal but succumbs to the im- 
pulse once he is in a store. These are the characteristic features of Kleptomania 

(DSM-5, p. 478). 
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Kleptomaniais more common in females than males, so Mr. Rossi’s case is 
somewhat unusual. It is a rare condition, and even among arrested shoplifters, 
only a minority give a history that is consistent with the disorder. It is assumed 
that in some of these cases, the history is fabricated by the individuals to con- 
form to the stereotype of the disorder and thereby avoid criminal prosecution. 
The onset may be as early as childhood, and it usually waxes and wanes, al- 
though it tends to become chronic. 

The Heiress 

Martha Wellington is a wealthy and beautiful 34-year-old woman, who presented to a 
psychiatric social worker with a “marital problem.” She was an heiress of a wealthy 
European family, and her husband was the president of a small importing company. 
She felt he was insensitive and demanding, and she claimed that he accused her of 
being self-centered, impulsive, and a “compulsive” liar. Over the course of their 10-year 
marriage, each had had numerous affairs, most of which eventually came into the open. 
Both would resolve to deal with their marital frustrations and to stop having affairs, 
and a brief period of reconciliation would follow, but soon one or the other would again 
surreptitiously begin an affair. 

Ms. Wellington also described a special problem that worried her and that she had 

never disclosed to her husband. Periodically, she experienced the urge to walk into one 
of the more elegant department stores in the city and steal an article of clothing. Over 

the course of the previous 3 or 4 years, she had stolen several blouses, a couple of sweat- 
ers, and a skirt. Considering that her husband's income alone was over $300,000 a year 
and her investments worth many times that, she recognized the “absurdity” of her acts. 

She also indicated that what she stole was rarely very expensive and sometimes not 
enough to her liking for her to wear. Ms. Wellington would become aware of the desire 

to steal something several days before she actually did it. The thoughts would increas- 
ingly occupy her mind until, on impulse, she walked into a store, plucked an item off 

the rack, and stuffed it under her coat or into a bag she happened to be carrying. Once 

out the door she felt a sense of relaxation and satisfaction, but at home she experienced 
anxiety and guilt when she realized what she had done. Ms. Wellington was caught on 

one occasion but gave a long, involved story about intending to pay after she had gone 

elsewhere in the store and then “forgot.” She was released by the store security officers 
with a warning and suspiciously raised eyebrows. 

Ms. Wellington spent considerable time describing her own accomplishments, tal- 

ents, and abilities. Her affairs, she said, proved that she was indeed beautiful and of su- 

perior “stock.” She thought that she and her husband, who was handsome, aggressive, 

and successful, should be a perfect match. According to her, the problems with her hus- 

band stemmed from the little attention he paid her and the expectations he seemed to 

have that she would be at his beck and call. The frequent arguments they had upset her 

greatly, and thus it was her idea that they each seek professional help. Regarding the 

charge that she was a compulsive liar, she admitted that she often found it easier to tell 

“white lies” than to face up to something “stupid” that she had done. 

Discussion of “The Heiress” 
Although not the reason for her seeking treatment, the stealing that Ms. Wel- 

lington describes has the classic features of Kleptomania (DSM-5, p. 478). She 

gives in to recurrent impulses to steal objects she does not like and does not 

need. There is a mounting sense of tension that builds until she gives in to the 
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impulse to steal; this is followed by a sense of release, and then remorse at 

what she has done. There is no evidence of other motivations or psychopathol- 

ogy that would better explain the stealing. 

Ms. Wellington’s marital problem, which is the reason for her seeking pro- 

fessional help, is apparently unrelated to the Kleptomania. It may be related to 

certain narcissistic personality traits, such as her exaggerated sense of her own 

importance (belief that she is of “superior stock”), her need for attention and 

admiration (her affairs), and her apparent lack of empathy (blaming her hus- 

band for their marital problems). Because there is no evidence of other charac- 

teristics of Narcissistic Personality Disorder (e.g., arrogant and haughty 

behavior, envy of others, being interpersonally exploitative; see “Unrecog- 

nized Genius” in Section 18.6), the Personality Disorder diagnosis is not made, 

but the presence of narcissistic personality traits could be noted. 
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CHAPTER 16 

Substance-Related and 
Addictive Disorders 

The Substance-Related Disorders in psm-5 encompass 10 separate 
classes of drugs: alcohol; caffeine; cannabis; hallucinogens (with separate categories 
for phencyclidine [or similarly acting arylcyclohexylamines] and other hallucino- 
gens); inhalants; opioids; sedatives, hypnotics, or anxiolytics; stimulants (amphet- 

amine-type substances, cocaine, and other stimulants); tobacco; and other (or 

unknown) substances. We have simplified things a bit in this book by combining 

some of the drug classes to yield a total of 7 groups, as follows: Depressants (alcohol 

and sedatives, hypnotics, or anxiolytics); Stimulants that are “controlled substances” 

(amphetamine and cocaine); Caffeine and Tobacco (uncontrolled or nonprescription 
stimulants); Cannabis; Hallucinogens (phencyclidine [PCP] and other hallucinogens, 

such as 3,4-methylenedioxymethamphetamine [MDMA, also called ecstasy]); Opi- 

oids; and Inhalants and Other Drugs (inhalants, anabolic steroids, and others). 

As in the DSM-5 Substance-Related and Addictive Disorders chapter, Gambling Dis- 

order is also presented here, reflecting evidence that gambling behaviors activate reward 

systems similar to those activated by drugs of abuse and produce some behavioral symp- 

toms that appear comparable to those produced by the Substance Use Disorders. Other 

excessive behavioral patterns, such as Internet gaming, compulsive shopping, and com- 

pulsive sexual behavior, have also been described in the literature and are a focus of treat- 

ment in some individuals, but these are not included as specific categories in DSM-5 (or 

in this chapter) because insufficient peer-reviewed evidence was available during the 

DSM-5 revision process “to establish the diagnostic criteria and course descriptions 

needed to identify these behaviors as mental disorders” (DSM-5, p. 481). 

DSM-5 divides the Substance-Related Disorders into Substance Use Disorders and 

Substance-Induced Disorders: 

e A diagnosis of a Substance Use Disorder is given when an individual has a prob- 

lematic pattern in the use of a substance leading to clinically significant impair- 

ment or distress. 

e A diagnosis of a Substance-Induced Disorder is given when an individual experi- 

ences psychological or behavioral symptoms that are caused by the direct physio- 

313 



ee eee eee tO) eee 

TaBLe 16~-1. Substance classes corresponding to Substance Use Disorder, 

Substance Intoxication, and Substance Withdrawal 

Substance class Use disorder Intoxication Withdrawal 

Depressants* X X X 

Stimulants” X X Xx 

Caffeine X xX 

Tobacco X X 

Cannabis X X xX 

Hallucinogens /phencyclidine X X 

Opioids X X X 

Inhalants X xX 

“Includes alcohol and sedatives, hypnotics, or anxiolytics. 

Excludes caffeine and tobacco. 

logical effects of the substance on his or her central nervous system. Substance- 

Induced Disorders include Substance Intoxication, Substance Withdrawal, and 

the various Substance /Medication-Induced Mental Disorders. 

Although a Substance Use Disorder and a Substance-Induced Disorder involving 

the same substance commonly co-occur because individuals who have a pattern of ex- 

cess substance use are also likely to experience psychological or behavioral symptoms 

caused by that substance, they are distinct conditions warranting separate DSM-5 diag- 

noses. For example, consider an individual whose life is in a shambles because he is un- 

able to control his cocaine use, who is brought into an emergency room because of 

severe agitation and paranoid delusions caused by his heavy use of cocaine. Such an in- 

dividual would qualify for both Cocaine Use Disorder and Cocaine-Induced Psychotic 

Disorder. These two diagnoses have different treatment implications. 

Not every substance class is known to be associated with Substance Use Disorder, 

Substance Intoxication, Substance Withdrawal, and the various Substance /Medica- 

tion-Induced Mental Disorders. For example, inhalants are not known to cause a clin- 

ically significant withdrawal syndrome and cannabis is not known to cause a bipolar- 

like presentation. Table 16-1 indicates those classes of substances that are associated 

with diagnoses of Substance Use Disorder, Substance Intoxication, or Substance With- 

drawal, according to our simplified grouping of drug classes. Table 16-2 summarizes 

the recognized combinations of classes of substances and Substance-Induced Mental 
Disorders. 

Substance Use Disorders 

Substance Use Disorders are characterized by a cluster of cognitive, behavioral, and 

physiological symptoms indicating that the individual continues using a substance 

despite significant substance-related problems. Individuals with Substance Use Dis- 

orders experience an underlying change in brain circuits that may persist beyond 

abstinence, such that many are prone to repeated relapses and intense drug craving 
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when exposed to drug-related stimuli, such as drug paraphernalia. DSM-5 lists 11 cri- 

teria to define a Substance Use Disorder, at least two of which occurring within a 

period of 12 months are required for the diagnosis. 

The first four criteria involve different manifestations of impaired control over 

substance use. Recognizing that their substance use is problematic, individuals with 

a Substance Use Disorder may set limits on the amount of the substance they intend 

to use or the amount of time they intend to spend taking the substance, only to regu- 

larly exceed their own preset limits. Recognizing the problematic nature of their sub- 

stance use, they may express a persistent desire to cut down or to regulate their 

substance use, and often report multiple unsuccessful efforts to do so. Depending on 

the availability of the substance in question, the individual may spend an inordinate 

amount of time and effort obtaining the substance or spend a great deal of time using 

the substance or recovering from its effects. For individuals with severe forms of Sub- 

stance Use Disorder, virtually all of the individual’s daily activities revolve around 

the substance. Many individuals develop craving for the substance, which is mani- 

fested by an intense desire or urge to use the drug that may occur at any time but is 

more likely when an individual finds himself or herself in an environment where he 

or she has previously obtained or used the drug. 

The next three criteria reflect social and occupational impairment due to inability 

to control substance use. Recurrent substance use may result in the person's being un- 

able to fulfill major role obligations at work, school, or home, as manifested, for in- 

stance, by repeated absences from work or poor work performance; absences, 

suspensions, or expulsions from school; or neglect of children or household respon- 

sibilities. Moreover, the individual may continue to use the substance despite having 

persistent or recurrent social or interpersonal problems that are caused or exacer- 

bated by the effects of taking the substance, such as marital strain caused by spousal 

arguments about substance use or physical fights that occur during periods of intox- 

ication. Important social, occupational, or recreational activities may be given up or 

reduced because of substance use. Examples would include an amateur athlete who 

has stopped participating in sports activities because of substance use or a person 

who has stopped seeing all her good friends so she can stay home and get high. 

The next two criteria focus on risky use of the substance. Risky use may take the 

form of repeatedly using the substance in situations in which it is physically hazard- 

ous to do so, such as becoming intoxicated before driving a car or operating poten- 

tially dangerous machinery. The individual may continue substance use despite 

having a persistent or recurrent physical or psychological problem that he or she 

knows has been caused or exacerbated by the substance. Examples of physical prob- 

lems caused by substance use include serious damage to nasal mucosa from sniffing 

cocaine or esophageal bleeding due to excessive drinking. Examples of psychological 

problems include cocaine-induced paranoia or panic attacks, and alcohol-related 

“blackouts” (memory loss for events that occurred while intoxicated with alcohol). 

The final two criteria describe physiological dependence on the substance, as man- 
ifested by evidence of tolerance or the development of withdrawal symptoms when 
the person cuts down or stops using the substance. Tolerance is indicated when the 
person either requires a markedly increased amount of the substance in order to get 
high or the substance has a markedly reduced effect over time when the usual dose 
is consumed. Withdrawal symptoms occur when blood or tissue concentrations of a 
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substance decline in someone who has had prolonged heavy use of the substance. 
Withdrawal symptoms vary greatly across the different classes of substances and are 
most obvious during withdrawal from the depressant and opioid drug classes, which 
involve the development of withdrawal symptoms such as hand tremor, sweating, 
nausea, vomiting, diarrhea, agitation, and fever. Withdrawal from either the stimu- 
lant class or cannabis tends to be less obvious, involving dysphoric mood and fatigue. 
Significant withdrawal symptoms from PCP and other hallucinogens and inhalants 
have not been documented in humans. It should be noted that the development of 
physiological dependence (as manifested by the development of tolerance and with- 
drawal) often occurs during appropriate medical treatment with certain prescribed 

medications, such as opioid analgesics, sedatives, and stimulants. If tolerance and 

withdrawal! develop in the context of the individual’s taking medication as pre- 

scribed, they should not count toward a diagnosis of a Substance Use Disorder. How- 

ever, given how prevalent prescription drug abuse is, if tolerance and withdrawal 
occur in the context of the individual’s taking the medication at higher doses or more 

often than prescribed, it would be appropriate to count these symptoms toward the 

diagnosis of a Substance Use Disorder. 

The severity of Substance Use Disorders can vary from mild to severe, with severity 

based on the number of DSM-5 symptom criteria that are present: Mild Substance Use 

Disorder is indicated by the presence of two to three symptoms, Moderate by four to 

five symptoms, and Severe by six or more symptoms. DSM-5 also offers course specifi- 

ers for whether the Substance Use Disorder is current or in remission: In Early Remis- 

sion applies if no criteria have been met for at least 3 months but less than 12 months, 

and In Sustained Remission applies if no criteria have been met for 12 months or longer. 

The individual is not considered to be in remission if the person has been free of symp- 

toms for less than 3 months, given the particularly high propensity for relapse during 

such a short time. 

Substance-Induced Disorders 

The DSM-5 Substance-Induced Disorders include Substance Intoxication, Substance 

Withdrawal, and the various Substance /Medication-Induced Mental Disorders (e.¢., 

Substance-Induced Psychotic Disorder, Substance-Induced Anxiety Disorder). Sub- 

stance Intoxication and Substance Withdrawal are considered to be Substance- 

Induced Disorders because they involve the development of symptoms due to the 

effects of the substance on the brain. 

Substance Intoxication is diagnosed when problematic behavioral or psychological 

changes, such as belligerence, mood lability, or impaired judgment, occur during use 

of a substance and are attributable to the physiological effects of the substance on the 

person’s central nervous system. The most common changes involve disturbances of 

perception, wakefulness, attention, thinking, judgment, psychomotor behavior, and 

interpersonal behavior. The specific set of symptoms that occur in the context of 

intoxication depends on the specific substance. For example, intoxication with 

depressant drugs (e.g., either alcohol or sedative, hypnotic, or anxiolytic medication) 

is characterized by inappropriate sexual or aggressive behavior, mood lability, 
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impaired judgment, slurred speech, incoordination, and impairment in attention and 

memory, whereas Caffeine Intoxication is characterized primarily by symptoms such 

as restlessness, nervousness, excitement, insomnia, flushed face, sweating, muscle 

twitching, increased heart rate, and rambling flow of thought and speech. Substance 

Intoxication is common among those with a Substance Use Disorder, but it also occurs 

frequently in individuals without a Substance Use Disorder. 

Substance Withdrawal 

Substance Withdrawal is characterized by the development of substance-specific 
behavioral changes accompanied by certain physiological and cognitive disturbances 

that are due to the cessation of, or reduction in, heavy and prolonged substance use 

and that cause clinically significant distress or impairment in social, occupational, or 

other important areas of functioning. Withdrawal is usually, but not always, associ- 

ated with a Substance Use Disorder, because it generally only develops after pro- 

longed use of the substance. The symptoms that make up the substance-specific 

withdrawal syndromes are often the opposite of what occurs during intoxication. For 

example, whereas Stimulant Intoxication is typically characterized by euphoria, 

increased sociability, and loss of appetite, Stimulant Withdrawal involves dysphoric 

mood, fatigue, and increased appetite. 

Substance/Medication-Induced Mental Disorders 

The Substance/Medication-Induced Mental Disorders are potentially severe and 

usually temporary, but sometimes persisting, psychiatric syndromes that develop in 

the context of the effects of substances of abuse, medications, or several toxins. There 

are nine specific types of Substance /Medication-Induced Mental Disorders included 

in DSM-5 that differ based on the nature of the psychiatric symptoms caused by a sub- 

stance. These include Substance/Medication-Induced Psychotic Disorder, Sub- 

stance /Medication-Induced Bipolar and Related Disorder, Substance /Medication- 

Induced Depressive Disorder, Substance/Medication-Induced Anxiety Disorder, 

Substance /Medication-Induced Obsessive-Compulsive and Related Disorder, Sub- 

stance /Medication-Induced Sleep Disorder, Substance /Medication-Induced Sexual 

Dysfunction, Delirium (i.e., Substance-Induced Delirium, Substance Withdrawal 

Delirium, and Medication-Induced Delirium), and Substance /Medication-Induced 

Neurocognitive Disorder. As noted earlier in this chapter, given that only certain sub- 

stances have the potential to cause particular psychiatric symptoms, not all combina- 

tions of specific substances and Substance /Medication-Induced Mental Disorders 

exist (see Table 16-2). 

Substance-Related Disorders in Case Examples 

This chapter includes cases representing various Substance Use Disorders and Sub- 

stance-Induced Disorders. Specifically, cases are presented to illustrate the following: 

¢ Within the Depressants grouping: Alcohol Use Disorder (“Vodka”), Alcohol Intoxi- 
cation (“Joe College”), and Alcohol Withdrawal (“The Reporter”) in Section 16.1; Di- 
azepam Use Disorder and Diazepam Withdrawal (“August Days”) in Section 16.2 

¢ Within Stimulant-Related Disorders: Cocaine Use Disorder (“Cocaine Problem”) 
in Section 16.3 
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Within the Caffeine and Tobacco grouping: Caffeine Withdrawal (“Coffee Ma- 
chine”) in Section 16.4; Tobacco Use Disorder (“Junkie”) in Section 16.5 
Within Cannabis-Related Disorders: Cannabis Intoxication (“Freaking Out”) and 
Cannabis Withdrawal (“Fidgety and Grumpy”) in Section 16.6 
Within the Hallucinogens grouping: Phencyclidine Use Disorder and Phencycli- 
dine Intoxication (“Peaceable Man”) in Section 16.7; Hallucinogen Persisting Per- 
ception Disorder (“A Man Who Saw the Air”) in Section 16.8 
Within Opioid-Related Disorders: Opioid Use Disorder (“Cough Medicine”) in 

Section 16.9 

Within the Inhalants and Other Drugs grouping: Inhalant Intoxication (“Better 

Living Through Chemistry”) in Section 16.10 
The chapter concludes with a case presentation of Gambling Disorder (“Loan 

Sharks”) in Section 16.11 

Other Substance /Medication-Induced Mental Disorder cases are included in other 

chapters in this book, reflecting their placement in DSM-5 in the chapters with which 

they share symptoms: 

Substance/Medication-Induced Psychotic Disorder (“Agitated Businessman” 

and “Threatening Voices” in Section 2.7) 

Substance /Medication-Induced Bipolar and Related Disorder (“Sleepless House- 

wife” in Section 3.4) 

Substance /Medication-Induced Sleep Disorder (“Mystery Mastery” in Section 12.10) 

Substance /Medication-Induced Sexual Dysfunction (“Bad Side Effect” in Section 

13.8) 
Substance /Medication-Induced Delirium (“Traction” and “Thunderbird” in Sec- 

tion 17.1) 
Substance /Medication-Induced Neurocognitive Disorder (“Chief Petty Officer,” 

in Section 17.2; “Disabled Vet” in Section 4.3) 

DEPRESSA th! wth, a i 3 Cents Ces : 

A depressant is a drug that lowers neurotransmission levels, an ef- 

fect that serves to depress or reduce arousal or stimulation in various areas 

of the brain. Depressants exert their effects through a number of different 

pharmacological mechanisms, the most prominent of which include facili- 

tation of y-aminobutyric acid (GABA), a major inhibitory neurotransmitter, 

and inhibition of excitatory glutamatergic and monoaminergic neurotrans- 

mitters. 

Two DSM-5 drug classes are included in this section: Alcohol-Related 

Disorders and Sedative-, Hypnotic-, or Anxiolytic-Related Disorders. 

They are grouped together in this book for four reasons: 1) both alcohol 

and the sedative, hypnotic, and anxiolytic medications are brain depres- 
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sants that result in behavioral sedation; 2) both alcohol and the sedative, 

hypnotic, and anxiolytic medications act on the same cell receptors in the 

brain; 3) there is cross-tolerance between alcohol and the sedative, hyp- 

notic, and anxiolytic medications (e.g., someone who is tolerant to the ef- 

fects of alcohol will also be tolerant to the effects of sedative, hypnotic, 

and anxiolytic medications); and 4) the DSM-5 diagnostic criteria for Alco- 

hol Intoxication and Sedative, Hypnotic, or Anxiolytic Intoxication, as well 

as DSM-5 diagnostic criteria for Alcohol Withdrawal and Sedative, Hyp- 

notic, or Anxiolytic Withdrawal, are nearly identical. 

16.1 

Alcohol-Related Disorders 

In most Cultures, alcohol is the most frequently used intoxicating substance 
and is a cause of considerable morbidity and mortality. Repeated intake of high doses 

of alcohol can affect nearly every organ system in the body, especially the gastrointesti- 

nal tract, cardiovascular system, and central and peripheral nervous systems. Alcohol 

Use Disorder is an important contributor to suicide risk during severe intoxication, and 

there is an increased rate of suicidal behavior, as well as of completed suicide, among 

individuals with Alcohol Use Disorder. 

Alcohol Use Disorder is common in the United States. The 12-month prevalence is 

estimated to be 4.6% among 12- to 17-year-olds and 8.5% among adults age 18 years 

and older. The 12-month prevalence of Alcohol Use Disorder among adults decreases 

in middle age, being greatest among 18- to 29-year-olds (16.2%) and lowest among in- 

dividuals age 65 years and older (1.5%). 

Males have higher rates of drinking and related disorders than females. However, 

because females generally weigh less than males and have more fat and less water in 

their bodies, they are likely to develop higher blood alcohol levels per drink than 

males. Females who drink heavily may also be more vulnerable than males to some 

of the physical consequences associated with alcohol, including liver disease. The 

prevalence of Alcohol Use Disorder varies markedly across race/ethnic subgroups of 

the U.S. population. The 12-month prevalence among adults is greater among Native 

Americans and Alaska Natives (12.1%) than among whites (8.9%), Hispanics (7.9%), 

African Americans (6.9%), and Asian Americans and Pacific Islanders (4.5%). 

The first episode of Alcohol Intoxication for most people is likely to occur during 

the mid-teens. Alcohol Use Disorder tends to be characterized by periods of remis- 

sion and relapse. A decision to stop drinking, often in response to a crisis, is likely to 

be followed by a period of weeks or more of abstinence, which is often followed by 

limited periods of controlled or nonproblematic drinking. However, once alcohol in- 
take resumes, it is highly likely that consumption will rapidly escalate and that severe 

problems will once again develop. 
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Vodka 
SSF SNL OLEAN SRO ADRES OTE 

Violet Gottfried, a 45-year-old, twice-married woman, has been drinking a pint of 
vodka daily for 13 years. Before that she had been a light drinker. During the period of 
her divorce from her first husband, she became depressed and found that alcohol made 
her feel better. While drinking in a bar, she met her second husband, also a heavy 
drinker. They continued to drink at home in the evenings. She increasingly found rea- 
sons not to go to work and was eventually dismissed from her job. She began drinking 
throughout the day, allowing herself an ounce of vodka per hour, interspersed with 
occasional beers. She hid bottles and beer cans so her husband would not know she was 
drinking so much. Her husband, finding her intoxicated on his return home, began 
complaining and threatened to leave her. Ms. Gottfried vowed to drink only beer. She 
kept this up for a month, drinking 2 or 3 six-packs a day. Then she became worried 
about her weight and decided not to drink at all except for “2” drinks before dinner. The 
2 drinks became 3, and soon she was drinking a pint of vodka again. She began having 
memory lapses. Once she burned a hole in the sofa and did not remember doing it. Her 
husband moved out after a violent argument. Drinking alone, she cried a good deal and 
thought about suicide. She finally called Alcoholics Anonymous for help. 

Discussion of “Vodka” 

This case illustrates a number of the characteristic features of Alcohol Use Dis- 

order (DSM-5, p. 490) including Ms. Gottfried’s impaired control over her use 

of alcohol, combined with negative social and occupational consequences. Her 

inability to control her use is indicated by her setting drinking limits that she 

repeatedly exceeds (after setting a limit of two drinks, she ended up drinking 

an entire pint), unsuccessful efforts to cut back or stop drinking, spending a 

great deal of time drinking (i.e., throughout the day), continuing to drink even 

though her drinking led to arguments with her husband that culminated in his 

moving out, and her continuing to drink despite having potentially dangerous 

memory lapses caused by her drinking. Other negative consequences include 

her being dismissed from her job because of her drinking. Finally, the fact that 

Ms. Gottfried is drinking a pint of vodka a day is indicative of her having de- 

veloped tolerance. Although she did not develop withdrawal symptoms when 

she switched from a pint of vodka to two or three six-packs of beer a day, that 

change in the amount of alcohol consumed daily may not have been enough 

to trigger withdrawal, so her propensity to develop withdrawal is not cur- 

rently known. The presence of at least eight definitive symptoms indicates Se- 

vere Alcohol Use Disorder. 

Joe College 
sn ate RE SN ET ES a EOE SEPSIS EY! 

Joseph Schiavone, a 19-year-old college freshman, spends an afternoon drinking beer 

with his fraternity brothers. After 8-10 glasses, he becomes argumentative with one of 

his larger companions and suggests that they step outside and fight. Normally a quiet, 

unaggressive person, Joseph now speaks in a loud voice and challenges the larger man 

to fight with him, apparently for no good reason. When the fight does not develop, he 
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becomes morose and spends long periods looking into his beer glass. He seems about 

to cry. After more beers, he begins telling long, indiscreet stories about former girl- 

friends. His attention drifts when others talk. He tips over a beer glass, which he finds 

humorous, laughing loudly until the bartender gives him a warning look. He starts to 

get up and say something to the bartender, but trips and falls to the floor. His friends 

help him to the car. Back at the fraternity house, he falls into a deep sleep, awaking with 

a headache and a bad taste in his mouth. He is again the quiet, shy person his friends 

know him to be. 
This is the first time that Joseph has ever become drunk. He grew up with parents 

who were very strict about alcohol and drug use, and he hung out with high school 
friends who rarely drank. 

Discussion of “Joe College” 
Although intoxication in the physiological sense occurs in social drinking, 

maladaptive behavior is required for the DSM-5 diagnosis of Substance Intox- 

ication. In Joseph’s case there is evidence of disinhibition of aggressive im- 

pulses (picking a fight), impaired judgment (telling indiscreet stories), mood 

lability (argumentative, then crying and morose), and physiological signs (in- 

coordination and unsteady gait) of intoxication. Alcohol is obviously the offend- 

ing substance, so this is clearly a case of Alcohol Intoxication (DSM-5, p. 497). 

Because it does not appear that Joseph has demonstrated this kind of be- 

havior before this incident, an additional diagnosis of an Alcohol Use Disorder 

would not be warranted. If, however, this pattern continues, Joseph may be 

headed for a future diagnosis of Alcohol Use Disorder. 

The Reporter 
ester enceroemeset 

Mitchell Dodge, a 29-year-old newspaper reporter, had been a heavy drinker for 10 years. 
One evening after work, having finished a feature article, he started drinking with 
friends and continued to drink throughout the evening. He fell asleep in the early 

morning hours. Upon awakening he had a strong desire to drink again and decided not 
to go to work. Food did not appeal to him, and instead he had several Bloody Marys. 
He later went to a local tavern and drank beer throughout the afternoon. He met some 
friends and continued drinking into the evening. 

Mr. Dodge’s pattern of drinking throughout the day persisted for the next 7 days. 
On the eighth morning, Mr. Dodge tried to drink a cup of coffee and found that his 
hands were shaking so violently he could not get the cup to his mouth. He managed to 
pour some whiskey into a glass and drank as much as he could. His hands became less 

shaky, but at this point he was nauseated and began having “dry heaves.” He tried re- 

peatedly to drink, but could not keep alcohol down. He felt ill and intensely anxious 
and decided to call a doctor friend. The doctor recommended hospitalization. 

When evaluated on admission, Mr. Dodge is alert; he has a marked tremor of the 

hands, and his tongue and eyelids are tremulous. He has feelings of “internal” tremulous- 

ness. Lying in the hospital bed, he finds the noises outside his window unbearably loud 

and begins seeing “visions” of animals and, on one occasion, a dead relative. He is terri- 
fied and calls a nurse, who gives him a tranquilizer. He becomes quieter, and his tremor 
is less pronounced. At all times he realizes that the visual phenomena are “imaginary.” 
He always knows where he is and is otherwise oriented. He has no memory impairment. 
After a few days, the tremor disappears, and Mr. Dodge no longer hallucinates. He still 
has trouble sleeping but otherwise feels normal. He vows never to drink again. 
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When questioned further about his history of drinking, Mr. Dodge claims that although 
during the last 10 years, he has developed the habit of drinking several scotches each day, 
his drinking has never interfered with his work or relations with colleagues or friends. He 
denies having aftereffects of drinking other than occasional mild hangovers, claims never 
having gone on binges before this one, and denies needing to drink every day in order to 
function adequately. He admits, however, that he has never tried to reduce or stop drinking. 

Discussion of “The Reporter” 
Mr. Dodge markedly increases his amount of drinking for a week and then 
stops drinking as he becomes sick with nausea and vomiting. He then devel- 

ops visual hallucinations; tremor of the hands, tongue, and eyelids; and anxi- 

ety. Significantly, he has intact reality testing in that he realizes that the 

hallucinations are imaginary, and he remains alert, fully oriented, and without 

memory impairment. These symptoms, associated with the reduction in heavy 

alcohol use, indicate Alcohol Withdrawal (DSM-5, p. 499). Furthermore, the 

‘specifier With Perceptual Disturbances would be noted to indicate the pres- 

ence of hallucinations occurring with intact reality testing. 

Some readers might wonder whether the most appropriate diagnosis for 

Mr. Dodge would be Alcohol Withdrawal Delirium (commonly called delir- 

ium tremens) (see “Thunderbird” in Section 17.1) because of the visual hallu- 

cinations. Delirium, however, requires reduced ability to maintain attention to 

external stimuli and reduced orientation to the environment, both of which are 

absent in Mr. Dodge’s case. The visual hallucinations with intact reality testing 

that Mr. Dodge experienced are rather common in Alcohol Withdrawal. 

Although Mr. Dodge denies impaired control of his drinking and claims that 

his drinking does not interfere with his work or social relations, his pattern of 

drinking would still meet the criteria for a Mild Alcohol Use Disorder. He has ev- 

idence of tolerance (drinking several scotches every day), and he developed a full- 

blown withdrawal syndrome when he cut down drinking, thus fulfilling the min- 

imum requirement of at least two Alcohol Use Disorder symptoms. Given that it 

is common for individuals with Alcohol Use Disorder to overestimate their ability 

to control their drinking and to minimize the impact of their drinking on their 

lives, the clinician would want to be watchful about Mr. Dodge’s ongoing drink- 

ing pattern to see if its continues to cause him problems, as it did in this instance. 

16.2 

Sedative-, Hypnotic-, or 

Anxiolytic-Related Disorders 

As indicated by its name, the sedative, hypnotic, and anxiolytic drug class includes 

a wide variety of medications that are prescribed to calm people down (the “sedative” 

part of the name), to help people sleep (“hypnotic”), and to reduce anxiety (“anxiolytic”). 
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The class includes the benzodiazepines—medications that are generally indicated for the 

treatment of anxiety (e.g., diazepam, lorazepam, clonazepam, alprazolam)—and benzo- 

diazepine-like medications that are used as sleep aids (e.g., zolpidem, zaleplon). Most 

other medications in this class, such as carbamates (e.g., meprobamate), barbiturates (e.g., 

secobarbital), and barbiturate-like sleep aids (e.g., methaqualone), were much more pop- 

ular in the 1950s-1970s and are now rarely used in medical contexts because of their 

increased liability to cause addiction or to lead to death from overdose, as compared to 

the benzodiazepines and benzodiazepine-like medications. 

Sedative, hypnotic, and anxiolytic substances are available both by prescription 

and illegally. Sedative, Hypnotic, or Anxiolytic Use Disorder often becomes associ- 

ated with other Substance Use Disorders (e.g., Alcohol, Cannabis, Opioid, and Stim- 

ulant Use Disorders) when the sedatives are used to alleviate the unwanted effects of 

these other substances. 
The usual course of Sedative, Hypnotic, or Anxiolytic Use Disorder entails onset when 

individuals are in their teens or 20s, followed by escalation in occasional use of sedative, 

hypnotic, or anxiolytic medication to the point at which problems develop that meet cri- 

teria for a diagnosis. An initial pattern of intermittent social use (e.g., at parties) can evolve 

into a pattern of daily use and the development of high levels of tolerance. A less fre- 

quently observed clinical course begins with the medication originally obtained by pre- 

scription from a physician, usually for the treatment of anxiety, insomnia, or somatic 

complaints. As the patient develops either tolerance or a need for higher doses of the 

medication, he or she gradually increases the dose and frequency of self-administration. 

The individual is likely to justify his or her continued use of the antianxiety or sleep med- 

ication on the basis of the original symptoms of anxiety or insomnia, but substance-seek- 

ing behavior becomes more prominent, and the person may end up seeking out multiple 

physicians to obtain sufficient supplies of the medication. Tolerance can reach high levels, 

and withdrawal (including seizures and withdrawal delirium) may occur. 

The 12-month prevalence of Sedative, Hypnotic, or Anxiolytic Use Disorder is es- 

timated to be 0.3% among 12- to 17-year-olds (where the rate is twice as high in fe- 

males as in males) and 0.2% among adults age 18 years and older (where the rate in 

males is slightly higher than in females). 

August Days 

PSYCHIATRIST (DR): “Hello?” 

PATIENT (PT): “Hello, is this Dr. Sharkey?” 

DRE X6S-0 

PT: “This is Ms. Dudek. I am a patient of Dr. Black’s. He said you were covering 
for him while he was on vacation.” 

DR: “Yes. What can I do for you?” 

So began a telephone consultation with a 55-year-old divorced schoolteacher and a 
young psychiatrist one August morning. The teacher had recently, against medical ad- 
vice, signed herself out of a psychiatric unit of a general hospital where she had gone 
to be evaluated for anxiety and to be “detoxified” from a benzodiazepine drug (i.e., to 
have the antianxiety drug discontinued under medical supervision). 
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Ms. Dudek had.a 5-year history of mouth pain, which had been alternately diag- 
nosed as trigeminal neuralgia (a chronic pain disorder characterized by episodes of in- 
tense pain in the face) or temporomandibular joint (TMJ) dysfunction (pain and 
dysfunction in the jaw joint and the muscles that move the jaw). For this pain, she had 
taken an acetaminophen-oxycodone combination medication (a narcotic pain medica- 
tion) and diazepam (an antianxiety medication that also has muscle-relaxant proper- 
ties). The drugs relieved the symptoms somewhat, but the beneficial effects would 
gradually wear off, necessitating an increase in the dose. She had seen numerous inter- 
nists, neurologists, and psychiatrists, some of whom were reluctant to prescribe medi- 
cations indefinitely because of their addictive potential. Attempts to treat the pain with 
carbamazepine (a nonaddictive anticonvulsant medication used in treating pain) and 
amitriptyline (a nonaddictive antidepressant medication often used in treating pain) 
had been short-lived because of side effects she said were “horrendous.” 

Nine months earlier, Ms. Dudek’s ex-husband had died suddenly of a heart attack. 
During the ensuing months, the pain in her mouth became worse and anxiety devel- 
oped. She increased her diazepam dosage to 90 mg/day (the maximum daily dosage 

recommended by the U.S. Food and Drug Administration is 8-40 mg/day), but she still 
complained of feeling shaky and weak, having difficulty falling asleep, and awakening 
at 3 A.M. with inability to fall back to sleep without taking at least 15-20 mg of diazepam. 
She was increasingly absent from work, feeling either “hung over” or “exhausted” in the 

morning. Depressed mood and vegetative signs of depression were not prominent. Ms. 
Dudek described one acute attack of anxiety that sounded like a panic attack, for which 
she had seen a cardiologist, who said that her heart was normal. 

She had signed out of the hospital because she could not stand the anxiety and pain that 
developed as the diazepam was reduced. She had obtained Dr. Black’s name from a friend; 
he had seen the patient once. She had pleaded with him to allow her to try being detoxified 
from diazepam as an outpatient. He had suggested that she might profit from a trial of 
imipramine (an antidepressant medication) or lithium (a mood-stabilizing medication). 

When she called Dr. Sharkey, Ms. Dudek had exhausted the supply of diazepam she 

was to use while reducing the dose. She had been unable to reduce her intake by more 
than 10 mg/day and had had only enough medication left to take 15 mg for the past 
2 days, and none in the past 24 hours. She reported rapid heartbeat, sweating, weakness 
in her knees, shaking hands, nausea, anxiety, and insomnia. 

Discussion of “August Days” 

Ms. Dudek has both problems with her pattern of use of diazepam and symptoms 

indicative of diazepam withdrawal. She shows evidence of tolerance (“She in- 

creased her diazepam dosage to 90 mg/day...but she still complained of feeling 

shaky and weak, having difficulty falling asleep”), her diazepam use results in a 

failure to fulfill major role obligations at work (“she was increasingly absent from 

work, feeling either ‘hung over’ or ‘exhausted’ in the morning”), and she has with- 

drawal symptoms when she cuts down on her use of diazepam (“rapid heartbeat, 

sweating, weakness in her knees, shaking hands, nausea, anxiety, and insomnia”), 

justifying a diagnosis of Diazepam Use Disorder (DSM-5, p. 550). It should be 

noted that DSM-5 has an instruction advising against counting the tolerance and 

withdrawal criteria toward the diagnosis in “individuals taking sedatives, hyp- 

notics, or anxiolytics under medical supervision” (DSM-5, p. 551); this note is in- 

tended to prevent giving the diagnosis to individuals who develop physiological 

dependence (i.e., tolerance and withdrawal) in the course of taking sedative, hyp- 

notic, or anxiolytic medication as prescribed. Ms. Dudek’s pattern of diazepam 

use would not be considered to be under medical supervision because she has in- 
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creased the dose on her own and is attempting to obtain more diazepam than 

prescribed by going to multiple physicians. Moreover, because her current pre- 

sentation is characterized by the development of symptoms characteristic of the 

diazepam withdrawal syndrome, an additional current diagnosis of Diazepam 

Withdrawal would also apply (DSM-5, p. 557). 
As is common, especially for adults, Ms. Dudek’s use of a benzodiazepine 

(diazepam) started after it had been legitimately prescribed for TMJ. Unfortu- 

nately, her use of diazepam has escalated to the point that it is out of control: 

she wants to stop but is unable to, she has developed tolerance and with- 

drawal, and it has interfered with her life. She has resorted to desperate tech- 

niques, such as trying to convince a doctor who is completely unfamiliar with 

her case to prescribe more of the drug for her. In fact, given her need to procure 

the medication, it is possible that she may have fabricated part of her medical 

history to provide the covering doctor with a legitimate enough story to con- 

vince him to prescribe the diazepam. Assuming that she was in actuality be- 

ginning to exhibit symptoms of benzodiazepine withdrawal at the time of the 

telephone call, it might be justified for the covering doctor to prescribe at least 

1 or 2 days’ worth of diazepam to prevent her from developing a full-blown 

withdrawal syndrome, given that sedative withdrawal can evolve into a po- 

tentially life-threatening Sedative-Induced Withdrawal Delirium (see “Thun- 

derbird” in Section 17.1, for the alcohol-induced version of this condition). 

Whether Ms. Dudek also suffers from a primary Anxiety Disorder is a bit 

unclear, given that one of the main symptoms of sedative withdrawal is the de- 

velopment of symptoms of anxiety and even panic attacks like she has experi- 

enced. In Ms. Dudek’s case, the only way to know whether she also has an 

underlying primary Anxiety Disorder is to evaluate her again several months 

after discontinuing the diazepam. If she is free of anxiety symptoms, the clini- 

cian can assume that all of her recent anxiety symptoms were a manifestation 

of her diazepam use. If the anxiety symptoms continue to persist, an additional 

Anxiety Disorder diagnosis might be warranted. 

—__________{j#___________ 

16.3 

Stimulant-Related Disorders 

The stimulants discussed in this section include both amphetamine and amphet- 
amine-type stimulants such as dextroamphetamine and methamphetamine, as well as 
other stimulants with similar effects such as methylphenidate and cocaine. Amphet- 
amines and other stimulants (excluding cocaine) may be obtained by prescription for the 
treatment of obesity, Attention-Deficit/Hyperactivity Disorder, and narcolepsy and are 
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sometimes diverted into the illegal market. Cocaine comes in various forms (i.e., cocaine 
hydrochloride powder that may be inhaled through the nostrils or dissolved in water and 
injected intravenously, and cocaine alkaloids such as freebase and crack) that differ in 
potency because of varying levels of purity and rapidity of onset. 

When injected or smoked, stimulants typically produce an instant feeling of well- 
being, confidence, and euphoria. Dramatic behavioral changes can rapidly develop 
with Stimulant Use Disorder. Chaotic behavior, social isolation, ageressive behavior, 
and sexual dysfunction can result from long-term Stimulant Use Disorder. 

Individuals exposed to amphetamine-type stimulants or cocaine can develop 
Stimulant Use Disorder in as short a time as 1 week, although the onset is not always 
this rapid. Regardless of the route of administration, tolerance almost invariably oc- 
curs with repeated use. Withdrawal symptoms, particularly excessive sleepiness, in- 
creased appetite, and dysphoria, can occur and can enhance craving. 

Stimulant use may be chronic or episodic, with binges punctuated by brief periods 
of abstinence. Aggressive or violent behavior is common when high doses are smoked, 

ingested, or administered intravenously. Intense temporary anxiety resembling Panic 

Disorder (see Section 5.5) or Generalized Anxiety Disorder (see Section 5.7), as well as 

paranoid ideation and psychotic episodes that resemble Schizophrenia, can be seen 

with high-dose use. Withdrawal states are associated with temporary but intense de- 

pressive symptoms that can resemble a Major Depressive Episode (DSM-5, p. 125), al- 

though the depressive symptoms usually resolve within a week of stopping use. 

Stimulant Use Disorder occurs throughout all levels of society and is more com- 

mon among individuals ages 12-25 years than among individuals 26 years and older. 

Some individuals with Stimulant Use Disorder begin using stimulants to control 

weight or to improve performance in school, work, or athletics. Examples include ob- 

taining medications such as methylphenidate or amphetamine salts that were pre- 

scribed for others for the treatment of Attention-Deficit/ Hyperactivity Disorder. 

The 12-month prevalence of Amphetamine-Type Use Disorder in the United States 

is 0.2% both among 12- to 17-year-olds and among individuals 18 years and older. The 

12-month prevalence of Cocaine Use Disorder is estimated to be 0.2% among 12- to 

17-year-olds and 0.3% among individuals 18 years or older. 

Cocaine Problem 
ARE SPEEA SEE ESSE SERIES TORS 

Al Santini, a 39-year-old restaurant owner, is referred by a marriage counselor to a private 

outpatient substance abuse treatment program for evaluation and treatment of a possible 

“cocaine problem.” According to the counselor, attempts to deal with the couple’s marital 

problems have failed to produce any signs of progress over the past 6 or 7 months. The cou- 

ple continues to have frequent, explosive arguments, some of which have led to physical 

violence. Fortunately, neither spouse has been seriously injured, but the continuing chaos 

in their relationship has led to a great deal of tension at home and appears to be contributing 

to the acting-out behavior and school problems of their two children, ages 9 and 13. 

Several days ago, Mr. Santini admitted to the counselor and to his wife that he has 

been using cocaine “occasionally” for at least the past year. The wife became angry and 

tearful, stating that if her husband failed to obtain treatment for his drug problem, she 

would separate from him and inform his parents of the problem. He reluctantly agreed 

to seek professional help, insisting that his cocaine use was “not a problem,” and that 

he felt capable of stopping his drug use without entering a treatment program. 
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During the initial evaluation interview, Mr. Santini reports that he is currently using 

cocaine intranasally 3-5 days a week, and that this pattern has been ongoing for at least 

the past 2 years. On average, he consumes a total of 1-2 grams of cocaine weekly, for 

which he pays $80 per gram. Most of his cocaine use occurs at work, in his private office 

or in the bathroom. He usually begins thinking about “coke” while driving to work in 

the morning. When he arrives at work, he finds it nearly impossible to avoid thinking 

of the cocaine vial in his desk drawer. Although he tries to distract himself and post- 

pone using it as long as possible, he usually snorts his first “line” within an hour of ar- 

riving at work. On some days he may snort another two or three lines over the course 
of the day. On other days, especially if he feels stressed or frustrated at work, he may 
snort a line or two every hour from morning through late afternoon. His cocaine use is 
sometimes fueled by offers of the drug from his business partner, whom the patient de- 
scribes as a more controlled, infrequent user of the drug. 

Mr. Santini rarely uses cocaine at home, and never in the presence of his wife or chil- 
dren. Occasionally, he snorts a line or two on weekday evenings or during weekends at 
home when everyone else is out of the house. He denies current use of any other illicit 
drug but reports taking 10-20 mg of the antianxiety drug diazepam (prescribed by a 
physician friend) at bedtime on days when cocaine leaves him feeling restless, irritable, 
and unable to fall asleep. When diazepam is unavailable, he drinks 2 or 3 beers instead. 

He first tried cocaine 5 years ago at a friend’s party. He enjoyed the energetic, eu- 
phoric feeling and the absence of any unpleasant side effects, except for a slightly un- 
comfortable “racing” feeling in his chest. For nearly 3 years thereafter, he used cocaine 
only when it was offered by others, and never purchased his own supplies or found 
himself thinking about the drug between episodes of use. He rarely snorted more than 
four or five lines on any single occasion of use. During the past 2 years, his cocaine use 
escalated to its current level, coincident with a number of significant changes in his life: 
his restaurant business became financially successful, he bought a large home in the 
suburbs, he had access to large sums of cash, and the pressures of a growing business 
made him feel entitled to the relief and pleasures offered by cocaine. 

He denies any history of other alcohol or drug abuse problems. The only other drug 
he has ever used is marijuana, which he smoked infrequently in college but never really 
liked. He also denies any history of other emotional problems and, except for marriage 

counseling, reports that he has never needed help from a mental health professional. 
During the interview Mr. Santini remarks several times that although he thinks his 

cocaine use “might be a problem,” he does not consider himself to be “addicted” and is 
still not sure that he really requires treatment. In support of this view, he lists the fol- 
lowing evidence: 1) his current level of cocaine use is not causing him any financial 
problems or affecting his standard of living; 2) he is experiencing no significant drug- 
related health problems that he is aware of, with the possible exception of feeling lethar- 
gic the next day following a day of heavy use; 3) on many occasions he has been able to 
stop using cocaine on his own, for several days at a time; 4) when he stops using the 
drug, he experiences no withdrawal syndrome and no continuous drug cravings. On 

the other hand, he also admits the following: 1) he often uses much more cocaine than 

intended on certain days; 2) the drug use is impairing his functioning at work because 
of negative effects on his memory, attention span, and attitude toward employees and 

customers; 3) even when he is not actively intoxicated with cocaine, the aftereffects of 

the drug cause him to be short-tempered, irritable, and argumentative with his wife 
and children, leading to numerous family problems, including a possible breakup of his 
marriage; 4) although he seems able to stop using cocaine for a few days at a time, 
somehow he always goes back to it; and 5) as soon as he starts to use cocaine again, the 
craving and the preoccupation with the drug are immediately as intense as before he 
stopped using it. 

At the end of the interview, Mr. Santini agrees that although he came for the evaluation 
largely under pressure from his wife, he can see the potential benefits of trying to stop us- 
ing cocaine on a more permanent basis. With a saddened expression, he explains how 
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troubled and frightened he feels about the problems with his wife and children. He says 
that although marital problems existed before he started snorting cocaine, his continuing 
drug use has made them worse, and he now fears that his wife might leave him. He also 
feels extremely guilty about not being a “good father.” He spends very little time with his 
children, and often is distracted and irritable with them because of his cocaine use. 

Mr. Santini entered the outpatient treatment program. His treatment included indi- 
vidual, group, and marital counseling combined with supervised urine screening and 
participation in a self-help group (Cocaine Anonymous). He initially had difficulty in 
fully acknowledging and accepting the seriousness of his drug dependency problem. 
He harbored fantasies about returning to “controlled” cocaine use and disputed the 
program's requirement of total abstinence from all mood-altering substances, arguing 

that because he had never experienced.problems with alcohol, he saw no reason to deny 
himself an occasional drink with dinner or at social gatherings. During the first 3 months 
of treatment, he had two short “slips” back to taking cocaine, one of which was precip- 
itated by drinking a glass of wine, which led to intense craving for cocaine. 

Subsequently, Mr. Santini remained completely abstinent for the duration of the pro- 
gram (12 months) and became increasingly committed to maintaining a drug-free life- 
Style. His relationship with his wife and children improved considerably. The violent 

arguments stopped immediately with the cessation of cocaine use, and spending more 
time with his children became much easier without the negative influence of cocaine on 

his mood and mental state. 

Discussion of “Cocaine Problem” 

Mr. Santini, like many people with a serious drug problem, does not like to think 

of himself as “addicted.” However, his use of cocaine illustrates the core concept 

of a Substance Use Disorder: a cluster of cognitive, behavioral, and physiological 

symptoms indicating that the person has impaired control over his substance 

use and continues use of the substance despite adverse consequences. Mr. San- 

tini craves cocaine and cannot stop himself from the first hit of cocaine in the 

morning; he uses it more often than he plans to; he keeps returning to it after 

stopping for a few days; he experiences withdrawal symptoms (lethargy); he has 

reduced important social activities with his family because of mood changes due 

to taking cocaine; and he continues to use it despite psychological problems 

caused by his cocaine use (i.e., negative effects on his memory, attention span, 

and attitude). Therefore, because six of the criteria have been met, his diagnosis 

is Severe Cocaine Use Disorder (DSM-5, p. 561). 

CAFFEINE AND TOBACCO 

(NONCONTROLLED STIMULANTS) 

Although disorde’S related to caffeine and tobacco are consid- 

ered to be in separate drug classes in DSM-S5, they are grouped together 

in this book because both caffeine and tobacco have mild stimulant prop- 

erties and they are legally available without a prescription. 

Caffeine and Tobacco (Noncontrolled Stimulants) 329 



16.4 

Caffeine-Related Disorders 

Caffeine is the most widely consumed psychoactive substance in the world. It is 

available in a wide variety of sources, including coffee, tea, caffeinated soda, “energy” 

drinks, over-the-counter analgesics and cold remedies, weight-loss aids, and chocolate. 

More than 85% of adults and children in the United States regularly consume caffeine, 

with adult caffeine consumers ingesting about 280 mg/day on average. Some caffeine 

users do display symptoms consistent with problematic use, including tolerance and 

withdrawal; however, given that data are not available at this time to determine the 

clinical significance and prevalence of the diagnosis of Caffeine Use Disorder, this diag- 

nosis is not included in the main part of DSM-5 (although it is included in the “Condi- 

tions for Further Study” section of DSM-5, p. 792). DSM-5 does include diagnostic 

criteria for Caffeine Intoxication and Caffeine Withdrawal, because there is evidence 

that these conditions are clinically significant and sufficiently prevalent. 

In particularly vulnerable individuals such as children, the elderly, and individuals 

who have not been previously exposed to caffeine, symptoms such as restlessness, ner- 

vousness, excitement, insomnia, flushed face, sweating, and gastrointestinal com- 

plaints can occur with doses as low as 200 mg (the amount in a single strong cup of 

coffee). At higher levels of caffeine (e.g., more than 1,000 mg), symptoms such as muscle 

twitching, rambling flow of thought and speech, increased or irregular heartbeat, peri- 

ods of inexhaustibility, and physical restlessness may occur. Because caffeine-related 

symptoms are relatively common in the general population, the diagnosis of Caffeine 

Intoxication should be made only if the symptoms cause clinically significant distress 

or impairment in social, occupational, or other important areas of functioning. Impair- 

ment from Caffeine Intoxication may have serious consequences, including social in- 

discretions or dysfunction at work or school. Moreover, extremely high doses of 

caffeine (5-10 g) can be fatal. 

Caffeine withdrawal can develop after abruptly stopping (or substantially reduc- 

ing) prolonged daily ingestion of caffeine. Headache is the hallmark feature of caf- 

feine withdrawal. Other symptoms include marked fatigue or drowsiness, depressed 

or irritable mood, difficulty concentrating, and flu-like symptoms (nausea, vomiting, 

or muscle pain and stiffness). Because caffeine ingestion is often integrated into social 

customs and daily rituals (e.g., coffee break, tea time), some caffeine consumers may 

be unaware of their physical dependence on caffeine. Thus, caffeine withdrawal 

symptoms could be unexpected and misattributed to other causes (e.g., the flu, mi- 

graine). Furthermore, caffeine withdrawal symptoms may occur when individuals 

are required to abstain from foods and beverages before medical procedures; during 

religious rituals, such as fasting; or when a usual caffeine dose is missed because of a 

change in routine (e.g., during travel, on weekends). This relatively common phe- 
nomenon should be considered worthy of a DSM-5 diagnosis only if the withdrawal 
syndrome causes clinically significant distress or impairment in social, occupational, 

or other important areas of functioning. Examples of functional impairment include 
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being unable to work, exercise, or care for children; staying in bed all day; and ending 
a vacation early. 

Coffee Machine 

Eliot Evans is a 41-year-old attorney whose internist has referred him for a psychiatric 
consultation. He has been complaining of fatigue, loss of motivation, sleepiness, head- 
aches, nausea, feeling unsociable, and having difficulty concentrating. His symptoms 
occur mostly on weekends, and as a result he often begs off weekend social activities, 
causing his wife to be very annoyed with him. She complains that he is fine during the 
week but never feels like going out with friends or playing with the children on week- 
ends. He is in good health, with no recent history of any medical conditions. 

Mr. Evans works a 60-hour week in a busy law practice and barely sees his family 
during the week. At work he is often anxious, restless, and constantly busy. He often 

has trouble sleeping on weeknights because he worries about his job. He denies marital 
or family problems, other than those caused by his not wanting to do anything on the 
weekends. ; 

He has a history of alcohol problems but has not had a drink for 5 years. He used to 
smoke 20 cigarettes a day but stopped 2 months ago hoping this would improve his 
condition. (It did not.) At work he drinks 4 cups of coffee a day. He has stopped using 

coffee on the weekends because he suspected it might be contributing to his anxiety and 
sleeplessness. 

The psychiatrist was impressed with the relationship between Mr. Evans’ cessation 

of coffee drinking on weekends and the onset of the symptoms of headache, fatigue, 
difficulty concentrating, sleepiness, and loss of motivation. Mr. Evans was advised to 

decrease his coffee drinking during the week, but he found that he could not function 
well without his usual dose of coffee. Instead, Mr. Evans decided to resume drinking 

coffee on the weekends, because there was no medical contraindication to his regular 

use of caffeine. He decided to live with the anxiety and difficulty sleeping that had orig- 
inally prompted his giving up his weekend coffee. 

Discussion of “Coffee Machine” 
Many people recognize that they need a cup of coffee to get going in the morn- 

ing. They likely do not recognize, however, that by taking a cup or more of cof- 

fee, they are avoiding the development of caffeine withdrawal symptoms. 

Typically, withdrawal symptoms begin approximately 12 hours after the last 

cup of coffee. Often, a heavy coffee drinker who has coffee with dinner starts 

to develop withdrawal symptoms the next morning if he or she, for some rea- 

son, does not have coffee at breakfast. 

Mr. Evans’ presenting symptoms of fatigue, loss of motivation, sleepiness, 

feeling unsocial, and having difficulty concentrating are certainly suggestive 

of a Depressive Disorder (see Chapter 4), and some people with depression 

may report that they feel worse on the weekends when removed from the 

structure of a typical workday. The astute clinician, noticing the connection be- 

tween Mr. Evans’ reduction in coffee consumption and the development of 

symptoms (especially the headache), diagnosed Caffeine Withdrawal (DSM-5, 

p. 506). This diagnosis can be confirmed by demonstrating a resolution of 

symptoms if Mr. Evans drinks coffee at home over the weekend at the same 

level he drinks while in the office. 
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16.5 

Tobacco-Related Disorders 

Nicotine is the primary psychoactive substance contained in tobacco products. 

Cigarettes are the most commonly used tobacco product, representing over 90% of 

tobacco/nicotine use. Approximately 57% of adults in the United States have never 

been smokers, 22% are former smokers, and 21% are current smokers. The prevalence 

of Tobacco Use Disorder among current daily smokers is approximately 50%. 

Tobacco Use Disorder is common among individuals who use cigarettes and smoke- 

less tobacco daily and is uncommon among individuals who do not use tobacco daily or 

who use nicotine medications. Smoking within 30 minutes of waking, smoking daily, 

smoking a larger number of cigarettes per day, and waking at night to smoke are indica- 

tions of Tobacco Use Disorder. Cessation of tobacco use can produce a well-defined with- 

drawal syndrome that can impair a person’s ability to stop tobacco use. The symptoms 

that occur after abstinence from tobacco are in large part due to nicotine deprivation and 

are much more intense among individuals who smoke cigarettes or use smokeless to- 

bacco than among those who use nicotine medications. Tobacco Withdrawal is common 

among daily tobacco users who stop or reduce use, but it can also occur among nondaily 

users. As stated in DSM-5 (p. 576), “Approximately 50% of tobacco users who quit for 2 

or more days will have symptoms that meet criteria for Tobacco Withdrawal. The most 

commonly endorsed signs and symptoms are anxiety, irritability, and difficulty concen- 

trating. The least commonly endorsed symptoms are depression and insomnia.” 

More than 80% of individuals who use tobacco attempt to quit at some time, but 

60% relapse within 1 week. However, most individuals who use tobacco make multi- 

ple attempts, such that 50% of tobacco users eventually abstain. 

Junkie 

Stuart Havel, a 54-year-old administrator at a Midwestern university, was asked to tell 

the story of his struggle to give up cigarettes. He has not smoked at all for 2 years, fol- 
lowing a 6-week treatment with a nicotine patch that was prescribed by a colleague 
who runs a smoking cessation research program. 

Mr. Havel began smoking when he was 18 years old, usually smoking one or two 

packs a day. Beginning in his late 30s, he vowed to stop every morning, but by 9:30, “It 

was over and I was lighting my first cigarette of the day.” When he was age 45 and un- 
der a lot of pressure from family, friends, and his cardiologist, he asked his colleague to 

prescribe clonidine, a medication used to treat high blood pressure that has also been 

used to help smokers stop smoking by reducing nicotine withdrawal symptoms. Over 

4 days the clonidine dose was gradually increased, and Mr. Havel did not smoke. On 

the fourth day, he began to feel like “I was on an LSD trip.” He reported that his sur- 

roundings seemed unreal; “people opened and closed their mouths, but no words came 

out”; and, frightened about what was happening to him, he stopped the drug abruptly. 
For the next few weeks, he still felt drugged but did not smoke. Back to normal, he fell 
into smoking again and was soon up to a pack or two a day. 
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Over the next S.years, there was more social pressure for him to stop. Smoking was 
outlawed in his office building, and his wife and doctor were relentless in their badger- 
ing. He also began to notice that he was short of breath when he walked up a few flights 
of steps. He again asked his colleague for help and was given a nicotine patch. “I had 
always thought that I smoked because it was a part of my life, but then I got the patch 
and didn’t need to smoke, and in that moment I realized I was a junkie.” 

Discussion of “Junkie” 
Mr. Havel referred to himself as a “junkie” because he recognized that he was 
as dependent on nicotine as any heroin user might be on heroin. He was re- 
peatedly unable to cut down or control his smoking, he smoked all day, and he 
smoked despite the knowledge that it was causing him physical problems 
(shortness of breath when walking up stairs). Therefore, for many years, Mr. 

Havel had Tobacco Use Disorder (DSM-5, p. 571). 

Periodically, as Mr. Havel sought to cut down on his smoking, he tried to 

avoid withdrawal symptoms by using drugs such as clonidine or by using a 

nicotine patch, which slowly administers a low dose of nicotine into the blood- 

stream. 

——_—__—_——_——_—_________ 

16.6 

Cannabis-Related Disorders 

DSM-5 uses the term cannabis to refer to all forms of cannabis-like substances, 

including synthetic cannabinoid compounds. Synthetic oral formulations (pills, cap- 

sules) of A’-tetrahydrocannabinol (THC) are available by prescription for a number of 

approved medical indications (e.g., nausea and vomiting caused by chemotherapy). 

Other synthetic cannabinoid compounds have been manufactured and distributed 

for nonmedical use in the form of plant material that has been sprayed with a canna- 

binoid formulation (e.g., K2, Spice). The potency of cannabis (THC concentration) 

that is generally available varies greatly, ranging from 1% to approximately 15% in 

typical cannabis plant material and 10%-20% in hashish (a sticky resin made from the 

flower of the female cannabis plant). 

Cannabis Use Disorder and the Cannabis-Induced Disorders include problems that 

are associated with substances derived from the cannabis plant and chemically similar 

synthetic compounds. Cannabis is most commonly smoked but is sometimes ingested 

orally, typically by mixing it into food. More recently, devices have been developed in 

which cannabis is “vaporized,” which involves heating the plant material to release 

psychoactive cannabinoids for inhalation. As with other psychoactive substances, 

smoking and vaporization typically produce more rapid onset and more intense expe- 
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riences of the desired effects. Intoxication develops within minutes if the cannabis is 

smoked but may take a few hours to develop if the cannabis is ingested orally. 

Some individuals with Cannabis Use Disorder use cannabis throughout the day over 

a period of months or years, and thus spend many hours a day under the influence. 

Some other individuals use less frequently, but their use causes recurrent problems re- 

lated to family, school, work, or other important activities (e.g., repeated absences at 

work). Still others may smoke occasionally without any ill effects. 

Individuals who regularly use cannabis often report that they use it to cope with 

mood, sleep, pain, or other problems, and those diagnosed with Cannabis Use Disor- 

der frequently do have other concurrent mental disorders. Careful assessment typi- 

cally reveals reports of cannabis use contributing to exacerbation of these same 

symptoms, as well as other reasons for frequent use (e.g., to experience euphoria, to 

forget about problems, in response to anger, as an enjoyable social activity). 

Although Cannabis Use Disorder commonly occurs in the absence of other Sub- 

stance Use Disorders, it also frequently occurs concurrently with other types of Sub- 

stance Use Disorders (i.e., alcohol, cocaine, opioid, tobacco). New to DSM-5 is the 

recognition that abrupt cessation of daily or near-daily cannabis use often results in the 

onset of a cannabis withdrawal syndrome, which can contribute to difficulty quitting 

or relapse among individuals trying to abstain. Symptoms of Cannabis Withdrawal in- 

clude irritability, anger or aggression, anxiety, depressed mood, restlessness, difficulty 

sleeping, and decreased appetite or weight loss. 

Cannabinoids are the most widely used illicit psychoactive substances in the United 

States. The 12-month prevalence of Cannabis Use Disorder is approximately 3.4% among 

12- to 17-year-olds and 1.5% among adults age 18 years and older. Rates of Cannabis Use 

Disorder among adults decrease with age, with rates highest among 18- to 29-year-olds 

(4.4%) and lowest among people age 65 years and older (0.01%). The high prevalence of 

Cannabis Use Disorder likely reflects the much more widespread use of cannabis relative 

to other recreational drugs rather than greater addictive potential. 

Freaking Out 
NRE ORES A NOIR SY 8 REC I ISCO EER 

In the middle of a rainy October night in 1970, a family doctor living in a Chicago suburb 
was awakened by an old friend who begged him to get out of bed and come quickly to 
a neighbor’s house, where he and his wife had been visiting. The caller, Lou Wolff, was 

very upset because his wife Sybil had smoked some marijuana and was “freaking out.” 

The doctor, extremely annoyed, arrived at the neighbor’s house to find Mrs. Wolff lying 

on the couch looking quite frantic, unable to get up. She said she was too weak to stand, was 

dizzy, was having palpitations, and could feel her blood “rushing through [her] veins.” She 
kept asking for water because her mouth was so dry she could not swallow. She was sure 

there was some poison in the marijuana. Mrs. Wolff was relieved to see the doctor because 

she had believed the neighbors would not let her husband call him for fear of being arrested 
for possession of marijuana, and she was sure that without medical help, she would die. 

Mrs. Wolff, age 42, was the mother of three teenage boys. She worked as a librarian 

at a university. She was a very controlled, well-organized woman who prided herself 
on her rationality. She had smoked a small amount of marijuana only once before, and 
the only reaction she detected was that it made her feel “slightly mellow.” It was she 
who asked the neighbors to share some of their high-quality homegrown marijuana 
with her, because she “wanted to see what all the fuss was about.” 
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Her husband said that she took four or five puffs of a joint and then wailed, “There’s 
something wrong with me. I can't stand up.” Her husband and the neighbors tried to 
calm her, telling her she should just lie down and she would soon feel better; but the 
more they reassured her, the more convinced she became that something was really 
wrong with her, and that her husband and neighbors were just trying to cover it up. 

The doctor examined her. The only positive findings were that her heart rate was in- 
creased and her pupils were dilated. Adopting his best bedside manner, he said to her, 
“For Christ's sake, Sybil, you’re just a little stoned. Go to bed and stop making such a 
fuss.” Mrs. Wolff seemed reassured. The doctor then walked into another room and told 
her husband, “If that doesn’t work, we'll have to take her to the emergency room.” 

Mrs. Wolff was helped up to her bed by her husband (she still could not stand up). 

She stayed in bed for 2 days, feeling “spacey” and weak, but no longer terribly anxious. 
She realized that because the marijuana was homegrown, there was no reason to think 

that it contained any poison. However, she still believed her neighbors did not want to 
call the doctor because they were afraid of the police. She vowed never to smoke mar- 
juana again. 

Discussion of “Freaking Out” 
Mrs. Wolff’s bad experience with marijuana (cannabis) resulted in characteris- 

tic physical symptoms such as dry mouth and increased heart rate. It was the 

psychological symptoms, however, that caused her husband to seek help. Mrs. 

Wolff became extremely anxious and had paranoid ideation (that the mari- 

juana was poisoned and that her neighbors would not let her husband call the 

doctor). This maladaptive reaction to the recent use of cannabis combined with 

her extreme distress indicates that a DSM-5 diagnosis of Cannabis Intoxication 

is appropriate (DSM-5, p. 516). 

An additional consideration in this case is whether Mrs. Wolff’s paranoid 

thinking could justify a diagnosis of Cannabis-Induced Psychotic Disorder 

(DSM-5, p. 110) instead of Cannabis Intoxication, which would be the case if her 

paranoid thinking crossed the line into delusions (see Chapter 2, “Schizophre- 

nia Spectrum and Other Psychotic Disorders,” for further discussion of this dif- 

ferentiation) and if these symptoms predominated in the clinical picture and 

were sufficiently severe to warrant clinical attention. The clinician decided the 

diagnosis of Cannabis-Induced Psychotic Disorder did not apply because Mrs. 

Wolff’s paranoid thinking did not reach the level of being delusional for a cou- 

ple of reasons: First, the fact that her neighbors would not let her husband call 

the doctor may have been realistic (and not evidence of a delusion), because 

they would have had to admit that they were smoking an illegal substance, 

which at the time this case occurred (i.e., 1970) would likely have been a more 

serious concern than it is now, given the current climate of decriminalization of 

cannabis possession in anu mber of states. Second, Mrs. Wolff was reassured by 

the doctor that the marijuana did not contain poison, whereas, by definition, a 

delusion is a false belief that is firmly held, despite evidence to the contrary. 

nnn
 ee ea UEEEaEEEEEE SSE ESSE 

Fidgety and Grumpy 
a ESR ESERIES TERETE OSE OTL ET 

Dorothy Calkins is a 24-year-old waitress who comes in to see her doctor because her long- 

standing anxiety problems, which she has been self-treating with cannabis, have reap- 
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peared along with new symptoms of depression. She reports generalized anxiety, crying 

spells, poor sleep, a 10-pound weight loss, mild abdominal pain, and headaches. She has 

smoked cannabis 1 or 2 times daily for the last 6 years and has not been able to go without 

cannabis for more than 2-3 days because her anxiety symptoms get worse when she stops. 
Ten days ago, however, she decided to stop because she is getting a new challenging job that 
requires her to focus carefully for extended periods of time and to multitask. Moreover, the 
job also requires urine testing for drugs. Over the last week or so, she has been “grumpy” 
and has had fights with her boyfriend, plus she has been “fidgety.” These symptoms have 
improved somewhat in the last week, but she still has had to leave work early on 2 days, 
mostly because of poor sleep and “wild” dreams the night before. On reflection, she states 
the symptoms began a couple of days after she stopped using cannabis and worries that she 
might need cannabis to cope. She has not changed her moderate use of alcohol and caffeine, 
or her occasional tobacco use. She has not used any other drugs in the last month. 

Discussion of “Fidgety and Grumpy” 
Dorothy presents for treatment because of what she perceives to be a reemer- 

gence of her long-standing anxiety symptoms, but this time accompanied by 

depression. The typical waxing and waning nature of many Anxiety and De- 

pressive Disorders suggests that her presentation may simply represent a wors- 

ening of her underlying anxiety disorder. However, the timing of the onset of 

her symptoms, occurring soon after she stopped her daily cannabis use, plus 

the presence of additional symptoms not typical of anxiety and depression 

(e.g., disturbing dreams and abdominal pain) indicate that these symptoms are 

in fact due to Cannabis Withdrawal (DSM-5, p. 517), which developed after she 

stopped using marijuana because of her new job. Her lack of awareness of the 

connection between her symptoms and her cannabis use was likely due to two 

factors: First, the fact that cessation of daily cannabis use can lead to clinically 

significant withdrawal symptoms is not generally well known by the public— 

indeed, a diagnosis of Cannabis Withdrawal was only first introduced in 

DSM-5 in 2013. Second, because Dorothy perceived her marijuana use to be 

successfully treating her anxiety, the return of her anxiety symptoms after she 

stopped smoking marijuana most likely appeared to be a result of her cessation 

of “treatment” rather than part of a withdrawal syndrome. 

IALLUCINOGENS 

Hallucinogens comprise a diverse group of substances that de- 
spite having different chemical structures and possibly involving different 
molecular mechanisms, produce similar alterations of perception, mood, 
and cognition in users. This drug class in DSM-5 includes PCP (and related 
substances), as well as other hallucinogens that are distinct from the PCP- 
related substances. In addition to their similar effects on perception, mood, 
and cognition, PCP and other hallucinogens are grouped together because 
they lack a well-defined withdrawal syndrome in humans (although with- 
drawal from PCP and other hallucinogens has.been reported in animals). 
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16.7 
Phencyclidine-Related Disorders 

Thed l\AQNOSIS of substance-related disorders attributed to phencyclidine (also 
known as PCP or “angel dust”) includes related substances that are less potent but 
similarly acting compounds, such as ketamine, cyclohexamine, and dizocilpine. 
These substances were first developed as dissociative anesthetics in the 1950s and 
became street drugs in the 1960s. In low doses they produce feelings of separation 
from mind and body (hence “dissociative”), and at high doses stupor and coma can 
result. Although the primary psychoactive effects of PCP last for only a few hours, the 
drug typically takes 8 days or longer to be totally eliminated from the body. In vul- 
nerable individuals, however, the hallucinogenic effects may last for weeks and may 
precipitate a persistent psychotic episode resembling Schizophrenia. - 

Although the prevalence of Phencyclidine Use Disorder is unknown, “approxi- 
mately 2.5% of the population reports having ever used phencyclidine” (DSM-5, p. 

o22). 

Phencyclidine Intoxication is characterized by disorientation, confusion, halluci- 

nations or delusions, a catatonic-like syndrome, and coma. 

Peaceable Man 
od 

Leo Boyer is a 20-year-old man who was brought to the hospital, trussed in ropes, by his 

four brothers. This is his seventh hospitalization in the last 2 years, each for similar behav- 
ior. One of his brothers reports that he “came home crazy” late one night, threw a chair 
through a window, tore a gas heater off the wall, and ran into the street. The family called 
the police, who apprehended him shortly thereafter as he stood naked, directing traffic at 
a busy intersection. He assaulted the arresting officers, escaped from them, and ran home 
screaming threats at his family. Once home, his brothers were able to subdue him. 

On admission, Leo was observed to be agitated, his mood fluctuating between anger 

and fear. He had slurred speech and staggered when he walked. He remained ex- 
tremely violent and disorganized for the first several days of his hospitalization; then 
he began having longer and longer lucid intervals, still interspersed with sudden, un- 
predictable periods in which he displayed great suspiciousness, a fierce expression, 
slurred speech, and clenched fists. 

After calming down, Leo denied ever having been violent or acting in an unusual 
way (“I’m a peaceable man,” he said) and stated that he could not remember how he 

got to the hospital. He admitted using alcohol and marijuana socially, but denied PCP 

use except once, experimentally, 3 years previously. Nevertheless, blood and urine tests 

were positive for PCP, and his brother believes “he gets dusted every day.” 

According to his family, Leo was perfectly normal until about 3 years before. He 

made above-average grades in school, had a part-time job and a girlfriend, and was of 

a sunny and outgoing disposition. Then, at age 17, he had his first episode of emotional 

disturbance. This was of very sudden onset, with symptoms similar to those of the pres- 

ent episode. He quickly recovered entirely from that first episode, went back to school, 

and graduated from high school. From subsequent episodes, however, his improve- 

ment was less and less encouraging. 
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After 3 weeks of the current hospitalization, the patient is sullen and watchful, and 

quick to remark sarcastically on the smallest infringement of the respect due him. He is 

mostly quiet and isolated from others, but is easily provoked to fury. His family reports 

that “this is as good as he gets,” and that he has returned to his baseline functioning. 

Discussion of “Peaceable Man” 
Leo’s hospitalization was occasioned by the acute effects of PCP on the central 

nervous system: violence, bizarre and disorganized behavior, psychomotor 

agitation, emotional lability, slurred speech, and ataxia. This is a typical picture 

of Phencyclidine Intoxication (DSM-5, p. 527). 

In addition, Leo has a history of regular use of PCP, resulting in many sim- 

ilar episodes of disturbed behavior. This patient is frequently intoxicated when 

he would be expected to be working (his brother reports that “Leo gets dusted 

every day”); spends a great deal of time recovering from the effects of PCP use; 

continues to use PCP despite knowledge that it causes him to get into trouble 

over and over again; and has given up important social and occupational ac- 

tivities (i.e., lies around the house, does no work) because of PCP use. These 

behaviors indicate the additional diagnosis of Phencyclidine Use Disorder 

(DSM-5, p. 520). 

16.8 
Other Hallucinogen-Related 

Disorders 

Differentiated from PCP and its related substances, other hallucinogens 

include the following: phenylalkylamines (e.g., mescaline) and MDMA; the indole- 

amines, including psilocybin (found in over 200 species of mushroom) and dimethyl- 

tryptamine (DMT); and the ergolines, such as LSD (lysergic acid diethylamide) and 

morning glory seeds. Although cannabis and its active compound THC can cause 

perceptual disturbances, it is not considered in DSM-5 to be part of the hallucinogen 

drug class because of significant differences in its other psychological and behavioral 

effects. 

The duration of effects varies across types of hallucinogens. Some hallucinogens 
(i.e., LSD, MDMA) have an extended duration of action such that users may spend 

hours to days using and/or recovering from their effects, whereas other hallucino- 

genic drugs (e.g., DMT) are short acting. MDMA may have distinctive effects attrib- 

utable to both its hallucinogenic and its stimulant properties. 

Other Hallucinogen Use Disorder is one of the rarest of the Substance Use Disor- 
ders. The 12-month prevalence is estimated to be 0.5% among 12- to 17-year-olds and 

0.1% among adults age 18 and older in the United States. 
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Other Hallucinogen Intoxication may involve the development of anxiety or de- 
pression, ideas of reference, fear of “losing one’s mind,” paranoid ideation, and im- 
paired judgment. 

Hallucinogen Persisting Perception Disorder is a condition in which the person re- 
experiences, while sober, the types of perceptual disturbances that were previously 
experienced when the person was under the influence of hallucinogens. This is in 
contrast to almost all of the other Substance /Medication-Induced Mental Disorders, 
which eventually resolve once the substance is no longer in the body. In most cases, 
the perceptual disturbances are visual and are characterized by phenomena such as 
geometric hallucinations, false perceptions of movement in the peripheral visual 
fields, flashes of color, intensified colors, or halos around objects. In some people, 
these visual disturbances are episodic, and in others they are nearly continuous and 
may last for weeks, months, or years. In any case, the diagnosis is only made if the 
visual disturbances cause distress or impairment in functioning. This condition oc- 

curs primarily after LSD use, but there does not appear to be a strong correlation be- 

tween developing this disorder and the number of occasions of LSD use, with some 

instances of the disorder occurring with only minimal exposure to hallucinogens. It 

has been estimated that the prevalence of Hallucinogen Persisting Perception Disor- 

der among individuals who use hallucinogens is approximately 4%. 

A Man Who Saw the Air 

James Van Dorf, a 21-year-old undergraduate, presented with a chief complaint of “see- 
ing the air.” The visual disturbance consisted of perception of white pinpoint specks in 

both the central and peripheral visual fields too numerous to count. They were con- 
stantly present and were accompanied by the perception of trails of moving objects left 
behind as they passed through the patient’s visual field. Attending a hockey game was 
difficult, because the brightly dressed players left streaks of their own images against 
the white of the ice for seconds at a time. James also described the false perception of 
movement in stable objects, usually in his peripheral visual fields; halos around objects; 

and positive and negative afterimages. 
Other symptoms included mild depression, daily bitemporal headache, and a loss 

of concentration in the last year. 
The visual syndrome had gradually emerged following experimentation with the 

hallucinogenic drug LSD on three separate occasions in the prior 3 months. He feared 

he had suffered some kind of “brain damage” from the drug experiences. He denied 

use of any other agents, including amphetamines, PCP, or narcotics, and denied drink- 

ing alcohol to excess. He had smoked marijuana twice a week for a period of 7 months 

at age 17. 

James had consulted two ophthalmologists, both of whom confirmed that the white 

pinpoint specks were not vitreous floaters (diagnostically insignificant particulate mat- 

ter floating in the vitreous humour—that is, the clear gel between the lens and the retina 

of the eye—that can cause the perception of “specks”). A neurologist’s examination also 

proved negative. 

Discussion of “A Man Who Saw the Air’ 

James is experiencing a variety of visual disturbances that are presumably simi- 

lar to those that he experienced when he was intoxicated with the hallucinogen 
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LSD. Mild and transient perceptual disturbances that occur long after cessation 

of use of a hallucinogen may be common. When the perceptual disturbance is 

severe enough to cause marked distress, as in this patient, it is called Hallucino- 

gen Persisting Perception Disorder (DSM-5, p. 531). Usually, such perceptual 

disturbances last for just a few seconds. More rarely, as in this patient, they are 

experienced throughout the day for long periods of time. The symptoms are of- 

ten triggered by emergence from a dark environment or use of cannabis. 

—___#—____—_—_—- 

16.9 

Opioid-Related Disorders 

Opioids are prescribed as analgesics to treat pain, as anesthetics, as antidiarrheal 
agents, or as cough suppressants. The opioids include natural opioids (e.g., mor- 

phine), semisynthetics (e.g., heroin), and synthetics with morphine-like action (e.g., 

codeine, hydromorphone, methadone, oxycodone, meperidine, fentanyl). Medica- 

tions such as pentazocine and buprenorphine that have both opioid agonist effects 

(i.e., they activate a receptor to produce euphoria) and antagonist effects (i.e., they 

block the action of an agonist and thus are useful in treatment) are also included in 

this class because, especially at lower doses, their agonist properties produce similar 

effects (e.g., euphoria) as do the other medications in this class. 

Opioid Use Disorder includes signs and symptoms that reflect compulsive, pro- 

longed self-administration of opioid substances that are either used entirely for rec- 

reational purposes (i.e., for no legitimate medical purpose) or, if a medical condition 

is present that requires opioid treatment, used in doses that greatly exceed the 

amount actually needed for that medical condition (e.g., a person prescribed analge- 

sic opioids for pain relief uses significantly more than prescribed in order to get high 

rather than because of persistent pain). Opioids are usually purchased on the illegal 

market, but they may also be obtained from physicians by falsifying or exaggerating 

medical problems or by going to multiple physicians to receive multiple simultane- 

ous prescriptions. 

Most individuals with Opioid Use Disorder have significant levels of tolerance and 

will experience withdrawal on abrupt discontinuation. Opioid Intoxication is accom- 

panied by pupillary constriction and drowsiness (described as being “on the nod”), 

which may progress to slurred speech, impairment in attention or memory, and coma. 

Opioid Withdrawal is characterized by symptoms that are the opposite of intoxica- 

tion, including pupillary dilation, anxiety, restlessness, irritability, and increased sen- 

sitivity to pain. 

The 12-month prevalence of Opioid Use Disorder is approximately 0.4% among 
adults age 18 years and older in the general community population, which is likely 
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an underestimate because of the large number of incarcerated individuals with Opi- 
oid Use Disorder. As stated in DSM-5 (p. 543), “Opioid Use Disorder can begin at any 
age, but problems associated with opioid use are most commonly first observed in the 
late teens or early 20s. Once Opioid Use Disorder develops, it usually continues over 
a period of many years, even though brief periods of abstinence are frequent.” 

Cough Medicine 

Scott LaGrange, a 42-year-old executivein a public relations firm, was referred for psy- 
chiatric consultation by his surgeon, who discovered that Mr. LaGrange had sneaked 

large quantities of a codeine-containing cough medicine into the hospital via a visitor. 
The patient had been a heavy cigarette smoker for 20 years and had a chronic, hacking 
cough. He had come into the hospital for a hernia repair and found the pain from the 
incision unbearable when he coughed. 

An operation on his back 5 years before had led his doctor to prescribe codeine to 
help relieve the incisional pain at that time. Over the intervening 5 years, however, Mr. 

LaGrange had continued to use the tablets, which contained 5 mg of codeine, and had 
increased his intake to 60-90 tablets daily. He stated that he often “just took them by the 
handful—not to feel good, you understand, but just to get by.” He had spent consider- 
able time and effort developing a circle of physicians and pharmacists to whom he 
would “make the rounds” at least 3 times a week to obtain new supplies of pills. He had 
tried several times to stop using codeine but had failed. During this period, he lost two 
jobs because of lax work habits and was divorced by his wife of 11 years. 

Discussion of “Cough Medicine” 
Although Mr. LaGrange’s opioid use was initiated in the context of postsurgi- 

cal pain relief, over the years it escalated into a problematic pattern of use. 

Spending a great deal of time obtaining a supply of a substance, repeated un- 

successful efforts to cut down use, tolerance (markedly increased amounts are 

needed to achieve the desired effect: his taking 60-90 tablets a day), and use of 

the substance to avoid withdrawal symptoms, all indicate Opioid Use Disor- 

der (DSM-5, p. 541). 

INHALANTS 

Two DSIV.-5 drug classes are included in this section: Inhalant-Related 

Disorders and Other Substance-Related Disorders. The Inhalant-Related 

Disorders group involves use of volatile hydrocarbons from glues, fuels, 

paints, and other volatile compounds. Disorders arising from inhalation of 

nitrous oxide or of amyl, butyl, or isobutyl nitrates (“poppers”) are consid- 

ered Other Substance Use Disorders. The Other Substance Use and Re- 

lated Disorders diagnostic class also includes use of anabolic steroids; 

nonsteroidal anti-inflammatory drugs; cortisol; antiparkinsonian medica- 
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tions; antihistamines; betel nut, which is chewed in many cultures to pro- 

duce mild euphoria and a floating sensation; kava (from a South Pacific 

pepper plant), which produces sedation, incoordination, weight loss, mild 

hepatitis, and lung abnormalities; and cathinones (including khat plant 

agents and synthetic chemical derivatives) that produce stimulant effects. 

16.10 

Inhalant-Related Disorders 

Individuals who use inhalants to get high do so by inhaling the aliphatic and aro- 
matic hydrocarbons found in substances such as gasoline, glue, paint thinners, and 

spray paints. The active ingredients include toluene, benzene, acetone, tetrachloro- 

ethylene, and methanol. Volatile hydrocarbon use impairs neurobehavioral function 

and can cause various neurological, gastrointestinal, cardiovascular, and pulmonary 

problems. Because of inherent toxicity, butane or propane use is not infrequently fatal. 

Moreover, any inhaled volatile hydrocarbons may produce “sudden sniffing death” 

from cardiac arrhythmia. Fatalities may occur even on the first inhalant exposure and 

are not thought to be dose related. 

Inhalant Intoxication develops during, or immediately after, intended or unin- 

tended inhalation of a volatile hydrocarbon substance. Typically, the intoxication 

clears within a few minutes to a few hours after the exposure ends. Thus, Inhalant In- 

toxication usually occurs in brief episodes that may recur. 

About 0.4% of Americans ages 12-17 years have had Inhalant Use Disorder in the 

past 12 months. Prevalence falls to about 0.1% among Americans ages 18—29 years, 

and only 0.02% when all Americans 18 years or older are considered. Almost no fe- 

males are affected. About 10% of 13-year-old American children report having used 

inhalants at least once, and that percentage remains stable through age 17. Those 

youth ages 12 to 17 years who progress to Inhalant Use Disorder tend to exhibit mul- 

tiple other problems, such as multiple other Substance Use Disorders and Conduct 

Disorder. 

Better Living Through Chemistry 

Danny Bridges, age 17 years, is brought by his older brother Roy to the emergency room 

at 3:00 A.M. ona Sunday morning. Upon returning home from a date, Roy found Danny 

stumbling about their parents’ basement den crying and mumbling, “Everything is 
blurry and double.” Roy says that his brother cursed him out on the way to the hospital. 
He says that Danny drinks alcohol and smokes both tobacco and marijuana, but Roy 

does not know if Danny uses any other drugs. 

The examining physician notes that Danny is wearing an earring and a T-shirt that 
bears the inscription “Better Living Through Chemistry.” Around his neck on a chain is 
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a coke spoon hanging outside his shirt. His breath has an odor suggestive of an organic 
solvent. There is a symmetrical red rash about his mouth and nose. His pupils are sym- 
metrical and responsive to light, although the whites of his eyes are markedly inflamed. 
Close inspection reveals transparent viscous material just inside both nostrils. 

While questioning Danny, the doctor notes that the patient has an extremely short 
attention span. His manner at one moment is apathetic and disinterested, and at the 
next, belligerent and abusive. Neurological examination reveals no signs of localized 
neurological impairment. Danny appears intoxicated, with slurred speech and un- 
steady, staggering gait. His reflexes are bilaterally depressed, his muscular strength is 
generally diminished, and he has an intentional tremor (a tremor of the hand that ap- 
pears only when it is extended) and horizontal and vertical nystagmus (involuntary 
rapid movements of the eyeballs). Examination of the oral and pharyngeal mucosa (tis- 
sue in the mouth and back of the throat) reveals diffuse irritation. Several times during 
the examination, Danny attempts to leave, and once takes the reflex hammer and starts 
testing the doctor. The physical examination is otherwise unremarkable. 

Over the 45-minute course of the examination, Danny comments that the blurring of 
his vision and the double vision have disappeared. Over the same period, it was ob- 
served that his reflexes had become more vigorous. Despite these changes, Danny’s af- 
fect continues to vacillate between apathy and hostility. 

A urine specimen is collected for a drug toxicology screening, and Danny is placed in 

a holding area while a psychiatric consultant is called. Danny waits a short while and 
then, against medical advice, leaves the hospital. All attempts to reach his parents are un- 
successful. Subsequently, the urine drug toxicology screen revealed aromatic inhalants. 

Discussion of “Better Living Through Chemistry” 
Roy says that his brother uses only marijuana and alcohol, but the doctor 

smells an organic solvent on Danny’s breath, notices a rash around his nose 

and mouth, and therefore wonders whether he may be intoxicated from inhal- 

ing a volatile substance such as gasoline, glue, paint, or paint thinner. The doc- 

tor’s suspicion that Danny was under the influence of a volatile inhalant is 

confirmed by the urine drug test. 

Individuals who inhale aromatic substances sometimes soak a rag with the 

substance, apply the rag to the mouth and nose, and breathe in the vapors. Al- 

ternatively, they might inhale the substance directly from containers or from 

aerosols. The inhalants quickly reach the lungs and bloodstream and cause an 

acute intoxication state. Danny’s visual symptoms, slurred speech, unsteady 

gait, lethargy, depressed reflexes, tremor, and muscle weakness are character- 

istic of intoxication with a volatile inhalant. The DSM-5 diagnosis of Inhalant 

Intoxication (DSM-5, p. 538) is made when these symptoms are accompanied 

by maladaptive behavioral changes, such as belligerence alternating with ap- 

athy, as in this case. 

The most serious complication of recurrent Inhalant Intoxication is brain 

damage, which, when severe, takes the form of a Substance-Induced Major 

Neurocognitive Disorder. Because the current symptoms of cognitive impair- 

ment (i.e., extremely short attention span) are due to the acute effects of the 

drug intoxication, in Danny’s case it is not possible to know whether some of 

these symptoms represent an incipient Inhalant-Induced Mild Neurocognitive 

Disorder, Persistent. 

—_—___—__4g#——________- 
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16.11 
Gambling Disorder 

Gambling involves risking something of value in the hopes of obtaining some- 

thing of greater value. In many cultures, individuals gamble on games and events, 

and most do so without experiencing problems. However, some individuals lose con- 

trol over their gambling behavior so that it disrupts personal, family, academic, or 

occupational pursuits. 

Some individuals who develop Gambling Disorder become preoccupied with 

gambling, for example, by reliving past gambling experiences or spending a lot of 

time planning the next gambling venture. Most of these individuals report that they 

gamble more for the excitement than for the money, and thus may develop a toler- 

ance-like picture in which they need to gamble with increasingly larger bets to con- 

tinue to get the same thrill. They often continue to gamble despite repeated efforts to 

control, cut back, or stop gambling. Analogous to withdrawal phenomena in Sub- 

stance Use Disorders, attempts to cut down or stop gambling may cause individuals 

with Gambling Disorder to become restless or irritable. Many individuals gamble 

when they feel distressed as a way of escaping from problems or to relieve a dys- 

phoric mood. Commonly, a pattern of “chasing one’s losses” develops so that the in- 

dividual experiences an urgent need to gamble in order to make back money lost 

during previous gambling experiences. Individuals may lie to family members, ther- 

apists, or others to conceal how much time or money they have spent gambling or to 

cover up illegal behaviors such as forgery, theft, or embezzlement, which were done 

to obtain money with which to gamble. Often, such individuals have jeopardized or 

lost a significant relationship, job, or educational opportunity because of their gam- 

bling. Individuals may also engage in “bailout” behavior, turning to family or others 

for help with a desperate financial situation that was caused by gambling. 

In the general population the past-year prevalence rate of Gambling Disorder is 

about 0.2%—0.3%, and the lifetime prevalence rate is about 0.4%-1.0%. For females the 

lifetime prevalence rate of Gambling Disorder is about 0.2%, and for males it is about 

0.6%. Generally, Gambling Disorder develops over the course of years, although the 

progression appears to be more rapid in females than in males. 

Loan Sharks 
Sst 

Steven Dawson, a 48-year-old male attorney, was interviewed while he was being 

detained awaiting his sentencing. He had been arrested for taking funds from his firm, 

which he stated he had fully intended to return after he had a “big win” at gambling. 

He appeared deeply humiliated and remorseful about his behavior, although he had a 
previous history of near arrests for defrauding his company of funds. His father had 
provided funds to extricate him from previous financial difficulties but refused to assist 
him this time. Mr. Dawson had to resign from his job under pressure from his firm. This 
seemed to distress him greatly because he had worked diligently and effectively at his 
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job, although he had been spending more and more time away from work in order to 
pursue gambling: 

Mr. Dawson had gambled on horse racing for many years. He spent several hours 
each day studying the results of the previous day’s races in the newspaper. He had been 
losing heavily recently and had resorted to illegal borrowing to increase his bets and 
win back his losses. He was now being pressured by loan sharks for payment. He stated 
that he embezzled the money to pay off these illegal debts because the threats of the 
“loan sharks” were so frightening to him that he could not concentrate or sleep. He ad- 
mitted to having problems with his friends and wife since he had borrowed from them. 
His friends were now alienated and gave him little emotional support because they no 

longer had any faith in his repeated promises to limit his gambling. His wife had de- 
cided to leave him and live with her parents. 

During the interview, Mr. Dawson was tense and restless, at times having to stand 

up and pace. He said he was having a flare-up of a duodenal ulcer. He was somewhat 
tearful throughout the interview. He said that although he realized his problems 
stemmed from his gambling, he still had a strong urge to gamble. 

Discussion of “Loan Sharks” 
Mr. Dawson is preoccupied with gambling, which has led to his being arrested 

for embezzlement and defaulting on debts, and the disruption of his marriage. 

After losing money gambling, he borrows more to gamble again. He has de- 

stroyed relationships and lost his job because of his gambling. He relies on oth- 

ers to support his gambling habit. All of these features are clearly beyond the 

bounds of recreational gambling and indicate a behavioral addiction, Gam- 

bling Disorder (DSM-5, p. 585). 
Although Mr. Dawson has engaged in antisocial behavior, a diagnosis of 

Antisocial Personality Disorder (see Section 18.5) is not appropriate because 

the antisocial behavior is limited to attempts to obtain money to pay off gam- 

bling debts, and there is neither a childhood history of antisocial behavior nor 

evidence of impaired occupational and interpersonal functioning other than 

that associated with his gambling. 

16.11 Gambling Disorder 
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CHARTER 47 

Neurocognitive 
Disorders 

Neu rocognitive DisorderS are characterized by acquired deficits in cogni- 
tive functioning that represent a decline from a previously attained level of functioning. 
This acquired decline is in contrast to the cognitive deficits in Neurodevelopmental Dis- 
orders such as Intellectual Disability (see Section 1.1), which have been present since 

birth or early life. Although cognitive deficits are present in many mental disorders 

(e.g., Schizophrenia, Bipolar and Related Disorders, Major Depressive Disorder), only 

disorders whose identifying features are cognitive are included in the DSM-5 Neuro- 

cognitive Disorders diagnostic class. 

Cognitive domains that are affected in the DSM-5 Neurocognitive Disorders in- 

clude the following: 

1. Complex attention: Deficits involve problems with sustaining attention for a particu- 

lar task, dividing attention between two or more tasks, or selectively paying atten- 

tion to a task while filtering out extraneous stimuli and distractions. Individuals 

with deficits in complex attention have difficulty functioning in environments with 

multiple stimuli (e.g., TV, radio, conversations); have difficulty holding new infor- 

mation in mind, such as recalling phone numbers or addresses just given or report- 

ing what was just said; or may be unable to perform mental calculations. Because of 

these attentional problems, all mental functions take longer than usual to perform, 

so cognition is generally slowed. 

2. Executive function: Deficits involve difficulties in planning or decision making, prob- 

lems with working memory (inability to hold and manipulate information in mem- 

ory), difficulties with feedback/error utilization (inability to benefit from feedback 

to improve the ability to solve a problem), and problems with mental flexibility (in- 

ability to shift between concepts). Individuals with executive function deficits lose 

their ability to plan and sequence a task because they can no longer prioritize each 

segment of an activity. Therefore, such individuals need to rely on others to plan 

instrumental activities of daily living (i.e., activities that are not necessary for fun- 

damental functioning, but that allow an individual to live independently, like per- 

forming housework or preparing meals) or help them make decisions. 
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3. Learning and memory: Deficits can involve 1) immediate memory (e.g., being un- 

able to immediately repeat lists of numbers or words); 2) recent memory (e.g., free 

recall—being unable to freely recall a list of words or the elements of a story after 

a few minutes—or cued recall—being unable to recall a list of words or elements 

of a story even after being given cues, such as “tell me all of the food items on that 

list of words”); and 3) very-long-term memory, including semantic memory (i.e., 

memory for facts), autobiographical memory (i.e., memory for personal events or 

people), or memory for procedural learning (i.e., how to perform tasks). Individ- 

uals with deficits in memory and learning might repeat themselves in conversa- 

tion, be unable to keep track of a short list of items while shopping, and require 

frequent reminders as to the task at hand. 
4. Language: Deficits involve expressive language (including problems naming objects 

and word finding, fluency in speech, and problems with grammar and syntax) or 

receptive language (including trouble following verbal directions, understanding a 

story, or understanding figurative language). 

5. Perceptual-motor: Deficits include problems in visual perception (e.g., inability to 

recognize faces), visuoconstructional problems (e.g., problems with drawing or 

copying figures or with block assembly), agnosia (e.g., problems recognizing what 

a familiar object is used for), and apraxia (e.g., problems with the ability to carry 

out a previously learned movement). Individuals with perceptual-motor deficits 

may have significant difficulties with previously familiar activities, such as using 

tools or driving a motor vehicle. 

6. Social cognition: Deficits include problems with recognizing emotions in others and 

an inability to take into consideration other people’s thoughts, desires, and inten- 

tions. For example, there may be insensitivity to social standards of modesty in 

dress or of political, religious, or sexual topics of conversation, or the person might 

focus excessively on a topic despite a group’s disinterest or direct feedback. 

There are three cognitive syndromes (i.e., collections of symptoms that occur to- 

gether) that make up the Neurocognitive Disorders in DSM-5: Delirium, Major Neuro- 

cognitive Disorder, and Mild Neurocognitive Disorder (see Table 17—1 for characteristic 

features). The first step in making a diagnosis of a DSM-5 Neurocognitive Disorder is 

to determine which of the three cognitive syndromes is present. Delirium is a distinct 

syndrome characterized by the acute onset of a fluctuating disturbance in attention 

and awareness. It is independent of the Major or Mild Neurocognitive Disorder dis- 

tinction because symptom severity in Delirium by definition fluctuates over the 

course of a day. Major and Mild Neurocognitive Disorders represent more and less 

severe categories on a continuum of neurocognitive dysfunction. Major Neurocogni- 

tive Disorder is defined by a decline in one or more cognitive domains that is severe 
enough to significantly interfere with a person’s everyday independence. Mild Neuro- 
cognitive Disorder involves a more modest decline that is not severe enough to signifi- 
cantly interfere with the person’s capacity for independence in everyday activities. 

Once the diagnosis of the appropriate neurocognitive syndrome is made on the ba- 
sis of the symptom pattern and course (for Delirium) or severity (for Major and Mild 
Neurocognitive Disorders), the etiology of the neurocognitive syndrome must then 
be determined. The neurocognitive syndromes can be caused by any one of various 
medical conditions (e.g., Alzheimer’s disease, head trauma, HIV infection, metabolic 
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TABLE 17-1. Characteristic features of Neurocognitive Syndromes 

Disorder Key characteristics 

Delirium Disturbance in attention and awareness 

Develops over a short period of time and tends to fluctuate 
in severity during the course of a day 

Another disturbance in cognition is required (e.g., memory 
deficit, disorientation, language, visuospatial ability, or 

perception) 

Major Neurocognitive Disorder Significant cognitive decline from a previous level of 
performance 

Deficits interfere with independence in everyday activities 

Mild Neurocognitive Disorder | Modest cognitive decline from a previous level of 
performance on cognitive testing 

Deficits do not interfere with capacity for independence 

disturbances) or by the direct effects of a substance or medication. The appropriate 

DSM-5 diagnosis is constructed by combining the name of the syndrome with its eti- 

ology. For example, if an individual presents with a syndrome of Delirium that is 

caused by the metabolic effects of liver failure, the DSM-5 diagnosis would be Delir- 

ium Due to Hepatic Encephalopathy. 

17.1 

Delirium 

The syndrome of Delirium is characterized by a disturbance of attention and 
awareness (sometimes referred to as “clouding of consciousness”) that develops over 

a short period of time (usually hours to a few days) and represents a change from the 

person’s baseline attention and awareness. A hallmark of Delirium is its tendency to 

fluctuate in severity over the course of a day, often worsening in the evening and 

night when external orienting stimuli are usually decreased. The attentional distur- 

bance is manifested by a “reduced ability to direct, focus, sustain, and shift attention” 

(DSM-5, p. 596). Questions must be repeated because the person’s attention wanders, 

or the person may perseverate with an answer to a previous question rather than 

appropriately shifting attention to the next question. The disturbance in awareness is 

manifested by affected individuals being disoriented to where they are, to the time of 

day or day of the week, and at times even to themselves or other people such as fam- 

ily members. 

The problems with attention and awareness are accompanied by other distur- 

bances in cognition that may include impairments in memory and learning (particu- 

larly recent memory), alteration in the ability to speak or understand language, and 
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perceptual disturbances (usually visual) that can include misinterpretations of stim- 

uli (illusions) or frank hallucinations. 

The syndrome of Delirium may result from an underlying medical condition, from 

medication or substance use, or from a combination of these factors. The most com- 

mon causes are medication use, particularly anticholinergic medications; intoxication 

with or withdrawal from alcohol or psychoactive drugs; dehydration; and infections, 

such as pneumonia and septicemia (infection in the blood). Many other medical con- 

ditions can also cause delirium, including strokes; head trauma; endocrine disorders, 

such as Cushing’s syndrome and hyperthyroidism; and metabolic abnormalities, such 

as fluid and electrolyte abnormalities and those caused by liver or kidney failure. 

Making a DSM-5 diagnosis of Delirium requires a determination of the presumed 

cause, because the treatment of Delirium requires correction of the cause. Reflecting 

the various causes of Delirium, DSM-5 includes the following diagnostic types: Sub- 

stance Intoxication Delirium, Substance Withdrawal Delirium, Medication-Induced 

Delirium, Delirium Due to Another Medical Condition, and Delirium Due to Multi- 

ple Etiologies. 

Delirium may occur at any age but is more common among the elderly. As stated 

in DSM-5 (p. 600), “The prevalence of delirium at the time when individuals are ad- 

mitted to the hospital ranges from 14% to 24%, and estimates of the incidence of de- 

lirium arising during hospitalization range from 6% to 56% in general hospital 

populations.” Delirium is particularly common after surgery (estimated at 15%-53%) 

and among nursing home residents (up to 60%) and intensive care unit patients 

(70%-87%). When Delirium occurs in younger people, it is usually due to drug use or 

a life-threatening systemic (affecting the whole body) general medical condition. 

Traction 

Diego Hernandez is a previously healthy 32-year-old carpenter from Nevada who was 

involved in a motor vehicle accident as he was returning from a 3-month trip to Mexico. 
He was found by the state police and taken to the hospital. On admission, he was found 
to have multiple fractures involving his pelvis, toes on his right foot, and several ribs 
on his left side. He also sustained two small cuts on his head that required stitches. Mr. 
Hernandez reported that he had lost consciousness during the accident and had had a 
period of amnesia of about 15 minutes following it, but these were not witnessed. He 
was alert and complained of severe back pain; he was not disoriented. He was treated 
with a narcotic pain killer, meperidine, 125 mg intramuscularly every 3 hours, and a 

sleeping pill, zolpidem, 10 mg by mouth at bedtime. The following day his back pain 
was unimproved, and his pain medication was changed to morphine. 

Two days later he developed a fever and was sweaty and tremulous. Because a his- 

tory of drinking 5-6 beers a day had been elicited, the diagnosis of Alcohol Withdrawal 
was considered, and a benzodiazepine, diazepam, 5 mg by mouth every 6 hours, was 

added to his daily medication regimen, which at this time included a combination prep- 

aration of oxycodone 10 mg (narcotic) and acetaminophen 325 mg (analgesic), 1 or 2 cap- 
sules by mouth every 3-4 hours, and zolpidem, 10 mg at bedtime. The next day he was 
described as anxious, agitated, and constantly scratching. Two days later he was still fe- 
brile (had fever). Blood cultures (a blood test looking for bacteria in the blood), urinalysis, 
and chest X-ray were negative. An antihistamine, hydroxyzine, 25 mg by mouth 4 times 
a day, was given to relieve itching. 
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The next day, 1 week after admission, Mr. Hernandez was noted to be disoriented. 
He complained that it took him some time to realize where he was upon awakening. 
His temperature was still elevated. He was receiving morphine, 3-10 mg every 3 hours 
for pain; a muscle relaxant, diazepam, 5 mg by mouth every 6 hours; and a hypnotic, 
zolpidem, 10 mg by mouth at bedtime. The next day, his pain medication was again 
changed, this time to a combination preparation of oxycodone (narcotic) 10 mg and ac- 
etaminophen 325 mg, 1 or 2 tablets every 3 hours, and the narcotic pain killer meperi- 
dine, 75 mg intramuscularly every 4 hours. 

One day later, Mr. Hernandez underwent an open reduction (surgery to realign a 
fracture bone) for a fractured left acetabulum (the socket of the hip bone). The surgery, 
done under general anesthesia, was tolerated well; however, immediately following the 
procedure, the patient was disoriented to time and place and was noted to be picking 
at things in the air. His temperature was still elevated, although there was no docu- 

mented source of infection. At this time the patient was taking meperidine, 75-100 mg 
intramuscularly every 4 hours; hydroxyzine, 75 mg every 3 hours; and acetaminophen 

every 4 hours. 

Over the next few days, Mr. Hernandez’s mental status improved, although he was 
still disoriented at times and confessed, “You know, sometimes I can’t pay attention to 
what you're saying.” His temperature was still moderately elevated. Medication con- 
sisted of a synthetic opioid, hydromorphone, 2-4 mg every 3-4 hours. The continuing 
periods of disorientation disturbed his doctors, and a psychiatric consultation was re- 
quested. 

Upon initial interview, now 17 days after the accident, Mr. Hernandez was alert, 

fully oriented, and in good spirits. Results of mental status testing were normal. The pa- 
tient admitted having had difficulties in thinking and “hallucinations” at times during 
the previous couple of weeks. He described them as “opiate dreams,” caused by his 

pain medication. 
Over the next few days, his condition was generally improved during the daytime 

hours, but at night he was frequently found to be taking his traction apparatus apart. 

When discovered, he would sometimes talk incoherently about the “traction thingam- 
ajig.” If questioned the next day, he always denied having dismantled the equipment. 
At this time, he was taking an acetaminophen-oxycodone combination, 2 capsules ev- 
ery 6 hours, for pain. He often complained of severe pain, many times arguing with his 
doctors in an attempt to persuade them to give him his pain medication more often. The 
psychiatrist was called in again to help, and the pain medication was given more fre- 
quently. It was felt that his addiction potential was not very high at that time. 

Several days later, Mr. Hernandez was observed to be playing with fecal matter in 

his bed and once again dismantling his traction apparatus. When discovered, he admit- 

ted to these acts, was so upset that he could not sleep that night and asked to see a psy- 

chiatrist. When interviewed, he appeared anxious and angry. He stated that he did not 

understand what was happening to him and was very upset about his behavior. He 

said he had not been sleeping more than 2-3 hours a night for at least 2 weeks. He was 

very frightened by the thought that his mind was doing things he was not aware of and 

could not control. He asked for a “game plan” to stop this behavior and even suggested 

stopping all pain medication if necessary. Over the next few days, pain medication was 

reduced. The patient now appeared alert and oriented, and there were no further epi- 

sodes of disturbed behavior at night. 

Discussion of “Traction” 
Mr. Hernandez’s presentation has all of the hallmarks of a delirium. Beginning 

with the second day of hospitalization and continuing for several weeks, Mr. 

Hernandez intermittently had reduced awareness and ability to maintain at- 

tention to external stimuli (“I can’t pay attention to what you're saying”). He 
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had additional symptoms, such as disorientation to place and time and visual 

hallucinations (he picked at things in the air and had “opiate dreams”). The 

symptoms came on suddenly and fluctuated throughout the day, but were of- 

ten worse during the nighttime. 

There is no difficulty in identifying several physical factors that could have 

contributed to the development of the delirium: infection, fever, and the large 

number of analgesics and sedatives that the patient received. (It is not clear from 

the case record why Mr. Hernandez’s medications were changed so often.) The 

diagnosis is therefore Delirium Due to Multiple Etiologies (DSM-5, p. 597). Once 

the causes of the Delirium were corrected (i.e., resolution of his medical prob- 

lems and a reduction in his medication), the Delirium completely resolved. 

Thunderbird 

Tremaine Graves, a 43-year-old divorced construction worker, is examined in the hos- 

pital emergency room because for the last few days he has been confused and unable 
to take care of himself. The patient’s sister is available to provide some information. The 
sister reports that the patient has consumed large quantities of cheap wine daily for 
over 5 years. He had a reasonably stable home life and job record until his wife left him 
for another man 5 years previously. The sister indicates that Mr. Graves drinks more 
than a bottle of wine a day and that this has been an unvarying pattern since the 
divorce. He often has had blackouts from drinking and has missed work; consequently, 
he has been fired from several jobs. Fortunately for him, with the recent building boom, 
construction workers have been in great demand so that he has been able to provide 
marginally for himself during these years. However, 3 days ago he ran out of money 
and wine and had to beg on the street to buy a meal. The patient has been poorly nour- 
ished, eating perhaps one meal a day and evidently relying on the wine as his primary 
source of nourishment. 

The morning after his last day of drinking (3 days earlier), Mr. Graves felt increasingly 
tremulous—his hands were shaking so grossly that it was difficult for him to light a cig- 
arette. Accompanying these physical sensations was an increasing sense of inner panic, 
which had made him virtually unable to sleep. A neighbor became concerned about the 
patient when he seemed not to be making sense and was clearly unable to take care of 
himself. The neighbor contacted the sister, who took Mr. Graves to the hospital. 

On examination, Mr. Graves alternates between apprehension and chatty, superfi- 
cial warmth. He is quite keyed up and talks almost constantly in a rambling and unfo- 
cused manner. At times he recognizes the doctor, but at other times he gets confused 
and thinks the doctor is his older brother. Twice during the examination he calls the 
doctor by his older brother’s name and asks when he arrived, evidently having lost 

track entirely of the interview up to that point. He has a gross hand tremor at rest, and 
there are periods when he picks at “bugs” he sees on the bedsheets. He is disoriented 
for time and thinks that he is in a supermarket parking lot rather than in a hospital. He 

indicates that he feels he is fighting against a terrifying sense that the world is ending 
in a holocaust. He is startled every few minutes by sounds and scenes of fiery car 
crashes (evidently provoked by the sound of rolling carts in the hall). Efforts at testing 
memory and calculation fail because his attention shifts too rapidly. 

Discussion of “Thunderbird” 
Mr. Graves, who has a long history of heavy alcohol use, has developed severe 
withdrawal symptoms after he stopped drinking. He has the characteristic 
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symptoms of a Delirium: a disturbance in attention (his attention shifts too rap- 
idly to test memory and ability to do calculations) and awareness (he thinks that 
he is in a supermarket parking lot rather than in a hospital) accompanied by 
other cognitive deficits, including disorganized thinking (rambling), perceptual 
disturbances (he sees scenes of car crashes provoked by the sound of rolling 
carts in the hall), and confusion (mistakes the doctor for his brother). The ap- 
pearance of a Delirium, with marked autonomic hyperactivity (hand tremors) 
shortly after cessation or reduction of heavy alcohol ingestion indicates Alcohol 
Withdrawal Delirium (DSM-5, p. 597). Alcohol Withdrawal Delirium, com- 
monly known as delirium tremens (DTs), is potentially life-threatening because 
of the possibility of respiratory failure and cardiac arrhythmias and requires hos- 
pital admission and administration of intravenous sedatives. It typically occurs 
only in people with a high intake of alcohol for more than a month and occurs 

3-10 days following the last drink. About half of people with Alcohol Use Dis- 

order will develop withdrawal symptoms upon reducing alcohol use. Of these, 

3%-5% develop DTs or have seizures. 

Although Mr. Graves’ treatment will initially be directed at the Alcohol 

Withdrawal Delirium, the additional diagnosis of Alcohol Use Disorder 

(DSM-5, p. 490) can be assumed from the information that he has been a heavy 

daily user of alcohol for more than 5 years, has lost jobs because of his alcohol 

use, and has been poorly nourished. 

WA 

Major Neurocognitive Disorder 

The syndrome of Major Neurocognitive Disorder, which was historically 
referred to as “dementia,” is characterized by an acquired cognitive decline in one or 

more of the domains discussed in the introductory section to this chapter (i.e., com- 

plex attention, executive function, learning and memory, language, perceptual-motor, 

and social cognition). DSM-5 introduced the term Major Neurocognitive Disorder as a 

replacement for the term dementia to help reduce the stigma associated with both the 

word (which comes from the Latin word demens, which means “out of one’s mind”) 

and the condition that it refers to. 

The evidence for cognitive decline can come from any of a number of possible 

sources: from the individual, who might complain, for example, of difficulties re- 

membering a short grocery list or planning a holiday meal; from a friend or family 

member who might observe the person having difficulties performing certain tasks, 

such as driving a car; or from a clinician, who might observe the presence of cognitive 

deficits during a mental status examination (see “Backstage With Rosie” in Section 

17.3). In addition, however, there must also be evidence of substantial impairment in 

performance on cognitive testing, preferably documented by neuropsychological 
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testing, in which the person’s performance is compared with standardized norms ap- 

propriate to the person’s age, educational attainment, and cultural background. A di- 

agnosis of Major Neurocognitive Disorder typically requires performance on testing 

that is two or more standard deviations below the norms (i.e., 3rd percentile or be- 

low). Finally, for the diagnosis of Major Neurocognitive Disorder to apply, the cogni- 

tive deficits must be severe enough to interfere with the person’s ability to function 

independently. At a minimum, a person with Major Neurocognitive Disorder would 

require assistance from others with complex instrumental activities of daily living, 

such as paying bills or managing medications. 

A number of additional cognitive, perceptual, emotional, and behavioral features are 

commonly part of the presentation of a Major Neurocognitive Disorder. These include 

psychotic features such as paranoia, other delusions, or hallucinations, which may oc- 

cur in any modality; mood disturbances, including depression, anxiety, and elation; ag- 

itation, which may arise as combative behaviors particularly in the context of resisting 

caregiving duties such as bathing and dressing; sleep disturbance, which may include 

symptoms of insomnia, sleeping excessively, and circadian rhythm disturbances; apa- 

thy, which may include diminished motivation, reduced goal-directed behavior, and 

decreased emotional responsiveness; and other behavioral symptoms including wan- 

dering, disinhibition, hyperphagia (overeating), and hoarding. When such features are 

severe enough to be clinically significant, the specifier With Behavioral Disturbance can 

be assigned along with the diagnosis of Major Neurocognitive Disorder. 

After determining that the syndrome of Major Neurocognitive Disorder is present, 

the specific DSM-5 diagnosis depends on the etiology of the cognitive deficits. Major 

Neurocognitive Disorder can be caused by a variety of general medical conditions. The 

most common form (60%-—70% of cases) is due to Alzheimer’s disease, a chronic neuro- 

degenerative disease associated with the development of plaques (abnormal clusters of 

chemically “sticky” proteins called beta-amyloid that build up between nerve cells) and 

tangles (twisted strands of a protein called tau which can be seen on microscopic exam- 

ination) in the brain. Other medical conditions that can cause Major Neurocognitive 

Disorder include frontotemporal lobar degeneration (a neurodegenerative disease pref- 

erentially affecting the frontal and temporal lobes of the brain), Lewy body disease (a 

neurodegenerative disease in which protein deposits called Lewy bodies develop in 

nerve cells in the brain), vascular disease (causing a series of large or small strokes), 

traumatic brain injury, Parkinson’s disease, and HIV infection. Substance use (particu- 

larly inhalant abuse and chronic heavy alcohol or sedative use) can also cause severe 

cognitive deficits (especially memory impairment) that persist long after the person has 

stopped using the substance. Finally, Major Neurocognitive Disorder can be caused by 

multiple etiologies (e.g., both vascular disease and Alzheimer's disease). 

Overall prevalence estimates for Major Neurocognitive Disorder are approxi- 
mately 1%-2% at age 65 years and as high as 30% by age 85 years. 

The Hiker 

At age 61, Samuel Walling, a high school science department head and an experienced 
and enthusiastic camper and hiker, became extremely fearful while on a trek in the 
mountains. Gradually, over the next few months, he lost interest in his usual hobbies. 
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Formerly a voracious reader, he stopped reading. He had difficulty doing computations 
and made gross errors in home financial management. On several occasions he became 
lost while driving in areas that were formerly familiar to him. He began to write notes 
to himself so that he would not forget to do errands. Very abruptly, and in uncharacter- 
istic fashion, he decided to retire from work, without discussing his plans with his wife. 
Intellectual deterioration gradually progressed. He spent most of the day piling miscel- 
laneous objects in one place and then transporting them to another spot in the house. 
ei became stubborn and querulous. Eventually, he required assistance in shaving and 
ressing. 
When examined during a follow-up evaluation at age 67, 6 years after the first symp- 

toms had developed, Mr. Walling was alert and cooperative. He was disoriented with 
respect to place (he did not know where he was) and time (he did not know the year, 
month, or day of the week). He could not recall the names of five objects after a 5-min- 
ute interval of distraction. He could not remember the names of his college and gradu- 
ate school or the subject in which he had majored. He could describe his job by title only. 
In 2015, he thought that George W. Bush was President of the United States. His speech 
was fluent and well articulated, but he had considerable difficulty finding words and 
used many long, essentially meaningless phrases. He called a cup a “vase,” and identi- 
fied the rims of eyeglasses as “the holders.” He did simple calculations poorly. He could 
not copy a cube or draw a house. He had no insight into the nature of his problems. 
When asked about what the proverb “people who live in glass houses shouldn’t throw 
stones” means, Mr. Walling replied “you have to be careful of falling stones if you have 
too many windows in your house.” 

An elementary neurological examination revealed nothing abnormal, and routine 

laboratory tests were also negative. A computed tomography (CT) scan of the brain, 
however, showed marked cortical (i.e., white matter) atrophy (a decrease in amount). 

Discussion of “The Hiker” 
Mr. Walling has memory impairment (both short term, in that he was unable 

to remember five objects after 5 minutes, and long term, in that he was unable 

to remember where he attended college or what subject was his major); impair- 

ment in abstract thinking (concrete interpretation of proverbs); and other dis- 

turbances in higher cortical functioning (severe language problems). These 

signs of global cognitive impairment, severe enough to interfere significantly 

with work and social activities, and not occurring exclusively during the 

course of Delirium, indicate a Major Neurocognitive Disorder. Furthermore, 

although not a required feature, Mr. Walling’s change in personality (becom- 

ing stubborn and querulous), is a common associated feature that can contrib- 

ute to difficulties in managing the condition. 

At this writing, there are still no objective laboratory tests for making a de- 

finitive diagnosis of Alzheimer’s disease. Instead, the diagnosis of Alzheimer’s 

disease is made on clinical grounds based on the presence of a characteristic 

course (steadily progressive, gradual decline in cognition, without extended 

plateaus), a characteristic pattern of symptoms (clear evidence of decline in 

memory and learning, and impairment involving at least one other cognitive 

domain), and the absence of evidence suggesting the presence of other neuro- 

degenerative or cerebrovascular diseases, or another neurological, mental, or 

systemic disease or condition likely contributing to cognitive decline. In Mr. 

Walling’s case, he has impairment in short- and long-term memory, as well as 

in several other domains. Moreover, the onset of his decline was insidious, and 

the course of his deterioration has been gradual and steady over the past 6 years. 
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Finally, the normal neurological examination and normal routine laboratory 

values and lack of evidence of vascular disease on the CT scan suggest the ab- 

sence of another cause for the Major Neurocognitive Disorder. Thus, the diag- 

nosis is Major Neurocognitive Disorder Due to Alzheimer’s Disease (DSM-5, 

p. 611). Although the CT finding of marked cortical atrophy is certainly consis- 

tent with a diagnosis of Alzheimer’s disease, it is too nonspecific to be of diag- 

nostic value. 

Certified Public Accountant 

Maurice Rosen was age 69 when he made an appointment for a neurological evalua- 
tion. He had recently noticed that his memory was slipping and he had problems with 
concentration that were beginning to interfere with his work as a self-employed tax 
accountant. He complained of slowness and losing his train of thought. Recent changes 
in the tax laws were hard for him to learn, and his wife said he was becoming more 
withdrawn and reluctant to initiate activities. However, he was still able to take care of 
his personal finances and to accompany his wife on visits with friends. Although 
mildly depressed about his disabilities, he denied other symptoms of depression, such 
as disturbed sleep or appetite, feelings of guilt, or suicidal ideation. 

Mr. Rosen has a long history of treatment for episodes of depression, beginning in 
his 20s. He has taken a number of different antidepressant medications, and once had 
a course of electroconvulsive therapy (ECT; a procedure, done under general anesthe- 
sia, in which small electrical currents are passed through the brain, intentionally trig- 
gering a brief seizure). As recently as 6 months before this evaluation, he had been 
taking the antidepressant drug fluoxetine. Two years earlier, he developed an intermit- 
tent resting tremor in his left hand and a shuffling gait. Although the diagnosis of Parkin- 
son's disease was considered by his psychiatrist, it was not confirmed by a neurologist, 
and therefore no additional treatment was given. 

The neurologist who was now evaluating Mr. Rosen found that his spontaneous 
speech was hesitant and unclear (dysarthric). Cranial nerve examination (an examina- 
tion of the nerves that emanate directly from the brain) was normal. Motor tone was in- 

creased slightly in his neck and all limbs. Rapid alternating movements of his hands 
were performed slowly. His left arm had a slight intermittent tremor at rest. His reflexes 
were symmetrical (the same strength on both sides). A diagnosis of idiopathic Parkin- 
son’s disease was made, and Mr. Rosen was placed ona low dose of carbidopa-levodopa, 
a medication that alleviates the symptoms of Parkinson’s disease. 

A neuropsychological examination performed 3 weeks later revealed average per- 

formance on the Wechsler Adult Intelligence Scale (WAIS); Mr. Rosen’s full-scale IQ 

was 104, verbal IQ was 118, and performance IQ was 84. Memory, as assessed by a 12- 

item, 10-trial selective reminding task, was poor, with no more than 7 items recalled on 

any trial, and only three words recalled after a 15-minute delay, although Mr. Rosen 

could recognize the remaining words. He showed marked difficulty in drawings of 
overlapping figures and parallel lines. He was unable to draw three-dimensional fig- 

ures. He demonstrated impaired naming in language testing. In summary, he had evi- 

dence of impairment in memory, naming, and constructional abilities. His deficits were 

believed to be due to Parkinson’s disease. Additional evaluation included magnetic res- 
onance imaging (MRI), which revealed only generalized atrophy, and an electroenceph- 

alogram (EEG), which was significant for background generalized slowing. 

Mr. Rosen’s motor function improved as he continued taking Parkinson’s medica- 
tion, but his memory worsened, and he described occasional difficulty telling time and 
writing checks. His wife said he would immediately forget conversations or movie 
plots. He was again treated with the antidepressant medication fluoxetine, but without 
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improvement in his cognitive status. He then had a small stroke that temporarily af- 
fected his motor function. With all of these new difficulties, he decided to retire. The fol- 
lowing year he reported increasing difficulty in decision making, memory impairment, 
and more word-finding problems. His Parkinson’s disease had also worsened. In the 
second year after his evaluation, his speech became more difficult to understand, and 
he had “freezing” episodes (his foot “sticking” to the floor because he could not lift it), 
resulting in falls. He frequently used the wrong words in conversation. His memory 
continued to worsen, and he was unable to care for himself without a great deal of as- 
sistance from his wife. 

Discussion of “Certified Public Accountant” 
Although the first neurologist who saw Mr. Rosen did not make a diagnosis of 
Parkinson's disease, the subsequent development of an intermittent resting 
tremor and abnormalities in speech and other motor functions confirmed the 
diagnosis. The second neurological evaluation was prompted primarily by 

cognitive symptoms, including failing memory, problems with concentration, 

and difficulty in the initiation of goal-directed activities. On neuropsychologi- 

cal examination, Mr. Rosen showed impairment in memory, naming, and con- 

structional abilities. All of these symptoms, when they are sufficiently severe 

to cause significant impairment in functioning, indicate the presence of a Ma- 

jor Neurocognitive Disorder. Because the onset of Parkinson’s disease clearly 

preceded the onset of Major Neurocognitive Disorder, the impairments had in- 

sidious onset and gradual progression, and there was no evidence of a mixed 

etiology, the diagnosis indicated in Mr. Rosen’s case is Major Neurocognitive 

Disorder Due to Parkinson’s Disease (DSM-5, p. 636). 

The prevalence of Parkinson’s disease in the United States steadily in- 

creases with age from approximately 0.5% between ages 65 and 69 to 3% at age 

85 years and older. Parkinson’s disease is more common in males than in fe- 

males. Among individuals with Parkinson’s disease, as many as 75% will de- 

velop a Major Neurocognitive Disorder sometime in the course of their disease 

(DSM-5, p. 637). 

Chief Petty Officer 
ce tO SESE ERS ARETE AD SEI OT RHE SECTS ORSON PN US 

A medical student on rotation at a chronic-disease hospital was assigned to present at 

rounds a 56-year-old retired chief petty officer. Will Genardo was a long-time heavy 

consumer of alcoholic beverages. Following his divorce many years previously, his 

drinking had become exceptionally heavy, and he underwent a change in personality. 

He was often belligerent, even when sober, and on several occasions had assaulted 

members of his family. This disturbing behavior had necessitated two brief admissions 

to mental hospitals. Mr. Genardo persisted in his heavy drinking, and on several other 

occasions had been admitted to hospitals for tremulousness and hallucinations associ- 

ated with Alcohol Withdrawal. As far as was known, he had never had major head 

trauma or a stroke. Finally, because of his inability to care for himself properly, he had 

been sent to live in a nursing home, but because of his belligerent and disruptive behav- 

ior, admission to this hospital had been found necessary 7 years earlier. 

When examined by the student, Mr. Genardo was somewhat peevish and inatten- 

tive. His consciousness was not clouded, however, and he was not hallucinating. He 

knew the name of the hospital but not the correct date. He could not retain the names 
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of five objects after a brief interval of distraction. He remembered events of his youth 

and young manhood but not those of more recent years. He remembered the 1979 hos- 

tage taking of U.S. embassy employees in Iran but had no recollection of the 2003 U.S. 

invasion of Iraq. His language was normal, but he could not copy the drawing of a two- 

or three-dimensional figure. He could not do even the simplest of calculations, and he 

interpreted proverbs very concretely. Neurological examinations revealed somewhat 

diminished ankle jerk reflexes, and he had mild unsteadiness of gait. Laboratory tests 

failed to reveal any positive evidence for the etiology of the disturbance. 

Discussion of “Chief Petty Officer” 
Mr. Genardo’s short-term and recent memory disturbances, combined with 

his marked loss of intellectual abilities, personality change, poor judgment, 

and other disturbances of higher cortical functioning (e.g., inability to copy 

drawings and do calculations, concrete responses to proverbs) that signifi- 

cantly interfere with his ability to take care of himself, all indicate the pres- 

ence of a Major Neurocognitive Disorder. The differential diagnosis of a Major 

Neurocognitive Disorder involves a search for specific causes, such as head 

trauma (particularly important in someone with a history of Alcohol Use Dis- 

order, given the increased risk of accidents and physical altercations during 

intoxication) and brain tumor. In Mr. Genardo’s case, the absence of a history 

of trauma and the failure of the laboratory tests to reveal the etiology of the 

neurocognitive disorder make prolonged heavy drinking the most likely eti- 

ological agent; thus, the diagnosis is Alcohol-Induced Major Neurocognitive 

Disorder (DSM-5, p. 627). A diagnosis of Major Neurocognitive Disorder Due 

to Alzheimer’s Disease is ruled out because the course has remained relatively 

stable over many years. 

lifes 

Mild Neurocognitive Disorder 

Most healthy people experience a gradual decline in mental abilities as part of 
aging. In someone with Mild Neurocognitive Disorder, however, the decline in men- 

tal abilities is greater than would be seen in normal aging. For example, it is common 

in normal aging to have to pause to remember directions or to forget words occasion- 
ally, but it is not normal to become lost in familiar places or to forget the names of 
close family members. 

It is also important to distinguish the syndrome of Mild Neurocognitive Disorder 
from its more severe counterpart, Major Neurocognitive Disorder. In contrast to Ma- 
jor Neurocognitive Disorder, in which there is a significant decline in cognitive func- 
tioning, the level of cognitive decline in Mild Neurocognitive Disorder is only 
“modest.” Moreover, whereas performance on neuropsychological testing is in the 

3rd percentile or lower for Major Neurocognitive Disorder, in Mild Neurocognitive 
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Disorder, tested performance typically lies one to two standard deviations below av- 
erage range ( between the 3rd and 16th percentiles). Finally, whereas the cognitive im- 
pairments in Major Neurocognitive Disorder are severe enough to interfere with 
independence in everyday activities, the decline in cognitive functioning that is char- 
acteristic of Mild Neurocognitive Disorder, by definition, does not interfere with the 
person’s capacity for independence in everyday activities, such as paying bills or 
managing medications, although greater effort or extra time, the use of compensatory 
strategies, or other accommodations may be required. Mild Neurocognitive Disorder 
was added to DSM-5 with the intention of providing an opportunity for early detec- 
tion and treatment of cognitive decline before patients’ deficits become more pro- 
nounced and progress to Major Neurocognitive Disorder or other debilitating 
conditions. 

As with the diagnosis of Major Neurocognitive Disorder, the actual DSM-5 diag- 
nosis for Mild Neurocognitive Disorder depends on the etiology of the cognitive def- 

icits (see DSM-5, p. 605, for a list of those conditions and substances which, according 

to DSM-5, can cause Mild N eurocognitive Disorder). 

Estimates of the prevalence of Mild Neurocognitive Disorder among older individ- 

uals are quite variable and are sensitive to how it has been defined in different stud- 

ies. Prevalence estimates range from 2% to 10% at age 65 and 5% to 25% by age 85. 

Backstage With Rosie! 

Rosie Shapiro, a 70-year-old lifelong New Yorker, was brought by her niece to an eval- 
uation and treatment center specializing in problems in the elderly. The niece, who lives 
in a rural community 70 miles away, had become concerned after a regular monthly 
visit to her aunt’s apartment in the city. On the visit, the niece noticed that her aunt’s 
supply of food was unusually low. The few fruits and vegetables in the refrigerator 
were rotten, and unopened mail was piling up. When she asked her aunt about these, 
the elderly woman looked surprised and said, “Well, I guess I didn’t get around to my 

chores this week!” Otherwise, she seemed her normal self. 
In fact, Mrs. Shapiro’s niece had become increasingly uneasy about her aunt's living 

situation over the past year. Her aunt had no children of her own and, since her hus- 
band’s death 5 years before, had been living alone in an apartment that she had inhab- 
ited for 35 years. The niece, as the closest living family member, had assumed the 
responsibility for a monthly drive to the city to visit and to check on Mrs. Shapiro's 

well-being. 
In earlier years, Mrs. Shapiro had had a weekly routine that she always followed: go- 

ing on Mondays to the grocery store, doing her laundry on Tuesdays, and so forth. But 

for a year, her schedule seems to have become disrupted. She seemed also to be con- 

stantly misplacing things in her apartment and repeating stories and details of her daily 

life that she had told her niece on previous visits. 

When the psychiatrist interviewed Mrs. Shapiro, he found that she was a woman 

witha rich and exciting past. Both she and her husband had been in the theater, her hus- 

band a manager and Mrs. Shapiro a wardrobe designer. Her eyes lit up as she spoke of 

' Adapted from Skodol AE: Problems in Differential Diagnosis: From DSM-III to DSM-III-R in 

Clinical Practice. Washington, DC, American Psychiatric Press, 1989, pp. 93-94. Copyright © 

1989 American Psychiatric Press. Used with permission. 
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shows like Cabaret and A Chorus Line and shared some ancient gossip about romantic 

liaisons between actors and actresses who starred in movies and who were on the cov- 

ers of magazines when the psychiatrist was a child. 
When asked to name the current President of the United States, she replied, “you 

know, what’s his name.” But no matter how hard she tried, Mrs. Shapiro could not re- 

member the President’s name. In addition, many other current common facts and 
events eluded Mrs. Shapiro’s recall. She would look up at the ceiling and then at the 
psychiatrist, shaking her head and saying, “I knew that, you know. I just can’t seem to 
think of it right now.” As for her reason for coming to the hospital, she said, “Well, I was 
due for a checkup. A friend of the family is an internist and he insisted that I come 

over.” 
Mrs. Shapiro was unable to remember any of three objects a few minutes after she 

had repeated them. She struggled but performed the serial 7s task (i.e., a test of cogni- 
tive functioning in which a person is asked to count backward from 100 by 7s) with only 
two mistakes. She was able to repeat six numbers and find similarities between objects 
and, except for some difficulty with word and name finding, showed no marked apha- 
sia (language impairment), apraxia (impairment in ability to perform purposeful move- 
ments), agnosia (impairment in the ability to interpret sensations and hence to 
recognize things), or constructional difficulties (e.g., copying figures, picture drawing). 
She admitted that her forgetfulness was “getting to be a problem” and agreed to let the 

psychiatrist and her niece arrange for some home assistance. 

A workup for the presence of a medical problem that might be responsible for Mrs. 
Shapiro’s memory decline was negative except for the beginning signs of cortical atro- 
phy (shrinkage of her cerebral cortex) on a CT scan. 

Discussion of “Backstage with Rosie” 
Mrs. Shapiro has clearly experienced a decline in cognitive functioning, pri- 

marily in the domain of memory, that has gradually developed over the past 

several years. As is commonly the case with individuals with Neurocognitive 

Disorders, the patient came to clinical attention because of concerns raised by 

family members (in this case her niece) rather than by the patient herself. In ad- 

dition to her niece noticing that her aunt’s food supply had gotten low and that 

mail was piling up unopened, the niece noticed that her aunt seemed to be con- 

stantly misplacing things and that she was repeating stories and details of her 

daily life that she had told her niece on previous visits. There was also accom- 

panying objective evidence of memory impairment, as evidenced by her in- 

ability during the mental status examination to remember any of the three 

objects that the psychiatrist asked her to remember and her inability to remem- 

ber the name of the current U.S. President. Given that her memory problems 

are not yet sufficiently severe to interfere with her capacity for independence 

in everyday activities (i.e., she is still able to live independently, albeit with 

some home assistance), Mrs. Shapiro would be diagnosed as having the syn- 
drome of Mild Neurocognitive Disorder rather than Major Neurocognitive 
Disorder. 

As it specifies with Major Neurocognitive Disorder, DSM-5 requires that 
the syndrome of Mild Neurocognitive Disorder be associated with a presumed 
etiology. Given that the course of the development of the cognitive deficits is 
consistent with the typical course of Alzheimer’s disease (i.e., a “steadily pro- 
gressive, gradual decline in cognition, without extended plateaus” [DSM-5, p. 
611]) and that there is no evidence of another specific etiology (i.e., there is an 
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“absence of other. neurodegenerative or cerebrovascular disease, or another 

neurological or systemic disease or condition likely contributing to cognitive 

decline” [DSM-5, p. 611]), then the DSM-5 diagnosis for Mrs. Shapiro’s case 

would be Mild Neurocognitive Disorder Due to Possible Alzheimer’s Disease 

(DSM-5, p. 611). 

The most likely pressing issue for Mrs. Shapiro and her niece is what the 

future is likely to hold for Mrs. Shapiro in terms of the likelihood for continued 

cognitive decline justifying a change in diagnosis from Mild Neurocognitive 

Disorder to Major Neurocognitive Disorder Due to Alzheimer’s Disease. Al- 

though longitudinal studies of patients with Mild Neurocognitive Disorder 

suggest that most individuals do eventually progress to Major Neurocognitive 

Disorder Due to Alzheimer’s Disease (with an estimated 10%-15% “convert- 

ing” each year), many people remain stable and some even improve. 
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CHAPTER 18 

Personality Disorders 

Personal ity Disorders are among the most impairing of mental disorders, are 
difficult to diagnose, and are challenging to treat. Personality Disorders are typified by 
significant problems in self-appraisal and self-regulation and by impaired interpersonal 
relationships. Up to 50% of all patients evaluated in clinical settings have a Personality 
Disorder, often in combination with other mental disorders, making Personality Disor- 
ders among the most common disorders seen by mental health professionals. 

Two models of Personality Disorders are provided in DSM-5: 

In the main section of DSM-5 (i.e., Section I, “Diagnostic Criteria and Codes”), a 

Personality Disorder is defined as “an enduring pattern of inner experience and 

behavior that deviates markedly from the expectations of the individual's culture, 

is pervasive and inflexible, has an onset in adolescence or early adulthood, is sta- 

ble over time, and leads to distress or impairment” (DSM-5, p. 645). The pattern is 

manifested in two or more of the following areas: cognition, affectivity, interper- 

sonal functioning, and impulse control. 

In Section III, “Emerging Measures and Models,” an Alternative DSM-5 Model for 

Personality Disorders is provided, because the Personality Disorder features de- 

scribed in the main section of DSM-5 are not specific to Personality Disorders and 

may characterize other chronic mental disorders. According to this alternative em- 

pirically derived model, Personality Disorders are characterized by impairments 

in personality functioning, including the areas of identity, self-direction, empathy, 

and intimacy, and by the presence of pathological personality traits (DSM-5, p. 761). 

Impairments in personality functioning have been demonstrated to be core features 

of personality psychopathology and to accurately identify Personality Disorders, 

thus aiding in the discrimination of Personality Disorders from other types of 

mental disorders. Pathological personality traits describe the myriad manifestations 

in the presentations of personality pathology. 

The manifestations of personality pathology, according to either of the DSM-5 

models described above, are relatively pervasive, meaning that they are exhibited in 

a wide range of contexts and situations, not only in a particular situation or with a 

given person. The Alternative Model describes Personality Disorders as “relatively 

stable” (Criterion D, p. 761), rather than simply “stable” (Criterion D, p. 647) because 
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longitudinal research has shown that Personality Disorders change over time and 

have a clinical course that tends toward improvement or remission. 

Co-occurrence of mental disorders is very common in clinical populations and in the 

community, because certain types of signs and symptoms tend to vary together. This co- 

variation has led to attempts to understand the organization of psychopathology by iden- 

tifying dimensions that might underlie groups of disorders by factor analyses of disorder 

manifestations. Two broad dimensions, or “spectra,” referred to as “internalizing” and 

“externalizing” (DSM-5, p. 13) have been identified that encompass a large number of 

nonpsychotic mental disorders. Simply put, the process of internalizing involves the indi- 

vidual expressing problems via negative feelings and behaviors directed at himself or 

herself and includes, for example, symptoms of depression and anxiety. In contrast, 

externalizing involves the individual expressing problems via negative feelings and 

behaviors directed at other people or things in the environment and includes, for ex- 

ample, symptoms of aggression, violence, and defiance. A third identified spectrum— 

referred to as a “thought disorder spectrum” (not discussed specifically in DSM-5)— 

includes Psychotic Disorders and Bipolar I Disorder. Even though disorders within 

these three broad domains are assigned to different diagnostic classes in DSM-5, they 

have been shown to share genetic, environmental, and temperamental risk factors; ex- 

hibit common cognitive and emotional processing abnormalities; and respond to similar 

treatments. A classification of mental problems based on empirical methods may include 

both symptoms—telatively transient forms of psychopathology—and maladaptive per- 

sonality traits that are thought to form the stable core of many mental disorders. 

The DSM-5 Alternative Model of Personality Disorders describes personality pathol- 

ogy in terms of five broad trait domains, within the internalizing, externalizing, and 

thought disorder spectra. The domains and their definitions are as follows (DSM-5, 

pp. 779-781): 

1. Negative Affectivity: Frequent and intense experiences of high levels of a wide range of 

negative emotions (e.g., anxiety, depression, guilt/shame, worry, anger) and their be- 

havioral (e.g., self-harm) and interpersonal (e.g., dependency) manifestations. 

2. Detachment: Avoidance of socioemotional experience, including both withdrawal 

from interpersonal interactions (ranging from casual, daily interactions to friend- 

ships to intimate relationships) and restricted affective experience and expression, 

particularly limited hedonic capacity. 

3. Antagonism: Behaviors that put the individual at odds with other people, includ- 
ing an exaggerated sense of self-importance and a concomitant expectation of spe- 
cial treatment, as well as a callous antipathy toward others, encompassing both 

unawareness of others’ needs and feelings and a readiness to use others in the ser- 
vice of self-enhancement. 

4. Disinhibition: Orientation toward immediate gratification, leading to impulsive 
behavior driven by current thoughts, feelings, and external stimuli, without re- 
gard for past learning or consideration of future consequences. 

5. Psychoticism: Exhibiting a wide range of culturally incongruent odd, eccentric, or 
unusual behaviors and cognitions, including both process (e.g., perception, disso- 
ciation) and content (e.g., beliefs). 

Each of the five broad trait domains includes more specific, component trait facets. 
The trait facets and their definitions can be found in Table 18-1. 
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TABLE 18-1. Definitions of DSM-5 Personali 
trait facets 

ORTRONICS 

lity Disorder (Alternative Model) 

Domains and facets Definition 

Negative Affectivity 

Emotional lability Instability of emotional experiences and mood; emotions that are easily 
aroused, intense, and/or out of proportion to events and 
circumstances. 

Anxiousness Feelings of nervousness, tenseness, or panic in reaction to diverse 
situations; frequent worry about the negative effects of past unpleasant 
experiences and future negative possibilities; feeling fearful and 
apprehensive about uncertainty; expecting the worst to happen. 

Separation insecurity Fears of being alone due to rejection by—and/or separation from— 
significant others, based in a lack of confidence in one’s ability to care 

for oneself, both physically and emotionally. 

Submissiveness Adaptation of one’s behavior to the actual or perceived interests and 

desires of others even when doing so is antithetical to one’s own 
interests, needs, or desires. 

Hostility Persistent or frequent angry feelings; anger or irritability in response to 
minor slights and insults; mean, nasty, or vengeful behavior. See also 

Antagonism. 

Perseveration Persistence at tasks or in a particular way of doing things long after the 
behavior has ceased to be functional or effective; continuance of the 

same behavior despite repeated failures or clear reasons for stopping. 

Depressivity See Detachment. 

Suspiciousness See Detachment. 

Restricted affectivity The lack of this facet characterizes low levels of Negative Affectivity. 
(lack of) See Detachment for definition of this facet. 

Detachment 

Withdrawal Preference for being alone to being with others; reticence in social 
situations; avoidance of social contacts and activity; lack of initiation 

of social contact. 

Intimacy avoidance Avoidance of close or romantic relationships, interpersonal attachments, 

and intimate sexual relationships. 

Anhedonia Lack of enjoyment from, engagement in, or energy for life’s experiences; 

deficits in the capacity to feel pleasure and take interest in things. 

Depressivity Feelings of being down, miserable, and/or hopeless; difficulty 

recovering from such moods; pessimism about the future; pervasive 

shame and/or guilt; feelings of inferior self-worth; thoughts of suicide 

and suicidal behavior. 

Restricted affectivity Little reaction to emotionally arousing situations; constricted emotional 

experience and expression; indifference and aloofness in normatively 

engaging situations. 

Suspiciousness Expectations of—and sensitivity to—signs of interpersonal ill intent or 

harm; doubts about loyalty and fidelity of others; feelings of being 

mistreated, used, and/or persecuted by others. 
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TABLE 1 gt | Definitions of DSM-5 Personality Disorder (Alternative Model) 

trait facets (continued) 

Domains and facets Definition 

Antagonism 

Manipulativeness 

Deceitfulness 

Grandiosity 

Attention seeking 

Callousness 

Hostility 

Disinhibition 

Irresponsibility 

Impulsivity 

Distractibility 

Risk taking 

Rigid perfectionism 
(lack of) 

Psychoticism 

Unusual beliefs and 

experiences 

Eccentricity 

Cognitive and 
perceptual 
dysregulation 

Source. 

Use of subterfuge to influence or control others; use of seduction, charm, 

glibness, or ingratiation to achieve one’s ends. 

Dishonesty and fraudulence; misrepresentation of self; embellishment 

or fabrication when relating events. 

Believing that one is superior to others and deserves special treatment; self- 
centeredness; feelings of entitlement; condescension toward others. 

Engaging in behavior designed to attract notice and to make oneself the 

focus of others’ attention and admiration. 

Lack of concern for the feelings or problems of others; lack of guilt or 
remorse about the negative or harmful effects of one’s actions on others. 

See Negative Affectivity. 

Disregard for—and failure to honor—financial and other obligations or 
commitments; lack of respect for—and lack of follow-through on— 

agreements and promises; carelessness with others’ property. 

Acting on the spur of the moment in response to immediate stimuli; 
acting on a momentary basis without a plan or consideration of 
outcomes; difficulty establishing and following plans; a sense of 
urgency and self-harming behavior under emotional distress. 

Difficulty concentrating and focusing on tasks; attention is easily 
diverted by extraneous stimuli; difficulty maintaining goal-focused 
behavior, including both planning and completing tasks. 

Engagement in dangerous, risky, and potentially self-damaging 
activities, unnecessarily and without regard to consequences; lack of 

concern for one’s limitations and denial of the reality of personal 
danger; reckless pursuit of goals regardless of the level of risk involved. 

Rigid insistence on everything being flawless, perfect, and without 
errors or faults, including one’s own and others’ performance; 

sacrificing of timeliness to ensure correctness in every detail; believing 
that there is only one right way to do things; difficulty changing ideas 
and/or viewpoint; preoccupation with details, organization, and 

order. The lack of this facet characterizes low levels of Disinhibition. 

Belief that one has unusual abilities, such as mind reading, telekinesis, 

thought-action fusion, unusual experiences of reality, including 
hallucination-like experiences. 

Odd, unusual, or bizarre behavior, appearance, and/or speech; having 

strange and unpredictable thoughts; saying unusual or inappropriate 
things. 

Odd or unusual thought processes and experiences, including 

depersonalization, derealization, and dissociative experiences; mixed 
sleep- -wake state experiences; thought- control experiences. 

Adapted from American Psychiatric Association: Diagnostic and Statistical Manual of ‘Mental Dis- 
orders, Fifth Edition. Arlington, VA, American Psychiatric Association, 2013, pp. 779-781. Copyright © 
2013 American Psychiatric Association. Used with permission. 
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Whether consideréd from the main or alternative model presented in DSM-5, Per- 
sonality Disorders vary in their manifestations and complexity. Some Personality Dis- 
orders are related to other internalizing mental disorders, such as Depressive Disorders 
(see Chapter 4) or Anxiety Disorders (see Chapter 5), because they are characterized 
primarily by traits of Negative Affectivity (e.g., depressivity, anxiousness). Depen- 
dent Personality Disorder is an example of a Personality Disorder within the internal- 
izing spectrum of psychopathology. Some Personality Disorders are related to other 
externalizing disorders, such as Disruptive, Impulse-Control, and Conduct Disorders 
(see Chapter 15) or Substance Use Disorders (see Chapter 16), because they are char- 
acterized by traits of Disinhibition (e.g., impulsivity, risk taking) and of Antagonism 
(e.g., callousness, deceitfulness, grandiosity). Antisocial Personality Disorder is an 
example of a Personality Disorder within the externalizing spectrum of psychopa- 

thology. Some Personality Disorders have characteristics of both internalizing and ex- 

ternalizing disorders. Borderline Personality Disorder is the classic example. Finally, 

some Personality Disorders are related to Psychotic Disorders (see Chapter 2). These 

are characterized by traits of Psychoticism (e.g., cognitive and perceptual dysregula- 

tion, unusual beliefs and experiences) and of Detachment (e.g., suspiciousness, with- 
drawal). Schizotypal Personality Disorder is an example of this type of Personality 
Disorder. Detachment also characterizes some Personality Disorders in the internal- 

izing spectrum, such as Avoidant Personality Disorder. 

All of the Personality Disorders in the main section of DSM-5 can be characterized 

by pathological personality traits in one or more of the Alternative Model’s trait do- 

mains of Negative Affectivity, Detachment, Antagonism, Disinhibition, and Psychot- 

icism. Some of the simpler Personality Disorders have traits in only one domain (e.g., 

Narcissistic Personality Disorder has traits only in the Antagonism domain; Depen- 

dent Personality Disorder has traits limited to the Negative Affectivity domain). 

Some of the more complex Personality Disorders have traits in more than one domain 

(e.g., Antisocial Personality Disorder has traits in both the Antagonism and Disinhi- 

bition domains; Schizotypal Personality Disorder has traits in both the Detachment 

and Psychoticism domains). Complexity in clinical presentation is also reflected by 

the common co-occurrence of Personality Disorders with each other and with other 

mental disorders. Co-occurring disorders frequently, though not always, come from 

the same psychopathological spectrum or trait domain. 

The discussion of specific Personality Disorders in this chapter first includes as- 

pects of the main model of DSM-5, followed by discussion of the DSM-5 Alternative 

Model for the particular disorder. Some specific elements of the DSM-5 Alternative 

Model included in the specific disorder discussions are as follows: 

e The DSM-5 Alternative Model presents six specific Personality Disorders—Anti- 

social, Avoidant, Borderline, Narcissistic, Obsessive-Compulsive, and Schizo- 

typal—selected because of their empirical bases or their utility for clinicians. The 

other four Personality Disorders in the main section of DSM-5 (i.e., Dependent, 

Histrionic, Paranoid, and Schizoid), as well as any other Personality Disorder pre- 

sentations that would be diagnosed as Other Specified Personality Disorder in 

DSMG-5 (see Section 18.12), are diagnosed in the Alternative Model as Personality 

Disorder—Trait Specified. 
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¢ Included with the DSM-5 Alternative Model is the Level of Personality Function- 

ing Scale (DSM-5, pp. 771-772, 775-778), a construct of the severity of impairment 

in personality functioning across the areas of identity, self-direction, empathy, and 

intimacy. This scale has utility for a broader range of theoretical and treatment ap- 

proaches, including the interpersonal, cognitive, attachment, and social cognitive 

approaches. The scale provides ratings for the specific level of impairment in areas 

of personality functioning as follows: “0O—little or no,” “1—some,” “2—moder- 

ate,” “3—severe,” or “4—extreme.” 

¢ Inthe Alternative Model, both the specific level of impairment (listed above) and 

the specific pathological personality traits (see Table 18-1) that describe the person 

would be noted for patients diagnosed with Personality Disorder—Trait Speci- 

fied. According to the DSM-5 Alternative Model, all Personality Disorders are re- 

quired to have at least moderate impairment in personality functioning, because 

a moderate level of impairment has been empirically shown to identify Personal- 

ity Disorders with maximal combined sensitivity (“true positive rate”—i.e., the 

proportion of affected people correctly identified as having a Personality Disor- 

der) and specificity (“true negative rate”—i.e., the proportion of nonaffected peo- 

ple who are correctly identified as not having a Personality Disorder). 

This chapter integrates both Personality Disorder models presented in DSM-5. All 

10 of the Personality Disorders organized by clusters of descriptive similarity in the 

main section of DSM-5 (i.e., Cluster A, Cluster B, Cluster C) are presented here; how- 

ever, the organization of disorders by cluster has instead been replaced with an order 

that reflects the dimensions of personality (e.g., internalizing and externalizing). 

Thus, the presentation of disorders and cases begins with Borderline Personality Dis- 

order. Borderline Personality Disorder is the central and most clinically important 

Personality Disorder on the basis of growing evidence that it is related to a general 

personality disorder factor that is common to all Personality Disorders and thus re- 

flects the severity of personality psychopathology. The DSM-5 Personality Disorders 

are then presented according to those with prominent internalizing features, those 
with prominent externalizing features, and those with prominent features of psychot- 
icism, respectively. The chapter concludes with cases of Personality Change Due to 
Another Medical Condition and cases that do not fit into the existing 10 DSM-5 offi- 
cially recognized categories and are diagnosed in DSM-5 as Other Specified Person- 
ality Disorder. (Table 18-2 lists the characteristic features of these Personality 
Disorders in the order in which they are discussed.) 
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Disorder 

TABLE 18-2. Characteristic features of Personality Disorders __ 

Key Characteristics? 

Borderline Personality Disorder 

Dependent Personality Disorder? 

Avoidant Personality Disorder 

Obsessive-Compulsive Personality 
Disorder 

Antisocial Personality Disorder 

Narcissistic Personality Disorder 

Histrionic Personality Disorder? 

Schizotypal Personality Disorder 

Schizoid Personality Disorder? 

Paranoid Personality Disorder? 

Personality Change Due to Another 
Medical Condition? 

Pervasive pattern of instability of interpersonal 
relationships, self-image, and affects and marked 

impulsivity 

Pervasive and excessive need to be taken care of that 
leads to submissive and clinging behavior and fears 
of separation 

Pervasive pattern of social inhibition, feelings of 

inadequacy, and hypersensitivity to negative 
evaluation 

Pervasive pattern of preoccupation with orderliness, 
perfectionism, and mental and interpersonal control 
at the expense of flexibility, openness, and efficiency 

Pervasive pattern of disregard for and violation of the 
rights of others since age 15 years 

History of Conduct Disorder before age 15 years 

Current age of at least 18 years 

Pervasive pattern of grandiosity (in fantasy or 
behavior), need for admiration, and lack of empathy 

Pervasive pattern of excessive emotionality and 

attention seeking 

Pervasive pattern of social and interpersonal deficits 
marked by acute discomfort with, and reduced 
capacity for, close relationships, as well as by 
cognitive or perceptual distortions and eccentricities 
of behavior 

Pervasive pattern of detachment from social 
relationships and restricted range of expression of 

emotions 

Pervasive distrust and suspiciousness of others such 
that their motives are interpreted as malevolent 

Persistent personality disturbance that represents a 

change from a previous characteristic personality 

pattern 

Disturbance is the direct pathophysiological 
consequence of another medical condition 

Other Specified Personality Disorder? Symptoms characteristic of a personality disorder that 

do not meet full criteria for any of the disorders in 
the Personality Disorders diagnostic class 

"Descriptions are based on DSM-5 diagnostic criteria presented in DSM-5 Section II, “Personality Disor- 

ders.” 

In DSM-5, this Personality Disorder is discussed only in Section II, “Personality Disorders.” Disorders 

without this note are presented in both Section II (see “Personality Disorders”) and Section III (see “Alter- 

native DSM-5 Model for Personality Disorders”). 
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18.1 

Borderline Personality Disorder 

Borderline Personality Disorder is defined by “a pervasive pattern of 

instability in interpersonal relationships, self-image, and affects, and marked impul- 

sivity” (DSM-5, p. 663). Central to the psychopathology of this disorder are an 

impaired capacity for attachment to others and maladaptive behavior problems 

related to separation from others on whom the individual depends. People with this 

disorder have a significant identity disturbance characterized by a markedly unstable 

self-image or sense of self. They chronically feel “empty” inside. Individuals with 

Borderline Personality Disorder make frantic efforts to avoid real or imagined aban- 

donment. They have a pattern of unstable and intense interpersonal relationships, 

characterized by alternating between idealization (another person can do no wrong), 

when they feel cared for and supported by another person, and devaluation (another 

person can do no right), when they feel rejected or abandoned. People with Border- 

line Personality Disorder are subject to intense affective instability or lability, in which 

they experience mood swings characterized by intense episodes of dysphoria (a state 

of feeling unwell or unhappy), irritability, or anxiety for hours or a few days at a time, 

often in reaction to disappointing interpersonal events or encounters. They may also 

experience intense anger and have problems controlling anger. People with Border- 

line Personality Disorder are subject to transient dissociative or paranoid reactions 

when under stress. They may engage in recurrent suicidal behavior, gestures, or 

threats, and in self-mutilating behavior. They may also have other problems with 

impulsivity and engage in other potentially self-damaging acts, such as having indis- 

criminate sex, abusing substances, driving recklessly, binge eating, or overspending. 

Borderline Personality Disorder is included as a specific Personality Disorder in 

the Alternative DSM-5 Model for Personality Disorders (DSM-5, p. 766). The pro- 

posed diagnostic criteria describe disorder-specific impairments in personality func- 

tioning (e.g., poorly developed and unstable self-image, instability in goals and 

values, compromised ability to recognize the needs and feeling of others associated 

with interpersonal hypersensitivity, and intense and unstable close relationships) and 

pathological traits in the domains of Negative Affectivity (the traits of emotional la- 

bility, anxiousness, separation insecurity, and depressivity), Disinhibition (the traits 

of impulsivity and risk taking), and Antagonism (the trait of hostility). 

Borderline Personality Disorder is a relatively common Personality Disorder, and 

is particularly prevalent in clinical populations. The median population prevalence of 

Borderline Personality Disorder is estimated to be 1.6% but may be as high as 5.9%. 

The prevalence of Borderline Personality Disorder is about 10% among individuals 
seen in outpatient mental health clinics, and about 20% among psychiatric inpatients. 
The course of Borderline Personality Disorder is waxing and waning. Over time, 

many patients improve, especially with appropriate treatment. It is one of the most 

impairing of the Personality Disorders, however, with significant negative impacts on 

social relationships and work functioning. 
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Empty Shell 
se set nee reser snnesossssasensintinsneannsnnnenonmeteenes 

Zoe Barnes is a 23-year-old veterinary assistant admitted for her first psychiatric hospi- 
talization. She arrived late at night, referred by a local psychiatrist. She stated, “I don’t 
really need to be here.” 

Three months before admission, Zoe learned that her mother had become pregnant. 
She began drinking heavily, ostensibly to help her sleep at night. While drinking she be- 
came involved in a series of “one-night stands.” Two weeks before admission, she be- 
gan feeling panicky and having experiences in which she felt as if she were removed 
from her body and in a trance. During one of these episodes, she was stopped by the 
police while wandering on a bridge late at night. The next day, in response to hearing a 
voice repeatedly telling her to jump off a bridge, Zoe ran to her supervisor and asked 
for help. Her supervisor, seeing her distraught and also noting scars from a recent wrist- 
slashing, referred her to a psychiatrist, who then arranged for her immediate hospital- 
ization. 

At the time of the hospitalization, Zoe appeared as a disheveled and frail, but appeal- 
ing, waif. She was cooperative, coherent, and frightened. Although she did not feel hos- 
pitalization was needed, she welcomed the prospect of relief from her anxiety and 
depersonalization. She acknowledged that she had had feelings of loneliness and inade- 
quacy and frequent brief periods of depressed mood and anxiety since adolescence. Re- 
cently, she had been having fantasies that she was stabbing herself or a little baby with a 

knife. She complained that she was “just an empty shell that is transparent to everyone.” 
Zoe’s parents divorced when she was age 3, and for the next 5 years she lived with 

her maternal grandmother and her mother, who had a severe drinking problem. Zoe 

had night terrors during which she would frequently end up sleeping with her mother. 
At age 6, she went to a special boarding school for a year and a half, after which she was 
withdrawn by her mother, against the advice of the school. When she was age 8, her 
maternal grandmother died; Zoe recalls trying to conceal her grief about this from her 

mother. She spent most of the next 2 years living with various relatives, including a pe- 
riod with her father, whom she had not seen since the divorce. When she was age 9, her 

mother was hospitalized with a diagnosis of Schizophrenia. From age 10 through col- 
lege, the patient lived with an aunt and uncle, but had ongoing and frequent contacts 
with her mother. Her school record was consistently good. 

Since adolescence, Zoe has dated regularly, having an active but rarely pleasurable 
sex life. Her relationships with men usually end abruptly after she becomes angry with 
them when they disappoint her in some apparently minor way. She then concludes that 
they were “no good to begin with.” She has had several roommates but has had trouble 
establishing a stable living situation because of her jealousy of sharing her roommates 
with others and her manipulative efforts to keep them from seeing other people. 

Since college Zoe has worked steadily and well as a veterinary assistant. At the time 

of admission, she was working a night shift in a veterinary hospital and living alone. 

When she left the hospital, Zoe resumed work and saw a woman therapist on a 

twice-weekly schedule. Her therapist felt that it was a tenuous relationship in which the 

patient sometimes seemed to seek nurturance or special favors and at other times was 

belligerent and viewed therapy as useless. After 3 months, Zoe became involved with 

a new boyfriend and soon thereafter quit therapy, with the complaint that her therapist 

“didn’t really care or understand her.” 

Discussion of “Empty Shell” 
Zoe demonstrates the characteristic features of Borderline Personality Disor- 

der (DSM-5, p. 663). She clearly has a pattern of unstable interpersonal rela- 

tionships, self-image, affects, and control over impulses. Her relationships 
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with men have been intense and unstable, and the relationships end when she 

becomes angry and devalues them. She reports that she is an “empty shell,” 

evidence of her chronic feelings of emptiness and distorted self-image. Affec- 

tive instability is suggested by her having frequent brief periods of depressed 

mood and anxiety since adolescence. In addition, at least during the present 

episode, she demonstrates impulsivity (drinking and sex) and suicidal ges- 

tures or self-mutilating acts (slashing her wrists). It is quite likely that these 

characteristics have also been present during periods of stress in the past. 

Zoe’s recent symptoms present reasons to consider other DSM-5 disorders. In 

the last’3 months, since hearing of her mother’s pregnancy, Zoe has begun drink- 

ing heavily, has had several episodes of what appears to be depersonalization, 

and has been anxious, depressed, and suicidal. These symptoms might suggest 

co-occurring Anxiety or Depressive Disorders, but the symptoms are too transient 

for one of these disorders to be diagnosed and are reflections of the characteristic 

affective instability of Borderline Personality Disorder. In addition, she briefly had 

auditory hallucinations telling her to kill herself. The diagnosis of a Psychotic Dis- 

order, such as Other Specified Schizophrenia Spectrum and Other Psychotic Dis- 

order (see Section 2.8), for the current episode is not warranted because the brief 

hallucination and her reaction to it (ie., knowing that it was not real) is an example 

of the transient stress-related psychotic experiences that are often a feature of Bor- 

derline Personality Disorder. For the same reason, the diagnosis of Depersonaliza- 

tion/Derealization Disorder (see “Foggy Student” in Section 8.3) to account for 

her recent symptoms of depersonalization is superfluous. 

Disco Di 

Diana Miller, age 25, entered a long-term treatment unit of a psychiatric hospital after 
a serious suicide attempt. Alone in her enormous suburban house, with her parents 
away on vacation, depressed and desperately lonely, she made herself a diazepam and 
scotch cocktail, drank it, and then called her psychiatrist. 

Ms. Miller had been a tractable child, with a mediocre school record, until she was age 
12. Her disposition, which had been cheerful and outgoing, changed drastically: she be- 
came demanding, sullen, and rebellious, shifting precipitously from a giddy euphoria to 
tearfulness and depression. She took up with a “fast” crowd, became sexually promiscu- 
ous, abused marijuana and hallucinogens, and ran away from home at age 15 with a 17- 

year-old boy. Two weeks later, having eluded the private investigators her parents had 

hired, they both returned. She reentered school, but dropped out for good in her junior year 

of high school. Her relationships with men were stormy, full of passion, unbearable long- 
ing, and violent arguments. She craved excitement. She would get drunk and dance wildly 
on tabletops in discos and then leave with strange men and have sex in their cars. If she re- 
fused, she was sometimes put out on the street. After one such incident, at age 17, she made 

her first suicide attempt, cutting her wrist severely, leading to her first hospitalization. 
After her first hospitalization, Ms. Miller was referred to a therapist for intensive, twice- 

weekly dynamic psychotherapy, for which she had little aptitude. She filled up most of her 

sessions with a litany of complaints against her family, from whom she expected “100% at- 
tention.” She called her therapist several times a day about one “crisis” or another. 

During her long period of unsuccessful outpatient treatment, punctuated by several 

brief hospitalizations, Ms. Miller had many symptoms. She was afraid to travel even to 
her doctor’s office without one of her parents. She was depressed, with suicidal preoc- 
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cupations and feelings of hopelessness. She drank excessively and used up to 40 mg/ 
day of diazepam. She had eating binges, followed by crash diets to get back to her nor- 
mal weight. She was obsessed with calories and with the need to have her foods cut into 
particular shapes and arranged on her plate ina particular manner. If her mother failed 
to comply with these rules, Ms. Miller had tantrums, sometimes so extreme that she 
broke dishes and had to be physically restrained by her father. 

Ms. Miller has never worked except for a few months as a receptionist in her father’s 
company. She never had an idea of what she wanted to do with her life, apart from be- 
ing with a “romantic man.” She has never had female friends, and her only source of 
solace was her dog. She was often “eaten alive” with boredom. Efforts by her therapist 
to set limits had little effect. She refused to join Alcoholics Anonymous or to attend a 
day program or vocational rehabilitation center, regarding these as “beneath” her. In- 

stead she languished at home, grew more depressed and agoraphobic, and escalated 
her diazepam use to 80 mg/day. It was a serious suicide attempt that led to her current 
(seventh) psychiatric hospitalization. 

In the hospital Ms. Miller complained that the nurses were “cruel” to her and that 
other patients “hated” her. Her parents attended many of their own therapy sessions, 
where they were counseled to resist their daughter’s pleas to return home. She was ex- 
quisitely sensitive to the slightest decrement in her diazepam level, such that she could 
be weaned only 1 mg at a time. It took 3 months before she was “off” the drug. After- 
ward, her progress was unexpectedly good. Her disposition became cheerful. She grew 
cooperative toward the staff and friendly toward other patients. She learned secretarial 
skills in a hospital rehabilitation program, and she became less fearful of going outside 
and less fussy about food. By the end of her 10-month stay, she developed a friendship 
with another convalescing patient, and the two arranged to share an apartment. Both 
found part-time work, and Ms. Miller continued therapy once a week as an outpatient. 

Ms. Miller responded primarily to a supportive mode of psychotherapy, one that em- 
phasized education, exhortation, encouragement, and limit setting. She was too anxious 

and too action prone to benefit from a psychodynamic approach that required introspec- 
tion and reflection. Brief hospitalizations could not stem the tide of her multiple and in- 
tense symptoms, of which her substance abuse was the most threatening. For Ms. Miller, 
what seemed to work best was a long-term hospitalization, where the substance abuse 

could be properly dealt with, and where vocational rehabilitation could take hold. The 
enforced separation from her parents helped her and her mother realize that each could 
survive without the other. During 7 years of follow-up, Ms. Miller has held her ground, 

continues to work, lives with the same roommate, and is able to visit her parents with 
regularity, and without falling back into the old pattern of mother-daughter interdepen- 

dence. Sensation seeking remains a noticeable part of her adaptation—she likes flashy 

clothes, clubs, and rock concerts—but she is less impulsive, abstains from alcohol and 

other drugs, and no longer places herself in jeopardy with strange men. 

Discussion of “Disco: DI’ 

Ms. Miller’s history of many different symptoms over many years suggests 

several different mental disorders. The depression and suicide attempt that 

prompted the last hospitalization suggest the diagnosis of Major Depressive 

Disorder (see “Worthless Wife” in Section 4.2) or Persistent Depressive Disor- 

der (see “Junior Executive” in Section 4.3). Because this case was presented 

several years after the hospitalization, insufficient information is available to 

make these diagnoses. 

Ms. Miller’s escalating dose of diazepam (with the resulting development of 

tolerance) and her continued use despite its negative effect on her life suggest a 

diagnosis of Benzodiazepine (Sedative, Hypnotic, or Anxiolytic) Use Disorder 
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(DSM-5, p. 550). Her binge eating may also have been frequent enough to war- 

rant the additional diagnosis of Binge-Eating Disorder (DSM-5, p. 350). 

Most striking, however, are Ms. Miller’s chronically chaotic life and her 

pervasive pattern of instability in mood, interpersonal relationships, and im- 

pulse control. These suggest that the primary disturbance is a Personality Dis- 

order, specifically Borderline Personality Disorder (DSM-5, p. 663). Ms. Miller 

demonstrates at least five of the characteristic symptoms of the disorder. She 

has unstable and intense interpersonal relationships, and the “violent argu- 

ments” she has had with men suggest an alternation between extremes of ide- 

alization and devaluation of them. She has an identity disturbance (no goals in 

life), impulsive behavior in many areas (sex, substance abuse, eating), recur- 

rent suicidal behavior, affective instability (sudden shifts of mood), and inap- 

propriate and intense anger. Additionally, her feeling of being “eaten alive” 

with boredom is likely evidence of chronic feelings of emptiness. 

As is common in individuals with severe Personality Disorders, features of 

several other Personality Disorders are also present: Narcissistic (e.g., Alcohol- 

ics Anonymous was “beneath” her), Histrionic (craving excitement), Obses- 

sive-Compulsive (rigidity about food), and Dependent (inability to manage 

without her family). It is also common in patients with Borderline Personality 

Disorder, as in this case, to have other emotional problems that fall into both 

the internalizing and externalizing spectra of psychopathology. 

18.2 

Dependent Personality Disorder 

Dependent Personal ity Disorder is characterized by “a pervasive and 
excessive need to be taken care of that leads to submissive and clinging behavior and 

fears of separation” (DSM-5, p. 675). People with Dependent Personality Disorder are 

able to take care of themselves but they grossly underestimate their abilities and judg- 

ment. They view others as more capable and stronger than they are and therefore look 

to others to help them with even everyday decisions, to tell them what they should 

do and think, and to be responsible for them. They have problems disagreeing with 

others for fear they will lose support or approval and will even offer to do unpleasant, 

self-sacrificing things to obtain nurturance and support. They feel very uncomfort- 

able and helpless when alone because they feel unable to care for themselves, and 

they feel the need to find someone new to depend on when a close relationship ends. 
According to the Alternative Model, Dependent Personality Disorder is not a spe- 

cific Personality Disorder but rather is diagnosed as Personality Disorder—Trait Speci- 
fied (DSM-5, p. 770). The level of impairment in personality functioning is typically 
moderate, and the relevant personality traits are submissiveness, separation insecurity, 
and anxiousness, all of which are traits from the Negative Affectivity trait domain. 

The prevalence of Dependent Personality Disorder is estimated to be around 0.5%- 
0.6%. It is considerably more common among women than among men. Dependent be- 
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havior (e.g., on parents) is developmentally appropriate in children and adolescents to 
an extent, but people ordinarily become more self-sufficient and independent as they 
move through the developmental milestones of leaving home, forming close relation- 
ships outside of the nuclear family, and achieving financial independence from their 
families. Periods of economic recession and unemployment may impact the timelines 
for achieving these goals. Some cultures and societies may be more accepting of passiv- 
ity, politeness, and deferential behavior, and cultural and subcultural norms should be 
considered in making a diagnosis. Dependent Personality Disorder is associated with 
moderate impairment in quality of life and psychosocial dysfunction. 

Blood Is Thicker Than Water 

Morgan Stewart is a 34-year-old single man who lives with his mother and works as an 
accountant. He seeks treatment because he is very unhappy after having just broken up 
with his girlfriend. His mother had disapproved of his marriage plans, ostensibly 
because their family was Presbyterian and Deborah, the woman he wanted to marry, 
was Jewish. Mr. Stewart felt trapped and forced to choose between his mother and his 
girlfriend, and because “blood is thicker than water,” he had decided not to go against 
his mother’s wishes. Nonetheless, he is angry at himself and at her; he believes that she 
will never let him marry and is possessively hanging on to him. He says that his mother 
“wears the pants” in the family and is a very domineering woman who is used to get- 
ting her way. Mr. Stewart is afraid of disagreeing with his mother for fear that she will 
not be supportive of him, and then he will have to fend for himself. He criticizes himself 
for being weak, but also admires his mother and respects her judgment; he says, 

“Maybe Deborah wasn’t right for me after all.” He alternates between resentment and 
a “Mother knows best” attitude. He feels that his own judgment is poor. 

Mr. Stewart works at a job several grades below what his education and talent 
would permit. On several occasions he has turned down promotions because he did not 
want the responsibility of having to supervise other people or make independent deci- 
sions. He has worked for the same boss for 10 years, gets on well with him, and is, in 
turn, highly regarded as a dependable and unobtrusive worker. He has two very close 
friends, whom he has had since early childhood. He has lunch with one of them every 
single workday and feels lost if his friend is sick and misses a day. 

Mr. Stewart is the youngest of four children and the only boy. He was “babied and 
spoiled” by his mother and elder sisters. He had considerable separation anxiety as a 
child—difficulty falling asleep unless his mother stayed in the room, mild school re- 

fusal, and unbearable homesickness when he occasionally tried “sleepovers.” As a 

child he was teased by other boys because of his lack of assertiveness and was often 

called a baby. He has lived at home his whole life except for 1 year of college, from 

which he returned because of homesickness. He started dating girls in high school and 

has had several medium-term relationships with women since then, a couple of which 

were sexual, but he has been unable to leave his mother to live with another woman. 

Mr. Stewart’s therapist treated him with a combination of behavior therapy and psy- 

chodynamic psychotherapy for several years. He has also been in group therapy. After 

a year of therapy, he moved out of his mother’s house and married his girlfriend. When 

last heard from, he said he was fairly happy in his marriage. 

Discussion of “Blood Is Thicker Than Water” 

Mr. Stewart allowed his mother to make the important decision as to whether he 

should marry a girlfriend, and this seems to be merely one instance of a pattern 

18.2 Dependent Personality Disorder 375 



of subordinating his own needs and wishes to those of his domineering mother. 

At work, he demonstrates lack of initiative and reluctance to rely on his own 

judgment and abilities by avoiding promotions and working below his poten- 

tial. He apparently feels uncomfortable when he is alone, and has always wor- 

ried about being left to take care of himself. Mr. Stewart is afraid of disagreeing 

with his mother. This dependent and submissive behavior is severe enough to 

interfere significantly with his social and occupational functioning and therefore 

justifies the diagnosis of Dependent Personality Disorder (DSM-5, p. 675). Al- 

though Dependent Personality Disorder is more common among women than 

men, this case illustrates that men can have the disorder. 

18.3 

Avoidant Personality Disorder 

The hallmark of Avoidant Personality Disorder is “a pervasive pattern of social 
inhibition, feelings of inadequacy, and hypersensitivity to negative evaluation” 

(DSM-5, p. 672). People with Avoidant Personality Disorder have a very poor self- 

image. They feel inadequate and believe that they are socially inept, personally unap- 

pealing, and generally inferior. Consequently, individuals with Avoidant Personality 

Disorder avoid occupational activities that involve significant interpersonal interac- 

tion because they fear criticism and disapproval. They are very reticent in their social 

lives because they want guarantees that they will be liked and are afraid that they will 

be rejected, shamed, or ridiculed. They tend to avoid new activities because they 

worry that they will embarrass themselves. They are generally risk averse. 

Avoidant Personality Disorder is included as a specific Personality Disorder in the 

Alternative DSM-5 Model for Personality Disorders (DSM-5, p. 765). It is character- 

ized by moderate impairments in personality functioning (e.g., self-appraisal as so- 

cially inept, reluctance to pursue goals or take personal risks, preoccupation with and 

sensitivity to criticism or rejection, reluctance to get involved with others unless being 

certain of being liked); the trait of anxiousness (required) from the Negative A ffectiv- 

ity trait domain; and the traits of (social) withdrawal, anhedonia, and intimacy avoid- 

ance from the Detachment domain. 

Avoidant Personality Disorder is a common Personality Disorder, with an esti- 

mated population prevalence of about 2.4%. It is equally common in men and 

women. Avoidant behavior often begins in infancy or childhood, with excessive shy- 

ness and fear of strangers or novel situations. Whereas most children outgrow child- 

hood shyness, those who go on to develop Avoidant Personality Disorder may get 
increasingly withdrawn in adolescence or early adulthood, when expanding their so- 
cial network outside of the family becomes important for development. Avoidant 
Personality Disorder is an impairing Personality Disorder in both the social and oc- 
cupational spheres. 
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Barbara Nowak is a 26-year-old teacher’s aide who seeks counseling. For several years 
she has been feeling increasingly lonely and “lost,” particularly since her 28-year-old 
sister married and moved out of town 3 months ago. This sister and one close friend 
from high school have been the patient’s only real social contacts; otherwise, Ms. 
Nowak has no other girlfriends, and she is extremely afraid of men. As far back as she 
can remember, Ms. Nowak has felt she has very little to offer others. She has always 
anticipated that men, even if attracted to her, would quickly find fault with her and 
“drop” her. Although she would like to be married, she characteristically cuts off poten- 
tial relationships with men after two or three dates because of her fear of eventual rejec- 
tion. Her relationships with others are superficial and usually structured through work, 
civic groups, or her church club. She is rarely critical of others or able to get angry at 

them, except concerning social or political issues. She champions the causes of minori- 
ties, ecology, and liberalism against the rich and powerful, but she is more likely to vol- 
unteer to spend a Saturday stuffing leaflets in envelopes than canvassing door to door 
to collect money. 

Discussion of “Sad Sister” 
Throughout most of her life, Ms. Nowak has had significant difficulty estab- 

lishing relationships with other people. Because she has significant impair- 

ments in her self-concept and in her capacity to develop close interpersonal 

relationships with others, she likely has a Personality Disorder. Social isolation 

is commonly seen in Schizotypal Personality Disorder (see Section 18.8), but 

the absence of oddities of behavior and thinking rules out that diagnosis in Ms. 

Nowak’s case. In Schizoid Personality Disorder (see Section 18.9), the isolation 

is apparently the result of a basic emotional coldness and indifference to oth- 

ers. In this case, however, Ms. Nowak obviously has a strong desire for affection 

and acceptance, which is inhibited by anticipation of disapproval and rejec- 

tion—a characteristic feature of Avoidant Personality Disorder (DSM-5, p. 672). 

Ms. Nowak also displays poor self-esteem (she feels she has little to offer oth- 

ers), another characteristic feature of this disorder. It is because of the patient’s 

Personality Disorder that she was particularly vulnerable to the stressor of her 

sister’s moving. Although the exacerbation of Ms. Nowak’s long-standing 

problems since her sister moved away has caused her to seek treatment at this 

time, this reaction does not represent a new illness (e.g., Adjustment Disorders; 

see Section 7.5) but rather an expression of her Avoidant Personality Disorder. 

ce IEE oa ee ee 

The Jerk 

Leon Mitchell is a 45-year-old single postal employee who was evaluated at a clinic spe- 

cializing in the treatment of depression. He claims to have felt constantly depressed since 

first grade, without a period of “normal” mood for more than a few days at a time. His 

depression has been accompanied by lethargy, little or no interest or pleasure in anything, 

trouble concentrating, and feelings of inadequacy, pessimism, and resentment. His only 

periods of normal mood occur when he is home alone, listening to music or watching TV. 
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On further questioning, Mr. Mitchell reveals that he cannot ever remember feeling 

comfortable socially. Even before kindergarten, if he was asked to speak in front of a 

group of his parents’ friends, his mind would “go blank.” He felt overwhelming anxi- 

ety at children’s social functions, such as birthday parties, which he either avoided or 

attended in total silence. He could answer questions in class only if he wrote down the 

answers in advance; even then, he frequently mumbled and could not get the answer 

out. He met new children with his eyes lowered, fearing their scrutiny, expecting to feel 
humiliated and embarrassed. He was convinced that everyone around him thought he 

was “dumb” or “a jerk.” 
As he grew up, Mr. Mitchell had a couple of neighborhood playmates, but he never 

had a “best friend.” His school grades were good but suffered when oral classroom par- 
ticipation was expected. As a teenager, he was terrified of girls, and to this day has 
never gone on a date or even asked a girl for a date. This bothers him, although he is so 
often depressed that he feels he has little energy or interest in dating. 

Mr. Mitchell attended college and did well for a while, then dropped out as his 
grades slipped. He remained very self-conscious and “terrified” of meeting strangers. 
He had trouble finding a job because he was unable to answer questions in interviews. 
He worked at a few jobs for which only a written test was required. He passed a civil 
service examination at age 24 and was offered a job in the post office on the evening 
shift. He enjoyed this job because it involved little contact with others. He was offered, 
but refused, several promotions because he feared the social pressures. Although by 

now he supervises a number of employees, he still finds it difficult to give instructions, 
even to people he has known for years. He has no friends and avoids all invitations to 

socialize with coworkers. During the past several years, he has tried several therapies 
to help him get over his “shyness” and depression. 

Mr. Mitchell has never experienced sudden anxiety or a panic attack in social situa- 
tions or at other times. Rather, his anxiety gradually builds to a constant high level in 
anticipation of social situations. He has never experienced any psychotic symptoms. 

Discussion of “The Jerk” 
Mr. Mitchell comes to the clinic complaining of lifelong depression. Indeed, he has 

been depressed and has experienced only limited interest and enjoyment ever 

since he was a child. Although his depressed mood has been associated with pes- 

simism, low energy, and difficulty concentrating, other symptoms of a Major De- 

pressive Episode, such as appetite and sleep disturbances, have not been present. 

This chronic mild depression is diagnosed as Persistent Depressive Disorder (Dys- 

thymia) (DSM-5, p. 168), which is further qualified as Early Onset (before age 21). 

In addition, Mr. Mitchell has lifelong social anxiety that makes it difficult for 

him to maintain even the most minimal social contact. His fear is that he will 

have nothing to say and will be thought of as “a jerk.” This fear seems to be in- 

dependent of his Persistent Depressive Disorder and therefore justifies the ad- 

ditional diagnosis of Social Anxiety Disorder (Social Phobia) (DSM-5, p. 202). 

This patient illustrates a frequent problem in diagnosing Social Anxiety Dis- 
order, in that the symptoms overlap considerably with those of Avoidant Person- 
ality Disorder. Mr. Mitchell has certainly displayed a pervasive pattern of social 
inhibition, feelings of inadequacy, and hypersensitivity to negative evaluation 
throughout his life. He believes he is socially inept, avoids occupational activities 
that involve significant interpersonal contact, and is inhibited in new interper- 
sonal situations because of feelings of inadequacy. He undoubtedly is also preoc- 
cupied with being rejected in social situations and is probably unwilling to 
become involved with people unless he is certain of being liked. Therefore, we 
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also make the diagnosis of Avoidant Personality Disorder (DSM-5, p. 672). Future 
research is needed to clarify whether Avoidant Personality Disorder and Social 
Anxiety Disorder merely reflect different perspectives on the same disorder or 
whether they are different. At the present time, it appears that the impairments 
in personality functioning that characterize Avoidant Personality Disorder are 
more pervasive and severe than the social anxiety experienced by patients with 
Social Anxiety Disorder in the absence of Avoidant Personality Disorder. 

18.4 
Obsessive-Compulsive 

Personality Disorder 

The characteristic personality pattern of Obsessive-Compulsive Personality 
Disorder is one of “preoccupation with orderliness, perfectionism, and mental and 

interpersonal control, at the expense of flexibility, openness, and efficiency” (DSM-5, 

p. 678). For people with Obsessive-Compulsive Personality Disorder, potentially virtu- 

ous traits such as neatness, punctuality, organization, and conscientiousness become so 

extreme that they end up causing either distress (mostly in others) or some amount of 

functional impairment. For example, while preparing lists and organizing things, the 

person might forget the point of the activity. The individual might be such a perfection- 

ist that he or she never gets tasks done. The person may also be so devoted to work and 

productivity that he or she never has time for leisure activities or even friendships or 

relationships. These individuals not only are interested in controlling the details in their 

own lives but often exert their control over others. At work, they will be reluctant to del- 

egate tasks unless things are done in exactly their way. In relationships, they will also 

try to control others, attempting to get others to think and act as they themselves would. 

Individuals with Obsessive-Compulsive Personality Disorder tend to be unemotional 

and have great difficulty expressing warm and caring feelings toward others. They tend 

to be somewhat miserly and are often “hoarders” of worthless objects. 

Obsessive-Compulsive Personality Disorder is included as a specific Personality 

Disorder in the Alternative DSM-5 Model for Personality Disorders (DSM-5, p. 768). 

It is characterized by specific impairments in personality functioning at the moderate 

level (sense of self derived from work or productivity, difficulty completing tasks and 

realizing goals, difficulty understanding ideas and feelings of others, rigidity and 

stubbornness that negatively affect relationships) and by the traits of rigid perfection- 

ism (required), perseveration (Negative Affectivity), and intimacy avoidance and re- 

stricted affectivity (both Detachment). 

Obsessive-Compulsive Personality Disorder is one of the most common Personal- 

ity Disorders, with estimated prevalence ranging in various studies from 2.1% to 

7.9%. It is more common in men than in women. 
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Due to the extreme control that people with Obsessive-Compulsive Personality 

Disorder need to exert over others and due to their restricted range of emotionality 

and inability to let others get emotionally close to them, they will often have signifi- 

cant impairment in interpersonal functioning, characterized by few intimate relation- 

ships or by a history of breakups, separations, and divorces. In cultures where work 

and productivity are especially emphasized and rewarded, individuals with Obses- 

sive-Compulsive Personality Disorder can be quite occupationally successful (as long 

as they are willing to work as long as it takes them to satisfy their need for perfection), 

to the extent that some mental health professionals question whether it is a disorder 

at all. 

The Workaholic 

Jacob Nielsen is a 45-year-old lawyer who seeks treatment at his wife’s insistence. She 
is fed up with their marriage: she can no longer tolerate his emotional coldness, rigid 
demands, bullying behavior, sexual disinterest, long work hours, and frequent business 
trips. Mr. Nielsen feels no particular distress in his marriage and has agreed to the con- 

sultation only to humor his wife. 
It soon becomes clear, however, that Mr. Nielsen is troubled by problems at work. He is 

known as the hardest-driving member of a hard-driving law firm. He was the youngest full 
partner in the firm’s history and is known for being able to handle many cases at the same 
time. Lately, he finds himself increasingly unable to keep up. He is too proud to turn down 
a new case and too much of a perfectionist to be satisfied with the quality of work per- 
formed by his assistants. Displeased by their writing style and sentence structure, he finds 
himself constantly correcting their briefs, and therefore unable to stay abreast of his sched- 
ule. People at work complain that his attention to details and inability to delegate responsi- 
bility are reducing his efficiency. Mr. Nielsen has had two or three secretaries a year for 15 
years. No one can tolerate working for him for very long because he is so critical of any mis- 
takes made by others. When assignments get backed up, he cannot decide which to address 
first. He starts making schedules for himself and his staff, but then is unable to meet the de- 
mand of those schedules and works 15-hour days to keep up. He finds it difficult to be de- 
cisive now that his work has expanded beyond his own direct control. 

Mr. Nielsen discusses his children as if they were mechanical dolls but also with a 
clear underlying affection. He describes his wife as a “suitable mate” and has trouble 
understanding why she is dissatisfied. He is punctilious in his manners and dress, slow 
and ponderous in his speech, dry and humorless, with a stubborn determination to get 
his point across. 

Mr. Nielsen is the product of two upwardly mobile, extremely hardworking parents. 
He grew up feeling that he was never working hard enough, that he had much to achieve 
and very little time. He was a superior student, a “bookworm,” who was awkward and 

unpopular in adolescent social pursuits. He has always been competitive and a high 

achiever. He has trouble relaxing on vacations, develops elaborate activity schedules for 
every family member, and becomes impatient and furious if they refuse to follow his 
plans. He likes sports, but has little time for them and refuses to play if he cannot be at the 
top of his form. He is a ferocious competitor on the tennis courts and a poor loser. 

Discussion of “The Workaholic” 
Although the marital problem is the entry ticket, it is clear that Mr. Nielsen has 
many personality traits that are quite maladaptive. He is cold, rigid, exces- 
sively perfectionistic, and preoccupied with details. He is indecisive but insists 
that others do things his way. His interpersonal relationships suffer because of 
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his excessive devotion to work. These are the characteristic features of Obses- 
sive-Compulsive Personality Disorder (DSM-5, p. 678). 

18.5 
Antisocial Personality Disorder 

The core feature of Antisocial Personality Disorder is a pattern of socially 
irresponsible behaviors that show a “disregard for and violation of the rights of oth- 
ers” (DSM-5, p. 659). People with Antisocial Personality Disorder frequently engage 
in unlawful acts. Their personalities are characterized by the traits of deceitfulness 
(e.g., lying, using aliases, conning others for pleasure or profit), impulsivity (e.g., fail- 
ure to plan ahead), irritability and aggressiveness (e.g., engaging in physical fights or 
assaults), recklessness (e.g., disregard for the safety of self or others), irresponsibility 
(e.g., failure to consistently hold a job or honor financial obligations), and callousness 

or lack of remorse (e.g., indifference to or rationalizing having hurt, mistreated, or 

stolen from another person). Antisocial Personality Disorder is the only Personality 

Disorder in DSM-5 to have a minimum age limit; it can only be diagnosed in individ- 

uals age 18 years and older. The individual must also have a history of Conduct Dis- 

order (see Section 15.3) before age 15 years for the diagnosis to be made. 

Antisocial Personality Disorder is included as a specific Personality Disorder in the 

Alternative DSM-5 Model for Personality Disorders (DSM-5, p. 764). There are disor- 

der-specific impairments in personality functioning at a moderate level (e.g., egocen- 

trism, absence of prosocial internal standards for behavior, lack of concern for feelings 

or needs of others, exploitation and intimidation as means of relating to others) and 

pathological personality traits from two trait domains: Antagonism (the traits of ma- 

nipulativeness, callousness, deceitfulness, and hostility) and Disinhibition (the traits 

of irresponsibility, impulsivity, and risk taking). 

Antisocial Personality Disorder is a fairly common Personality Disorder, with esti- 

mates of its prevalence in the general population ranging from 0.2% to 3.3%. The 

highest prevalence of Antisocial Personality Disorder (greater than 70%) is among 

samples of males with Alcohol Use Disorder and from substance abuse clinics, pris- 

ons, and other forensic settings. It is more common among men than women. The 

course of Antisocial Personality Disorder is chronic, beginning with evidence of Con- 

duct Disorder before age 15 years (required), and often with oppositional behavior 

and Attention-Deficit/ Hyperactivity Disorder (very common). Later in life (i.e., by 

the mid-40s), criminal behavior and other manifestations may decrease. 

Belligerent Boy 
SRNR ee ~ wane we = ose ors REE 

While being detained in jail awaiting trial for attempted robbery, a 21-year-old male 

named Myles Sugarman was interviewed by a psychiatrist. The patient had a history 

of multiple arrests for drug charges, robbery, and assault and battery. 
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Past history revealed that Myles had been expelled from junior high school for truancy, 

fighting, and generally poor performance in school. Following a car theft when he was 14 

years old, he was placed in a juvenile detention center. Subsequently, he spent brief periods 

in a variety of institutions, from which he usually ran away. At times his parents attempted 

to let him live at home, but he would get angry, disruptive, and threaten them with physical 

harm. After one such incident during which he “exploded” and threatened them with a 

knife, Myles was admitted to a psychiatric hospital. He signed himself out against medical 

advice, 1 day later. Without a place to go, he went back to living “on the street.” 
Myles has never formed close personal relationships with his parents, his two older 

brothers, or friends of either sex. He is a loner and a drifter, and has not worked for 

more than 2 months at any one job. He expresses neither remorse for any of his past be- 
haviors nor any feelings about the people he obviously had harmed. He was recently 
terminated from a vocational training program in which he had been enrolled for about 
3 weeks due to picking fights and poor attendance. 

Myles tried to get the psychiatrist to say that he was “mental” and should be sent 
back to a hospital rather than to jail. He tried to say that the most recent charge, like oth- 
ers before, had been “trumped up” by the police who “had it in for him.” When the psy- 
chiatrist said that he could not send him to a hospital, Myles got furious and kicked his 
chair across the room. He was taken, kicking and screaming, from the examining room 

by burly guards and put into a cell. 

Discussion of “Belligerent Boy” 
Myles’s multiple arrests for criminal activity, and his hostility and aggressiveness, 

irresponsible failure to attend school or work consistently, impulsivity, callous lack 

of remorse, manipulativeness, and deceitfulness all suggest Antisocial Personality 

Disorder (DSM-5, p. 659). A history of antisocial behavior before age 15 (truancy, 

expulsion from school, fighting, thefts) confirms the diagnosis. 

18.6 

Narcissistic Personality Disorder 

A “pervasive pattern of grandiosity..., need for admiration, and lack of 

empathy” are the hallmark signs of Narcissistic Personality Disorder (DSM-5, p. 669). 

In the traditional view, people with Narcissistic Personality Disorder have a grandi- 

ose sense of self and are preoccupied with fantasies of unlimited success, power, bril- 
liance, and so forth, often without a commensurate level of achievement. They believe 

that they are “special,” feel entitled to be treated as such by others, and require con- 
stant admiration. They will take advantage of others, have little regard for the feelings 
or needs of others, and are envious and arrogant. 

A more modern and more valid clinical perspective on people with Narcissistic Per- 
sonality Disorder recognizes that a grandiose self-image actually often shields the per- 
son from feelings of inferiority and is an attempt at compensating for inadequacies. 
Thus, the person with Narcissistic Personality Disorder will feel vulnerable and react 
with strong feelings of hurt or anger to even small slights, rejections, defeats, or criti- 
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cisms. There are also Jess overt forms of pathological narcissism in which a conviction 
of superiority is hidden behind social withdrawal and a facade of self-sacrifice. 

Narcissistic Personality Disorder is included as a specific Personality Disorder in 
the Alternative DSM-5 Model for Personality Disorders (DSM-5, p. 767). The model 
recognizes that self-appraisal may be either inflated (i.e., the grandiose presentation) 
or deflated (i.e., the vulnerable presentation) and that entitlement may be either overt 
or covert. Typical impairments in personality functioning are at the moderate level 
(e.g., excessive reference to others for self-esteem regulation, goal setting based on 
gaining approval of others, inability to recognize the feelings and needs of others, su- 
perficial relationships existing to serve self-esteem regulation), and relevant traits in- 
clude grandiosity and attention seeking (both in the Antagonism domain). The 
Alternative Model also allows for further description of the person with Narcissistic 
Personality Disorder by means of trait specifiers (DSM-5, p. 768), such as the following: 

e An individual with “vulnerable narcissism” might also exhibit the traits of anx- 
iousness and depressivity from the Negative Affectivity trait domain, which are 

not part of the proposed diagnostic criteria for Narcissistic Personality Disorder 

but can be used as diagnostic modifiers. 

e Narcissistic Personality Disorder in its most extreme form bears a strong relation- 

ship to Antisocial Personality Disorder (see Section 18.5). Thus, additional traits 

from the Antagonism domain, such as manipulativeness, deceitfulness, or cal- 

lousness, may also be used as trait specifiers. When a number of additional Antag- 

onism traits apply, the condition has been called “malignant narcissism.” 

Narcissistic Personality Disorder is relatively uncommon compared with other Per- 

sonality Disorders, although pathological narcissism—the pathology of self-appraisal— 

is frequently present in Personality Disorders other than Narcissistic Personality Dis- 

order. Most individuals with Narcissistic Personality Disorder are men. People with 

Narcissistic Personality Disorder often are successful in certain aspects of their lives 

(e.g., their careers) but not in others (e.g., close relationships). People with Narcissistic 

Personality Disorder also have particular difficulty in later life when inherent physi- 

cal and occupational limitations arise. 

Unrecognized Genius 
nee se SES SE SIO SERIES ES I TES ES SNE EE SELL TELESIS ESET ELT EES 

Jonathan Wagner, a 25-year-old single graduate student, complains to his psychoanalyst 

of difficulty completing his doctorate in English literature and expresses concerns about 

his relationships with women. He believes that his thesis topic may profoundly increase 

the level of understanding in his discipline and make him famous, but so far he has not 

been able to get past the third chapter. His mentor does not seem sufficiently impressed 

with his ideas, and Mr. Wagner is furious at him, but he is also self-doubting and 

ashamed. He blames his mentor for his lack of progress, and thinks that he deserves more 

help with his grand idea and that his mentor should help with some of the research. The 

patient brags about his creativity and complains that other people are “jealous” of his 

insight. He is very envious of students who are moving along faster than he, whom he 

regards as “dull drones and ass-kissers.” He prides himself on the brilliance of his class- 

room participation and imagines someday becoming a great professor. 
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Mr. Wagner becomes rapidly infatuated with women and has powerful and persistent 

fantasies about each new woman he meets, but after several experiences of sexual inter- 

course he feels disappointed in them and finds them dumb, clinging, and physically repug- 

nant. He has many “friends,” but they turn over quickly, and no one relationship lasts very 

long. People get tired of his continual self-promotion and lack of consideration of them. For 

example, he was going to be alone this past Christmas and tried to insist that his best 

friend stay in town rather than visit his family. The friend refused, criticizing the patient's 

self-centeredness; the patient, enraged, decided never to see this friend again. 

Discussion of “Unrecognized Genius” 
Mr. Wagner’s narcissistic personality traits are clear: grandiosity about the impor- 

tance of his thesis, preoccupation with fantasies of great success in his career and 

in his relationships with woman, beliefs that he is special and entitled to have his 

mentor do some of his work, need for excessive admiration, envy of others, and 

lack of empathy. Because these traits significantly interfere both with his academic 

achievement and with friendships and heterosexual relationships, a diagnosis of 

Narcissistic Personality Disorder (DSM-5, p. 669) is appropriate. Interestingly, the 

patient also shows his vulnerable side: he feels anger, self-doubt, and shame when 

his mentor is not sufficiently impressed with his work. Patients with Narcissistic 

Personality Disorder often vacillate between grandiose and vulnerable presenta- 

tions. Although it is not specifically stated that the traits of Narcissistic Personality 

Disorder in this case are of long duration, this is a reasonable assumption. (There 

is no description in the literature of episodic narcissism.) 

False Rumors 

Bob Bailey, a 21-year-old man, comes to the psychologist’s office, accompanied by his 

parents, on the advice of his college counselor. Bob begins the interview by announcing 
that he has no problems. His parents are always overly concerned about him, and it is 
only to get them “off my back” that he has agreed to the evaluation. “I am dependent 
on them financially but not emotionally.” 

The psychologist was able to obtain the following story from Bob and his parents. Bob 
had apparently spread malicious and false rumors about several of the teachers who had 
given him poor grades, implying that they were having homosexual affairs with stu- 
dents. This, following the loss of a girlfriend, as well as increasingly erratic attendance at 
his classes over the past term, prompted the college counselor to suggest to Bob and his 
parents that help was urgently needed. Bob claimed that his academic problems were ex- 

aggerated, his success in theatrical productions was being overlooked, and he was in full 

control of the situation. He did not deny that he spread the false rumors, but he showed 
no remorse or apprehension about possible repercussions for himself. 

Bob is a tall, stylishly dressed young man with a dramatic wave in his hair. His man- 
ner is distant but charming, and he obviously enjoys talking about a variety of intellec- 
tual subjects and current affairs. However, he assumes a condescending, cynical, and 
bemused manner toward the psychologist and the evaluation process. He conveys a 
sense of superiority and control over the evaluation. 

Accounts of Bob’s development were complicated by his bland dismissal of its im- 
portance and by the conflicting accounts about it by his parents. His mother was an ex- 
tremely anxious, immaculately dressed, outspoken woman. She described Bob as 
having been a beautiful and joyful baby, who was always extremely gifted and brilliant. 
She recalled that after a miscarriage, when Bob was 1 year old, she and her husband had 
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become even more devoted to his care, giving him “the love for two.” The father was a 
rugged-looking, soft-spoken, successful man. He recalled a period in Bob’s early life 
when they had been very close, and he had even confided in Bob about very personal 
matters and expressed deep feelings. He also noted that Bob had become progressively 
more resentful with the births of his two siblings. The father laughingly commented 
that Bob “would have liked to have been the only child.” He recalled a series of conflicts 
between Bob and authority figures over rules, and remembered that Bob had expressed 
disdain both for his peers at school and for his siblings. 

In his early school years, Bob seemed to play and interact less with other children 
than most others do. In fifth grade, after a change in teachers, he became arrogant and 
withdrawn and refused to participate in class. Nevertheless, he maintained excellent 
grades. In high school he had been involved in an episode similar to the one that had 
led to the current evaluation. At that time he had spread false rumors about a classmate 
with whom he was competing for a role in the school play. 

In general, it became clear that Bob had never been “one of the boys.” He liked dra- 
matics and movies but had never shown an interest in athletics. He always appeared to 
be a loner but did not complain of loneliness. When asked, he claimed to take pride in 
“being different” from his peers. He also distanced himself from his parents and often 
responded with silence to their overtures for more communication. His parents felt that 
behind his guarded demeanor was a sad, alienated, lonely young man. Although he 

was well-known to classmates, the relationships he had with them were generally un- 
der circumstances in which he was looked up to for his intellectual or dramatic talents. 

Bob conceded that others viewed him as cold or insensitive. He readily acknowl- 
edged these qualities, and the fact that he had no close friends, but he dismissed these 

characteristics as unimportant. They represented strength to him. He went on to note 
that when others complained about these qualities in him, it was largely because of 
their own weakness. In his view, they envied him and longed to have him care about 

them. He believed they sought to gain by having an association with him. 
Bob had occasional dates but no steady girlfriends. Although the exact history re- 

mains unclear, he acknowledged that the girl whose loss seemed to have led to his es- 

calating school problems had been someone whom he cared about. She was the first 
person with whom he had had a sexual relationship. The relationship had apparently 
dissolved after she had expressed an increasing desire to spend more time with her girl- 

friends and to go to school social events. 

Discussion of “False Rumors” 

This case is an example of Narcissistic Personality Disorder (DSM-5, p. 669), and 

the reader will certainly be struck by Bob’s grandiosity and insensitivity to others 

(lack of empathy). In addition, he is extremely jealous of his siblings, he spreads 

rumors about teachers who gave him poor grades and a student with whom he 

was competing, and he believes others envy him. Inference from the limited case 

material presented identifies behaviors that meet two additional criteria required 

for the diagnosis. Bob’s trouble with authorities about conforming to school rules 

suggests that he does not believe the rules should apply to him, a behavior that is 

an indication of entitlement. His spreading rumors about teachers and peers can 

be considered evidence that he is interpersonally exploitative. Finally, his need for 

constant attention and admiration is suggested by his dramatic presentation. 

Bob’s case illustrates the clinical observation and research data that indicate 

that Narcissistic Personality Disorder might not always present with expres- 

sions of extremely overt grandiosity, but rather sometimes is manifest by more 

subtle and covert attitudes and behaviors. The case also reveals that grandiosity 

and entitlement often mask a vulnerable and insecure self-concept. Finally, 
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some severe cases of Narcissistic Personality Disorder have characteristics of 

individuals with Antisocial Personality Disorder (see Section 18.5). In Bob’s 

case, in addition to being interpersonally exploitative and lacking empathy 

(two criteria for Narcissistic Personality Disorder), Bob shows signs of being 

deceitful and manipulative (spreading false rumors about teachers to get re- 

venge and about other students to achieve his goals). Bob’s case is an example 

of what has been referred to as “malignant narcissism.” 

18.7 

Histrionic Personality Disorder 

Histrionic Personal ity Disorder is characterized by “a pervasive pattern 
of excessive emotionality and attention seeking” (DSM-5, p. 667). Patients with Histrionic 

Personality Disorder need to be the center of attention and will go to great lengths to use 

their physical appearance and inappropriate sexually seductive or provocative behavior 

to draw attention to themselves. Affected persons display exaggerated, effusive, but 

labile and shallow emotions; are very dramatic in their interpersonal styles; and have a 

very impressionistic style of speaking. They often believe that their relationships with 

others are considerably closer and more intimate than they actually are. 

According to the Alternative DSM-5 Model for Personality Disorders, Histrionic 

Personality Disorder would be diagnosed as Personality Disorder—Trait Specified 

(DSM-5, p. 770). The level of impairment in personality functioning is typically mod- 

erate, and the relevant domains and personality traits are as follows: emotional labil- 

ity (Negative Affectivity domain) and attention seeking and manipulativeness (both 

in the Antagonism domain). 

Histrionic Personality Disorder is relatively common (approximately 2% in a com- 

munity population). It may be diagnosed more commonly in women in clinical set- 

tings, but the actual ratio (i.e., in the general population) of women to men with the 

disorder is believed to be more equal. Romantic relationships end up being disap- 

pointing, leading to depression or somatic problems of unclear etiology. 

Coquette 

Carla Peters is a 30-year-old cocktail waitress who sought treatment with a clinical psy- 
chologist after breaking up with her 50-year-old boyfriend. Although initially she was 
tearful and expressed suicidal thoughts, she brightened up within the first session and 
became animated, dramatic, and coquettish with the male interviewer. During the 
intake evaluation interviews, she was always attractively and seductively dressed, 
wore carefully applied facial makeup, and crossed her legs in a revealing fashion. Ms. 
Peters related her story with dramatic inflections and seemed very concerned with the 
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impression she was making on the interviewer. Although she often cried during ses- 
sions, her grief appeared to be without depth and mainly for effect. Several times she 
asked that the next appointment be changed to accommodate her plans; when this was 
not possible, she became anxious and depressed and expressed the feeling that her ther- 
apist must not like her. 

Ms. Peters’ history reveals that she is frequently the life of the party and has no prob- 
lem making friends, although she seems to lose them just as easily and feels lonely most 
of the time. People apparently accuse her of being selfish, immature, and unreliable. 
She is often late for appointments; borrows money, which she rarely returns; and breaks 
dates on impulse or if someone more attractive turns up. She is competitive with and 
jealous of other women, believes that they are catty and untrustworthy, and is known 
for being particularly seductive with her friends’ boyfriends. 

Discussion of “Coquette” 
Ms. Peters’ seductive behavior, both in the interview situation and with her 

friends’ boyfriends, and her behavior at parties are evidence of consistent at- 

tention seeking. This, combined with her dramatic storytelling (self-dramati- 

zation) and her intense disappointment at not being able to reschedule her 

appointments, is presumably characteristic of her personality style. Her fre- 

quent crying for effect in the interviews is indicative of shallowness, and there 

is ample evidence of her self-indulgent lack of consideration for others, such 

as not returning borrowed money and often breaking dates. All of these per- 

sonality traits, which clearly cause significant interpersonal problems for Ms. 

Peters (e.g., she loses friends easily, people “accuse her of being selfish, imma- 

ture, and unreliable”) add up to a prototypical description of Histrionic Per- 

sonality Disorder (DSM-5, p. 667). 

Although Ms. Peters has narcissistic traits (e.g., her constantly seeking at- 

tention and admiration, sense of entitlement, exploitative behavior in interper- 

sonal relationships), the absence of grandiosity or a sense of uniqueness 

precludes the diagnosis of Narcissistic Personality Disorder (see Section 18.6). 

There are also borderline personality traits, such as emotional lability, but no 

evidence of most of the other characteristics of Borderline Personality Disor- 

der, such as instability in self-image and impulsivity (see Section 18.1). 

18.8 

Schizotypal Personality Disorder 

Persons with Schizotypal Personality Disorder experience “cognitive or per- 

ceptual distortions” and have “eccentricities of behavior,” in addition to a “pattern of 

social and interpersonal deficits marked by acute discomfort with, and reduced 

capacity for, close relationships” (DSM-5, p. 655). Common cognitive and perceptual 

distortions include ideas of reference (i.e., the belief that casual incidents and external 
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events have particular and unusual meaning that is specific to the person), bodily illu- 

sions (e.g., sensing that another person is present when no one else is there), and 

unusual beliefs (e.g., that one has unusual telepathic or clairvoyant powers) that are 

not held with delusional conviction. In part because of these experiences, persons 

with Schizotypal Personality Disorder exhibit odd and eccentric behavior. They may 

talk to themselves in public, gesture for no apparent reason, or dress in a strange or 

unkempt fashion. Their speech is often odd and idiosyncratic, perhaps unusually cir- 

cumstantial (talking around a point without ever getting to it), metaphorical, or 

vague. Their emotional expression is constricted or inappropriate (e.g., they may 

laugh when discussing their problems). On top of these problems, individuals with 

Schizotypal Personality Disorder are suspicious of others and are socially anxious. 

Therefore, they have very few close friends or confidants. 

Schizotypal Personality Disorder is included as a specific Personality Disorder in 

the Alternative DSM-5 Model for Personality Disorders (DSM-5, p. 769). It is charac- 

terized by disorder-specific impairments in personality functioning (e.g., confused 

boundaries between self and others, unrealistic or incoherent life goals, misinterpre- 

tation of others’ motivation and behavior, marked impairment in developing close re- 

lationships with others due to mistrust) at the extreme level and by traits in two 

personality trait domains: Psychoticism (the traits of cognitive and perceptual dys- 

regulation, unusual beliefs and experiences, and eccentricity) and Detachment (the 

traits of restricted affectivity, withdrawal, and suspiciousness). 

In community studies, reported rates of Schizotypal Personality Disorder range 

from 0.6% to 4.6%. It may begin in childhood or adolescence as solitary behavior, poor 

peer relationships, social anxiety, underachievement in school, and hypersensitivity. In 

addition, the young person may express peculiar thoughts and bizarre fantasies and 

may appear odd or eccentric to others and attract teasing. Schizotypal Personality Dis- 

order is one of the most impairing Personality Disorders with respect to psychosocial 

functioning. Despite its symptomatic similarity to the prodrome of Schizophrenia (see 

Section 2.1), Schizotypal Personality Disorder usually has a relatively stable course over 

time and rarely evolves into Schizophrenia or another Psychotic Disorder. It appears, 

however, that there may be a strong genetic relationship between Schizophrenia and 

Schizotypal Personality Disorder, given that some of the symptoms and abnormalities 

in brain chemistry, brain structure, and brain functioning found in people with Schizo- 

phrenia can also be found in people with Schizotypal Personality Disorder. 

Clairvoyant 
ee scantannnaameeeeeemmemnneememesseeeeeme 

Destiny Carter is a 32-year-old single unemployed woman receiving public assistance, 
who complains that she feels “spacey.” She reports that her feelings of detachment have 
gradually become stronger and more uncomfortable. For many hours each day, she feels 
as if she were watching herself move through life, and the world around her seems 
unreal. She feels especially strange when she looks in a mirror. For many years, she has 
felt able to read people’s minds by a “kind of clairvoyance I don’t understand.” Accord- 
ing to her, several people in her family apparently also have this ability. She is preoccu- 
pied by the thought that she has some special mission in life but is not sure what it is; she 
is not particularly religious. Ms. Carter is very self-conscious in public, often feels that 
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people are paying special attention to her, and sometimes thinks that strangers cross the 
street to avoid her. She is lonely and isolated and spends much of each day lost in fanta- 
sies or watching TV soap operas. She speaks in a vague, abstract, digressive manner, gen- 
erally just missing the point, but she is never incoherent. She seems shy, suspicious, and 
afraid she will be criticized. She has no gross loss of reality testing (i.e., psychosis), such 
as hallucinations or delusions. She has never had treatment for emotional problems. She 
has had occasional jobs but drifts away from them because of lack of interest. 

Discussion of “Clairvoyant” 
Although Ms. Carter’s signs and symptoms have become more distressing to 
her recently, they are manifestations of a long-standing maladaptive pattern 
that suggests a Personality Disorder rather than the new development of an- 
other mental disorder. Her symptoms include depersonalization (feelings of 
detachment and feeling as if she were watching herself), derealization (feeling 

that “the world around her seems unreal”), magical thinking (clairvoyance), 

ideas of reference (strangers cross the street to avoid her), social isolation, odd 

speech (vague, abstract, digressive), and suspiciousness. These are the hall- 

marks of Schizotypal Personality Disorder (DSM-5, p. 655). This Personality 

Disorder is more complex than either Paranoid Personality Disorder (see Sec- 

tion 18.10) or Schizoid Personality Disorder (see Section 18.9), because it is 

characterized by traits of both Psychoticism and Detachment (DSM-5, p. 769). 

It is reasonable to explore if Ms. Carter’s belief in her ability to read peo- 

ple’s minds is a delusion that would indicate a Psychotic Disorder (see Chap- 

ter 2, “Schizophrenia Spectrum and Other Psychotic Disorders”) rather than 

merely an example of magical thinking. Her statement that she herself does 

not understand the process suggests that it is probably not a belief that is 

firmly held, as is characteristic of a delusion. The reader might be curious 

about the likelihood that Ms. Carter has had a previous psychotic episode, in 

which case the current symptoms would be indicative of the residual phase of 

Schizophrenia (see “The Witch” in Section 2.1). In the absence of such a history, 

however, a diagnosis of Schizotypal Personality Disorder is most appropriate. 

Wash Before Wearing 
scr aR TE AO ETE EE TES ISS TTT TTT TTT TTS 

Seymour Goldstein is a 41-year-old man who was referred to a community mental health 

center’s activities program for help in improving his social skills. He has a lifelong pattern 

of social isolation, with no real friends, and spends long hours worrying that his angry 

thoughts about his older brother would cause his brother harm. He has previously worked 

as a clerk in civil service, but lost his job because of poor attendance and low productivity. 

On interview by the intake social worker, Mr. Goldstein is distant and somewhat dis- 

trustful. He describes in elaborate and often irrelevant detail his rather uneventful and 

routine daily life. He tells the interviewer that he has often spent 1% hours in a pet store 

deciding which of two brands of fish food to buy, and then he explains their relative 

merits. He describes how for 2 days he studied the washing instructions on a new pair 

of jeans, considering whether “Wash before wearing” means that the jeans are to be 

washed before wearing the first time or that, for some reason, they need to be washed 

each time before they are worn again. He does not regard concerns such as these as 
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senseless, although he acknowledges that the amount of time spent thinking about 

them might be excessive. Mr. Goldstein describes how he often buys several different 

brands of the same item, such as different kinds of can openers, and then keeps them in 

their original bags in his closet, expecting that at some future time he will find them use- 

ful. He is usually very reluctant, however, to spend money on things that he actually 

needs, although he has a substantial bank account. He can recite from memory his most 

recent monthly bank statement, including the amount of every check and the running 

balance as each check was written. He knows his balance on any particular day but 

sometimes gets anxious if he considers whether a certain check or deposit has actually 

cleared. 
Mr. Goldstein asked the interviewer whether, if he joined the program, he would be 

required to participate in groups. He said that groups made him very nervous because 
he feels that if he reveals too much personal information, such as the amount of money 

that he has in the bank, people will take advantage of him or manipulate him for their 

own benefit. 

Discussion of “Wash Before Wearing” 

Mr. Goldstein’s long-standing maladaptive pattern of behavior indicates a Per- 

sonality Disorder. Prominent symptoms include the absence of close friends or 

confidants, magical thinking (worrying that his angry thoughts would cause 

his brother harm), constricted affect (observed to be “distant” in the inter- 

view), odd speech (providing elaborate and often irrelevant details), and social 

anxiety associated with paranoid fears. These features are characteristic of 

Schizotypal Personality Disorder (DSM-5, p. 655). 

Although Autism Spectrum Disorder (see Section 1.6) is characterized by 

problems in social communication and social interaction, this disorder can be 

distinguished from Schizotypal Personality Disorder in that individuals with 

Autism Spectrum Disorder have a much more pronounced lack of social aware- 

ness and emotional reciprocity, as well as stereotyped behaviors and interests. 

Although the absence of close friends or confidants is also characteristic of 

Schizoid Personality Disorder (see Section 18.9), Mr. Goldstein’s eccentricities 

of thought and speech preclude that diagnosis. There are many similarities be- 

tween Schizotypal Personality Disorder and the symptoms seen in the residual 

phase of Schizophrenia (see Section 2.1), but the absence of a history of overt 

psychotic symptoms rules out that diagnosis. 

Mr. Goldstein’s concerns with choosing the best brand of fish food and un- 

derstanding the instructions for washing his jeans suggest obsessions, but be- 

cause the concerns are not experienced by the patient as intrusive and unwanted 

and he does not try to suppress them or neutralize them with some other 

thought or action, they are not true obsessions, which would be indicative of Ob- 
sessive-Compulsive Disorder (see “Lady Macbeth” in Section 6.1), but rather ex- 
amples of the personality trait of perfectionism. He is also preoccupied with 
organizing his financial affairs and is miserly with his money. Despite having 
these traits of Obsessive-Compulsive Personality Disorder (DSM-5, p- 678), 

Mr. Goldstein does not seem to meet the full criteria for the disorder. This case 
illustrates the common finding that individuals with Personality Disorders of- 
ten have at least traits or features of other Personality Disorders, which make 
each case somewhat distinctive. 
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18.9 
Schizoid Personality Disorder 

Schizoid Personal ity Disorder is characterized by “a pervasive pattern of 
detachment from social relationships and a restricted range of expression of emotions in 
interpersonal settings” (DSM-5, p. 652). Individuals with Schizoid Personality Disorder 
have little desire for social relationships and consequently are very socially isolated. They 
prefer solitary activities, take pleasure in few activities, and have little interest in having 
sexual experiences with another person. They have few or no close friends, seldom date 
or get married, and often work at jobs that have little interpersonal contact (e.g., night 
watchman). These individuals lack emotional expressivity and appear cold, detached, 
and aloof. They also seem indifferent to the praise or criticism of others. 

According to the Alternative DSM-5 Model for Personality Disorders, Schizoid Per- 
sonality Disorder would be diagnosed as Personality Disorder—Trait Specified (DSM- 

5, p- 770). The level of impairment in personality functioning would typically be ex- 

treme, and the relevant pathological personality traits all come from the Detachment 

trait domain: withdrawal, intimacy avoidance, anhedonia, and restricted affectivity. 

Schizoid Personality Disorder is a rare Personality Disorder, particularly in clinical 

settings. It appears to be more common in men than in women. Like Schizotypal Per- 

sonality Disorder (see Section 18.8), Schizoid Personality Disorder may first become 

apparent in childhood and adolescence with solitariness, poor peer relationships, and 

underachievement in school. Individuals with Schizoid Personality Disorder have 

very poor social relationships, by definition. 

Man’s Best Friend 

Kyle Murphy is a 50-year-old single man who seeks treatment a few weeks after his dog 
was run over and killed. Since that time he has felt sad and tired, and has had trouble 

sleeping and concentrating. 
Mr. Murphy lives alone and for many years has had virtually no conversational con- 

tacts with other human beings beyond a “Hello” or “How are you?” He prefers to be 
by himself, finds talk a waste of time, and feels awkward when other people try to ini- 
tiate a relationship. He occasionally spends some time in a bar, but always off by him- 

self and not trying to follow the general conversation. He reads newspapers avidly and 
is well informed in many areas, but he takes no particular interest in the people around 

him. He is employed as a security guard but is known by fellow workers as a “cold fish” 

and a “loner.” They no longer even notice or tease him, especially because he never 

seemed to pay attention to or care about their teasing anyway. 
Mr. Murphy has gone through most of his adult life without relationships except with 

his dog, which he dearly loved. At Christmas, he would buy his dog elaborate gifts and in 

return would receive a wrapped bottle of scotch that he bought for himself as a gift from the 

dog. He believes that dogs are more sensitive and loving than people, and he can in return 

express toward them a tenderness and emotion not possible in his relationships with peo- 

ple. The losses of his pets have been the only events in his life that have caused him sadness. 
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He experienced the death of his parents without emotion and feels no regret whatever at 

being completely out of contact with the rest of his family. He considers himself different 

from other people and regards emotionality in others with bewilderment. 

Discussion of “Man’s Best Friend” 
Mr. Murphy’s long-standing pattern of social isolation, inability to express ten- 

derness or emotion for people, and general indifference to others, coupled with 

an absence of oddities and eccentricities of behavior, speech, or thought, is in- 

dicative of Schizoid Personality Disorder (DSM-5, p. 652). It is the presence of 

the Schizoid Personality Disorder that has made him particularly vulnerable to 

the stress of his pet’s death. If there were evidence of unusual perceptions or 

thinking, such as recurrent illusions or ideas of reference, the diagnosis Schizo- 

typal Personality Disorder (see Section 18.8) would need to be considered. 

Mr. Murphy’s intense reaction to the death of his dog would not be regarded 

as abnormal if his response was instead for the death of a family member or close 

friend. In such a case the condition Uncomplicated Bereavement (see DSM-5, p. 

716), which is not considered to be a mental disorder and thus is included in the 

DSM-5 section “Other Conditions That May Be a Focus of Clinical Attention,” 

would probably apply. However, the facts that the deceased is a dog and that the 

patient’s symptoms have lasted several weeks and are severe enough to make 

him seek treatment indicate that his reaction is in excess of what would be con- 

sidered normal. Therefore, the patient would likely be considered as having an 

additional mental disorder. (Readers with particular fondness for “man’s best 

friend” may disagree with this conclusion and prefer the designation Uncompli- 

cated Bereavement.) Because a full depressive syndrome is not present, the di- 

agnosis is Adjustment Disorder, With Depressed Mood (DSM-5, p. 286) rather 

than Major Depressive Disorder (see Section 4.2). 

As is common in patients with Personality Disorders, it is often something 

distressing that is not necessarily symptomatic of the Personality Disorder (in 

this case, the Adjustment Disorder as a result of the dog’s death) that leads the 

person to seek treatment. 

18.10 

Paranoid Personality Disorder 

Individuals with Paranoid Personality Disorder have a “pervasive distrust and 
suspiciousness of others such that their motives are interpreted as malevolent” (DSM- 
5, p. 649). Such individuals suspect that others may be out to exploit, harm, or deceive 

them and therefore may question, without justification, the loyalty or trustworthiness 
of friends or associates and often have unjustified suspicions about the fidelity of 
their spouses or sexual partners. They are reluctant to confide in others for fear that 
the information will be used against them. Persons with Paranoid Personality Disor- 
der are likely to find “evidence” for their distrust by reading hidden or threatening 
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meaning into benign remarks or events. These individuals are very sensitive to per- 
ceived “attacks” on their character or reputation and are likely to be unforgiving of 
insults, injuries, or slights. They will be quick to react angrily and to counterattack 
when they feel threatened. Persons with Paranoid Personality Disorder can be 
extremely litigious. Some individuals with Paranoid Personality Disorder appear qui- 
etly and tensely aloof and hostile, whereas others are openly angry and combative. 

According to the Alternative DSM-5 Model for Personality Disorders, Paranoid 
Personality Disorder would be diagnosed as Personality Disorder—Trait Specified 
(DSM-5, p. 770). It would be characterized by severe or extreme impairment in per- 
sonality functioning, and relevant descriptive pathological personality traits would 
include suspiciousness and hostility from the Negative Affectivity domain. 

Paranoid Personality Disorder is a fairly common Personality Disorder, with prev- 
alence rates of 2.3% 4.4% reported in community populations. It often is first mani- 
fest in childhood or adolescence by a solitary persona, poor peer relationships, social 

anxiety, school underachievement, and hypersensitivity to teasing. Because people 

with Paranoid Personality Disorder are so suspicious of others, they are typically so- 

cially isolated and have trouble with intimate relationships, with bosses, and with co- 

workers. 

Useful Work 
SS SS SSS SSS A SEE STS SCH ESE IEE RS BEIT LRU 

An 85-year-old man named Peter Grace is seen by a social worker at a senior citizens 
center for evaluation of health care needs for Mr. Grace and his bedridden wife. He is 

apparently healthy, with no evidence of impairment in thinking or memory. He has 

been caring for his wife but has been reluctantly persuaded to seek help because her 
condition has deteriorated, and his strength and energy have decreased with age. 

A history is obtained from the subject and his daughter. Mr. Grace has never been 
treated for mental illness, and in fact has always claimed to be “immune to psycholog- 
ical problems” and to act only on the basis of “rational” thought. He had a moderately 
successful career as a lawyer and businessman. He has been married for 60 years, and 
his wife is the only person for whom he has ever expressed tender feelings and is prob- 
ably the only person he has ever trusted. He has always been extremely careful about 
revealing anything of himself to others, assuming that they are out to take something 
away from him. He refuses obviously sincere offers of help from acquaintances because 

he suspects they have underlying motives. Mr. Grace never reveals his identity to a 

caller without first questioning the person as to the nature of his or her business. 

Throughout his life there have been numerous occasions on which he has displayed ex- 

aggerated suspiciousness, sometimes of almost delusional proportions (e.g., storing let- 

ters from a client in a secret safe deposit box so that he could use them as evidence in 

the event that the client attempted to sue him for mismanagement of an estate). 

Mr. Grace has always involved himself in “useful work” during his waking hours 

and claims never to have time for play, even during the 20 years since he has been re- 

tired. He spends many hours monitoring his stock market investments and has had al- 

tercations with his broker when he suspected that an error on a monthly statement was 

evidence of the broker’s attempt to ruin his reputation. 

Discussion of “Useful Work” 
This gentleman demonstrates pervasive and unwarranted distrust and suspi- 

ciousness of others. Mr. Grace expects to be exploited or deceived by others (he 
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assumes others are out to take something from him; he questions callers before 

revealing his identity). He perceives attacks on his character and is quick to re- 

act angrily and counterattack (he has had altercations with his broker when he 

suspects an attempt to ruin his reputation). He questions the loyalty or trust- 

worthiness of others (his wife is the only person he has ever trusted). He is re- 

luctant to confide in others (he is extremely careful about revealing anything 

about himself). These lifelong features, in the absence of any evidence of per- 

sistent persecutory delusions or any other psychotic symptoms, characterize 

Paranoid Personality Disorder (DSM-5, p. 649). 

This case illustrates the ego-syntonic nature of Paranoid Personality Disor- 

der (i.e., Mr. Grace does not believe that there is anything wrong with him). For 

this reason, treatment is rarely sought by individuals with this disorder. A 

number of other Personality Disorders share this feature. It is often only the 

people with whom the individual has contact who recognize the person’s atti- 

tude or behavior as problematic. This case also demonstrates the frequently as- 

sociated features of the quiet and tense presentation of Paranoid Personality 

Disorder: an inability to relax (e.g., never has time for recreation) and restricted 

affectivity or emotionality (e.g., pride in being “rational”). 

Mr. Grace has several schizoid and obsessive-compulsive features, but not 

enough to warrant the additional diagnoses of Schizoid Personality Disorder (see 

Section 18.9) or Obsessive-Compulsive Personality Disorder (see Section 18.4). 

18.11 

Personality Change 

Due to Another Medical Condition 

The diagnosis of Personality Change Due to Another Medical Condition is 
made when “a persistent personality disturbance that represents a change from the 

individual’s previous characteristic personality pattern” (DSM-5, p. 682) occurs as a 

result of another (i.e., nonmental) medical condition, such as a brain tumor or head 

trauma. The predominant features of the personality change are specified according 

to various subtypes: Labile Type (if the predominant feature is emotional lability), 
Disinhibited Type (poor impulse control), Aggressive Type (aggressive behavior), 

Apathetic Type (marked apathy and indifference), Paranoid Type (suspiciousness 

and paranoid ideation), Other Type, Combined Type, or Unspecified Type. 

Using the Alternative Model, any of the 25 DSM-5 pathological personality traits 
can be used to describe the personality features of a Personality Change Due to An- 
other Medical Condition, either alone or in combination. 

The level of associated impairment and the clinical course of such disorders will 
depend on the nature and extent of the causative other medical disorder and its treat- 
ability and reversibility. 
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Coma 
SLRS SSS SSSR HORS cs ts anaes SA ss ip econo, 

Dominick Wozniak, a 34-year-old white, male former schoolteacher, lives in a halfway 
house. For the last 2 years, he has been unemployed and separated from his wife and 
children, who avoid him. Two years ago, he was in a serious auto accident, which 
resulted in a coma from which he made a gradual recovery with only supportive med- 
ical treatment. He now has no significant neurological signs except a very minor loss in 
one visual field. His verbal and performance IQs are about 120. 

According to the family, Mr. Wozniak has changed since the accident. He is fre- 
quently impulsive and argumentative, often misses buses and trains to familiar places, 
and gets lost. He displays poor social judgment and financial irresponsibility; for exam- 
ple, he makes long-distance phone calls (including one to the Pope at the Vatican) and 
then sends the bills to his family. 

When seen, Mr. Wozniak was disheveled and joked frequently but with an under- 
current of bitterness and hostility. A computed tomography (CT) scan demonstrated 
large areas of brain tissue destruction, principally in the frontal lobes. 

Discussion of “Coma” 
The abrupt change in Mr. Wozniak’s personality and functioning following his 

recovery from coma secondary to head trauma suggests a Neurocognitive Dis- 

order. Although there is some evidence of memory impairment (often misses 

buses and trains, gets lost), his high IQ is inconsistent with the generalized loss 

in intellectual functioning of a Major Neurocognitive Disorder (see “The 

Hiker” in Section 17.2). Instead, the most prominent features are impulsivity, 

argumentativeness, poor judgment, and deterioration in self-care, all of which 

have led to severe occupational and social impairments. These changes in per- 

sonality, associated with a specific medical factor known to be etiological to the 

disturbance (history of trauma and CT scan indicating frontal lobe brain dam- 

age), indicate a Personality Change Due to Head Trauma (DSM 5, p. 682). 

18.12 

Other Specified Personality Disorder 

The diag NOSIS Other Specified Personality Disorder is used to indicate clinical 

disturbances that have the general characteristics of a Personality Disorder and cause 

significant distress or impairment in psychosocial functioning but do not meet the cri- 

teria for any of the specific disorders in the DSM-5 Personality Disorders class. In prior 

DSM classifications, a similar residual Personality Disorder diagnosis—Personality 

Disorder Not Otherwise Specified—was actually found to be the most commonly used 

by clinicians. The frequent use of this category occurs because there are many forms in 

which personality psychopathology can be manifest, not simply the specified types. 
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Some of these alternative Personality Disorders have had names over time and have 

been in former editions of the classification and deleted for lack of validity (e.g., Pas- 

sive-Ageressive Personality Disorder) or have been candidates for inclusion that did 

not become adopted (e.g., Depressive or Self-Defeating Personality Disorders). The 

Other Specified Personality Disorder category can also be used if a patient meets the 

general criteria for a Personality Disorder, has features of several types, and does not 

meet the criteria for any one specific Personality Disorder; this would be diagnosed 

Other Specified Personality Disorder, With Mixed Personality Features (DSM-5, p. 684). 

Using the Alternative DSM-5 Model for Personality Disorders, the diagnosis of all 

such cases would be Personality Disorder—Trait Specified (DSM-5, p. 770), with the 

prominent personality traits listed. For example, Passive-Aggressive Personality Disor- 

der would be Personality Disorder—Trait Specified with listed traits of submissiveness 

and hostility; and Depressive Personality Disorder would be Personality Disorder— 

Trait Specified with depressivity, anxiousness, and anhedonia. The Alternative Model 

provides considerable flexibility in describing the myriad presentations of personality 

pathology that do not fit one of the specific types. 

Stubborn Psychiatrist 

A 34-year-old psychiatrist named Derek Cooper is 15 minutes late for his first appoint- 
ment. He had recently been asked to resign from his job in a mental health center 

because, according to his boss, he had frequently been late for work and meetings, 
missed appointments, forgot about assignments, was late with his statistics, refused to 

follow instructions, and seemed unmotivated. The patient was surprised and resentful; 
he thought he had been doing a particularly good job under trying circumstances and 
experienced his boss as excessively obsessive and demanding. Nonetheless, he 
reported a long-standing pattern of difficulties with authority. 

Dr. Cooper had a childhood history of severe and prolonged temper tantrums that 
were a legend in his family. He had been a bossy child who demanded that other kids 
“play his way” or else he would not play at all. With adults, particularly his mother and 
female teachers, he was sullen, insubordinate, oppositional, and often unmanageable. He 
had been sent to an all-boys preparatory school that had primarily male teachers, and he 
gradually became more subdued and disciplined. Dr. Cooper continued, however, to 
stubbornly want things his own way and to resent instruction or direction from teachers. 

He was a brilliant but erratic student, working only as hard as he wanted to, and he “pun- 

ished” teachers he did not like by not doing their assignments. He was argumentative 
and self-righteous when criticized, and complained that he was not being treated fairly. 

Dr. Cooper is unhappily married. He complains that his wife does not understand him 

and is a “nitpicker.” She complains that he is unreliable and stubborn. He refuses to do 
anything around the house and often forgets to complete the few errands he has accepted 

as within his responsibility. Tax forms are submitted several months late, and bills are not 

paid. The patient is sociable and has considerable charm, but friends generally become 

annoyed at his unwillingness to go along with the wishes of the group; for example, if a 
restaurant is not his choice, he may sulk all night or forget to bring his wallet. 

Discussion of “Stubborn Psychiatrist” 
Whenever Dr. Cooper feels that demands are being made on him, either socially 
or occupationally, he passively resists through such characteristic maneuvers as 
procrastination (e.g., sending tax returns late, not paying bills), stubbornness (e.g., 
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being unwilling to go along with the wishes of his friends), and forgetfulness (e.g., 
forgetting errands for his wife and assignments at work). His behavior has re- 
sulted in impaired work performance and marital difficulties. Such a long-stand- 
ing pattern of resistance to demands for adequate performance in role functioning 
is a prototype of Passive-Ageressive Personality Disorder, a personality disorder 
no longer included in DSM-5. This is an example of a situation in which an Other 
Specified Personality Disorder (DSM-5, p. 684) would be diagnosed, because the 
behavior pattern does not correspond to one of the 10 specific Personality Disor- 
ders included in DSM-5. Although Passive-ageressive behavior is quite common 
in situations in which assertive behavior is not encouraged or is actually punished 
(e.g., in the military service), a Personality Disorder diagnosis is made only if the 
behavior occurs in situations in which more assertive behavior is possible. 

This case demonstrates that neither a high IQ nor membership in a mental 
health profession conveys immunity to a Personality Disorder. 

Goody Two-Shoes 

Maryann West is an attractive 35-year-old single woman, originally from San Diego, now 
working as a magazine editor and living by herself in a deteriorating Boston neighborhood. 
She was referred for psychotherapy by her female family doctor, who suggested that Ms. 
West needed to work on problems in her relationships with men. Ms. West resisted follow- 
ing through on the referral for a year, saying, “I don’t like getting help. I like giving it.” 

When she first met with the male therapist, Ms. West appeared to be highly intelligent; 
she was affable and articulate and spoke in a breathy, girlish voice. She had metal-black hair, 

was dressed all in black (leather skirt and jacket and black top), and wore “punkish” 
glasses. She said, at the beginning of the interview, that she did not want a male therapist 
because she was mistrustful of men, who in her experience wanted only to exploit women. 
However, with the exception of her family doctor, she had no close women friends. 

Her story was that she had just extricated herself from a “destructive” relationship 
with a man, “my outlaw love,” who was a heroin addict, and she was fighting her wish 
to return to him. Once, 4 years earlier, he had hit her and made her cry, but she told him 

that if he did that again, she would leave, and such an attack never recurred. She 

claimed she was not frightened of him and actually blamed herself for his attacking her. 

“T often tell him things he should know about himself, and he gets furious. I only do it 
to motivate him. I hit his soft spot.” 

Her lover’s drug addiction persisted, and Ms. West continued to support him finan- 
cially whenever he needed help. She said she received many indications that this rela- 

tionship could not make her happy. The man had gone out with other women while 
dating Ms. West, served a brief jail sentence for selling drugs, and never wanted to en- 
gage in mutually entertaining activities, except sex, which was enjoyable. Ms. West had 

gone to a university, but her lover had never completed high school. She felt that he was 

like a little child who needed mothering. He would tell her to get lost when she insisted 

he stop using drugs, but she continued to call him regularly in spite of his ungrateful 

behavior. She felt resentful and embittered because of all she had done for him, yet she 

always helped him when he came back to her, typically late at night, asking for money 

or assistance. As a result, she said she felt “more like a Mother Teresa than a girlfriend.” 

Ms. West is now seeing another “exciting” man, also a substance abuser. Although 

she considers herself “left-wing,” her new friend is a collector of Nazi memorabilia. She 

knew that he treated his previous girlfriend cruelly by being unfaithful and abusive, 

but she did not think about whether this might happen to her. She has seen this man on 
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and off for a year. He insisted he wanted a close relationship but did not tell her he was 

seeing one of her acquaintances on the side. When she found out about this, she was 

very upset, but she continues to have an intense interest in him. A number of nicer men 

who had monogamous intentions have frequently tried to date her, but she has avoided 

them because they all seemed “boring.” 
In her other relationships, Ms. West always gives help but never asks for it, even 

when she is in real need. Most of her friends and ex-boyfriends have been drug addicts, 
or ex-addicts. She herself has never abused drugs. She often visits these people in jail 

and offers to help them, but when they are released, they hardly ever visit her. 
At her job Ms. West is hardworking and good at solving disputes, but she has some- 

times gotten into trouble with her boss for arranging to use the magazine’s resources to 
raise money for needy groups. She feels that her female colleagues “gang up on her” 
because of envy of her abilities and capacity for hard work, in spite of all the benefits 
that she has helped them obtain. 

Ms. West is the oldest of four children and often had to grudgingly care for her 
young siblings. She became a “goody two-shoes,” while her younger brothers were per- 
mitted to “act up.” In church and school she did well and won many awards, until in 
her teens she rebelled and left home. Her parents predicted she would “go to hell.” She 
went through a period of “sexual liberation” during which she had about 50 lovers, of- 
ten in one-night stands, which she rarely enjoyed “because I didn’t love those guys.” 

As a young adult she was always involved in some worthy cause for the underprivi- 
leged, the poor, or the politically disadvantaged. 

Discussion of “Goody Two-Shoes” 
Ms. West seems to have gone through life playing the role of martyr. She has 

repeatedly been attracted to and chosen boyfriends who are inappropriate and 

mistreat her. She does not like to take help from others, and this has delayed 

her seeking treatment, even though she has realized for a long time that her re- 

lationships with people are harmful to her. She incites angry responses from 

others and then feels hurt when she is rejected (telling her boyfriend his fail- 

ings). She is not interested in boyfriends who treat her well because they are 

“boring,” and she engages in excessive self-sacrifice that is unsolicited by the 

recipients (visiting people in jail). 

Behavior that appears to an outside observer as self-defeating may be ob- 

served when a person is in a situation in which he or she is afraid of being psy- 

chologically or physically abused, or when a person is depressed. In Ms. West's 

case, however, it seems to be a pervasive personality pattern that expresses it- 

self in many situations and relationships of her own choosing. This personality 

pattern has been called Masochistic Personality Disorder, or Self-Defeating 

Personality Disorder. Many clinicians, particularly those who practice psycho- 

dynamically oriented treatment of Personality Disorders, believe that this is a 

common and important diagnosis, and nearly as common in males as in fe- 
males. On the other hand, many clinicians, particularly those concerned with 
the potential for misuse of psychiatric diagnoses, have argued that the under- 
lying construct of the disorder has no validity and that the diagnosis perpetu- 
ates blaming victims (primarily females) who have been abused. The category 
was included in an appendix of DSM-III-R after much controversy, but was 
eliminated entirely from DSM-IV. Such a case can still be diagnosed according to 
DSM-5 (p. 684), as Other Specified Personality Disorder, because the clinical pic- 
ture represents a type of personality disorder not included in the classification. 
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CHAR ae 

Paraphilic Disorders 

A Par aphilia , also known as a sexual perversion or sexual deviation, involves in- 
tense sexual arousal to atypical or inappropriate objects (e.g., underwear), situations 
(e.g., inflicting pain, exposing oneself), or individuals (e.g., children). Drawing a clear 
boundary between sexual interest that is unusual but still “normal” and sexual inter- 
est that is considered so atypical as to be pathological is quite challenging and subject 
to wide variation from one culture to another. Moreover, it appears that the range of 

possible objects that can be a focus of sexual arousal in an individual is virtually lim- 

itless. For example, forniphilia involves sexual arousal derived from turning or incor- 
porating a human being into a piece of furniture. 

DSM-5 makes the important distinction between a paraphilia (i.e., an atypical fo- 

cus of sexual arousal that does not cause distress or impairment) and a Paraphilic Dis- 

order, which is present when the paraphilic focus of arousal leads to significant 

negative consequences to the person or to others. For example, paraphilic imagery 

may be acted out with a nonconsenting partner in a way that may be injurious to the 

partner (as in Sexual Sadism Disorder) and may lead to the individual's being subject 

to arrest and incarceration. In other cases, as in Sexual Masochism Disorder, acting 

out the paraphilic imagery may lead to self-injury. Social and sexual relationships 

may suffer if others find the unusual sexual behavior to be shameful or repugnant or if 

the individual’s sexual partner refuses to cooperate in the unusual sexual preferences. 

DSM-5 includes eight specific Paraphilic Disorders, which have been selected from 

among the large number of identified paraphilias because they are relatively common 

in relation to other possible paraphilic disorders or involve nonconsenting victims 

and therefore are relevant to the treatment of sex offenders. These eight disorders in- 

clude the following, with the related paraphilic focus of sexual arousal noted in pa- 

rentheses: Voyeuristic Disorder (sexual arousal from observing an unsuspecting 

person who is naked, disrobing, or engaging in sexual activity), Exhibitionistic Disor- 

der (sexual arousal from the exposure of one’s genitals to another person), Frotteur- 

istic Disorder (sexual arousal from touching or rubbing against a nonconsenting 

person), Sexual Masochism Disorder (sexual arousal from the act of being humiliated, 

beaten, bound, or otherwise made to suffer), Sexual Sadism Disorder (sexual arousal 

from the physical or psychological suffering of another person), Pedophilic Disorder 
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(sexual arousal from prepubescent children), Fetishistic Disorder (sexual arousal 

from the use of nonliving objects or a highly specific focus on nongenital body parts, 

such as feet), and Transvestic Disorder (sexual arousal from cross-dressing). (Table 

19-1 lists characteristic features of the Paraphilic Disorders.) 

Some individuals report that their paraphilic fantasies or stimuli are obligatory for 

erotic arousal and are always included in sexual activity. Other individuals state that 
their paraphilic tendencies occur only during periods of stress, and that at other times 

they are able to function sexually without paraphilic fantasies or stimuli. 

Paraphilic Disorders are almost exclusively diagnosed in men, except approxi- 

mately 1 in 20 individuals diagnosed with Sexual Masochism Disorder are women. 

Most people who develop a paraphilia begin having fantasies about the atypical fo- 

cus of sexual arousal before they are 13 years old. 

TABLE 19-1. Characteristic features of specific Paraphilic Disorders 

Disorder Key characteristics 

Voyeuristic Disorder Sexual arousal from observing an unsuspecting person who is 
naked, in the process of disrobing, or engaging in sexual 

activity 

The individual has acted on these urges with a nonconsenting 
person, or the urges and fantasies cause distress or 

impairment 

Exhibitionistic Disorder Sexual arousal from the exposure of one’s genitals to an 
unsuspecting person 

The individual has acted on these urges with a nonconsenting 
person, or the urges and fantasies cause distress or 

impairment 

Frotteuristic Disorder Sexual arousal from touching or rubbing against a 
nonconsenting person 

The individual has acted on these urges with a nonconsenting 
person, or the urges and fantasies cause distress or 

impairment 

Sexual Masochism Disorder Sexual arousal from the act of being humiliated, beaten, bound, 
or otherwise made to suffer 

The urges and fantasies cause distress or impairment 

Sexual Sadism Disorder Sexual arousal from the physical or psychological suffering of 
another person 

The individual has acted on these urges with a nonconsenting 

person, or the urges and fantasies cause distress or 

impairment 

Pedophilic Disorder Sexually arousing fantasies, sexual urges, or behaviors 
involving sexual activity with prepubescent children 

Person has acted on these urges, or the urges and fantasies 
cause distress or impairment 

Fetishistic Disorder Sexual arousal from either the use of nonliving objects or a 
highly specific focus on nongenital body part(s) 

The urges, fantasies, or behaviors cause distress or impairment 

Transvestic Disorder Sexual arousal from cross-dressing 

The urges, fantasies, or behaviors cause distress or impairment 
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19.1 
Voyeuristic Disorder 

Voyeu riSM INVOIVES sexual arousal from observing an unsuspecting and 
nonconsenting person who is naked, in the process of disrobing, or engaging in sex- 
ual activity. Many people have voyeuristic impulses, but no clinician would consider 
diagnosing Voyeuristic Disorder in someone who is occasionally sexually aroused by 
accidentally observing an unsuspecting neighbor disrobe or by watching pornogra- 
phy, in which the actors pretend to be unaware that they are being observed. The 
DSM-5 diagnosis of Voyeuristic Disorder should be made only if the individual expe- 
riences an extended period (lasting 6 months or more) of recurrent and intense sexual 
arousal from voyeurism and only if the individual has acted on these urges with a 
nonconsenting person or if the urges and fantasies cause clinically significant distress 
or impairment in functioning. 

Because voyeuristic behavior is normal when it occurs in the context of sexual cu- 
riosity during adolescence and puberty, the DSM-5 diagnosis of Voyeuristic Disorder 

cannot be made unless the individual is at least 18 years old. Voyeuristic acts are the 

most common of potentially law-breaking sexual behaviors. 

Binoculars 

Mark Weber, a 35-year-old male business executive, requests psychiatric consultation 
because of his repeated need to peep at women undressing or engaging in sexual activ- 
ity. Mr. Weber was apprehended for this activity in the past, and the personnel office at 
his place of work found out about it. Mr. Weber was told that treatment of his problem 
was mandatory and he would lose his job if the behavior were repeated. He did not 
seek professional assistance and continued to engage in voyeuristic activity. Recently, 
he was almost caught again, and because of this incident he now seeks a consultation. 

Mr. Weber is an articulate, handsome man who has no difficulty attracting sexual 
partners. He dates frequently and has sexual intercourse once or twice a week with a 
variety of women. In addition, however, he is frequently drawn to certain types of sit- 
uations he finds uniquely arousing. He owns a pair of high-powered binoculars and 
uses these to peep into neighboring apartments. Sometimes he is rewarded for his ef- 
forts, but more frequently he is not, in which case he leaves his apartment and goes to 
rooftops of large apartment buildings, where he searches with his binoculars until he 
finds a woman undressing or engaging in sexual activity. He has no desire to enter the 

apartments he peeps into, and he denies experiencing impulses to rape. If he finds a 

scene in which he can watch a woman undressing or engaging in sexual activity, he 

masturbates to orgasm while watching, or immediately afterward, and then returns 

home. He experiences the voyeuristic situation, in its entirety, as pleasurable, despite 

the fact that he sometimes encounters potentially hazardous situations. On more than 

one occasion, he has been nearly apprehended by building staff or police, who took him 

to be a potential burglar or assailant; once he was chased from a “lovers’ lane” by an 

irate man wielding a tire iron, and another time he barely escaped being shot after he 

was discovered peeping into a bedroom window ina rural area. 

Mr. Weber was reared in a family that included three older sisters. His father was puri- 

tanical, religious, and generally punitive in his attitudes toward Mr. Weber. His mother was 
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allegedly warm, expressive, and flirtatious toward men, but not toward Mr. Weber. Mr. We- 

ber has never been in love or experienced a durable, deep attachment to a woman. 

Mr. Weber’s family was sexually puritanical. Family members did not disrobe in 

front of each other, for example, and the parents avoided open displays of activity that 

could be interpreted as erotic. Still, he recalls that between ages 7 and 10, he watched 

his mother and sisters undress “as much as possible.” 
At age 10, Mr. Weber began “peeping,” along with many other boys, while at summer 

camp. He is unable to explain why this particular stimulus subsequently had a continuing 
appeal for him, whereas other boys seemed to become less interested in peeping as they be- 
came more interested in sexual intercourse. He has used binoculars to search for erotically 
stimulating scenes since he was age 11, but he did not leave his home to do so until age 17. 

Mr. Weber notices some relationship between presumed psychological stress and his 
voyeuristic activity. For example, at times of major life change, such as moving out of his 
parents’ home or finishing a college semester, the activity increased. He is not, however, 
aware of any relationship between anxiety about having sexual intercourse and the desire 
to engage in voyeuristic activity. He feels that anxiety is often present in the voyeuristic sit- 
uation, but it is only a fear of being apprehended. He feels no guilt or shame about his voy- 
eurism and considers it harmless. He is concerned, however, that he might one day go to 

jail unless he alters his sexual behavior, and for that reason he seeks help. 

Discussion of “Binoculars” 
Mr. Weber has repeatedly acted on his recurrent and intense voyeuristic urges 

with individuals who are unaware that they are being spied on and thus are con- 

sidered “nonconsenting.” Moreover, although Mr. Weber experiences no guilt or 

shame about his voyeurism, considering it “harmless,” his fear of ending up in 

jail because of his behavior eventually has led him to seek treatment. He thus 

qualifies for the DSM-5 diagnosis of Voyeuristic Disorder (DSM-5, p. 686). 

As noted in the introduction to this section, voyeuristic behavior occurring 

in the context of sexual curiosity during puberty is common, and is illustrated 

in this case by the fact that Mr. Weber began engaging in voyeuristic behavior 

along with other boys at summer camp when he was age 10. Although the 

other boys’ interest in voyeurism was a temporary phase, Mr. Weber’s interest 

persisted and became a central focus of sexual interest. 

As this case also illustrates, although some individuals with a paraphilia can 

only become sexually aroused when engaged in sexual activities involving their 

paraphilic focus (e.g., masturbating while surreptitiously watching women un- 

dressing or engaging in sexual activity), some people with paraphilias may also 

get pleasure from nonparaphilic (i.e., “normal”) heterosexual intercourse. 

19.2 

Exhibitionistic Disorder 

Zyhihitiqnniem invc : : EXNIDITIONISM INVOIVES sexual arousal from the fantasy or act of exposing 
one’s genitals to an unsuspecting person. The vast majority of people who participate 
in exhibitionism are men, whereas nearly all of the targets of exhibitionists are 
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women, underage girls, or underage boys. Although the stereotype of an exhibition- 
ist is a “dirty old man ina raincoat,” most males arrested for exhibitionism are in their 
late teens or early twenties. Roughly one-third of all men arrested for sexual offenses 
in the United States are exhibitionists. 

Ashamed 

Martin Klein, a 27-year-old engineer, requested consultation because of irresistible urges 
to exhibit his penis to female strangers. An only child, Mr. Klein had been reared in an 
orthodox Jewish environment. Sexuality was strongly condemned by both parents as 
being “dirty.” His father, a schoolteacher, was authoritarian and punitive but relatively 
uninvolved in the home. His mother, a housewife, was domineering, controlling, and 
intrusive. She was preoccupied with cleanliness and bathed the patient until he was 10 
years old. Mr. Klein remembers that he feared he might have an erection in his mother’s 

‘ presence during one of his baths; however, this did not occur. His mother was opposed 

to his meeting and dating girls during his adolescence. He was not allowed to bring 
girls home; according to her, the proper time to bring a woman home was when she was 
“your wife, and not before.” Despite his mother’s antisexual values, she frequently 
walked about the house partially disrobed in his presence. To his shame, he found him- 
self sexually aroused by this stimulation, which occurred frequently throughout his 
development. 

As an adolescent, Mr. Klein was quiet, withdrawn, and studious; teachers described 

him as a “model child.” He was friendly, but not intimate, with a few male classmates. 

Puberty occurred at age 13, and his first ejaculation occurred at that age during sleep. 
Because of feelings of guilt, he resisted the temptation to masturbate, and between ages 
13 and 18, orgasms occurred only with nocturnal emissions. He did not begin to date 
women until he moved out of his parents’ home, at age 25. During the next 2 years he 
dated from time to time but was too inhibited to initiate sexual activity. 

At age 18, for reasons unknown to himself, during the week before final exams, he 
first experienced an overwhelming desire to engage in the sexual activity for which he 
now requested consultation. He sought situations in which he was alone with a woman 
he did not know. As he would approach her, he became sexually excited. He would 
then walk up to her and display his erect penis. He found that her shock and fear fur- 
ther stimulated him, and usually he would ejaculate. At other times he fantasized about 

past encounters while masturbating. 
He felt guilty and ashamed after exhibiting himself and vowed never to do so again. 

Nevertheless, the desire often overwhelmed him, and the behavior recurred frequently, 

usually at periods of tension. He felt desperate but was too ashamed to seek profes- 

sional help. Once, when he was age 24, he had almost been apprehended by a police- 

man, but managed to run away. 

For the last 3 years, Mr. Klein managed to resist his exhibitionistic urges. Recently, 

however, he met a young woman who has fallen in love with him and is willing to have 

intercourse with him. Never having had intercourse before, he felt panic lest he fail in 

the attempt. He likes and respects his potential sexual partner, but he also condemns 

her for being willing to engage in premarital relations. He has once again started to ex- 

hibit himself and fears that, unless he stops, he will eventually be arrested. 

Discussion of “Ashamed” 

Because Mr. Klein has acted on his exhibitionistic impulses by exposing him- 

self to strangers and he is very distressed by this behavior, he qualifies for the 

DSM-5 diagnosis of Exhibitionistic Disorder (DSM-5, p. 689). 
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19.3 

Frotteuristic Disorder 

Frotteuristic Disorder involves the recurrent touching and rubbing up 

against a nonconsenting person for the purpose of sexual arousal and gratification, a 

behavior known as frottage. No cases of the disorder have ever been reported in 

females. The most commonly practiced form of frotteurism is rubbing the individ- 

ual’s genitals against the victim’s thighs or buttocks. A common alternative is to rub 

the individual’s hands over the victim’s genitals or breasts. Typically, the individual 

selects a crowded place that has a wide selection of victims (e.g., subway, sports 

event, elevator, shopping mall). In such a setting, the initial rubbing of the woman 

may not be immediately noticed; the victim usually does not protest because she is 

not absolutely sure what has happened. Most people who engage in frottage usually 

fantasize that they have an exclusive and caring relationship with their victims dur- 

ing the moment of contact. However, once contact is made and broken, the person 

engaging in frotteurism realizes that escape is important to avoid apprehension. 

Underground Sex 

Chad Hughes was age 45 when he was referred for psychiatric consultation by his New 
York City parole officer following his second arrest for rubbing up against a woman in the 

subway. According to Mr. Hughes, he had a “good” sexual relationship with his wife of 15 
years when he began, 10 years ago, to touch women in the subway. A typical episode would 

begin with his decision to go into the subway to rub up against a woman, usually in her 20s. 
He would select the woman as he walked into the subway station, move in behind her on 

the subway platform, and wait for the train to arrive at the station. He would be wearing 
plastic wrap around his penis so as not to stain his pants after ejaculating while rubbing up 
against his victim. As riders moved onto the train, he would follow the woman he had 
selected. When the doors closed, he would begin to push his penis up against her buttocks, 
fantasizing that they were having intercourse in a normal noncoercive manner. In about 
half of the episodes, he would ejaculate and then go on to work. If he failed to ejaculate, he 
would either give up for that day or change trains and select another victim. According to 

Mr. Hughes, he felt guilty immediately after each episode but would soon find himself 
ruminating about and anticipating the next encounter. He estimated that he has done this 

about twice a week for the last 10 years, which would mean that he has rubbed up against 

approximately 1,000 women. 

During the interview, Mr. Hughes expressed extreme guilt about his behavior and 

often cried when talking about fears that his wife or employer would find out about his 

second arrest. However, he had apparently never thought about how his victims felt 
about what he did to them. 

His personal history did not indicate any obvious mental problems other than being 
rather inept and unassertive socially, especially with women. 

Discussion of “Underground Sex” 
Mr. Hughes has both engaged in frotteuristic behavior with unsuspecting vic- 
tims and is markedly distressed by his behavior, thus qualifying for the DSM-5 
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diagnosis of Frotteuristic Disorder (DSM-5, p. 691). Mr. Hughes’ behavior is 
typical in that he chooses a crowded place that offers a wide variety of victims 
who likely were not even aware of what was happening to them. This probably 
explains why Mr. Hughes has only been arrested twice. 

19.4 

Sexual Masochism Disorder 

Sexual fantasies and urges of being humiliated, beaten, bound, or otherwise 
made to suffer may increase sexual excitement for some people whose sexual life is 
in all other respects unremarkable. However, when sexually arousing fantasies of this 

kind are markedly distressing to the person (e.g., causing anxiety, obsessions, guilt, 

shame) or cause impairment in social or occupational functioning, the diagnosis of 

Sexual Masochism Disorder is made. 

Behaviors associated with sexual masochism can be acted out alone (e.g., binding, 

self-sticking pins, self-administration of electric shock, self-mutilation) or with a part- 

ner (e.g., physical restraint, blindfolding, paddling, spanking, whipping, beating, 

electric shock, cutting, humiliation such as by being urinated or defecated upon or be- 

ing subjected to verbal abuse). 

Sadomasochism involving consenting partners is not considered rare or unusual in 

the United States, and it often occurs in the absence of a mental disorder. Moreover, 

such behaviors among consenting partners, occurring in the absence of distress or im- 

pairment in important areas of functioning, would not warrant a diagnosis of either 

Sexual Sadism Disorder or Sexual Masochism Disorder. Sadomasochistic relationships 

tend to be well planned, with partners deciding on a special word the masochist will 

use to indicate that the sadist should stop. These are often referred to as dominant- 

submissive relationships. More people consider themselves masochistic than sadistic. 

Although masochistic sexual fantasies often begin in childhood, the onset of sexual 

masochism typically occurs during early adulthood. Sexual masochism is slightly 

more prevalent in males than in females. 
A potentially dangerous, sometimes fatal, masochistic activity is autoerotic partial 

asphyxiation, in which a person uses ropes, nooses, or plastic bags to induce a state 

of asphyxia (inadequate oxygenation of the blood from an interruption of breathing) 

at the point of orgasm. The behavior is meant to enhance orgasm, but accidental 

deaths sometimes occur. 

Bruised 
SPST YAN TERPS RENIN HE AREA Oa 

Kathy Romano, a 25-year-old female graduate student, asked for a consultation 

because of depression and marital discord. Ms. Romano had been married for 5 years, 

during which time both she and her husband were in school. During the past 3 years, 
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her academic performance had been consistently better than his, and she attributed 

their frequent, intense arguments to this fact. She noted that she experienced a feeling 

of sexual excitement when her husband screamed at her or hit her in a rage. Sometimes 

she would taunt him until he had sexual intercourse with her in a brutal fashion, as if 
she were being raped. She experienced the brutality and sense of being punished as sex- 

ually exciting. 
One year before the consultation, Ms. Romano had found herself often ending argu- 

ments by storming out of the house. On one such occasion she went to a singles bar, 
picked up a man, and got him to slap her as part of their sexual activity. She found the 
“punishment” sexually exciting and subsequently fantasized about being beaten while 
masturbating to orgasm. Ms. Romano then discovered that she enjoyed receiving phys- 
ical punishment at the hands of strange men more than any other type of sexual stim- 
ulus. Ina setting in which she could be whipped or beaten, all aspects of sexual activity, 
including the quality of orgasms, were far in excess of anything she had previously ex- 
perienced. 

This sexual preference was not the primary reason for the consultation, however. 
She complained that she could not live without her husband yet could not live with 
him. She had suicidal fantasies stemming from the fear that he would leave her. 

Moreover, Ms. Romano recognized that her sexual behavior put her in potentially 
dangerous situations, and she was very distressed about the potential impact on her 
marriage if her husband were to find out about her masochistic extramarital activities. 
She was unaware of any possible reasons for its emergence and was ambivalent about 
getting treatment to stop the behavior because it gave her so much pleasure. 

Discussion of “Bruised” 
Ms. Romano experiences recurrent and persistent sexual arousal by being 

physically beaten, whipped, or punished, especially at the hands of strangers. 

Although she enjoyed the intensity of these sexual experiences, she is very dis- 

tressed about the potential negative impact on her marriage. Given that she 

has a masochistic pattern of sexual arousal and that she is distressed by its po- 

tential negative consequences, the diagnosis of Sexual Masochism Disorder 

(DSM-5, p. 694) applies in this case. 

19.5 

Sexual Sadism Disorder 

The flip SIC@ of sexual masochism is sexual sadism, in which a person is sexu- 
ally aroused by the physical or psychological suffering of another person. The term 
sadism is derived from the proper name of the Marquis de Sade (1740-1814), a French 
aristocrat who became notorious for writing novels around the theme of inflicting 
pain as a source of sexual pleasure. With regard to actual sadistic behavior, the person 
receiving the pain, suffering, or humiliation may or may not be a willing partner. If the 
person with a sadistic focus of sexual arousal acts on sadistic urges with an unwilling 
person (i.e., a victim), then a DSM-5 diagnosis of Sexual Sadism Disorder applies. 
Otherwise, recurrent sadistic fantasies that are not acted upon or sadistic behavior 
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with a consenting partner would only be considered a disorder if the sadistic fanta- 
sies, urges or behaviors are markedly distressing to the individual or if they have a 
negative impact on relationships, such as causing strain in a marital relationship. 

The sadistic fantasies or acts typically reflect a desire for sexual or psychological 
domination of another person. These acts range from behavior that is not physically 
harmful—although it may be humiliating to the other person (e.g., being urinated 
upon)—to criminal and potentially deadly behavior. Acts of domination may include 
restraining or imprisoning the other person through the use of handcuffs, cages, 
chains, or ropes. Other acts and fantasies related to sexual sadism include paddling, 
spanking, whipping, burning, administering electrical shocks, biting, cutting, rape, 
murder, and mutilation. In extreme cases, sexual sadism can lead to serious injury or 
death for the other person. 

‘Leather 

Jason Stavros, a 35-year-old married writer, sought consultation because he feared he 
might kill someone by acting upon sexually sadistic impulses. 

Mr. Stavros has been married for 15 years. During the last year he has had sexual inter- 
course with his wife approximately every other week. His fantasy life is predominantly ho- 
mosexual, however, and has been since age 9. He has felt sexually attracted to males since 
childhood but resisted acting on these impulses until mid-adulthood, when he had his first 
homosexual encounter long after he married. He reported feeling sexually aroused by ho- 
mosexual pornography to which he was exposed from mid-adolescence, particularly by 
pornography with sadistic content. Although somewhat responsive to heterosexual por- 
nography, his interest in it has been much less than in homosexual pornography, and he has 
never been excited by heterosexual pornography with sadistic content. 

Mr. Stavros had married for reasons of social propriety, as well as because he con- 
sciously hoped that initiation into regular heterosexual activity would lead to diminution 
of his sadistic homosexual impulses. Marriage did not stop his impulses, however. These 
impulses continued periodically to form the basis of his masturbation fantasies. His typ- 
ical masturbation fantasies were of a man bound, tortured, and killed. Sometimes, the 
men in his fantasies were people he knew, such as colleagues or teachers, and sometimes 
movie stars or strangers. These fantasies were more intense at certain times than at others. 

Mr. Stavros recalls, for example, that he was “wildly” aroused when he read about the ac- 
tivities of a homosexual lust murder as described in a detective magazine. Immediately 
following this, he masturbated many times a day, always with sadistic homosexual fan- 
tasies. After a few weeks, this period of intense arousal subsided, but Mr. Stavros used the 
scenario of the events described in this magazine in subsequent masturbation fantasies. 

About 8 years ago, Mr. Stavros went to a gay bar with an associate from his office. 
At the time, he was under much pressure, and his work was being closely supervised 

by an aggressive, demanding male superior. Mr. Stavros’ associate was openly homo- 

sexual, and Mr. Stavros claimed to have gone to the bar with him “as a lark.” En route 

to the particular bar they visited, they passed other bars that, the patient's friend told 

him, were for “the leather crowd who like S and M.” Mr. Stavros had a brief homosex- 

ual encounter with someone he picked up in the bar they visited, following which he 

“put sex out of [his] mind.” 

Some months later, however, following a week of intense work at his office, Mr. Stavros 

impulsively sought out one of the “S and M” bars he had previously walked past. There 

he met aman who was sexually aroused by being beaten, and Mr. Stavros engaged in plea- 

surable sadistic activity with the understanding that the severity of the beating, adminis- 

tered with a belt, was under the control of his masochistic partner. That incident, occurring 
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when he was 28 years old, was the first episode in a series of sexually sadistic activities, 

ultimately leading to his consultation. About once a month the patient would frequent a 

homosexual sadomasochistic bar. He would dress in a leather jacket and wear a leather 

cap. Once in the bar, he would seek out a masochistic partner and engage in a variety of 
activities, all of which he experienced as sexually exciting. The activities included binding 
the partner with ropes, whipping him, threatening to burn him with cigarettes, forcing 
him to drink urine, and forcing him to “beg for mercy.” Mr. Stavros would experience or- 
gasm during these activities, usually by “forcing” his partner to perform fellatio. 

During the year before the consultation, Mr. Stavros’ wife had become progressively 
dissatisfied with their marriage. She was unaware of her husband’s homosexual inter- 
est and sadistic tendencies. She felt, however, that his sexual involvement with her was 

desultory, and she wondered whether he had a mistress. She also became more hostile 
and demanding toward him. Mr. Stavros realized that he “needed” his wife and he did 
not wish the relationship to end, yet he felt unable to deal with her dissatisfactions di- 

rectly. He avoided her as much as possible and argued with her when she insisted on 
talking to him. Mr. Stavros’ work pressures increased, and he found, to his dismay, that 
the intensity of his sadistic impulses also increased. 

On one occasion, Mr. Stavros convinced a partner to agree to being burned. After- 
ward, he felt guilty and ashamed. Just before the consultation, he bound a partner and 
cut the man’s arm. At the sight of the blood, he experienced a powerful desire to kill his 
partner. He restrained himself and, alarmed that his sadistic impulses were out of con- 
trol, sought psychiatric consultation. 

Discussion of “Leather” 

As recounted in this case, Mr. Stavros had first been aroused by sadistic homo- 

sexual fantasies in mid-adolescence. These intense, sexually arousing fantasies 

persisted, and eventually he began to act on them with consenting partners. 

He married, hoping that marriage would be an antidote to his sadistic homo- 

sexual impulses, but found that this was not the case. He now enters treatment 

distressed and fearful that the sadistic impulses may become so strong that he 

will lose control and kill a sexual partner. His marked distress, along with the 

years of recurrent sadistic sexual arousal, would thus qualify for the DSM-5 di- 

agnosis of Sexual Sadism Disorder (DSM-5, p. 695). 

19.6 

Pedophilic Disorder 

When an adult or older adolescent experiences recurrent and intense sexually 
arousing fantasies, urges, or behaviors involving sexual activity with prepubescent 

children, he or she is considered to have a pedophilic pattern of sexual arousal. Such 
individuals receive the DSM-5 diagnosis of Pedophilic Disorder either if their attrac- 
tions toward children are causing them marked distress (e.g., guilt, anxiety, alien- 
ation) or interpersonal difficulty, or if their urges cause them to approach children for 
sexual gratification in real life. 
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Adult males with Pedophilic Disorder often indicate that they became aware of 
strong or preferential sexual interest in children around the time of puberty—the 
same time frame in which males who later prefer physically mature partners become 
aware of their sexual interest in women or men. Although Pedophilic Disorder is 
mostly documented in men, there are also women who exhibit this disorder. No cure 
for pedophilia has been developed, but there are therapies that can reduce the inci- 
dence of an individual committing child sexual abuse. 

Child Psychiatrist 

Bennett Conrad is a single 36-year-old child psychiatrist. He has been arrested and con- 
victed of fondling several neighborhood boys, ages 6-12. Friends and colleagues were 
shocked and dismayed, because he had been considered by all to be particularly caring 
-and supportive of children. Not only had he chosen a profession involving their care 

but he had been a Cub Scout leader for many years and also a member of the local Big 
Brothers. : 

Dr. Conrad’s father, who had also been a physician, was described as a workaholic, 
spending little time with his three children. Dr. Conrad never married and, when inter- 
viewed by a psychiatrist as part of his pre-sentence investigation, admitted that he ex- 
perienced little, if any, sexual attraction toward females, either adults or children. He 

also denied sexual attraction toward adult men. In presenting the history of his psycho- 
sexual development, he reported that he had become somewhat dismayed as a child 
when his male friends began expressing rudimentary awareness of an attraction to- 
ward girls. His “secret” at the time was that he was attracted more to other boys and, 
in fact, during childhood, often played “doctor” with other boys, eventually progress- 
ing to mutual masturbation with some of his male friends. 

His first sexual experience was at age 6, when a 15-year-old male camp counselor 
performed fellatio on him several times over the course of the summer, an experience 
that he had always kept to himself. As he reached his teenage years, he began to suspect 
that he was homosexual. As he grew older, he was surprised to notice that the age range 
of males that attracted him sexually did not change, and he continued to have recurrent 
erotic urges and fantasies about boys between ages 6 and 12. He would fantasize about 
a boy in that age range whenever he masturbated, would take advantage of situations 
to fondle them, and on a couple of occasions over the years had felt himself to be in love 
with such a youngster. 

Intellectually, Dr. Conrad knew that others would disapprove of his many sexual in- 
volvements with young boys. He never believed, however, that he had caused any of 

these youngsters harm, feeling instead that they were simply sharing pleasurable feel- 

ings together. He yearned to be able to experience the same sort of feelings toward 

women, but he never was able to do so. He frequently prayed for help and that his ac- 

tions would go undetected. He kept promising himself that he would stop, but the 

temptations were such that he could not. He was so fearful of destroying his reputation, 

his friendships, and his career that he had never been able to bring himself to tell any- 

one else about his problem. 

Discussion of “Child Psychiatrist” 

Dr. Conrad experiences recurrent intense sexual urges and sexually arousing 

fantasies involving sexual activity with prepubescent boys. He has acted on 

these fantasies and urges on many occasions, thus justifying the diagnosis of 

Pedophilic Disorder (DSM-5, p. 697). The diagnosis would also be made if Dr. 
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Conrad had never acted on these fantasies and urges but was markedly dis- 

tressed by them. Because Dr. Conrad is exclusively attracted to boys, both the 

subtype Exclusive Type and the specifier Sexually Attracted to Males would 

also be noted. 

Dr. Conrad, like many other men with Pedophilic Disorder who do not also 

have Sexual Sadism Disorder, has a genuine interest in children and justified 

his behavior with the rationalization that he was not harming them in any way. 

19.7 

Fetishistic Disorder 

A fetish isan atypical sexual focus on nonliving objects, such as articles of clothing 

or footwear, rubber and rubber items, leather, soft materials or fabrics, or nongenital 

body parts, such as feet. A sexual fetish may be a nonpathological aid to sexual excite- 

ment, but fetish-associated fantasies, sexual urges, or behaviors that cause significant 

psychosocial distress for the person or have detrimental effects on important areas of 

the individual’s life are diagnosed as Fetishistic Disorder. 

Panties 

Kurt O’Brien, a 32-year-old single, successful freelance photographer, presented with the 
chief complaint of an “abnormal sex drive.” Mr. O’Brien related that although he was 
somewhat sexually aroused by women, he was far more aroused by “their panties.” 

To the best of Mr. O’Brien’s memory, sexual excitement began at about age 7, when 
he came upon a pornographic magazine and felt stimulated by pictures of partially 
nude women wearing panties. His first ejaculation occurred at age 13 via masturbation 
to fantasies of women wearing panties. He masturbated into his older sister’s panties, 
which he had stolen without her knowledge. Subsequently, he stole panties from her 
friends and from other women he met socially. He found pretexts to wander into the 
bedrooms of women during social occasions, and would quickly rummage through 
their possessions until he found a pair of panties to his satisfaction. He later used these 
to masturbate into, and then saved them ina “private cache.” The pattern of masturbat- 
ing into women’s underwear had been his preferred method of achieving sexual excite- 
ment and orgasm from adolescence until the present consultation. 

Mr. O’Brien first had sexual intercourse at age 18. Since then, he has had intercourse 

on many occasions, and his preferred partners were prostitutes paid to wear panties 

during the act in which the crotch had been cut away. On less common occasions, when 

he attempted sexual activity with a partner who did not wear panties, his sexual excite- 
ment was sometimes weak. 

Mr. O’Brien felt uncomfortable dating “nice women,” because he felt that friendli- 

ness might lead to sexual intimacy and that they would not understand his sexual 
needs. He avoided socializing with friends who might introduce him to such women. 

He recognized that his appearance, social style, and profession all resulted in his being 
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perceived as a highly desirable bachelor. He felt anxious and depressed because his so- 
cial life was limited by his sexual preference. 

Mr. O’Brien sought consultation shortly after his mother’s sudden and unexpected 
death. Although he complained of loneliness, he admitted that the pleasure he experi- 
enced from his unusual sexual activity made him unsure about whether or not he 
wished to give it up. 

Discussion of “Panties” 

Mr. O’Brien’s first remembered sexual arousal was in response to pictures of 
women wearing panties. Ever since that time he has had recurrent, intense, 
sexual urges and sexually arousing fantasies involving the use of nonliving ob- 

jects (panties, alone or worn by a woman), which indicate fetishism. Whether 

this arousal pattern should be considered evidence of Fetishistic Disorder 

(DSM-5, p. 700) depends on whether the fantasies, sexual urges, or behaviors 

cause clinically significant distress or impairment in the individual’s “social, 

occupational, or other important areas of functioning.” In Mr. O’Brien’s case, 

his fetishistic arousal pattern is interfering with his ability to develop an inti- 

mate romantic relationship with a woman. Although the case does not specif- 

ically explain why, the clinician can assume the interference is caused by Mr. 

O’Brien’s belief that “nice” women would reject him once he revealed his sex- 

ual proclivities. Notably, unlike the DSM-5 Paraphilic Disorders that involve a 

nonwilling participant or victim and that can be diagnosed based simply on 

the person’s having acted on the paraphilic urges, acting on a fetishistic urge 

is not enough for the diagnosis—there must be either distress or impairment. 
Mr. O’Brien’s Fetishistic Disorder can therefore be “cured” by his finding a 

partner who is accepting of his fetishistic desire and who would be willing to 

incorporate the panties into their sexual interactions, similar to what the pa- 

tient was doing with the prostitutes he had hired. In such a case, Mr. O’Brien 

would no longer be considered to have Fetishistic Disorder but would instead 

be considered to have a fetishistic arousal pattern, which is not considered to 

be a disorder in DSM-5. 
Although Mr. O’Brien’s chief complaint when he presented for treatment 

was his “abnormal sex drive,” in fact, his problem has nothing to do with his 

sex drive per se (which appears to be normal). His problem is not the intensity 

of his sex drive but the fact that the focus of his sexual arousal is atypical (i.e., 

involving a focus on women’s panties). 

19.8 

Transvestic Disorder 

TransvestisM INVOIVES being sexually aroused by dressing up in the 

clothes of the opposite sex (i.e., cross-dressing). To qualify for a DSM-5 diagnosis of 

Tranvestic Disorder, however, sexual urges to cross-dress or the cross-dressing behav- 
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ior must cause “clinically significant distress or impairment in social, occupational, or 

other important areas of functioning” (p. 702). The presence of distress in individuals 

with Transvestic Disorder is often indicated by the presence of a “purging and acqui- 

sition” pattern of behavior, during which 

an individual (usually a man) who has spent a great deal of money on women’s clothes 

and other apparel (e.g., shoes, wigs) discards the items (i.e., purges them) in an effort to 

overcome urges to cross-dress, and then begins acquiring a woman’s wardrobe all over 

again. (DSM-5, p. 703) 

A diagnosis of Transvestic Disorder does not apply to all individuals who dress as 

the opposite sex, even those who do so habitually. It applies only to individuals 

whose cross-dressing or thoughts of cross-dressing are always or often accompanied 

by sexual excitement and who are emotionally distressed by the fantasies, urges, or 

behaviors or feel that they impair social or interpersonal functioning. Individuals 

with Gender Dysphoria (see “Living as a Man” in Section 14.2), who feel that the gen- 

der assigned to them at birth is incongruent with their experienced gender, also typ- 

ically cross-dress, preferring to dress in the attire stereotypically characteristic of their 

experienced gender. 

For some individuals with Transvestic Disorder, fantasies or stimuli associated 

with cross-dressing may always be necessary for erotic arousal and are always in- 

cluded in sexual activity. Other individuals with the disorder might cross-dress only 

episodically, such as during periods of stress, and be able to function sexually at other 

times without cross-dressing. Transvestic Disorder is practically never diagnosed in 

females, although a few cases have been reported. 

For some individuals diagnosed with Transvestic Disorder, the motivation for 

cross-dressing may change over time from a search for sexual excitement to simple 

relief from stress, depression, or anxiety. In some cases, individuals with Transvestic 

Disorder over time develop gender dysphoria, discovering that they are unhappy 

with their biological sex. They may elect to have hormonal and surgical procedures 

to change their bodies, with some choosing to undergo gender reassignment surgery. 

These individuals could be given the additional diagnosis of Gender Dysphoria (see 
Section 14.2). 

X-Dressing 

Didier Arnaud, a 65-year-old security guard and formerly a fishing-boat captain from 

New Brunswick, is distressed about his wife’s objections to his wearing a nightgown at 
home in the evening, now that his youngest child has left home. His appearance and 

demeanor, except when he is dressing in women’s clothes, are always stereotypically 
masculine, and he is exclusively heterosexual. Occasionally, over the past 5 years, he 
has worn an inconspicuous item of female clothing even when dressed as a man, some- 
times a pair of panties, sometimes an ambiguous pinkie ring. He always carries a pho- 
tograph of himself dressed as a woman. 

Mr. Arnaud’s first recollection of an interest in female clothing was putting on his 
sister’s underpants at age 12, an act accompanied by sexual excitement. He continued 
periodically to put on women’s underpants, an activity that invariably resulted in an 
erection, sometimes a spontaneous emission, and sometimes masturbation. Although 
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he occasionally wished to be a girl, he never fantasized himself as one. He was compet- 
itive and aggressive with other boys growing up and always acted “masculine.” During 
his single years he was always attracted to girls but was shy about sex. Following his 
marriage at age 22, he had his first sexual intercourse. 

Mr. Arnaud’s involvement with female clothes was of the same intensity after his 
marriage as well. Then, beginning at age 30, after a chance exposure to a magazine 
called Transvestia, he began to increase his cross-dressing activity. He learned there were 
other men like himself, and he became more and more preoccupied with female cloth- 
ing in fantasy and progressed to periodically dressing completely as a woman. More re- 
cently, he has become involved in a transvestite chat room on the Internet and 
occasionally attends transvestite parties. Cross-dressing at these parties has been the 
only time that he has cross-dressed outside his home. 

Although Mr. Arnaud is still committed to his marriage, sex with his wife has dwin- 
dled over the past 20 years, as his waking thoughts and activities have become increas- 
ingly centered on cross-dressing. Over time this activity has become less eroticized and 

more an end in itself, but it still is a source of some sexual excitement. He always has an 

increased urge to dress as a woman when under stress; it has a tranquilizing effect. If 
particular circumstances prevent him from cross-dressing, he feels extremely frus- 
trated. 

Mr. Arnaud’s parents belonged to different faiths, a fact of some importance to him. 

He was the eldest of three children, extremely close to his mother, whom he idolized, 

and angry at his “whoremaster,” “alcoholic” father. The parents fought constantly. He 
is tearful, even now at age 65, when he describes his mother’s death when he was age 
10. He was the one who found her dead of a massive heart attack, and he says he has 
been “not the same from that day...always [having] the feeling something’s not right.” 

The siblings were reared by three separate branches of the family until the father remar- 
ried. When the patient was 20, his father died. His brother also died traumatically, by 
drowning in his teens. 

Because of the disruptions in his early life, Mr. Arnaud has always treasured the 
steadfastness of his wife and the order of his home. He told his wife about his cross- 
dressing practice when they were married, and she was accepting as long as he kept it 
to himself. Nevertheless, he felt guilty, particularly after he began complete cross-dress- 
ing, and periodically he attempted to renounce the practice, throwing out all his female 
clothes and makeup. His children served as a barrier to his giving free rein to his im- 
pulses. Following his retirement from fishing, and in the absence of his children, he 

finds himself more drawn to cross-dressing, more in conflict with his wife, and more 

depressed. 

Discussion of “X-Dressing” 
Mr. Arnaud demonstrates the characteristic development and course of the 

atypical sexual arousal pattern known as transvestism. In the earlier phases of 

his transvestism, Mr. Arnaud would periodically renounce the practice and 

throw out the female clothes and makeup that he had acquired. More recently, 

now that he is retired and his children are no longer in the house, he has found 

that the cross-dressing has taken an even more prominent position in his life, re- 

sulting in more conflicts with his wife and depression in him. Thus, Mr. Arnaud 

qualifies for the DSM-5 diagnosis of Transvestic Disorder (DSM-S, p. 702), given 

that the cross-dressing is causing him distress. 

19.8 Transvestic Disorder 
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Alphabetical Index 
of Case Names 

Case names are listed alphabetically along with the corresponding page number 
on which each case begins. 

Abducted, 181 

Agitated Businessman, 67 

Ashamed, 403 

August Days, 324 

Baby Olivia, 215 

Backstage With Rosie, 359 

Bad Dreamer, 256 

Bad Side Effect, 282 

Bad Voices, 69 

Belligerent Boy, 381 

Better Living Through Chemistry, 342 

Binoculars, 401 

Blackout, 198 

Blood Is Thicker Than Water, 375 

Bottle Baby, 217 

Broken Home, 7 

Bice, 307 

Bruised, 405 

Bugs Crawling, 260 

Burned, 178 

Burt Tate, 190 

Busted Nerves, 116 

Bye-Bye, 8 

Calisthenics, 300 

Car Salesman, 90 

Catnaps, 247 

Certified Public Accountant, 356 

Chief Petty Officer, 357 

A Child Is Crying, 107 
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Child Psychiatrist, 409 

Clairvoyant, 388 

Close to the Bone, 221 

Cocaine Problem, 327 

Coffee Machine, 331 

Coma, 395 

Compulsions, 34 

Contract on My Life, 57 

Coquette, 386 

Cough Medicine, 341 

Cry Me a River, 245 

Daydreamer, 22 

Dear Doctor, 59 

The Director, 251 

Disabled Vet, 118 

Disco Di, 372 

Dolls, 287 

Don’t Worry, 11 

Down Syndrome, 4 

Eating Until It Hurts, 230 

Eating Wires, 44 

Echo, 15 

Ed Hates School, 28 

Edgy Electrician, 143 

Elephant Man, 154 

Embarrassed, 34 

Empty Shell, 371 

The Enigma, 5 

Evening Shift, 252 



Eyewitness, 179 

Falling Out of Bed, 258 

False Rumors, 384 

The Fat Man, 228 

Fidgety and Grumpy, 335 

Fits, 203 

Flashbacks, 172 

Fleas, 61 

Foggy Student, 192 

Food for Thought, 249 

Foster Mother, 55 

Fraulein von Willebrand, 207 

Freaking Out, 334 

Going Off With Strangers, 166 

Goody Two-Shoes, 397 

Goose Pimples, 255 

Grandma’s Child, 165 

Hair, 158 

Happy Ending, 181 

He Breaks His Toys, 29 

The Heiress, 311 

High-Strung, 242 

The Hiker, 354 

Hothead Harry, Gnome Assassin, 298 

I Could Be Dying, 139 

In Jeopardy, 276 

Into Everything, 24 

It’s Typical, 105 

The Jerk, 377 

Joe College, 321 

Junior Executive, 115 

Junkie, 332 

Killer, 303 

Lady Macbeth, 149 

Late Bloomer, 50 

Leather, 407 

Living as a Man, 291 

Loan Sharks, 344 

Lobsterman, 309 

Low Life Level, 45 

Mail Sorter, 134 

Man’s Best Friend, 391 

A Man Who Saw the Air, 339 

Mary Quite Contrary, 187 

Medical Miscreant, 210 

Memories, 173 

The Mixed-Up Waiter, 110 
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Mute, 65 

Mystery Mastery, 262 

Never Dry, 234 

New Mom, 106 

Nighttime Visitor, 176 

No Brakes, 295 

No Control, 275 

No Fluids, 141 

No Friends, 136 

No One Hits the Baby, 182 

No Parking, 199 

No Sparkle, 272 

Omnivorous George, 214 

On Stage, 135 

The Outdoorsman, 145 

Panties, 410 

Paranoid and Dangerous, 121 

Peaceable Man, 337 

A Perfect Checklist, 108 

Perfect Gentleman, 268 

Picking, 161 

Picky Eater, 218 

Postpartum Piety, 52 

Praying Athlete, 83 

The Pretzel, 31 

Quiet Kevin, 129 

Radar Messages, 77 

The Radiologist, 200 

Reggie’s Regression, 20 

The Reporter, 322 

Rocking and Reading, 18 

Roller Coaster, 80 

The Roman, 16 

Rx Florida, 112 

Sad Sister, 377 

The Sailor, 189 

Seizure, 305 

Sex Is a Nasty Business, 280 

Sex Problem, 71 

She Wants to Be a Boy, 289 

Shoelaces, 303 

The Singer, 170 

Sixty-Seven Pound Weakling, 220 

Sleepless Housewife, 91 

Sleepy, 243 

Slow Learner, 27 

Sniper, 174 
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Social Gaffes, 12 

The Socialite, 63 

Soiled Again, 236 

Something of Value, 156 

Special Dinners, 296 

Star Wars, 48 

Stay Healthy, 132 

Staying in Control, 278 

Still a Student, 88 

Stonemason, 102 

Stubborn Psychiatrist, 396 

Take Me Seriously, 208 

Thin’ lim; 225 

Threatening Voices, 68 

Three Voices, 103 

Thunderbird, 352 

Thunderstorms, 131 

Tiny Tina, 127 

Titanic Tantrums, 96 

Toughing It Out, 138 

Toy Designer, 123 

Traction, 350 

Alphabetical Index of Case Names 

Triple Divorcée, 79 

Ulcers, 205 

(Un)Committed, 270 

Under Surveillance, 42 

Underground Sex, 404 

Unfaithful Wife, 60 

Unrecognized Genius, 383 

Useful Work, 393 

A Visit to Food Hell, 227 

Vodka, 321 

Wabbit, 9 

A Wandering Mind, 25 

Wash Before Wearing, 389 

Wealthy Widow, 82 

The Witch, 46 

The Workaholic, 380 

Worthless Wife, 100 

The Wreck, 170 

X-Dressing, 412 

You May Keep the Yacht, 85 

Zombie, 254 
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Alphabetical Index 
of Diagnoses and 
Related Cases 

This book contains a case for each DSM-5 disorder, and for many disorders, multiple illustrative 
cases are included. This alphabetical index of diagnoses lists those cases included in the book 
according to the DSM-5 diagnosis given, along with the corresponding page number on which 
each case begins. Each case name is followed by the age and gender of the patient. Additional 
distinguishing information about the case (e.g., applicable subtypes and specifiers, comorbid 
disorders, key features) is also included to help the reader differentiate among the cases included 
for a particular disorder. Cases are listed in the order that they appear for the corresponding 
diagnosis. 

Acute Stress Disorder, 178-180 

Burned (trauma: burn victim, age 28, 

female), 178 

Eyewitness (trauma: eye witness to 

execution, age 39, female), 179 

Adjustment Disorders, 180-184 

Happy Ending (with depressed 

mood, age 24, female), 181 

Abducted (with anxiety, age 3, 

female), 181 

No One Hits the Baby (with mixed 

disturbance of emotions and 

conduct, age 4, female), 182 

Agoraphobia, 140-142 

No Fluids (age 32, female), 141 

Alcohol-Related Disorders, 320-323 

Vodka (Severe Alcohol Use Disorder, 

age 45, female), 321 

Joe College (Alcohol Intoxication, 

with perceptual disturbances, age 

19, male), 321 

The Reporter (Alcohol Withdrawal, 

plus comorbid Mild Alcohol Use 

Disorder, age 29, male), 322 

Thunderbird (Alcohol Withdrawal 

Delirium, age 43, male), 352 

Chief Petty Officer (Alcohol-Induced 

Major Neurocognitive Disorder, 

age 56, male), 357 

Anorexia Nervosa, 219-226 

Sixty-Seven Pound Weakling 

(restricting type, age 20, female), 

220 

Close to the Bone (binge-eating / 

purging type, age 23, female), 221 

Thin Tim (restricting type, plus 

comorbid Obsessive-Compulsive 

Disorder, age 8, male), 225 



Antisocial Personality Disorder, 381-382 

Belligerent Boy (age 21, male), 381 

Anxiety Disorder Due to Another 

Medical Condition, 144-145 

The Outdoorsman (due to pernicious 

anemia, with panicattacks,age78, 

male), 145 

Attention-Deficit / Hyperactivity 

Disorder, 21-26 

Daydreamer (predominantly 

inattentive presentation, age 11, 

male), 22 

Into Everything (predominantly 

hyperactive-impulsive 

presentation, age 9, male), 24 

A Wandering Mind (in partial 

remission, age 35, female), 25 

Autism Spectrum Disorder, 14-21 

Echo (without accompanying 

intellectual impairment, with 

accompanying language 

impairment, age 3, male), 15 

The Roman (without accompanying 

intellectual or language 

impairment; requiring support 

for social communication deficits 

and restricted, repetitive 

behaviors; age 19, male), 16 

Rocking and Reading (with 

accompanying intellectual 

impairment and language 

impairment, plus comorbid 

Stereotypic Movement Disorder 

with self-injurious behavior, age 

22, female), 18 

Reggie’s Regression (with 

accompanying intellectual 

impairment and language 

impairment, age 4, male), 20 

Avoidant Personality Disorder, 376-379 

Sad Sister (age 26, female), 377 

The Jerk (plus comorbid Persistent De- 

pressive Disorder and Social Anxi- 

ety Disorder, age 45, male), 377 
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Avoidant/Restrictive Food Intake 

Disorder, 216-219 

Bottle Baby (age 6 months, male), 

217 

Picky Eater (age 14, female), 218 

Binge-Eating Disorder, 229-231 

Eating Until It Hurts (age 35, female), 

230 

Bipolar I Disorder, 75-87 

Radar Messages (most recently manic 

with mood-incongruent 

psychotic features, in full 

remission, age 24, female), 77 

Triple Divorcée (currently manic, 

moderate, age 37, female), 79 

Roller Coaster (currently manic, 

moderate, with rapid cycling, age 

39, male), 80 

Wealthy Widow (currently manic, 

moderate, with late age at onset, 

age 72, female), 82 

Praying Athlete (currently manic, 

with mood-congruent psychotic 

features, with catatonia, age 24, 

male), 83 

You May Keep the Yacht (currently 

manic, with mood-incongruent 

psychotic features, age 35, male), 

85 

Bipolar I Disorder, 87-89 

Still a Student (current episode 

depressed, with atypical features, 

age 37, female), 88 

Body Dysmorphic Disorder, 153-155 

Elephant Man (with good or fair 

insight, age 31, male), 154 

Borderline Personality Disorder, 370- 

374 

Empty Shell (age 23, female), 371 

Disco Di (age 25, female), 372 

Brief Psychotic Disorder, 62-64 

The Socialite (age 42, female), 63 
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Bulimia Nervosa, 226-229 

A Visit to Food Hell (age 42, female), 

227) 

The Fat Man (age 43, male), 228 

Caffeine-Related Disorders, 330-331 

Coffee Machine (Caffeine 

Withdrawal, age 41, male), 331 

Cannabis-Related Disorders, 333-336 

Freaking Out (Cannabis Intoxication, 

age 42, female), 334 

Fidgety and Grumpy (Cannabis 

Withdrawal, age 24, female), 335 

Catatonia Associated With Another 

Mental Disorder /Catatonic Disorder 

Due to Another Medical Condition, 

64-66 

Mute (Catatonic Disorder due to 

systemic lupus erythematosus 

plus comorbid Delirium due to 

systemic lupus erythematosus, 

age 25, female), 65 

Childhood-Onset Fluency Disorder 

(Stuttering), 10-11 

Don’t Worry (age 3, male), 11 

Circadian Rhythm Sleep-Wake 

Disorders, 250-253 

The Director (delayed sleep phase 

type, age 36, male), 251 

Evening Shift (shift work type, age 30, 

male), 252 

Conduct Disorder, 301-306 

Killer (childhood-onset type, with 

limited prosocial emotions, age 

10, male), 303 

Shoelaces (adolescent-onset type, plus 

comorbid Major Depressive 

Disorder and Substance Use 

Disorder, age 16, male), 303 

Seizure (adolescent-onset type, plus 

comorbid Conversion Disorder, 

age 16, female), 305 

Conversion Disorder (Functional 

Neurological Symptom Disorder), 202- 
204 

Fits (with attacks or seizures, age 26, 

female), 203 

Cyclothymic Disorder, 89-90 

Car Salesman (age 29, male), 90 

Delayed Ejaculation, 276-277 

In Jeopardy (lifelong, situational, age 

33, male), 276 

Delirium, 349-353 

Traction (due to multiple etiologies, 

age 32, male), 350 

Thunderbird (due to Alcohol 

Withdrawal, plus comorbid 

Alcohol Use Disorder, age 43, 

male), 352 

Delusional Disorder, 56-62 

Contract on My Life (persecutory 

type, age 45, male), 57 

Dear Doctor (erotomanic type, age 55, 

female), 59 

Unfaithful Wife (jealous type, age 50, 

male), 60 

Fleas (somatic type, age 70, male), 61 

Dependent Personality Disorder, 374— 

376 

Blood Is Thicker Than Water (age 34, 

male), 375 

Depersonalization/Derealization 

Disorder, 191-193 

Foggy Student (age 20, male), 192 

Depressive Disorder Due to Another 

Medical Condition, 122-123 

Toy Designer (due to brain tumor, 

with major depressive-—like 

episode, plus personality change 

due to brain tumor, apathetic 

type, age 45, male), 123 
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Developmental Coordination Disorder, 

29-30 

He Breaks His Toys (age 8, male), 29 

Disinhibited Social Engagement 

Disorder, 166-167 

Going Off With Strangers (age 3, 

female), 166 

Disruptive Mood Dysregulation 

Disorder, 95-98 

Titanic Tantrums (plus comorbid 

ADHD, combined presentation, 

age 8, male), 96 

Dissociative Amnesia, 188-191 

The Sailor (age 18, male), 189 

Burt Tate (with dissociative fugue, age 

42, male), 190 

Dissociative Identity Disorder, 186-188 

Mary Quite Contrary (age 35, female), 

187 

Encopresis, 236-238 

Soiled Again (with constipation and 

overflow incontinence, plus comor- 

bid Enuresis, age 6, male), 236 

Enuresis, 234-236 

Never Dry (nocturnal and diurnal, age 

7, male), 234 

Erectile Disorder, 269-271 

(Un)Committed (acquired, age 26, 

male), 270 

Excoriation (Skin-Picking) Disorder, 

160-162 

Picking (age 28, female), 161 

Exhibitionistic Disorder, 402—403 

Ashamed (age 27, male), 403 

Factitious Disorder, 206-211 

Fraulien von Willebrand (imposed on 

self, age 29, female), 207 

Take Me Seriously (imposed on self, 

age 56, female), 208 

Medical Miscreant (imposed on 

another, age 41, female), 210 

422 

Female Orgasmic Disorder, 277-279 

Staying in Control (lifelong, 

generalized, age 25, female), 278 

Female Sexual Interest/ Arousal 

Disorder, 272-274 

No Sparkle (acquired, generalized, 

age 45, female), 272 

Fetishistic Disorder, 410-411 

Panties (age 32, male), 410 

Frotteuristic Disorder, 404-405 

Underground Sex (age 45, male), 404 

Gambling Disorder, 344-345 

Loan Sharks (age 48, male), 344 

Gender Dysphoria in Adolescents and 

Adults, 288-292 

She Wants to Be a Boy (age 16, born 

female), 289 

Living as a Man (age 25, born female), 

291 

Gender Dysphoria in Children, 286-288 

Dolls (age 8, born male), 287 

Generalized Anxiety Disorder, 142-144 

Edgy Electrician (age 27, male), 143 

Genito-Pelvic Pain/ Penetration 

Disorder, 279-281 

Sex Is a Nasty Business (female, age 

33), 280 

Hallucinogen-Related Disorders, 336- 

340 

Peaceable Man (Phencyclidine 

Intoxication plus comorbid 

Phencyclidine Use Disorder, age 

20, male), 337 

A Man Who Saw the Air 

(Hallucinogen Persisting 

Perception Disorder, age 21, 

male), 339 

Histrionic Personality Disorder, 386-387 

Coquette (age 30, female), 386 
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Hoarding Disorder, 156-158 

Something of Value (plus comorbid 
Major Depressive Disorder, age 
50, male), 156 

Hypersomnolence Disorder, 242-246 

Sleepy (age 55, male), 243 

Cry Mea River (plus comorbid Major 

Depressive Disorder, age 38, 

female), 245 

IlIness Anxiety Disorder, 200-202 

The Radiologist (age 38, male), 200 

Inhalant-Related Disorders, 342-343 

Better Living Through Chemistry 

(Inhalant Intoxication, age 17, 

male), 342 

Insomnia Disorder, 241-242 

High-Strung (age 36, female), 242 

Intellectual Disability (Intellectual 

Developmental Disorder), 2—7 

Down Syndrome (Moderate 

Intellectual Disability, plus 

comorbid Down Syndrome, age 

15, male), 4 

The Enigma (Severe Intellectual 

Disability, plus comorbid Bipolar 

I Disorder, age 17, female), 5 

Intermittent Explosive Disorder, 297-301 

Hothead Harry, Gnome Assassin (age 

35, male), 298 

Calisthenics (age 31, female), 300 

Kleptomania, 309-312 

Lobsterman (age 42, male), 309 

The Heiress (age 34, female), 311 

Language Disorder, 7-9 

Broken Home (expressive, age 3, 

male), 7 

Bye-Bye (receptive and expressive, 

age 5, male), 8 

Major Depressive Disorder, 98-113 

Worthless Wife (single episode, 

moderate, age 33, female), 100 

Stonemason (single episode, with 

mood-congruent psychotic 

features, with melancholic 

features, age 55, male), 102 

Three Voices (recurrent episode, 

severe, with mood-incongruent 

psychotic features, age 23, male), 

103 

It’s Typical (single episode, with atypi- 

cal features, age 25, female), 105 

New Mom (single episode, with 

peripartum onset, plus history of 

Social Anxiety Disorder, age 30, 

female), 106 

A Child Is Crying (single episode with 

mood-congruent psychotic 

features, plus comorbid 

Persistent Depressive Disorder, 

age 15, female), 107 

A Perfect Checklist (single episode, 

severe, with anxious distress, plus 

comorbid Separation Anxiety 

Disorder, age 7, male), 108 

The Mixed-Up Waiter (single episode, 

moderate, with mixed features, 

age 21, male), 110 

Rx Florida (recurrent episode, mild, 

with seasonal pattern, age 42, 

male), 112 

Major Neurocognitive Disorder, 353-358 

The Hiker (due to Alzheimer’s 

Disease, age 61, male), 354 

Certified Public Accountant (due to 

Parkinson’s Disease, age 69, 

male), 356 

Chief Petty Officer (alcohol-induced, 

age 56, male), 357 

Male Hypoactive Sexual Desire 

Disorder, 268-269 

Perfect Gentleman (lifelong, 

generalized, age 34, male), 268 

Mild Neurocognitive Disorder, 358-361 

Backstage With Rosie (due to possible 

Alzheimer’s disease, age 70, 

female), 359 
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Narcissistic Personality Disorder, 382- 

386 

Unrecognized Genius (age 25, male), 

383 

False Rumors (age 21, male), 384 

Narcolepsy, 246-248 

Catnaps (age 24, female), 247 

Nightmare Disorder, 256-257 

Bad Dreamer (age 35, female), 256 

Non-Rapid Eye Movement Sleep 

Arousal Disorders, 253-255 

Zombie (sleepwalking type, age 11, 

female), 254 

Goose Pimples (sleep terror type, age 

8, male), 255 

Obsessive-Compulsive Disorder, 148-153 

Lady Macbeth (with good or fair 

insight, age 14, female), 149 

Obsessive-Compulsive Personality 

Disorder, 379-381 

The Workaholic (age 45, male), 380 

Obstructive Sleep Apnea Hypopnea, 

248-250 

Food for Thought (age 46, male), 249 

Opioid-Related Disorders, 340-341 

Cough Medicine (Opioid Use 

Disorder, age 42, male), 341 

Oppositional Defiant Disorder, 294-297 

No Brakes (severe, age 9, male), 295 

Special Dinners (mild [confined to 

home setting], age 6, male), 296 

Other Hallucinogen—Related Disorders, 

338-340 

A Man Who Saw the Air 

(Hallucinogen Persisting 

Perception Disorder, age 21, 

male), 339 

Other Specified Personality Disorder, 

395-398 

Stubborn Psychiatrist (passive- 

aggressive, age 34, male), 396 

424 

Goody Two-Shoes (self-defeating, age 

35, female), 397 

Other Specified Schizophrenia 

Spectrum and Other Psychotic Disorder, 

69-72 

Bad Voices (persistent auditory 

hallucinations, age 25, female), 

69 
Sex Problem (shared psychotic 

disorder/folie a deux, age 43, 

female), 71 

Panic Disorder, 137-140 

Toughing It Out (age 25, female), 

138 

I Could Be Dying (plus comorbid 

Agoraphobia and Insomnia 

Disorder, age 52, male), 139 

Paranoid Personality Disorder, 392-394 

Useful Work (age 85, male), 393 

Pedophilic Disorder, 408-410 

Child Psychiatrist (age 36, male), 

409 

Persistent Depressive Disorder 

(Dysthymia), 114-120 

Junior Executive (with pure 

dysthymicsyndrome, early onset, 

age 28, female), 115 

Busted Nerves (early onset, plus 

comorbid Panic Disorder, age 49, 

female), 116 

Disabled Vet (with persistent major 

depressive episode with late- 

onset, plus comorbid Major 

Depressive Disorder, Severe 

Alcohol Use Disorder, and 

Alcohol-Induced Major 

Neurocognitive Disorder, age 37, 

male), 118 

Personality Change Due to Another 

Medical Condition, 394-395 

Coma (due to head trauma, age 34, 

male), 395 
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Phencyclidine-Related Disorders, 337- 
338 

Peaceable Man (Phencyclidine 
Intoxication, plus comorbid 

Phencyclidine Use Disorder, age 
20, male), 337 

Pica, 214-215 

Omnivorous George (age 5, male), 214 

Posttraumatic Stress Disorder, 168-177 

The Singer (trauma: witnessing 

murder of boyfriend; age 27, 

female), 170 

The Wreck (trauma: experienced 

motor vehicle accident; with 

delayed expression, age 40, male), 

170 

Flashbacks (trauma: military combat; 

with delayed expression, age 23, 

male), 172 

Memories (trauma: concentration 

camp survivor; with delayed 

expression, age 49, female), 173 

Sniper (trauma: life-threatening 

sniper fire; age 6, female), 174 

Nighttime Visitor (trauma: sexual 

abuse victim; age 8, female), 176 

Premature (Early) Ejaculation, 275-276 

No Control (age 38, male), 275 

Premenstrual Dysphoric Disorder, 120— 

122 

Paranoid and Dangerous (provisional, 

female, age 32), 121 

Pyromania, 306-309 

Brrr (age 6, male), 307 

Psychological Factors Affecting Other 

Medical Conditions, 204—206 

Ulcers (age 42, female), 205 

Rapid Eye Movement Sleep Behavior 

Disorder, 257-259 

Falling Out of Bed (age 65, male), 258 

Reactive Attachment Disorder, 164-166 

Grandma’s Child (age 4, female), 165 

Restless Legs Syndrome, 259-261 

Bugs Crawling (age 45, female), 260 

Rumination Disorder, 215-216 

Baby Olivia (age 6 months, female), 

PANS 

Schizoaffective Disorder, 54—56 

Foster Mother (depressive type, age 

44, female), 55 

Schizoid Personality Disorder, 391-392 

Man’s Best Friend (plus comorbid 

Adjustment Disorder with 

depressed mood, age 50, male), 

391 

Schizophrenia, 41-50 

Under Surveillance (with 

predominant delusions and 

hallucinations, age 44, male), 42 

Eating Wires (with predominant 

disorganized speech and 

behavior, age 40, male), 44 

Low Life Level (with predominant 

disorganized speech, 

disorganized behavior, and 

negative symptoms, age 39, 

female), 45 

The Witch (with predominant 

delusions and hallucinations and 

late onset, age 48, female), 46 

Star Wars (with childhood onset, age 

15, female), 48 

Schizophreniform Disorder, 50-53 

Late Bloomer (with good prognostic 

features, age 35, female), 50 

Postpartum Piety (age 30, female), 52 

Schizotypal Personality Disorder, 387- 

390 

Clairvoyant (age 32, female), 388 

Wash Before Wearing (age 41, male), 

389 

Alphabetical Index of Diagnoses and Related Cases 425 



Sedative-, Hypnotic-, or Anxiolytic- 

Related Disorders, 323-326 

August Days (Diazepam Use 

Disorder, plus comorbid 

Diazepam Withdrawal, age 55, 

female), 324 

Selective Mutism, 128-130 

Quiet Kevin (age 6, male), 129 

Separation Anxiety Disorder, 126-128 

Tiny Tina (age 10, female), 127 

Sexual Masochism Disorder, 405-406 

Bruised (age 25, female), 405 

Sexual Sadism Disorder, 406—408 

Leather (age 35, male), 407 

Social Anxiety Disorder (Social Phobia), 

ise Ihey/ 

Mail Sorter (with panic attacks, age 

25, male), 134 

On Stage (performance only type, age 

33, male), 135 

No Friends (age 7, female), 136 

Social (Pragmatic) Communication 

Disorder, 11-13 

Social Gaffes (age 13, male), 12 

Somatic Symptom Disorder, 197-199 

Blackout (persistent, age 50, female), 

198 

No Parking (with predominant pain, 

age 36, female), 199 

Specific Learning Disorder, 26-28 

Slow Learner (with impairment in 

reading, age 13, female), 27 

Ed Hates School (with impairment in 

mathematics, age 9, male), 28 

Specific Phobia, 130-133 

Thunderstorms (natural environment 

type, age 28, female), 131 

Stay Healthy (blood-injection-injury 

type, age 27, male), 132 

Speech Sound Disorder, 9-10 

Wabbit (age 6, male), 9 

426 

Stereotypic Movement Disorder, 31-32 

The Pretzel (with self-injurious 

behavior, plus comorbid Severe 

Intellectual Disability, age 14, 

male), 31 

Stimulant-Related Disorders, 326-329 

Cocaine Problem (Severe Cocaine Use 

Disorder, age 39, male), 327 

Agitated Businessman 

(Methylphenidate-Induced 

Psychotic Disorder, age 42, male), 

67 

Substance /Medication-Induced Bipolar 

and Related Disorder, 91-92 

Sleepless Housewife (ofloxacin- 

induced, age 28, female), 91 

Substance /Medication-Induced 

Psychotic Disorder, 66-69 

Agitated Businessman 

(methylphenidate-induced, with 

onset during intoxication, age 42, 

male), 67 

Threatening Voices (alcohol-induced, 

with onset during withdrawal, 

age 44, male), 68 

Substance /Medication-Induced Sexual 

Dysfunction, 281-283 

Bad Side Effect (paroxetine-induced, 

female, age 36), 282 

Substance /Medication-Induced Sleep 

Disorder, 261-263 

Mystery Mastery (caffeine / 

aminophylline/albuterol / 

beclomethasone-induced, 

insomnia type, age 28, female), 

262 

Tic Disorders, 33-35 

Embarrassed (Tourette’s Disorder, age 

43, male), 34 

Compulsions (Tourette’s Disorder, 

age 10, male), 34 
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Tobacco-Related Disorders, 332-333 Trichotillomania (Hair-Pulling 

Junkie (Tobacco Use Disorder, age 54, Disorder), 158-160 
male), 332 Hair (age 25, female), 158 

Tranvestic peor ey 411-413 Voyeuristic Disorder, 401-402 

X-Dressing (age 65, male), 412 Binoculars (age 35, male), 401 

Alphabetical Index of Diagnoses and Related Cases 427 
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Index 

Page numbers printed in boldface type refer to tables or figures. Page numbers printed in italics 
refer to behaviors or symptoms noted within case examples. 

Abstinence, and substance abuse, 329 

Acquired form, of Intellectual Disability, 3 

Active-phase symptoms, of Schizophrenia, 

41 

Activity, increased in Bipolar and Related 

Disorders, 73-74. See also Hyperactivity 

Acute Stress Disorder 

case examples of, 178-180 

characteristic features of, 163, 164, 178 

Posttraumatic Stress Disorder and, 168, 

178, 180 

Adaptive functioning, and Intellectual 

Disability, 3-4 

ADHD. See Attention-Deficit / Hyperactivity 

Disorder 

Adjustment Disorders 

Acute Stress Disorder and, 179 

case examples of, 181-184 

characteristic features of, 163, 164, 180- 

181 

Generalized Anxiety Disorder and, 182 

Major Depressive Disorder and, 106 

Posttraumatic Stress Disorder and, 170, 

171 

Schizoid Personality Disorder and, 392 

Adolescents, and adolescence 

ADHD and, 22 

Adjustment Disorders and, 183 

ARFID and, 219 

Avoidant Personality Disorder and, 376 

Binge-Eating Disorder and, 230 

Body Dysmorphic Disorder and, 153 

Cannabis-Related Disorders and, 334 

Circadian Rhythm Sleep-Wake Disorders 

and, 251 

Conduct Disorder and, 302 

dependent behavior in, 375 

Excoriation Disorder and, 162 

Gender Dysphoria and, 286, 287, 

288-292 

Hoarding Disorder and, 156 

Inhalant-Related Disorders and, 342 

Major Depressive Disorder and, 108 

Nightmare Disorder and, 256 

Obsessive-Compulsive Disorder onset 

and, 152 

Paranoid Personality Disorder and, 393 

Schizoid Personality Disorder and, 391 

Sedative, Hypnotic, or Anxiolytic Use 

Disorder and, 324 

Specific Phobia and, 131 

Stimulant-Related Disorders and, 327 

voyeuristic behavior and, 401 

Adults 

ADHD in, 25-26 

Developmental Coordination Disorder 

in, 29 

Gender Dysphoria in, 287, 289 

Pyromania and, 307 

Separation Anxiety Disorder in, 127 

Affective instability, and Borderline 

Personality Disorder, 370, 372. See also 

Mood; Negative affectivity; Restricted 

affectivity 

African-Americans, misdiagnosis of 

Schizophrenia in, 87. See also Race 



Age, and diagnosis of Antisocial Personality 

Disorder, 381. See also Adolescents; 

Adults; Age at onset; Children; Elderly 

Age at onset 

of ADHD, 21 

of Agoraphobia, 141 

of Anorexia Nervosa, 220 

of Autism Spectrum Disorder, 15 

of Bipolar I Disorder, 77 

of Bipolar II Disorder, 88 

of Bulimia Nervosa, 227, 229 

of Conduct Disorder, 302 

of Cyclothymic Disorder, 90 

of Delusional Disorder, 57 

of Disruptive Mood Dysregulation 

Disorder, 95 

of Excoriation Disorder, 160, 162 

of Gender Dysphoria, 287, 289 

of Generalized Anxiety Disorder, 143 

of Illness Anxiety Disorder, 200 

of Intellectual Disability, 3 

of Intermittent Explosive Disorder, 298 

of Kleptomania, 309 

of Major Depressive Disorder, 99 

of Narcolepsy, 247 

of Obsessive-Compulsive Disorder, 149 

of Oppositional Defiant Disorder, 295 

of Other Hallucinogen-Related 

Disorders, 338 

of Panic Disorder, 138 

of Paraphilic Disorders, 400 

of Persistent Depressive Disorder, 114 

of Restless Legs Syndrome, 260 

of Schizophrenia, 42, 47 

of Selective Mutism, 128 

of Social Anxiety Disorder, 134 

of Somatic Symptom Disorder, 197 

of Specific Learning Disorder, 27 

of Tic Disorders, 33 

of Trichotillomania, 158 

Aggression 

Antisocial Personality Disorder and, 381 

Autism Spectrum Disorder and, 18 

Conduct Disorder and, 301-303 

Disruptive Mood Dysregulation Disorder 

and, 95, 96 

Intellectual Disability and, 4 

Intermittent Explosive Disorder and, 297, 

298, 299 

Schizophrenia and, 48 

Stimulant-Related Disorders and, 327 

430 

Agitation 

Catatonia and, 65 

Delusional Disorder and, 59 

Intellectual Disability and, 5, 6 

Major Neurocognitive Disorder and, 354 

Phencyclidine-Related Disorders and, 

Bon 

Agnosia, 348 

Agoraphobia 

case example of, 141-142 

characteristic features of, 125, 126, 140— 

141 

Panic Disorder and, 138 

Social Anxiety Disorder and, 142 

Akathisia, Restless Legs Syndrome and 

drug-induced, 261 

Albuterol inhaler, and Substance/ 

Medication-Induced Sleep Disorder, 

262, 263 

Alcoholics Anonymous, 321 

Alcohol-Related Disorders and, 320-323 

Alcohol use, and alcohol abuse. See also 

Substance abuse 

Alcohol-Induced Major Neurocognitive 

Disorder and, 120 

Alcohol-Related Disorders and, 320-323 

Alcohol Use Disorder and, 120, 320, 353 

Caffeine-Related Disorders and, 331 

Delirium and, 352-353 

Dissociative Amnesia and, 190 

Insomnia Disorder and, 242 

Intermittent Explosive Disorder and, 

299-300 

Major Neurocognitive Disorder and, 357, 

358 

Panic Disorder and, 139 

Persistent Depressive Disorder and, 118- 

119 

Restless Legs Syndrome and, 260 

Stimulant-Related Disorders and, 329 

Substance /Medication-Induced 

Psychotic Disorder and, 66, 68, 69 

Substance /Medication-Induced Sexual 

Dysfunction and, 281 

Substance /Medication-Induced Sleep 

Disorder and, 262 

Allergies, and Obstructive Sleep Apnea 

Hypopnea, 249 

Alogia, and Schizophrenia Spectrum and 

Other Psychotic Disorders, 39 

Alprazolam, 91, 280 

Learning DSM-5 by Case Example 



Alternative diagnoses. See Differential 

diagnosis - 
Alternative model, of Personality Disorders, 

363-364, 365-366, 367-368, 379, 394, 396 
Alters, and Dissociative Identity Disorder, 

186 

Alzheimer’s disease, 354, 355-356, 360-361 

Amenorrhea, and Anorexia Nervosa, 220, 

D222 DDE 

Aminophylline, and Substance /Medication- 
Induced Sleep Disorder, 262, 263 

Amitriptyline, 157, 325 

Amnesia 

Delirium and, 350 

Dissociative Amnesia, 185, 186, 188-191 

generalized, 188, 191 

localized, 188 

Non-Rapid Eye Movement Sleep Arousal 

Disorders and, 255 

selective, 188 

Amobarbital, and Dissociative Amnesia, 

189, 190 

Amphetamines 
ADHD and, 24 

Binge-Eating Disorder and, 231 

substance abuse and, 326-327 

Anemia 

and Pica, 214 

pernicious, in Anxiety Disorder Due to 

Another Medical Condition, 145 

Anger 

Borderline Personality Disorder and, 370, 

374 

Disruptive Mood Dysregulation Disorder 

and, 95 

Intermittent Explosive Disorder and, 

298-299 

Oppositional Defiant Disorder and, 294- 

295 

Phencyclidine-Related Disorders and, 

338 

Anhedonia, and Schizophrenia Spectrum 

and Other Psychotic Disorders, 39 

Anorexia Nervosa 

ARFID and, 217 

Bulimia Nervosa and, 225, 229 

case examples of, 220-226 

characteristic features of, 213, 214, 219- 

220 

Delusional Disorder and, 225 

Major Depressive Disorder and, 225 

Index 

Rumination Disorder and, 215 

Social Anxiety Disorder and, 219 

Antagonism 

Alternative Model of Personality 

Disorders and, 364, 366, 367 

Antisocial Personality Disorder and, 381 

Borderline Personality Disorder and, 

370 

Narcissistic Personality Disorder and, 

383 

Antianxiety medications, and Substance / 

Medication-Induced Sexual 

Dysfunction, 281. See also Sedative-, 

Hypnotic-, or Anxiolytic-Related 

Disorders 

Antibiotics, and Substance /Medication- 

Induced Bipolar and Related Disorder, 

92 

Anticancer drugs, and Female Sexual 

Interest/ Arousal Disorder, 272 

Anticholinergic medications, and Delirium, 

350 

Anticoagulant medications, and Factitious 

Disorder, 207 

Anticonvulsant medications 

Nightmare Disorder and, 257 

Substance/Medication-Induced Sexual 

Dysfunction and, 281 

Antidepressants. See also Selective serotonin 

reuptake inhibitors; Specific medications 

Bipolar I Disorder and, 81 

Bulimia Nervosa and, 228 

Female Sexual Interest / Arousal Disorder 

and, 272 

Hypersomnolence Disorder and, 245 

Intellectual Disability and, 5, 6 

Nightmare Disorder and, 257 

Schizophrenia and, 45—46 

Substance /Medication-Induced Bipolar 

and Related Disorder and, 91 

Substance /Medication-Induced Sexual 

Dysfunction and, 281 

Antihypertensive medications, and Female 

Sexual Interest/ Arousal Disorder, 272 

Antipsychotics 

Delusional Disorder and, 59 

Intellectual Disability and, 6 

Schizophrenia and, 43, 44-45, 46 

Stereotypic Movement Disorder and, 32 

Substance /Medication-Induced Sexual 

Dysfunction and, 281 

431 



Antisocial behaviors 

ADHD and, 22 

Conduct Disorder and, 303, 304 

Gambling Disorder and, 345 

Antisocial Personality Disorder 

aggressive outbursts in, 298 

case example of, 381-382 

characteristic features of, 369, 381 

classification of, 293 

Conduct Disorder and, 302 

externalizing spectrum and, 367 

Gambling Disorder and, 345 

Narcissistic Personality Disorder and, 

383, 386 

Anxiety, as symptom. See also Separation 

anxiety; Social anxiety 

of Adjustment Disorders, 182 

of Avoidant Personality Disorder, 378 

of Bipolar I Disorder, 76, 80 

of Borderline Personality Disorder, 371 

of Cannabis-Related Disorders, 335-336 

definition of, 125 

of Delusional Disorder, 57 

of Illness Anxiety Disorder, 200, 202 

of Major Depressive Disorder, 110 

of Non-Rapid Eye Movement Sleep 

Arousal Disorders, 254 

of Other Specified Schizophrenia Spec- 

trum and Other Psychotic Disorder, 70 

of Schizophrenia, 46 

as significant component of Obsessive- 

Compulsive and Related Disorders, 

147 

Anxiety Disorder Due to Another Medical 

Condition 

case example of, 145 

characteristic features of, 125, 126, 144 

Anxiety Disorders. See also Agoraphobia; 

Anxiety Disorder Due to Another 

Medical Condition; Generalized 

Anxiety Disorder; Panic Disorder; 

Selective Mutism; Separation Anxiety 

Disorder; Social Anxiety Disorder; 

Specific Phobia 

Agoraphobia and co-occurrence of, 141 

ARFID in association with, 217 

characteristics features of, 125-126, 126 

differential diagnosis of, 22 

internalizing spectrum and, 93 

Oppositional Defiant Disorder and later 

development of, 295 

432 

Sedative, Hypnotic, or Anxiolytic Use 

Disorder and, 326 

Substance/Medication-Induced Mental 

Disorders and, 315 

Anxiolytic medications, psychotic 

symptoms and withdrawal from, 66 

Apathy 

Inhalant-Related Disorders and, 343 

Major Neurocognitive Disorder and, 354 

Appearance, and Body Dysmorphic 

Disorder, 153 

Appetite 

Bipolar I Disorder and, 77, 78, 80 

Bipolar II Disorder and, 89 

Intellectual Disability and, 6 

Major Depressive Disorder and, 102, 103, 

107,111 

Persistent Depressive Disorder and, 117 

Apraxia, 348 

ARFID. See Avoidant/Restrictive Food 

Intake Disorder 

Arguments, and argumentativeness 

Alcohol-Related Disorders and, 321-322 

Oppositional Defiant Disorder and, 295, 

296, 297 

Other Specified Personality Disorder 

and, 396 

Personality Change Due to Another 

Medical Condition and, 395 

Arousal, and Posttraumatic Stress Disorder, 

168, 169, 172, 173, 177 

Asperger’s Disorder. See Autism Spectrum 

Disorder 

Asthma, and Substance / Medication- 

Induced Sleep Disorder, 262, 263 

Atomoxetine, and ADHD, 25 

Attention, and attention seeking. See also 

Inattention 

Delirium and, 352, 353 

Disinhibited Social Engagement Disorder 

and, 166, 167 

Histrionic Personality Disorder and, 386, 

387 

Inhalant-Related Disorders and, 343 

Narcissistic Personality Disorder and, 383 

Neurocognitive Disorders and, 347 

Attention-Deficit/ Hyperactivity Disorder 

(ADHD) 

Antisocial Personality Disorder and, 381 

ARFID in association with, 217 

case examples of, 22-26 

Learning DSM-5 by Case Example 



characteristic features Oi, 2, Ay 

consideration of alternative diagnoses, 22 
deficits and behavioral excesses in, 1 

Disinhibited Social Engagement Disorder 
and, 167 

Disruptive Mood Dysregulation Disorder 
and, 97 

Oppositional Defiant Disorder and, 296 
Specific Learning Disorder and, 28 

Stimulant-Related Disorders and, 326 

Atypical depression, 106 

Atypical features, and Major Depressive — 
Disorder, 99 

Auditory hallucinations. See also 

Hallucinations 

Bipolar I Disorder and, 78 

Borderline Personality Disorder and, 371, 

B72 

Brief Psychotic Disorder and, 63 

definition of, 37 

Major Depressive Disorder and, 103-104, 
108 

Obsessive-Compulsive Disorder and, 152 

Other Specified Schizophrenia Spectrum 

and Other Psychotic Disorder and, 

70, 71 

Pyromania and, 307, 308, 309 

Schizoaffective Disorder and, 55-56 

Schizophrenia and, 44, 46, 47, 49 

Substance /Medication-Induced 

Psychotic Disorder and, 68 

Autism Spectrum Disorder 

ADHD and, 24 

ARFID in association with, 217 

case examples of, 15-21 

characteristic features of, 2, 14-15 

deficits and behavioral excesses in, 1, 13 

Intellectual Disability and, 8, 9 

Intermittent Explosive Disorder and, 

297 

Reactive Attachment Disorder and, 165, 

166 

Schizophrenia and, 49-50 

Schizotypal Personality Disorder and, 

390 

Selective Mutism and, 128 

social communication and, 13 

Speech Sound Disorder and, 10 

Stereotypic Movement Disorder and, 32 

Autoerotic partial asphyxiation, and Sexual 

Masochism Disorder, 405 

Index 

Automatic behavior, and sleep disturbance, 

243, 247-248 

Avoidance, as symptom 

of Acute Stress Disorder, 179 

of Agoraphobia, 142 

of Illness Anxiety Disorder, 200 

of Posttraumatic Stress Disorder, 168, 177 

Avoidant Personality Disorder 

case examples of, 377-379 

characteristic features of, 369, 376 

Detachment domain and, 367 

Social Anxiety Disorder and, 135, 137 

Avoidant/Restrictive Food Intake Disorder 

(ARFID) 

case examples of, 217-219 

characteristic features of, 213, 214, 216- 

PAW) 

Avolition, and Schizophrenia Spectrum and 

Other Psychotic Disorders, 39 

Awareness, and Delirium, 353 

Beclomethasone, and Substance / 

Medication-Induced Sleep Disorder, 

263 

Behavior. See also Aggression; Agitation; 

Antagonism; Antisocial behaviors; 

Bizarre behaviors; Criminal behavior; 

Disorganized behaviors; Impulsivity; 

Passive-aggressive behavior; Reckless 

behavior; Repetitive behaviors; 

Ritualistic behavior; Self-injurious 

behavior; Superstitious behaviors; 

Temper tantrums; Violent behavior 

Alcohol-Related Disorders and 

maladaptive, 322 

Autism Spectrum Disorder and patterns 

iy, NAY, ite yaltey, IS) PAW 

dependent in children and adolescents, 

SVS) 

Gender Dysphoria and nonconformity to 

stereotypical, 286 

Inhalant-Related Disorders and 

maladaptive changes in, 343 

Intermittent Explosive Disorder and 

outbursts, 297-298, 299, 300, 301 

Major Neurocognitive Disorder and, 354 

Neurodevelopmental Disorders and 

excesses of, 1 

Panic Disorder and changes in, 138 

psychotic disorders and disorganized, 

38-39 

433 



Behavior (continued) 

Reactive Attachment Disorder in children 

and, 164 

Schizotypal Personality Disorder and 

eccentricities of, 387, 388 

Stimulant-Related Disorders and 

dramatic changes in, 327 

Behavior therapy, and Dependent 

Personality Disorder, 375 

Beliefs. See also Religion 

delusions as distinct from, 38, 58 

Posttraumatic Stress Disorder and 

negative, 168-169 

Schizotypal Personality Disorder and 

unusual, 388 

Benzodiazepines 

Sedative, Hypnotic, or Anxiolytic Use 

Disorder and, 324, 326 

Substance/Medication-Induced Sexual 

Dysfunction and, 281 

Binge-eating, as symptom 

of Anorexia Nervosa, 225 

of Borderline Personality Disorder, 373, 

374 

of Bulimia Nervosa, 226, 228, 229 

Binge-Eating Disorder 

Bulimia Nervosa and, 228, 231 

case example of, 230-231 

characteristic features of, 213, 214, 229- 

230 

Bipolar and Related Disorder(s). See also 

Bipolar I Disorder; Bipolar II Disorder; 

Cyclothymic Disorder; Substance/ 

Medication-Induced Bipolar and 

Related Disorder 

aggressive outbursts in, 298 

characteristic features of, 73-74, 75 

overdiagnosis of in children, 95, 97-98 

problems in emotional and/or behavioral 

regulation and, 293 

Substance /Medication-Induced Mental 

Disorders and, 315 

Bipolar and Related Disorder Due to 

Another Medical Condition, 75, 83 

Bipolar I Disorder 

case examples of, 77-87 

characteristic features of, 75, 75-76 

Kleptomania and, 309 

Bipolar I Disorder, 75, 87-89 

Bizarre behaviors 

Bipolar I Disorder and, 84, 85, 86 

434 

Schizophrenia and, 44 

Schizophreniform Disorder and, 51 

Blind individuals, and Circadian Rhythm 

Sleep-Wake Disorders, 251 

Bodily illusions, and Schizotypal Personality 

Disorder, 388 

Body Dysmorphic Disorder 

case example of, 154-155 

characteristic features of, 147, 148, 153- 

154 

Excoriation Disorder and, 161 

psychotic symptoms in, 40 

Social Anxiety Disorder and, 134 

Body image 

Anorexia Nervosa and, 219, 220, 224 

Bulimia Nervosa and, 226-227, 229 

Borderline Personality Disorder 

ADHD and, 26 

aggressive outbursts in, 298 

case examples of, 371-374 

characteristic features of, 369, 370 

clinical importance of, 368 

co-occurrence with Major Depressive 

Disorder and suicide risk, 100 

depersonalization and, 192 

externalizing and internalizing 

spectrums and, 367 

Factitious Disorder and, 208 

Histrionic Personality Disorder and, 387 

Brain circuits, and Substance Use Disorders, 

314, 316 

Brain damage, and Inhalant-Related 

Disorders, 343 

Brain injury, and Stereotypic Movement 

Disorder, 32. See also Head injury; 

Traumatic brain injury 

Brain tumor, and Depressive Disorder Due 

to Another Medical Condition, 123 

Breathing-Related Sleep Disorders, 240, 241, 

243 

Brief Psychotic Disorder 

case example of, 63-64 

characteristic features of, 40, 62 

Schizophreniform Disorder and, 53 

Bright light treatment, for seasonal 

symptoms of Major Depressive 

Disorder, 113 

Briquet’s syndrome, and Somatic Symptom 

Disorder, 198 

Bruininks-Oseretsky Test of Motor 

Proficiency, 30 
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Bulimia Nervosa 

Anorexia Nervosa and, 225 

ARFID and, 217 

Binge-Eating Disorder and, 225, 231 

case examples of, 227-229 

characteristic features of, 213, 214, 226— 

227 

Rumination Disorder and, 215 

Caffeine. See also Caffeine-Related Disorders 

Circadian Rhythm Sleep-Wake Disorders 
and, 252 

Hypersomnolence Disorder and, 245 

intoxication with, 318 

Substance /Medication-Induced Sleep 

Disorder and, 263 

Caffeine-Related Disorders, 330-331 

Cannabis, and Cannabis-Related Disorders 

case examples of, 334-336 

characteristic features of, 333-334 

psychotic symptoms and, 66 

Carbamazepine, 112, 325 

Carbidopa-levodopa, and Major 

Neurocognitive Disorder, 356 

Cardiac arrhythmia 

Delirium and, 353 

Inhalant-Related Disorders and, 342 

Case examples 

of Acute Stress Disorder, 178-180 

of ADHD, 22-26 

of Adjustment Disorders, 181-184 

of Agoraphobia, 141-142 

of Alcohol-Related Disorders, 321-323 

of Anorexia Nervosa, 220-226 

of Antisocial Personality Disorder, 381— 

382 

of ARFID, 217-219 

of Autism Spectrum Disorder, 15-21 

of Avoidant Personality Disorder, 

377-379 
of Binge-Eating Disorder, 230-231 

of Bipolar I Disorder, 77-87 

of Bipolar II Disorder, 88-89 

of Body Dysmorphic Disorder, 154-155 

of Borderline Personality Disorder, 

371-374 

of Brief Psychotic Disorder, 63-64 

of Bulimia Nervosa, 227-229 

of Caffeine-Related Disorders, 331 

of Cannabis-Related Disorders, 334— 

336 

Index 

of Catatonic Disorder Due to Another 

Medical Condition, 65-66 

of Childhood-Onset Fluency Disorder, 11 

of Circadian Rhythm Sleep-Wake 

Disorders, 251-253 

of Conduct Disorder, 303-306 

of Conversion Disorder, 203-204 

of Cyclothymic Disorder, 90 

of Delayed Ejaculation, 276-277 

of Delirium, 350-353 

of Delusional Disorder, 57-62 

of Dependent Personality Disorder, 375— 

376 

of Depersonalization/Derealization 

Disorder, 192-193 

of Depressive Disorder Due to Another 

Medical Condition, 123 

of Developmental Coordination 

Disorder, 29-30 

of Disinhibited Social Engagement 

Disorder, 166-167 

of Disruptive Mood Dysregulation 

Disorder, 96-98 

of Dissociative Amnesia, 189-191 

of Dissociative Identity Disorder, 187-188 

of Encopresis, 236-238 

of Enuresis, 234-236 

of Excoriation Disorder, 161-162 

of Exhibitionistic Disorder, 403 

of Factitious Disorder, 207-211 

of Female Orgasmic Disorder, 278-279 

of Female Sexual Interest/ Arousal 

Disorder, 272-274 

of Fetishistic Disorder, 410-411 

of Frotteuristic Disorder, 404-405 

of Gambling Disorder, 344-345 

of Gender Dysphoria, 289-292 

of Generalized Anxiety Disorder, 143-144 

of Genito-Pelvic Pain/ Penetration 

Disorder, 280 

of Histrionic Personality Disorder, 386— 

387 

of Hoarding Disorder, 156-158 

of Hypersomnolence Disorder, 243-246 

of Illness Anxiety Disorder, 200-202 

of Inhalant-Related Disorders, 342-343 

of Insomnia Disorder, 242 

of Intellectual Disability, 4-5 

of Intermittent Explosive Disorder, 298— 

301 

of Kleptomania, 309-312 
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Case examples (continued) 

of Language Disorder, 7-9 

of Major Depressive Disorder, 100-113 

of Major Neurocognitive Disorder, 354— 

358 

of Male Hypoactive Sexual Desire 

Disorder, 268-269 

of Mild Neurocognitive Disorder, 359— 

361 

of Narcolepsy, 247-248 

of Narcissistic Personality Disorder, 383— 

386 

of Nightmare Disorder, 256-257 

of Non-Rapid Eye Movement Sleep 

Arousal Disorders, 254-255 

of Obsessive-Compulsive Disorder, 149— 

153 

of Obsessive-Compulsive Personality 

Disorder, 380-381 

of Obstructive Sleep Apnea Hypopnea, 

249-250 

of Opioid-Related Disorders, 341 

of Oppositional Defiant Disorder, 295— 

297 

of Other Hallucinogen-Related 

Disorders, 339-340 

of Other Specified Personality Disorder, 

396-398 

of Other Specified Schizophrenia Spec- 

trum and Other Psychotic Disorder, 

69-72 

of Panic Disorder, 138-140 

of Paranoid Personality Disorder, 393— 

394 

of Pedophilic Disorder, 409-410 

of Persistent Depressive Disorder, 115— 

120 

of Personality Change Due to Another 

Medication Condition, 395 

of Phencyclidine-Related Disorders, 337- 

338 

of Pica, 214-215 

of Posttraumatic Stress Disorder, 170-177 

of Premature (Early) Ejaculation, 275-276 

of Premenstrual Dysphoric Disorder, 

121-122 

of Psychological Factors Affecting Other 

Medical Disorders, 205-206 

of Pyromania, 307-309 

of Rapid Eye Movement (REM) Sleep 

Behavior Disorder, 258-259 

436 

of Reactive Attachment Disorder, 165-166 

of Restless Legs Syndrome, 260-261 

of Rumination Disorder, 215-216 

of Schizoaffective Disorder, 55-56 

of Schizoid Personality Disorder, 391-392 

of Schizophrenia, 42-50 

of Schizophreniform Disorder, 50-53 

of Schizotypal Personality Disorder, 388— 

390 

of Sedative, Hypnotic, or Anxiolytic Use 

Disorder, 324-326 

of Selective Mutism, 129-130 

of Separation Anxiety Disorder, 127-128 

of Sexual Masochism Disorder, 405-406 

of Sexual Sadism Disorder, 407-408 

of Social Anxiety Disorder, 134-137 

of Social (Pragmatic) Communication 

Disorder, 12-13 

of Somatic Symptom Disorder, 198 

of Specific Learning Disorder, 27—28 

of Specific Phobia, 131-133 

of Speech Sound Disorder, 9-10 

of Stereotypic Movement Disorder, 31-32 

of Stimulant-Related Disorders, 327-329 

of Substance / Medication-Induced 

Mental Disorders, 67-69, 91-92, 262— 

263, 282-283, 319 

of Substance-Related Disorders, 318-319, 

321-343 

of Tic Disorders, 34 

of Tobacco-Related Disorders, 332-333 

of Transvestic Disorder, 412-413 

of Trichotillomania, 158-160 

of Voyeuristic Disorder, 401-402 

Catalepsy, and Catatonia, 64 

Cataplexy 

Hypersomnolence Disorder and, 243 

Narcolepsy and, 246, 247, 248 

Catatonia 

Bipolar I Disorder and, 76, 84 

case example of, 65-66 

characteristic features of, 40, 64 

Major Depressive Disorder and, 99 

Central nervous system, acute effects of 

Phencyclidine on, 338 

Central Sleep Apnea, 240 

Childhood-Onset Fluency Disorder 

(Stuttering) 

case example of, 11 

characteristic features of, 2, 10 

differential diagnosis of, 128 
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Child Protective Services, and Factitious 

Disorder, 211 © ~ 

Children. See also Age; Development; 

Physical abuse 

Adjustment Disorder in, 182, 183 

ARFID and, 217 

Binge-Eating Disorder in, 230 
Caffeine-Related Disorders and, 330 
Conduct Disorder and, 302 

dependent behavior in, 375 

Disinhibited Social Engagement Disorder 
and, 166 : 

Disruptive Mood Dysregulation Disorder 

and, 95 

Gender Dysphoria in, 285, 286, 286-288 

Generalized Anxiety Disorder and, 143 

Major Depressive Disorder and, 

109-110 

Non-Rapid Eye Movement Sleep Arousal 

Disorders and, 254 

Paranoid Personality Disorder and, 393 

Pedophilic Disorder and, 408-410 

Pica and, 214 

Posttraumatic Stress Disorder and, 169, 

175-176, 177 

Pyromania and, 307 

Reactive Attachment Disorder and, 164 

Schizoid Personality Disorder and, 391 

Schizophrenia in, 42 

Selective Mutism and, 128 

Separation Anxiety Disorder and, 127 

shyness in and subsequent Avoidant 

Personality Disorder, 376 

Social Anxiety Disorder and, 137 

Specific Phobia and, 131 

Chlorpromazine, and Schizophreniform 

Disorder, 52 

Chronicity, of Persistent Depressive 
Disorder, 114 

Chronic traumatic encephalopathy, 301 

Circadian Rhythm Sleep-Wake Disorders, 

240, 250-253 
Citalopram, and Bipolar I Disorder, 79 

Clanging, and disorganized thinking or 

speech, 38 

Cleaning, and Obsessive-Compulsive 
Disorder, 148-149 

Clinical presentation, of ADHD, 21-22 

Clomipramine, 142, 159 

Clonazepam, 145, 259 

Clonidine, and smoking cessation, 332, 333 

Index 

Cluster, organization of mental disorders by, 

368 

Cocaine, and Stimulant-Related Disorders, 

327-329 

Codeine, and Opioid-Related Disorders, 341 

Cognitive-behavioral therapy 

for ARFID, 218 

for Disruptive Mood Dysregulation 

Disorder, 97 

for Sexual Dysfunction, 274 

Cognitive processes, and cognitive deficits, 

347-348. See also Attention; 

Concentration; Memory; Thinking 

Insomnia Disorder and, 241 

Major Neurocognitive Disorder and 

decline in, 353-354, 355 

Mild Neurocognitive Disorder and, 358- 

659) 

Neurocognitive Disorders compared to 

Neurodevelopmental Disorders, 347 

Obsessive-Compulsive and Related 

Disorders and, 147 

Posttraumatic Stress Disorder and, 168— 

169, 170 

Schizophrenia and, 42 

Schizotypal Personality Disorder and, 

387-388 

Communication Disorders, 1, 129. See also 

Childhood-Onset Fluency Disorder; 

Language Disorder; Social (Pragmatic) 

Communication Disorder; Speech 

Sound Disorder 

deficits in, 1 

Selective Mutism and, 129 

Comorbidity 

Autism Spectrum Disorder and, 15 

Bipolar I Disorder and anxiety 

symptoms, 76 

Conduct Disorder and, 305 

Depressive Disorders and, 93, 98, 100, 

110, 119 

Elimination Disorder and, 233, 234 

frequency of in clinical setting, xxi 

of Neurodevelopmental Disorders, 1 

of Panic Disorder with Agoraphobia, 141 

of Panic Disorder with Insomnia, 140 

Personality Disorders and, 364, 367, 374 

of Substance Use Disorders, 314 

Complex attention, and Neurocognitive 

Disorders, 347 

Complex motor tics, 33, 35 

437 



Compulsions 

Anorexia Nervosa and, 226 

Hoarding Disorder and, 158 

Obsessive-Compulsive Disorder and, 

148, 149, 152 

Obsessive-Compulsive and Related 

Disorders and, 147 

Tic Disorders and, 34-35 

Trichotillomania and, 160 

Computed tomography (CT) scans 

Neurocognitive Disorders and, 355, 356, 

360 

Personality Change Due to Another 

Medication Condition and, 395 

Concentration. See also Cognitive processes 

Other Hallucinogen-Related Disorders 

and, 339 

Substance /Medication-Induced Bipolar 

and Related Disorder and, 91 

Conceptual (academic) domain, of adaptive 

functioning, 3, 4 

Conduct Disorder. See also Disruptive, 

Impulse-Control, and Conduct 

Disorders 

Antisocial Personality Disorder and, 381 

case examples of, 303-306 

characteristic features of, 293, 294, 301-— 

303 

Encopresis and, 236 

Kleptomania and, 309 

Oppositional Defiant Disorder and, 295, 

296, 297 

physical or sexual abuse and, 183 

Pyromania and, 308 

Specific Learning Disorder and, 28 

Confusion. See also Cognitive processes; 

Disorientation 

Delirium and, 352, 353 

Dissociative Amnesia and, 190 

Congenital adrenal hyperplasia, 285 

Connors’ Teacher Rating Scale, 23 

Consciousness, dissociation and altered 

state of, 185 

Constipation, and Encopresis, 236, 237, 238 

Contamination, and Obsessive-Compulsive 

Disorder, 152 

Continuous Performance Test, 250 

Continuous positive airway pressure 

(CPAP), 250 

Control 

Female Orgasmic Disorder and, 278 

438 

Intermittent Explosive Disorder and loss 

of, 300, 301 

Obsessive-Compulsive Personality 

Disorder and, 380 

Premature (Early) Ejaculation and, 275 

Substance Use Disorders and impaired, 

316 

Conversion Disorder (Functional 

Neurological Symptom Disorder) 

case example of, 203-204 

characteristic features of, 195-196, 196, 

202-203 

Conduct Disorder and, 306 

Coping mechanisms, and Dissociative 

Identity Disorder, 186 

Coping skills training, and Disruptive Mood 

Dysregulation Disorder, 97 

Coprolalia, 33, 34 

Copropraxia, 33 

Cortical atrophy, and Mild Neurocognitive 

Disorder, 360 

Cough medicine, and codeine, 341 

Cravings, and Substance Use Disorders, 316 

Criminal behavior. See also Property 

destruction; Violent behavior 

Antisocial Personality Disorder and, 381 

sexual offenses and exhibitionism, 403 

Cross-dressing, and Gender Dysphoria, 286, 

287, 288, 289, 291, 412. See also 

Transvestic Disorder 

CT (computed tomography) scans, 355, 356, 

360, 395 

Culture. See also Subcultures 

Anorexia Nervosa and, 220 

Bipolar I Disorder and, 86 

Conversion Disorder in developing 

countries and, 203 

dependent behavior and, 375 

Gender Dysphoria and, 287, 291 

Major Depressive Disorder and, 100 

Obsessive-Compulsive Personality 

Disorder and, 380 

Persistent Depressive Disorder and, 117 

Pica and, 215 

Sexual Dysfunction and, 267 

Cyclothymic Disorder, 75, 89-90 

Daytime sleepiness 

Hypersomnolence Disorder and, 244, 

245-246 

Insomnia Disorder and, 241 
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Obstructive Sleep Apnea Hypopnea and, 
249, 250 ; 

Substance /Medication-Induced Sleep 

Disorder and, 263 

Deceitfulness. See also Lying 
Antisocial Personality Disorder and, 381 

Conduct Disorder and, 302 

Narcissistic Personality Disorder and, 386 
Decongestants, and Circadian Rhythm 

Sleep-Wake Disorders, 252 

Deinstitutionalization, and Autism 

Spectrum Disorder, 18 

Delayed Ejaculation, 265, 266, 276-277 
Delirium 

case examples of, 350-353 

characteristic features of, 348, 349, 349- 

ers50 

delusions and hallucinations in, 40 

Dissociative Amnesia and, 190 

Substance/Medication-Induced Mental 

Disorders and, 315 

Delirium tremens, 69, 323 

Delusion(s). See also Delusional Disorder; 

Somatic delusions 

Bipolar I Disorder and, 76, 78, 85 

Cannabis-Related Disorders and, 335 

definition of, 38 

fire setting and, 307 

Major Depressive Disorder and, 103, 104 

Other Specified Schizophrenia Spectrum 

and Other Psychotic Disorder and, 

72 

Schizoaffective Disorder and, 55-56 

Schizophrenia and, 43, 49 

Schizophreniform Disorder and, 52 

Schizotypal Personality Disorder and, 389 

Delusional Disorder 

Anorexia Nervosa and, 225 

case examples of, 57-62 

characteristic features of, 40, 56-57 

Substance /Medication-Induced 

Psychotic Disorder and, 68 

Dementia. See Major Neurocognitive 

Disorder 

Denial, and Psychological Factors Affecting 

Other Medical Disorders, 205 

Dependent Personality Disorder 
Borderline Personality Disorder and, 374 

case example of, 375-376 
characteristic features of, 369, 374-375 

internalizing spectrum and, 367 

Index 

Depersonalization. See also 

Depersonalization/Derealization 

Disorder 

Borderline Personality Disorder and, 371, 

S72 

Posttraumatic Stress Disorder and, 169 

Schizotypal Personality Disorder and, 

389 

Depersonalization/Derealization Disorder 

Borderline Personality Disorder and, 372 

case example of, 192-193 

characteristic features of, 185, 186, 191- 

192 

Depressant drugs, and Substance-Related 

Disorders, 317-318, 319-320. See also 

Alcohol-Related Disorders; Sedative-, 

Hypnotic-, or Anxiolytic-Related 

Disorders; Stimulant-Related Disorders 

Depression, as symptom 

in Adjustment Disorders, 181 

in Alcohol-Related Disorders, 321 

in ARFID, 217 

in Avoidant Personality Disorder, 377, 

378 

in Bipolar I Disorder, 77, 78, 80, 81, 84 

in Bipolar II Disorder, 88 

in Bulimia Nervosa, 228 

in Conduct Disorder, 304 

in Hoarding Disorder, 157 

in Hypersomnolence Disorder, 245, 246 

in Major Neurocognitive Disorder, 356 

in Other Hallucinogen-Related 

Disorders, 339 

in Restless Legs Syndrome, 260 

in Schizoaffective Disorder, 55 

in Schizophrenia, 47 

in Substance /Medication-Induced 

Bipolar and Related Disorder, 91, 92 

Depressive Disorder Due to Another 

Medical Condition, 94, 122-123 

Depressive Disorders. See also Depressive 

Disorder Due to Another Medical 

Condition; Disruptive Mood 

Dysregulation Disorder; Major 

Depressive Disorder; Persistent 

Depressive Disorder; Premenstrual 

Dysphoric Disorder 

Agoraphobia and co-occurrence with, 141 

Bipolar and Related Disorders 

distinguished from, 73 

characteristic features of, 93, 94 

439 



Depressive Disorders (continued) 

differential diagnosis of ADHD and, 22 

Oppositional Defiant Disorder and later 

development of, 295 

Posttraumatic Stress Disorder and, 171, 

La 

Substance/Medication-Induced Mental 

Disorders and, 315 

Derealization. See also Depersonalization/ 

Derealization Disorder 

Acute Stress Disorder and, 180 

Posttraumatic Stress Disorder and, 169 

Schizotypal Personality Disorder and, 

389 

Desipramine 

Bipolar I Disorder and, 79, 80 

Hoarding Disorder and, 157 

Major Depressive Disorder and, 113 

Desire, and sexual response cycle, 265, 266, 

272. See also Male Hypoactive Sexual 

Desire Disorder 

Detachment 

Alternative Model of Personality 

Disorders and, 364, 365, 367 

Schizotypal Personality Disorder and, 

388, 389 

Development, and developmental history. 

See also Global Developmental Delay; 

Neurodevelopmental Disorders 

ARFID and, 218 

Elimination Disorders and, 233, 235, 237 

Language Disorder and, 7-8 

of normal speech, 9 

Developmental Coordination Disorder, 2, 

29-30 

Dextroamphetamine, 24, 248, 326 

Diagnosis. See also Comorbidity; Differential 

diagnosis; Duration; Heterogeneity; 

Severity; Specifiers; Specific disorders 

alphabetical index of, xxii 

Bipolar Disorder and Schizophrenia 

misdiagnosed in black patients, 87 

Bipolar Disorder overdiagnosed in 

children, 97-98 

Erectile Disorder underdiagnosed, 270 

Global Developmental Delay as holding 

diagnosis, 4 

Severe Intellectual Disability and 

difficulty of, 6 

Sexual Dysfunction as “diagnosis of 

exclusion,” 266-267 

440 

Diazepam 

Borderline Personality Disorder and, 372, 

373 

Delirium and, 350, 351 

Intellectual Disability and, 5 

substance abuse and, 325-326, 328 

Dieting, and Binge-Eating Disorder, 231 

Differential diagnosis. See also Specific 

disorders 

of academic problems, 27 

of anxiety symptoms, 135 

Bipolar I Disorder With Psychotic 

Features and, 87 

consideration of alternatives for ADHD, 

22 

of drug use and rapid cycling, 82 

of Factitious Disorder and Malingering, 

210 

of Major Neurocognitive Disorder, 358 

of Reactive Attachment Disorder, 166 

understanding of critical differences 

among types of psychopathology, 

xxi 

Dimethyltryptamine (DMT), 338 

Diphenhydramine, and Restless Legs 

Syndrome, 260 

Disinhibited Social Engagement Disorder, 

163, 164, 166-167 

Disinhibition 

Alternative Model of Personality 

Disorders and, 364, 366 

Antisocial Personality Disorder and, 

381 

Borderline Personality Disorder and, 

370 

Disorganized behavior, and Schizophrenia, 

44 

Disorientation. See also Confusion 

Delirium and, 351, 352 

Dissociative Amnesia and, 190 

Major Neurocognitive Disorder and, 355 

Disruptive, Impulse-Control, and Conduct 

Disorders, characteristic features of, 

293-294, 294. See also Conduct Disorder; 

Intermittent Explosive Disorder; 

Kleptomania; Oppositional Defiant 

Disorder; Pyromania 

Disruptive Mood Dysregulation Disorder 

aggressive outbursts in, 298 

case example of, 96-98 

characteristic features of, 93, 94, 95 
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Dissociation, and dissociative reactions. 

See also Dissociative Disorders 

Acute Stress Disorder and, 179, 180 

continuum of severity in, 185 

Phencyclidine-Related Disorders and, 

3o7; 

Posttraumatic Stress Disorder and, 168, 

170 

Dissociative Amnesia, 185, 186, 188-191. See 

also Amnesia 

Dissociative Disorders, characteristic 

features of, 185, 186. See also 

Depersonalization/Derealization 
Disorder; Dissociative Amnesia; 

Dissociative Identity Disorder 

Dissociative Fugue, 191 

Dissociative Identity Disorder 

case example of, 187-188 

characteristic features of, 185, 186, 186— 

187 

physical or sexual abuse and, 183 
Distress 

Adjustment Disorders and, 181 

Body Dysmorphic Disorder and degree 

Om 155 

Excoriation Disorder and, 161 

exposure to traumatic or stressful events 

and psychological, 163 

Gender Dysphoria and, 285 

Major Depressive Disorder and anxious, 

99 

Reactive Attachment Disorder and, 164 

Distrust, and Paranoid Personality Disorder, 

392-393, 393-394 

DMT (dimethyltryptamine), 338 

Domestic violence 

Delusional Disorder and, 60 

Major Depressive Disorder and, 100, 101 

Posttraumatic Stress Disorder and, 176 

Stimulant-Related Disorders and, 327 

Double depression, and Major Depressive 

Disorder, 114, 115 

Down syndrome, 3, 4 

Dreams. See also Nightmare(s) 
Acute Stress Disorder and, 179 

Cannabis-Related Disorders and, 336 

Posttraumatic Stress Disorder and, 168, 

171 

REM sleep and, 239, 259 

DSM-5 diagnoses, and selection for cases, 

xix-xxii. See also Specific disorders 

Index 

Duration, of symptoms 

ADHD and, 21 

Bipolar and Related Disorders and, 74 

Disruptive Mood Dysregulation Disorder 

and, 95 

Enuresis and, 234 

hallucinogens and, 338 

Insomnia Disorder and, 241 

Schizophreniform Disorder and, 52, 53 

Separation Anxiety Disorder and, 127 

Sexual Dysfunction and, 267 

Somatic Symptom Disorder and, 198 

Tic Disorders and, 33 

Dynamic psychotherapy, and Borderline 

Personality Disorder, 372 

Dyscalculia, 27 

Dyslexia, 26 

Dysphoria 

Premenstrual Dysphoric Disorder and, 

120 

Substance/Medication-Induced Bipolar 

and Related Disorder and, 91 

Dysthymia. See Persistent Depressive 

Disorder 

Eating Disorders. See Feeding and Eating 

Disorders 

Echolalia 

Autism Spectrum Disorder and, 14, 15 

Catatonia and, 64 

Tic Disorders and, 33 

Echopraxia, 33, 64 

Elderly 

Caffeine-Related Disorders and, 330 

Delirium in, 350 

Electroconvulsive therapy (ECT) 

Catatonia and, 65, 66 

Major Neurocognitive Disorder and, 

356 

Schizophreniform Disorder and, 53 

Electroencephalogram (EEG) 

Conversion Disorder and, 204 

Intermittent Explosive Disorder and, 

300, 301 

Major Neurocognitive Disorder and, 

356 

Elimination Disorders, characteristic 

features of, 233, 233. See also Encopresis; 

Enuresis 

Embezzlement, and Gambling Disorder, 

345 
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Emotional expression 

Histrionic Personality Disorder and 

excessive, 386 

Schizophrenia Spectrum and Other 

Psychotic Disorders and, 39 

Empathy 

Conduct Disorder and lack of, 303 

Narcissistic Personality Disorder and 

lack of, 385 

Employee assistance program, and 

Intermittent Explosive Disorder, 299 

Encopresis, 233, 233, 236-238 

Endocrinological workup, and Male 

Hypoactive Sexual Desire Disorder, 269 

Endometriosis, and Genito-Pelvic Pain/ 

Penetration Disorder, 279, 280 

Entitlement, and Narcissistic Personality 

Disorder, 385 

Enuresis 

Adjustment Disorder and, 181, 182 

case example of, 234-236 

characteristic features of, 233, 233, 234 

Encopresis and, 237, 238 

Major Depressive Disorder and, 109 

Schizophrenia and, 45 

Epidemiology. See Prevalence 

Epinephrine, and Substance /Medication- 

Induced Sleep Disorder, 262 

Erectile Disorder, 265, 266, 269-270 

Ergolines, 338 

Erotomanic delusion, 60 

Escitalopram, and Restless Legs Syndrome, 

260, 261 

Estrogen levels, and Female Sexual Interest / 

Arousal Disorder, 272 

Ethnicity. See also Race 

Alcohol-Related Disorders and, 320 

Bipolar I Disorder and, 86 

Euphoria 

Bipolar I Disorder and, 78, 81 

Stimulant-Related Disorders and, 328 

Excitement, and sexual response cycle, 265, 

266 

Excoriation (Skin-Picking) Disorder, 147, 

148, 160-162 

Executive function, and Neurocognitive 

Disorders, 347 

Exercise 

Anorexia Nervosa and, 222 

Bulimia Nervosa and, 228, 229 

Exhibitionistic Disorder, 399, 400, 402-403 

442 

Expression, and Language Disorder, 9 

Expressive language, and Neurocognitive 

Disorders, 348 

Externalizing spectrum, and classification of 

mental disorders, 93, 293-294, 364, 367 

Factitious Disorder 

case examples of, 207-211 

characteristic features of, 195-196, 196, 

206-207 

Conduct Disorder and, 306 

Falls, and Major Neurocognitive Disorder, 

Sisy/ 

Family history 

Major Depressive Disorder and, 104, 105, 

111 

Schizophrenia and, 50 

Family therapy, for Oppositional Defiant 

Disorder, 297 

Fantasies 

Narcissistic Personality Disorder and, 

382, 384 

Pedophilic Disorder and, 409 

Sexual Masochism Disorder and, 405 

Sexual Sadism Disorder and, 406—408 

Fatigue 

Bipolar I Disorder and, 80 

Caffeine-Related Disorders and, 331 

Fear 

definition of, 125 

sleep terrors and, 254 

Specific Phobia and, 130 

Feeding and Eating Disorders. See also 

Anorexia Nervosa; Avoidant/ 

Restrictive Food Intake Disorder; Binge- 

Eating Disorder; Bulimia Nervosa; Pica; 

Rumination Disorder 

Body Dysmorphic Disorder and, 153 

characteristic features of, 213, 214 

Female Orgasmic Disorder 

case example of, 278-279 

characteristic features of, 265, 266, 277- 

278 

Female Sexual Interest/ Arousal Disorder 

case example of, 272-274 

characteristic features of, 265, 266, 272 

Substance /Medication-Induced Sexual 

Dysfunction and, 282 

Fetishistic Disorder 

case example of, 410-411 

characteristic features of, 400, 410 
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First psychotic break, and Schizophrenia, 41 

Flashbacks, and Posttraumatic Stress 

Disorder, 172 

Flattened affect, 39 

Flibanserin, and Female Sexual Interest / 

Arousal Disorder, 272, 273 

Flight of ideas, 74, 111, 112 

Fluoroquinolones, and Substance / 

Medication-Induced Bipolar and 

Related Disorder, 92 

Fluoxetine 

ARFID and, 218 

Hoarding Disorder and, 157 

Major Neurocognitive Disorder and, 356— 

Bio 

Selective Mutism and, 129 

- Trichotillomania and, 159 

Folie a deux, 72 

Forbidden thoughts, and Obsessive- 

Compulsive Disorder, 149 

Forniphilia, 399 

Freud, Sigmund, 202 

Frotteuristic Disorder, 399, 400, 404-405 

Functional Neurological Symptom Disorder. 

See Conversion Disorder 

Gabapentin, and Restless Legs Syndrome, 

261 

Gambling, and Major Depressive Disorder, 

Lt 2. 

Gambling Disorder 

case examples of, 344-345 

characteristic features of, 344 

externalizing spectrum and, 294 

similarity of to substance abuse, 313 

Gastroesophageal reflux 

ARFID and, 217 

Rumination Disorder and, 215 

Gender. See also Gender dysphoria 

Acute Stress Disorder and, 178 

ADHD and, 22 

Alcohol-Related Disorders and, 320 

Anorexia Nervosa and, 220 

Autism Spectrum Disorder and, 15, 19 

Bulimia Nervosa and, 227, 229 

definition of, 285 

Genito-Pelvic Pain/Penetration Disorder 

and, 279 

Major Depressive Disorder and, 99 

Paraphilic Disorders and, 400, 402-403 

Separation Anxiety Disorder and, 127 

Index 

Social Anxiety Disorder and, 134 

Specific Phobia and, 131 

Trichotillomania and, 158 

Gender Dysphoria 

case examples of, 289-292 

characteristic features of, 285, 286, 286— 

287, 288-289 

definition of term, 285 

Transvestic Disorder and, 412 

Gender identity 

Encopresis and, 237, 238 

Gender Dysphoria and, 291 

Gender Identity Disorder. See Gender 

Dysphoria 

Gender reassignment surgery, 289, 290, 291, 

412 

Generalized amnesia, 188, 191. See also 

Amnesia 

Generalized Anxiety Disorder 

Adjustment Disorder and, 182 

case example of, 143-144 

characteristic features of, 125, 126, 142— 

143 

Major Depressive Disorder and, 110 

Stimulant-Related Disorders and, 327 

Genito-Pelvic Pain/Penetration Disorder, 

266, 279-281 

Global Developmental Delay 

diagnosis of Intellectual Disability and, 4 

social communication and, 12 

Grandiosity, and Narcissistic Personality 

Disorder, 382, 383, 384, 385 

Group home, and Conduct Disorder, 304 

Group therapy 

for Dependent Personality Disorder, 375 

for Genito-Pelvic Pain/ Penetration 

Disorder, 280 

Guilt 

Conduct Disorder and, 304 

Exhibitionistic Disorder and, 403 

Frotteuristic Disorder and, 404 

Posttraumatic Stress Disorder and 

survivor, 173 

Hallucinations, 37-38, 47. See also Auditory 

hallucinations; Visual hallucinations 

Alcohol-Related Disorders and, 322 

Bipolar I Disorder and, 76 

Delusional Disorder and, 57 

fire setting and, 307 

gustatory, 38 
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Hallucinations (continued) 

illusions distinguished from, 37 

Major Depressive Disorder and, 103-104, 

104 

Narcolepsy and, 247 

olfactory, 38 

Other Hallucinogen-Related Disorders 

and, 339 

Schizophrenia and, 43 

Schizophreniform Disorder and, 52 

somatic, 38, 47 

Substance/Medication-Induced 

Psychotic Disorder and, 69 

tactile, 38 

Hallucinogen(s), and psychotic symptoms, 

66. See also Other Hallucinogen-Related 

Disorders; Phencyclidine-Related 

Disorders 

Hallucinogen Persisting Perception 

Disorder, 339 

Haloperidol, and Catatonia, 65, 66 

Hamilton Rating Scale for Depression, 113 

Harm, and Obsessive-Compulsive Disorder, 

149, 152 

Hashish, 333 

Headaches 

Caffeine-Related Disorders and, 331 

Other Hallucinogen-Related Disorders 

and, 339 

Head injury. See also Brain injury 

Intermittent Explosive Disorder and, 300 

Major Neurocognitive Disorder and, 358 

Personality Change Due to Another 

Medication Condition and, 395 

Heterogeneity, diagnostic 

use of specifiers and, xxi 

prototypical presentation of Bipolar I 

Disorder and, 76 

Specific Phobia and, 130 

symptom presentation in Schizophrenia 

and, xxi 

Histamine type 2 receptor blockers, and 

Substance /Medication-Induced Sexual 

Dysfunction, 281 

Histrionic Personality Disorder 

Borderline Personality Disorder and, 374 

case example of, 386-387 

characteristic features of, 369, 386 

HIV infection, and Major Neurocognitive 

Disorder, 354 

Hoarding Disorder, 147, 148, 156-158 

444 

Holocaust, and Posttraumatic Stress 

Disorder, 174 

Homosexuality 

Gender Dysphoria and, 290 

Sexual Sadism Disorder and, 407-408 

Hopelessness, and Major Depressive 

Disorder, 108 

Hospitalization 

Anorexia Nervosa and, 220 

Borderline Personality Disorder and, 371, 

B/ 2,372 

Intellectual Disability and, 5-6 

Schizophrenia and, 43, 44, 45 

Hostility, and Inhalant-Related Disorders, 

343 

Hydromorphone, and Delirium, 351 

Hydroxyzine, and Delirium, 350 

Hyperactivity 

ADHD and, 21-22, 24-25, 25 

Bipolar I Disorder and, 81, 84 

Hypersomnia, 98, 99, 114, 120 

Bipolar I Disorder and, 78 

Major Depressive Disorder and, 104, 107, 

113 

Hypersomnolence Disorder, 239, 240, 242— 

246 

Hypervigilance, and Posttraumatic Stress 

Disorder, 169 

Hypnosis, as treatment for Dissociative 

Identity Disorder, 187, 188 

Hypnotic medications, psychotic symptoms 

and withdrawal from, 66. See also 

Sedative-, Hypnotic-, or Anxiolytic- 

Related Disorders 

Hypocretin deficiency, and Narcolepsy, 247 

Hypomanic Episodes, and Bipolar and 

Related Disorders, 73, 83, 87, 89 

ICD-10-CM codes, 306 

Idealization, and Borderline Personality 

Disorder, 370 

Identity. See also Dissociative Identity 

Disorder; Gender identity; Self 

Borderline Personality Disorder and, 370, 

374 

dissociation and fragmentation of, 185 

Dissociative Amnesia and, 191 

Illness Anxiety Disorder 

case example of, 200-202 

characteristic features of, 195-196, 196, 200 

Specific Phobia and, 133 
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Illusions, and hallucinations, 37 

Imipramine, and substance abuse, 325 
Impulsivity, and impulse control, 74, 81, 304, 

364, 366 

ADHD and, 21-22, 24-25 

Antisocial Personality Disorder and, 381, 

382 

Borderline Personality Disorder and, 369, 

370, 372, 374 

Disinhibited Social Engagement Disorder 

and, 167 

Intermittent Explosive Disorder and, 

298, 299 

Kleptomania and, 310, 311 

Major Depressive Disorder and, 111, 112 

Personality Change Due to Another 

: Medical Condition and, 395 

Pyromania and, 306-307 

Inattention, and ADHD, 21, 22, 24, 25, 25 

Inhalants, and Inhalant-Related Disorders, 

66, 342-343 

Insight 

Major Neurocognitive Disorder and, 355 

Obsessive-Compulsive and Related 

Disorders and, 147-148, 152, 155 

Insomnia. See also Insomnia Disorder 

Bipolar I Disorder and, 80 

initial, middle, and late types of, 241 

Major Depressive Disorder and, 102, 110 

Panic Disorder and, 140 

Substance/Medication-Induced Bipolar 

and Related Disorder and, 91 

Insomnia Disorder 

case example of, 242 

characteristic features of, 239, 240, 241 

Panic Disorder and, 140 

Intellectual Disability 

Autism Spectrum Disorder and, 19 

case examples of, 4-7 

characteristic features of, 2, 2-4 

deficits in, 1 

Specific Learning Disorder and, 28 

Intelligence (IQ) tests 

Enuresis and, 235 

Intellectual Disability and, 3 

Schizophrenia and, 48 

Intermittent Explosive Disorder, 293, 294, 

297-301 

Internalizing spectrum, and classification of 

mental disorders, 93, 293, 364, 367 

Internet, and Transvestic Disorder, 413 

Index 

Interpersonal relationships. See also Social 

isolation 

Avoidant Personality Disorder and, 377 

Borderline Personality Disorder and, 370, 

871-372 

Disinhibited Social Engagement Disorder 

and, 166 

Disruptive Mood Dysregulation Disorder 

and, 96, 97 

Gender Dysphoria and, 287, 289 

Histrionic Personality Disorder and, 387 

Narcissistic Personality Disorder and, 

384, 385 

Obsessive-Compulsive Personality 

Disorder and, 380-381 

Other Specified Personality Disorder 

and, 397-398 

Paranoid Personality Disorder and, 393 

Reactive Attachment Disorder and, 165 

Social Anxiety Disorder and, 136-137 

Social (Pragmatic) Communication 

Disorder and, 13 

Substance Use Disorders and, 316 

Intimacy avoidance, and Obsessive- 

Compulsive Personality Disorder, 379 

Intoxication. See Substance Intoxication or 

Withdrawal 

Intrusion symptoms, and Posttraumatic 

Stress Disorder, 164, 168, 170, 171-172, 

174, 176, 177 

Involuntary 

treatment, of Bipolar I Disorder, 86 

or voluntary Enuresis and Encopresis, 

233, 234, 236 

IQ. See Intelligence tests 

Irritability 

Antisocial Personality Disorder and, 381 

Bipolar I Disorder and, 78 

Disruptive Mood Dysregulation Disorder 

and, 95, 96, 97, 98 

Intellectual Disability and, 6 

Intermittent Explosive Disorder and, 299 

Oppositional Defiant Disorder and, 294— 

295/296 

Juvenile detention center 

Antisocial Personality Disorder and, 382 

Conduct Disorder and, 304 

Kleine-Levin syndrome, and Pica, 215 

Kleptomania, 293, 294, 309-312 
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Language deficits, in Neurocognitive 

Disorders, 348, 356, 357 

Language Disorder 

Autism Spectrum Disorder and, 17 

case example of, 7-9 

characteristic features of, 2, 7 

Laxatives, and Anorexia Nervosa, 222, 224 

Leaden paralysis, and Major Depressive 

Disorder, 106 

Learning, and Neurocognitive Disorders, 

348. See also Specific Learning Disorder 

Level of Personality Functioning Scale, 368 

Lewy body disease, 354 

Life events, and Brief Psychotic Disorder, 62, 

63. See also Stress 

Lithium 

Bipolar I Disorder and, 77, 78, 81, 84 

Intellectual Disability and, 6 

Major Depressive Disorder and, 112 

Sedative, Hypnotic, or Anxiolytic Use 

Disorder and, 325 

Litigiousness, and Paranoid Personality 

Disorder, 393 

Localized amnesia, 188. See also Amnesia 

Long-term memory, and Neurocognitive 

Disorders, 348, 355 

Loosening of associations, in Schizophrenia 

Spectrum and Other Psychotic 

Disorders, 38 

Lorazepam, and Catatonia, 65 

LSD (lysergic acid diethylamide), 338, 339 

Lying. See also Deceitfulness 

Kleptomania and, 311 

Oppositional Defiant Disorder and, 296 

Magnetic resonance imaging (MRI), and 

Major Neurocognitive Disorder, 356 

MAOIs (monoamine oxidase inhibitors), 89, 

106 

Major Depressive Disorder. See also 

Depressive Disorders 

Anorexia Nervosa and, 225 

Bipolar I Disorder and, 75-76 

Bipolar II Disorder and, 87, 89 

Borderline Personality Disorder and, 373 

case examples of, 100-113 

characteristic features of, 93, 94, 98-100 

Conduct Disorder and, 304 

double depression and, 114, 115 

Erectile Disorder and, 270 

excessive daytime sleepiness and, 243 

446 

Gender Dysphoria and, 289 

Hoarding Disorder and, 157 

Hypersomnolence Disorder and, 246 

insomnia and, 241 

Intellectual Disability and, 6,7 

Intermittent Explosive Disorder and, 300 

Persistent Depressive Disorder and, 119 

physical or sexual abuse and, 183 

Substance /Medication-Induced Sexual 

Dysfunction and, 282 

Major Depressive Episodes 

Adjustment Disorders and, 181 

Avoidant Personality Disorder and, 

378 

Bipolar I Disorder and, 75 

Bipolar II Disorder and, 89 

Conduct Disorder and, 304 

pregnancy and, 107 

Schizoaffective Disorder and, 54, 56 

Stimulant-Related Disorders and, 327 

Major Neurocognitive Disorder 

case examples of, 354-358 

characteristic features of, 348, 349, 353- 

354 

delusions and hallucinations in, 40 

Dissociative Amnesia and, 189 

fire setting and, 307 

Mild Neurocognitive Disorder and 

progression to, 359, 361 

Personality Change Due to Another 

Medication Condition and, 395 

Male Hypoactive Sexual Desire Disorder, 

265, 266, 268-269 

Malignant narcissism, and Narcissistic 

Personality Disorder, 383, 386 

Malingering, 199 

Conduct Disorder and, 306 

Conversion Disorder and, 203 

Factitious Disorder and, 207, 208, 209, 

210 

Somatic Symptom Disorder and, 199 

Malnutrition, and Anorexia Nervosa, 220 

Manic Episode 

Bipolar I Disorder and, 75-77, 77-86 

as characteristic of Bipolar and Related 

Disorders, 73-74 

Schizoaffective Disorder and, 40, 53, 54 

Severe Intellectual Disability and, 6 

Marital therapy 

Major Depressive Disorder and, 101 

Stimulant-Related Disorders and, 329 
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Martyr role, and Other Specified Personality 
Disorder, 398° 

Masochistic Personality Disorder, 398 

Masters and Johnson-type sensate focus 
exercises, and Erectile Disorder, 271 

Mathematics, and Specific Learning 

Disorder, 26, 27 

MDMA, 338 

Medical conditions. See also Anxiety 

Disorder Due to Another Medical 
Condition; Bipolar and Related 

Disorder Due to Another Medical 

Condition; Depressive Disorder Due to 

Another Medical Condition; Medical 

history; Mental Disorder Due to 

Another Medical Condition; Personality 

- Change Due to Another Medication 
Condition; Psychological Factors 

Affecting Other Medical Disorders 

Bipolar I Disorder and, 76 

Brief Psychotic Disorder and, 62 

Bulimia Nervosa and, 227 

Catatonic Disorder and, 64-66 

Delirium and, 350 

Dissociative Amnesia and, 189-190 

Enuresis and, 234 

Gender Dysphoria and, 285 

Illness Anxiety Disorder and, 200 

Major Neurocognitive Disorder and, 354 

Neurocognitive Disorders and, 348-349 

Opioid-Related Disorders and, 340 

Sexual Dysfunction and, 267, 269, 270, 
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Social Anxiety Disorder and, 134 

Somatic Symptom and Related Disorders 

and, 196, 197 

Substance/Medication-Induced Bipolar 

and Related Disorder and, 91 

Medical history. See also Medical conditions 

Dissociative Identity Disorder and, 187 

Factitious Disorder and, 208, 210 

Language Disorder and, 7 

Medications. See also Anticonvulsant 
medications; Antidepressants; 

Antipsychotics; Benzodiazepines; Oral 

contraceptives 

Delirium and, 350 

Enuresis and, 234 

Erectile Disorder and, 270 

Female Orgasmic Disorder and, 278 

Index 

Female Sexual Interest / Arousal 

Disorder, and anticancer drugs, 272 

Genito-Pelvic Pain/ Penetration Disorder 

and, 279 

hallucinations and delusions from, 42 

manic-like episodes and, 76 

monoamine oxidase inhibitors, 89,106 

Neurocognitive Disorders and, 349 

Opioid-Related Disorders and, 340-341 

prescription drug abuse, 317, 324 

psychotic symptoms and, 66-67 

stimulants as, 67-68 

Substance/Medication-Induced Bipolar 

and Related Disorder, and 

antibiotics, 92 

Substance /Medication-Induced Sexual 

Dysfunction and, 281 

Substance/Medication-Induced Sleep 

Disorder and, 261-263 

withdrawal from anxiolytic medications, 

66 

Melancholic features, of Major Depressive 

Disorder, 99, 103 

Melatonin, and Rapid Eye Movement (REM) 

Sleep Behavior Disorder, 259 

Memory. See also Cognitive processes 

Acute Stress Disorder and, 179 

Dissociative Amnesia and, 188, 189 

Dissociative Identity Disorder and, 187, 

188 

Neurocognitive Disorders and, 348, 355, 

3067057) 300/900) 

Other Specified Schizophrenia Spectrum 

and Other Psychotic Disorder and, 

72 

Posttraumatic Stress Disorder and, 168, 

170 

Menopause, and Female Sexual Interest/ 

Arousal Disorder, 272 

Menstrual cycle, Premenstrual Dysphoric 

Disorder and phases of, 120 

Mental Disorder Due to Another Medical 

Condition, as diagnostic construct, xix— 

XX 

Mental Retardation. See Intellectual 

Disability 

Mental status examination 

Major Depressive Disorder and, 102 

Mild Neurocognitive Disorder and, 360 

Meperidine, and Delirium, 350, Sill 
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Methamphetamine, and substance abuse, 

326 

Methylphenidate 

ADHD and, 23 

Disruptive Mood Dysregulation Disorder 

and, 97 

Stimulant-Related Disorders and, 327 

Substance /Medication-Induced 

Psychotic Disorder and, 68 

Methylprednisolone, and Catatonia, 65 

Mild Neurocognitive Disorder 

case example of, 359-361 

characteristic features of, 348, 349, 358— 

359 

progression to Major Neurocognitive 

Disorder, 359, 361 

Minnesota Multiphasic Personality 

Inventory, 208 

Mixed features, and Major Depressive 

Disorder, 99, 112 

Monoamine oxidase inhibitors (MAOIs), 89, 

106 

Monosymptomatic enuresis, 234 

Mood, and mood disturbances. See also 

Affective instability; Disruptive Mood 

Dysregulation Disorder 

Bipolar and Related Disorders and, 73 

Insomnia Disorder and, 241 

Major Neurocognitive Disorder and, 

354 

Posttraumatic Stress Disorder and, 168— 

169, 170 

Mood-congruent and mood-incongruent 

psychotic features, of Major Depressive 

Disorder, 99 

Mood Disorders with psychotic features, 40 

Morning glory seeds, 338 

Morphine, and Delirium, 350, 351 

Motivation 

Caffeine-Related Disorders and, 331 

Factitious Disorder and, 206, 211 

Transvestic Disorder and, 412 

Motor Disorders. See Developmental 

Coordination Disorder; Stereotypic 

Movement Disorder; Tic Disorders 

Motor symptoms 

of Conversion Disorder, 202 

disorganized or abnormal in psychotic 

disorders, 38 

of Rapid Eye Movement Sleep Behavior 

Disorder, 257 

448 

Multiple Personality Disorder. See 

Dissociative Identity Disorder 

Multiple Sleep Latency Test, 244 

Munchausen syndrome, and Factitious 

Disorder, 209 

Muscle dysmorphia, 153 

Mutism. See also Selective Mutism 

Bipolar I Disorder and, 84 

Catatonia and, 64 

Narcissistic Personality Disorder 

Antagonism domain and, 367 

Borderline Personality Disorder and, 374 

cases examples of, 383-386 

characteristic features of, 369, 382-383 

Histrionic Personality Disorder and, 387 

Kleptomania and, 312 

Narcolepsy 

case example of, 247-248 

characteristic features of, 240, 240, 246-247 

excessiveness daytime sleepiness and, 

243 

Stimulant-Related Disorders and, 326 

Substance /Medication-Induced 

Psychotic Disorder and, 68 

Negative affectivity 

Alternative Model of Personality 

Disorders and, 364, 365, 367 

Borderline Personality Disorder and, 370 

Depressive Disorders and, 93 

Narcissistic Personality Disorder and, 383 

Paranoid Personality Disorder and, 393 

Negative symptoms, and Schizophrenia 

Spectrum and Other Psychotic 

Disorders, 39, 41, 46 

Negativism, and Catatonia, 64 

Neglect 

Disinhibited Social Engagement Disorder 

and, 166, 167 

Reactive Attachment Disorder and, 165 

Neologisms, and psychotic disorders, 38 

Neurocognitive Disorders. See also Delirium; 

Major Neurocognitive Disorder; Mild 

Neurocognitive Disorder 

characteristic features of, 347-349, 349 

delusions and hallucinations in, 40 

Dissociative Amnesia and, 180 

Personality Change Due to Another 

Medication Condition and, 395 

Substance /Medication-Induced Mental 

Disorders and, 315 
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Neurodevelopmental disorders. See also 
Attention-deficit/ hyperactivity 
disorder; Autism Spectrum Disorder; 

Communication Disorders; 
Developmental Coordination Disorder; 

Intellectual Disability; Specific Learning 
Disorder; Stereotypic Movement 

Disorder; Tic Disorders 

characteristic features of, 1, 2, 2-4 

cognitive functioning in Neurocognitive 

Disorders compared to, 347 

Neurological disorders 

Intermittent Explosive Disorder as, 301 

Narcolepsy as, 246 

Neurological symptoms, of Conversion 

Disorder, 203, 204 

Neuropsychological testing 
ADHD and, 23 

Persistent Depressive Disorder and, 119 

Nicotine and nicotine patch, and Tobacco- 

Related Disorders, 332, 333 

Nigeria, and postpartum psychosis, 53 

Nightmare(s) 

Narcolepsy and, 247 

Posttraumatic Stress Disorder and, 172, 

177. 

Nightmare Disorder, 240, 256-257 

Nonmonosymptomatic enuresis, 234 

Non-rapid eye movement (NREM) sleep, 

239 

Non-Rapid Eye Movement (NREM) Sleep 

Arousal Disorders 

case examples of, 254-255 

characteristic features of, 240, 253-254 

confusion of Rapid Eye Movement 

(REM) Sleep Behavior Disorder with, 

257-298, 209 

Nortriptyline, 104, 248 

NREM. See Non-rapid eye movement 

(NREM) sleep, 239 

Nursing home residents, and Delirium, 350 

Nystagmus, and Inhalant-Related 

Disorders, 343 

Obesity 
Obstructive Sleep Apnea Hypopnea and, 

249 

Stimulant-Related Disorders and, 326 

Obsessions 

Anorexia Nervosa and, 226 

Generalized Anxiety Disorder and, 144 

Index 

Hoarding Disorder and, 158 

Obsessive-Compulsive and Related 

Disorders and, 147, 148, 149, 152 

Schizotypal Personality Disorder and, 

390 

Tic Disorders and, 35 

Obsessive-Compulsive Disorder. See also 

Obsessive-Compulsive and Related 

Disorders 

Anorexia Nervosa and, 220, 221, 226 

ARFID and, 217 

Borderline Personality Disorder and, 374 

case example of, 149-153 

characteristic features of, 148, 148-149 

distorted beliefs and, 40 

Generalized Anxiety Disorder and, 144 

Major Depressive Disorder and, 110 

Schizotypal Personality Disorder and, 

390 

Specific Phobia and, 133 

Stereotypic Movement Disorder and, 32 

Tic Disorders and, 35 

Trichotillomania and, 160 

Obsessive-Compulsive Personality Disorder 

case example of, 380-381 

characteristic features of, 369, 379-380 

hoarding and, 157 

Major Depressive Disorder and, 110 

Obsessive-Compulsive Disorder and, 

ile 

Paranoid Personality Disorder and, 394 

Schizotypal Personality Disorder and, 

390 

Obsessive-Compulsive and Related 

Disorders. See also Body Dysmorphic 

Disorder; Excoriation Disorder; 

Hoarding Disorder; Obsessive- 

Compulsive Disorder; Trichotillomania 

characteristic features of, 147-148, 148 

Substance/Medication-Induced Mental 

Disorders and, 315 

Obstructive Sleep Apnea Hypopnea 

case example of, 249-250 

characteristic features of, 240, 240, 248- 

249 

Panic Disorder and, 139-140 

Occupational impairment, and Substance 

Use Disorders, 316 

Ofloxacin, and Substance /Medication- 

Induced Bipolar and Related Disorder, 

91,92 

449 



Olanzapine 

Bipolar I Disorder and, 78 

Major Depressive Disorder and, 104 

Schizophreniform Disorder and, 51 

Opioid-Related Disorders, 340-341 

Oppositional Defiant Disorder 

case examples of, 295-297 

characteristic features of, 293, 294, 294— 

295 

Conduct Disorder and, 302 

Disruptive Mood Dysregulation Disorder 

and, 97 

Encopresis and, 236 

physical or sexual abuse and, 183 

Specific Learning Disorder and, 28 

Oral contraceptives 

Female Sexual Interest / Arousal Disorder 

and, 273 

Substance/Medication-Induced Sexual 

Dysfunction and, 281 

Orgasm, and sexual response cycle, 265, 266 

Other Hallucinogen-Related Disorders, 338— 

340 

Other Specified Mental Disorders, and 

circumstances without specific 

diagnosis, xx—xxi 

Other Specified Personality Disorder, 118, 

369, 395-398 

Other Specified Schizophrenia Spectrum 

and Other Psychotic Disorder, 40, 69-72 

Overeaters Anonymous (OA), 227, 228, 231 

Oxycodone, 325, 350 

Pain 

failure to treat as medical error, 210 

Genito-Pelvic Pain/ Penetration Disorder 

and, 279 

Opioid-Related Disorders and, 341 

Sedative, Hypnotic, or Anxiolytic Use 

Disorder and, 325 

Somatic Symptom Disorder and, 197, 198, 

I) 

Palilalia, and Tic Disorders, 33 

Panic attacks, or panic, as symptom. See also 

Panic Disorder 

with Anxiety Disorder Due to Another 

Medical Condition, 145 

with Bipolar II Disorder, 88 

with Brief Psychotic Disorder, 63 

with dissociative symptoms, 185 

with Social Anxiety Disorder, 135 

450 

with Substance/Medication-Induced 

Bipolar and Related Disorder, 92 

Panic Disorder 

Agoraphobia as complication of, 142 

Anxiety Disorder Due to Another 

Medical Condition and, 145 

case examples of, 138-140 

characteristic features of, 125, 126, 137— 

138 

depersonalization and, 192 

Major Depressive Disorder, 106 

Persistent Depressive Disorder, 118 

Social Anxiety Disorder and, 134, 135 

Stimulant-Related Disorders and, 327 

Paranoid ideation, and Cannabis-Related 

Disorders, 335 

Paranoid Personality Disorder, 369, 392— 

394 

Paraphilia, distinction between Paraphilic 

Disorder and, 399 

Paraphilic Disorders, characteristic features 

of, 399-400, 400. See also Exhibitionistic 

Disorder; Frotteuristic Disorder; 

Pedophilic Disorder; Sexual Masochism 

Disorder; Sexual Sadism Disorder; 

Transvestic Disorder; Voyeuristic 

Disorder 

Parasomnias, 240-241, 256, 257 

Parkinson’s disease, 134, 259, 354, 356, 357 

Paroxetine, and Substance / Medication- 

Induced Sexual Dysfunction, 282, 283 

Passive-aggressive behavior, and Other 

Specified Personality Disorder, 396-397 

Patients 

and Delirium, in intensive care, 350 

identities of in case examples, xix 

PCP. See Phencyclidine 

PDNOS (Pervasive Development Disorder 

Not Otherwise Specified). See Autism 

Spectrum Disorder 

Peabody Individual Achievement Test, 28 

Pedophilic Disorder, 399, 400, 408-410 

Peers. See Interpersonal relationships 

Pelvic inflammatory disease, and Genito- 

Pelvic Pain/Penetration Disorder, 279 

Perceptual disturbances 

Delirium and, 353 

Other Hallucinogen-Related Disorders 

and, 340 

Perceptual-motor deficits, and 

Neurocognitive Disorders, 348 
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Play 

Autism Spectrum Disorder and, 16 

Gender Dysphoria and, 286, 287, 288 

Posttraumatic Stress Disorder in children 

and, 176, 177 

Pyromania and, 308 

Play therapy, and Selective Mutism, 129 

PLMS (periodic limb movements in sleep), 

260 

Polysomnography, and Sleep-Wake 

Disorders, 239, 244, 247, 249, 250, 259 

Pornography 

Fetishistic Disorder and, 410 

Male Hypoactive Sexual Desire Disorder 

and, 268, 269 

Sexual Sadism Disorder and, 407 

Voyeuristic Disorder and, 401 

Positive symptoms, of Schizophrenia, 41 

Postpartum depression, and postpartum 

psychosis, 52, 53 

Posttraumatic Stress Disorder 

Acute Stress Disorder and, 178, 180 

case examples of, 170-177 

characteristic features of, 163, 164, 168— 

169 

depersonalization and, 192 

Erectile Disorder and, 270 

Nightmare Disorder and, 257 

Specific Phobia and, 133 

Practical domain, of adaptive functioning, 3, 

4 

Pragmatic, and diagnostic label of Social 

(Pragmatic) Communication Disorder, 

2 

Pregnancy 

Major Depressive Episode and, 107 

Pica and, 214, 215 

Postpartum depression and, 52, 53 

Premature (Early) Ejaculation, 265, 266, 275— 

276 

Premenstrual Dysphoric Disorder, 93, 94, 

120-121 

Premenstrual syndrome, 121 

Preoccupation 

Binge-eating Disorder and, 229, 231 

Gambling Disorder and, 345 

IIIness Anxiety Disorder and, 201, 202 

Prescription drug abuse, 317, 324 

Prevalence 

of Acute Stress Disorder, 178 

of ADHD, 22 

452 

of Agoraphobia, 141 

of Alcohol-Related Disorders, 320 

of Anorexia Nervosa, 220 

of Antisocial Personality Disorder, 381 

of Autism Spectrum Disorder, 15 

of Avoidant Personality Disorder, 376 

of Binge-Eating Disorder, 230 

of Bipolar I Disorder, 77 

of Bipolar II Disorder, 87 

of Body Dysmorphic Disorder, 153 

of Borderline Personality Disorder, 370 

of Bulimia Nervosa, 227 

of Cannabis-Related Disorders, 334 

of chronic pain, 199 

of Circadian Rhythm Sleep-Wake 

Disorders, 251 

of Conduct Disorder, 303 

of Conversion Disorder, 203 

of Cyclothymic Disorder, 90 

of Delusional Disorder, 57 

of Dependent Personality Disorder, 374 

of Depersonalization/Derealization 

Disorder, 192 

of Developmental Coordination 

Disorder, 29 

of Dissociative Amnesia, 189 

of Encopresis, 236 

of Enuresis, 234 

of Erectile Disorder, 270 

of Excoriation Disorder, 160 

of Factitious Disorder, 207 

of Female Orgasmic Disorder, 278 

of Gambling Disorder, 344 

of Generalized Anxiety Disorder, 143 

of Genito-Pelvic Pain/ Penetration 

Disorder, 279 

of Histrionic Personality Disorder, 386 

of Hoarding Disorder, 156 

of Hypersomnolence Disorder, 243 

of Illness Anxiety Disorder, 200 

of Inhalant-Related Disorders, 342 

of Insomnia Disorder, 241 

of Intellectual Disability, 3 

of Intermittent Explosive Disorder, 298 

of Major Depressive Disorder, 99 

of Male Hypoactive Sexual Desire 

Disorder, 268 

of Mild Neurocognitive Disorder, 359 

of Narcolepsy, 247 

of Non-Rapid Eye Movement Sleep 

Arousal Disorders, 254 
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of Obsessive-Compulsive Disorder, 149 
of Obsessive-Compulsive Personality 

Disorder, 379 

of Obstructive Sleep Apnea Hypopnea, 
249 

of Opioid-Related Disorders, 340-341 

of Oppositional Defiant Disorder, 295 

of Other Hallucinogen-Related 
Disorders, 339 

of Panic Disorder, 138 

of Paranoid Personality Disorder, 393 

of Parkinson's disease, 357 

of Phencyclidine-Related Disorders, 337 

of Premature (Early) Ejaculation, 275 

of Premenstrual Dysphoric Disorder, 

: 121-122 

of Restless Legs Syndrome, 260 

of Schizophrenia, 42 

of Schizophreniform Disorder, 53 

of Schizotypal Personality Disorder, 

388 

of Sedative, Hypnotic, or Anxiolytic Use 

Disorder, 324 

of Separation Anxiety Disorder, 127 

of Social Anxiety Disorder, 134 

of Somatic Symptom Disorder, 197 

of Specific Learning Disorder, 27 

of Specific Phobia, 131 

of Stimulant-Related Disorders, 327 

of Tourette’s Disorder, 33 

of Trichotillomania, 158 

Primary psychotic symptoms, and drug use, 

66 
Primary sex characteristics, 288, 291 

Prodromal phase, of Schizophrenia, 41 

Property destruction. See also Criminal 

behavior; Violent behavior 

Conduct Disorder and, 302, 303 

Intermittent Explosive Disorder and, 298, 

301 
Prototypes, of DSM disorders, xix—xxii 

Provisional Tic Disorder, 33 

Pseudoephedrine, and Circadian Rhythm 

Sleep-Wake Disorders, 252 

Pseudoneurological symptoms, of 

Conversion Disorder, 202 

Psychodynamic psychotherapy, and 

Dependent Personality Disorder, 375 

Psychological Factors Affecting Other 

Medical Disorders, 195-196, 196, 204— 

206 

Index 

Psychomotor retardation, and Major 

Depressive Disorder, 104 

Psychosis, as broadly defined term, 37 

Psychotic depression, 5, 6 

Psychotic Disorders. See Schizophrenia 

Spectrum and Other Psychotic 

Disorders 

Psychoticism 

Alternative Model of Personality 

Disorders and, 364, 366, 367 

Schizotypal Personality Disorder and, 

388, 389 

Psychotic symptoms 

of Major Depressive Disorder, 99, 103, 

104, 108 

of Major Neurocognitive Disorder, 354 

Public speaking, and Social Anxiety 

Disorder, 136 : 

Purging, and Bulimia Nervosa, 226, 228 

Pyloric stenosis, and Rumination Disorder, 

215 

Pyromania, 293, 294, 306-309 

Quetiapine, and treatment history in 

Hoarding Disorder, 157 

Race 

Alcohol-Related Disorders and, 320 

Posttraumatic Stress Disorder and, 169 

Schizophrenia, misdiagnosed in black 

patients, 87 

Rapid cycling, and Bipolar I Disorder, 81-82 

Rapid eye movement (REM) sleep, 239, 256, 

259 

Rapid Eye Movement (REM) Sleep Behavior 

Disorder, 240, 257-259 

Reading, and Specific Learning Disorder, 26, 

28 

Reactive Attachment Disorder 

Autism Spectrum Disorder and, 166 

case example of, 165-166 

characteristic features of, 163, 164, 164— 

165 

Rumination Disorder and, 216 

Reactivity, and Posttraumatic Stress 

Disorder, 168, 169 

Reality, and reality testing 

Acute Stress Disorder and, 178 

Alcohol-Related Disorders and, 323 

Schizotypal Personality Disorder and, 

389 

453 



Reasoning. See also Cognitive processes 

domains of adaptive functioning and, 3 

Specific Learning Disorder and, 27 

Reception, and Language Disorder, 9 

Receptive language, and Neurocognitive 

Disorders, 348 

Reckless behavior. See also Risky behavior 

Antisocial Personality Disorder and, 381 

Bipolar and Related Disorders and, 74 

Oppositional Defiant Disorder and, 296 

Recurrent episodes, of Major Depressive 

Disorder, 105, 113 

Reference, Schizotypal Personality Disorder 

and ideas of, 387-388 

“Referential” nature, of delusions, 58 

Regression 

Autism Spectrum Disorder and, 20 

Gender Dysphoria and, 287-288 

Rejection 

Avoidant Personality Disorder and, 377 

Borderline Personality Disorder and, 370 

Relaxation exercises, and Substance/ 

Medication-Induced Sleep Disorder, 

262 

Religion, and religious beliefs 

delusions and, 38 

Sexual Dysfunction and, 267, 280 

REM (rapid eye movement) sleep, 239, 256, 

259 

Remission, and Substance Use Disorders, 

OL7. 

Repetitive behaviors 

Body Dysmorphic Disorder and, 153, 

155 

Obsessive-Compulsive Disorder and, 149 

Residential treatment, for Autism Spectrum 

Disorder, 18, 19. See also Hospitalization 

Residual phases, of Schizophrenia, 41 

Resistance, and Other Specified Personality 

Disorder, 396-397 

Resolution, and sexual response cycle, 265, 

266 

Respiratory failure, and Delirium, 353 

Restless Legs Syndrome, 240, 241, 259-261 

Restlessness, and ADHD, 24 

Restricted affectivity, and Obsessive- 

Compulsive Personality Disorder, 379 

Retinopathy, and Stereotypic Movement 

Disorder, 32 

Reverse vegetative symptoms, and Bipolar II 

Disorder, 89 
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Risky behavior, and Substance Use 

Disorders, 316. See also Reckless 

behavior 

Risperidone 

Bipolar I Disorder and, 84, 86 

Brief Psychotic Disorder and, 63 

Delusional Disorder and, 58 

Schizophrenia and, 47 

Ritualistic behavior, and Anorexia Nervosa, 

22M 

Rule violations, and Conduct Disorder, 302 

Rumination Disorder, 213, 214, 215-216 

Savant abilities, and Autism Spectrum 

Disorder, 14, 17, 18 

Schizoaffective Disorder 

case example of, 55-56 

characteristic features of, 40, 54-55 

Schizophrenia and, 48 

Schizoid Personality Disorder 

Avoidant Personality Disorder and, 377 

case example of, 391-392 

characteristic features of, 391 

Paranoid Personality Disorder and, 394 

Schizotypal Personality Disorder and, 

390 

Schizophrenia 

ADHD and, 22 

case examples of, 42-50 

characteristic features of, 40, 41-42 

heterogeneity of symptom presentation 

in, Xxi 

Hoarding Disorder and, 158 

Major Depressive Disorder and, 104 

misdiagnosis of in black patients, 87 

Oppositional Defiant Disorder and, 297 

Schizoaffective Disorder and, 54 

Schizotypal Personality Disorder and, 

388, 389, 390 

Stimulant-Related Disorders and, 327 

Substance /Medication-Induced 

Psychotic Disorder and, 67 

Schizophrenia Spectrum and Other 

Psychotic Disorders. See also Brief 

Psychotic Disorder; Catatonia; 

Delusional Disorder; Other Specified 

Schizophrenia Spectrum and Other 

Psychotic Disorder; Schizoaffective 

Disorder; Schizophrenia; 

Schizophreniform Disorder; Substance / 

Medication-Induced Psychotic Disorder 
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aggressive outbursts in, 298 

Borderline Personality Disorder and, 372 
characteristic features of, 37-39, 40 

Personality Disorders related to, 367 
Substance /Medication-Induced Mental 

Disorders and, 315 

Schizophreniform Disorder 

case examples of, 50-53 

characteristic features of, 40, 50 

Schizophrenia and, 48 

Schizotypal Personality Disorder : 

Avoidant Personality Disorder and, 377 

case examples of, 388-390 

characteristic features of, 369, 387-388 

DSM-5 dual classification of, 37, 39 

familial risk of, with Schizophrenia and, 

50 

Psychoticism and, 367 

School, Separation Anxiety Disorder and 

fear of, 128 

Seasonal symptoms, of Major Depressive 

Disorder, 112-113 

Secondary sex characteristics, 288, 289, 291 

Sedative-, Hypnotic-, or Anxiolytic-Related 

Disorders 

Borderline Personality Disorder and, 

373-374 

case example of, 324-326 

characteristic features of, 323-324 

psychotic symptoms and withdrawal 

from, 66 

Sedative-Induced Withdrawal Delirium, 326 

Seizure disorder, 8 

Seizures 

Conversion Disorder and, 204 

Somatic Symptom Disorder and, 198 

Selective amnesia, 188. See also Amnesia 

Selective Mutism, 125, 126, 128-130 

Selective serotonin reuptake inhibitors 

(SSRIs) 

ARFID and, 218 

Female Orgasmic Disorder and, 278 

Substance /Medication-Induced Sexual 

Dysfunction and, 282 

Self, dissociation and fragmentation of, 185. 

See also Identity; Self-esteem, Self-image 

Self-Defeating Personality Disorder, 398 

Self-esteem 

Avoidant Personality Disorder and, 377 

Excoriation Disorder and, 161 

Gender Dysphoria and, 289 

Index 

Major Depressive Disorder and, 108, 110 

Premature (Early) Ejaculation and, 275 

Self-help groups, and Trichotillomania, 159. 

See also Alcoholics Anonymous; 

Overeaters Anonymous 

Self-image 

Avoidant Personality Disorder and, 376, 

377 

Borderline Personality Disorder and, 372 

Narcissistic Personality Disorder and, 

382, 385 

Self-injurious behavior, and self-harm. 

See also Suicide 

Autism Spectrum Disorder and, 18, 19 

Catatonia and, 64 

Stereotypic Movement Disorder and, 32 

Sensate focus, and sex therapy, 271, 274 

Sensation seeking, and Borderline 

Personality Disorder, 372, 373 

Sensory input, and Autism Spectrum 

Disorder, 14 

Sensory symptoms, of Conversion Disorder, 

202 

Separation anxiety, as symptom 

of Dependent Personality Disorder, 375 

of Encopresis, 237, 238 

of Gender Dysphoria, 288 

Separation Anxiety Disorder 

case example of, 127-128 

characteristic features of, 125, 126, 126-127 

Major Depressive Disorder and, 110 

physical or sexual abuse and, 183 

Serotonin-norepinephrine reuptake 

inhibitors (SNRIs), and Female 

Orgasmic Disorder, 278 

Sertraline 

Major Depressive Disorder and, 106, 107 

Posttraumatic Stress Disorder and, 171 

Severe Intellectual Disability, 4, 5-7 

Severity 

of Autism Spectrum Disorder, 15, 18 

of Bipolar I Disorder, 77, 80, 81 

of Conduct Disorder, 302, 304 

of dissociation, 185 

of Erectile Disorder, 270 

of Hypersomnolence Disorder, 246 

of Hypomanic Episode, 74 

of Intellectual Disability, 3-4 

of Major Depressive Disorder, 98 

of Oppositional Defiant Disorder, 295, 

296; 297 
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Severity (continued) 

of Persistent Depressive Disorder, 114, 115 

of Substance Use Disorders, 317 

Sex, definition of, 285 

Sex therapy, 271, 274, 280 

Sexual abuse 

Adjustment Disorder and, 183 

Dissociative Identity Disorder and, 187, 

188 

Posttraumatic Stress Disorder and, 176, 

Wa 

Sexual Dysfunctions. See also Delayed 

Ejaculation; Erectile Disorder; Female 

Orgasmic Disorder; Female Sexual 

Interest / Arousal Disorder; Genito- 

Pelvic Pain/Penetration Disorder; Male 

Hypoactive Sexual Desire Disorder; 

Premature Ejaculation; Substance / 

Medication-Induced Sexual 

Dysfunction 

characteristic features of, 265-267, 266 

Substance/Medication-Induced Mental 

Disorders and, 315 

Sexual Masochism Disorder, 399, 400, 405— 

406 

Sexual orientation, asexuality as alternative, 

267 

Sexual perversion, or sexual deviation. See 

Paraphilic Disorders 

Sexual response cycle, phases of, 265, 266 

Sexual Sadism Disorder, 399, 400, 406-408 

Shared psychotic disorder, 72 

Shoplifting, and Kleptomania, 309, 310, 311 

Sibling rivalry, and Oppositional Defiant 

Disorder, 295 

Sick role, and Factitious Disorder, 206 

Simple motor tics, 33 

Sleep, and sleep disturbance. See also 

Hypersomnia; Insomnia; Parasomnias; 

Sleepiness; Sleep-Wake Disorders 

Bipolar and Related Disorders and, 74, 

88, 89 

Caffeine-Related Disorders and, 331 

Cannabis-Related Disorders and, 336 

Cyclothymic Disorder and, 90 

Intellectual Disability and, 5 

Major Depressive Disorder and, 111 

Major Neurocognitive Disorder and, 354 

Other Specified Schizophrenia Spectrum 

and Other Psychotic Disorder and, 70 

456 

Posttraumatic Stress Disorder and, 169, 

TIL L72 

Schizophrenia and, 48, 49 

Sleep attacks, and Narcolepsy, 246 

Sleep charts, and Circadian Rhythm Sleep- 

Wake Disorders, 252 

Sleep deprivation, and Restless Legs 

Syndrome, 260 

Sleepiness, and Hypersomnolence Disorder, 

242-243. See also Daytime sleepiness 

Sleep medications. See Sedative-, Hypnotic-, 

or Anxiolytic-Related Disorders 

Sleep paralysis, and Narcolepsy, 247 

Sleep-Related Hypoventilation, 240 

Sleep terrors, and Non-Rapid Eye 

Movement Sleep Arousal Disorders, 

254, 255 

Sleep-Wake Disorders. See also Circadian 

Rhythm Sleep-Wake Disorders; 

Hypersomnolence Disorder; Insomnia 

Disorder; Narcolepsy; Nightmare 

Disorder; Non-Rapid Eye Movement 

Sleep Arousal Disorders; Obstructive 

Sleep Apnea; Rapid Eye Movement 

Sleep Behavior Disorder; Restless Legs 

Syndrome; Substance /Medication- 

Induced Sleep Disorder 

characteristic features of, 239-241, 240 

Panic Disorder and, 140 

Substance /Medication-Induced Mental 

Disorders and, 315 

Sleepwalking, and Non-Rapid Eye 

Movement Sleep Arousal Disorders, 

253; 255 

Smoking cessation, 332-333 

Snoring, and Obstructive Sleep Apnea 

Hypopnea, 249 

SNRIs (serotonin-norepinephrine reuptake 

inhibitors), and Female Orgasmic 

Disorder, 278 

Social anxiety, as symptom 

of Anorexia Nervosa, 224 

of ARFID, 218, 219 

of Schizotypal Personality Disorder, 390 

Social Anxiety Disorder (Social Phobia) 

ADHD and, 24 

Agoraphobia and, 142 

Avoidant Personality Disorder and, 378, 

379 

case examples of, 134-137 
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characteristic features of, 125, 126, 133- 

134 
Major Depressive Disorder and, 107 
Selective Mutism and symptoms of, 129 

Social cognition, and Neurocognitive 
Disorders, 348 

Social communication, Autism Spectrum 

Disorder and deficits in, 14, 17, 19 

Social (Pragmatic) Communication 

Disorder, 2, 11-13 

Social domain, of adaptive functioning, 3, 4 

Social isolation. See also Interpersonal 
relationships 

Avoidant Personality Disorder and, 377 

Schizoid Personality Disorder and, 391, 

: 392 

Schizotypal Personality Disorder and, 

389 

Social skills. See Interpersonal relationships 

Socioeconomic status, and Pica, 215 

Somatic delusions, 62 

Somatic symptom(s). See also Somatic 

Symptom Disorder 

of Illness Anxiety Disorder, 201-202 

of Major Depressive Disorder, 100, 109, 

110 

of Persistent Depressive Disorder, 117 

Somatic Symptom Disorder 

case examples of, 198-199 

characteristic features of, 195-196, 196 

Major Depressive Disorder and, 110 

Persistent Depressive Disorder and, 117— 

118 

Somatic Symptom and Related Disorders. 

See also Conversion Disorder; Factitious 

Disorder; Illness Anxiety Disorder; 

Psychological Factors Affecting Other 

Medical Conditions; Somatic Symptom 

Disorder 

characteristic features of, 195-196, 196, 

197 
internalizing spectrum and, 93 

Somatoform Disorders. See Somatic 

Symptom and Related Disorders 

Special education, and Autism Spectrum 

Disorder, 20 

Specific Learning Disorder 

case examples of, 27-28 

characteristic features of, 2, 26-27 

Speech Sound Disorder and, 10 

types of deficits in, 1 

Index 

Specific Phobia 

case examples of, 131-133 

characteristic features of, 125, 126, 130-131 

differential diagnosis of, 133 

Selective Mutism and, 129 

Specifiers. See also Subtypes 

for ADHD, 21-22, 26 

for Bipolar I Disorder, 76-77 

for Conduct Disorder, 302 

heterogeneity in diagnosis and, xxi 

for Major Depressive Disorder, 99, 100 

for Major Neurocognitive Disorder, 354 

for Persistent Depressive Disorder, 115, 118 

for Posttraumatic Stress Disorder, 169 

for Schizophreniform Disorder, 50, 53 

for Somatic Symptom Disorder, 197 

for Substance Use Disorders, 317 

Speech 

differential diagnosis of Selective Mutism 

and, 128 

fragmented or disorganized as feature of 

psychotic disorders, 38 

Speech Sound Disorder 

case example of, 9-10 

characteristic features of, 2, 9 

Language Disorder and, 8 

Social Communication Disorder and, 13 

SSRIs. See Selective serotonin reuptake 

inhibitors 

Stalking, and Delusional Disorder, 60 

Stanford Achievement Test, 28 

Stanford-Binet Intelligence Scales, 28 

Startle response, and Posttraumatic Stress 

Disorder, 169, 171, 176 

Statins, and Substance /Medication-Induced 

Sexual Dysfunction, 281 

Stereotypes, of exhibitionists, 403 

Stereotypic Movement Disorder 

Autism Spectrum Disorder and, 19 

case example of, 31-32 

characteristic features of, 2, 31 

Stimulant(s) 

psychotic symptoms and, 66 

withdrawal from, 318 

Stimulant-Related Disorders, 326-329 

Stress 

Adjustment Disorders and, 180 

Brief Psychotic Disorder, and life events, 

62, 63 

Dissociative Amnesia and psychological, 

190 
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Stress (continued) 

Excoriation Disorder and, 161 

Insomnia Disorder and, 242 

paraphilic fantasies and, 400 

Psychological Factors Affecting Other 

Medical Disorders and, 206 

Separation Anxiety Disorder onset in 

children and, 127 

Sexual Dysfunction and, 267 

Transvestic Disorder and, 412, 413 

Voyeuristic Disorder and, 402 

Stroke, and Major Neurocognitive Disorder, 

357 

Stupor, and Catatonia, 64 

Stuttering. See Childhood-Onset Fluency 

Disorder 

Subcultures, and shared beliefs, 38 

Substance abuse. See also Substance-Related 

and Addictive Disorders; Substance 

Use Disorders 

Borderline Personality Disorder and, 373 

Brief Psychotic Disorder and, 62 

Conduct Disorder and, 304, 305 

Erectile Disorder and, 270 

Factitious Disorder and, 210 

Female Sexual Interest / Arousal Disorder 

and, 272 

Gambling Disorder and similarity to, 313 

Major Depressive Disorder and, 101 

Major Neurocognitive Disorder and, 354 

Pyromania and, 307 

Substance/Medication-Induced Bipolar 

and Related Disorder and, 91 

Substance/Medication-Induced Sexual 

Dysfunction and, 281 

Substance /Medication-Induced Sleep 

Disorder and, 261-263 

Substance-Induced Disorders. See also 

Substance-Related and Addictive 

Disorders; Substance Use Disorders 

characteristic features of, 317-318 

co-occurrence with Substance Use 

Disorder, 314 

definition of, 313-314 

Substance-Induced Major Neurocognitive 

Disorder, 343 

Substance Intoxication or Withdrawal 

ADHD and, 22 

Alcohol-Related Disorders and, 320, 323 

Caffeine-Related Disorders and, 330-331 

Cannabis-Related Disorders and, 334, 336 
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characteristics features of, 317-318 

classes of drugs and, 314 

Inhalant-Related Disorders and, 342 

Opioid-Related Disorders and, 340 

Sedative-, Hypnotic-, or Anxiolytic- 

Related Disorders and, 324, 325, 

326 

Stimulant-Related Disorders and, 327 

Substance Use Disorders and symptom 

development of, 316-317 

Tobacco-Related Disorders and, 332 

Substance/Medication-Induced Bipolar and 

Related Disorder, 75, 91-92 

Substance /Medication-Induced Mental 

Disorders. See also Substance / 

Medication-Induced Bipolar and 

Related Disorder; Substance / 

Medication-Induced Psychotic 

Disorder; Substance / Medication- 

Induced Sexual Dysfunction; 

Substance /Medication-Induced Sleep 

Disorder 

case examples of, 319 

characteristic features of, 318 

as diagnostic construct, xx 

substance classes corresponding to, 315 

Substance/Medication-Induced Psychotic 

Disorder, 40, 66-69 

Substance /Medication-Induced Sexual 

Dysfunction, 266, 267, 281-283 

Substance /Medication-Induced Sleep 

Disorder, 240, 241, 261-263 

Substance-Related and Addictive Disorders. 

See also Substance-Induced Disorders; 

Substance Use Disorders 

case examples of, 318-319, 321-345 

classes of drugs and, 313, 314, 315 

division of Substance Use and Substance- 

Induced Disorders, 313-318 

inclusion of Gambling Disorder in 

classification of, 313 

Substance Use Disorders. See also Substance- 

Related and Addictive Disorders 

Agoraphobia and, 141 

Cannabis-Related Disorders and, 334 

characteristic features of, 314, 316-317 

Conduct Disorder and, 305 

definition of, 313 

Dissociative Amnesia and, 190 

externalizing spectrum and, 293-294 

Substance-Induced Disorder and, 314 
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Subthreshold symptoms, of depression in 
Bipolar I Disorder, 78 

Subtypes. See also Specifiers 
of Anorexia Nervosa, 220 

of Circadian Rhythm Sleep-Wake 
Disorders, 251 

of Delayed Ejaculation, 277 

of Delirium, 350 

of Delusional Disorder, 56-57, 58, 59-60, 

61 

of Erectile Disorder, 271 

of Factitious Disorder, 206, 210-211 

of Female Sexual Interest/ Arousal 

Disorder, 274 

of Male Hypoactive Sexual Desire 

Disorder, 269 

of Personality Change Due to Another 

Medication Condition, 394 

of Sexual Dysfunction, 267 

of Substance/Medication-Induced 
Mental Disorders, 262, 318 

“Sudden sniffing death,” and Inhalant- 

Related Disorders, 342 

Suicide, and suicidal ideation. See also Self- 

injurious behavior 

Alcohol-Related Disorders and, 320, 321 

Bipolar I Disorder and, 76, 79-80 

Body Dysmorphic Disorder and, 154, 

155 

Borderline Personality Disorder and, 

3707372; 374. 

Bulimia Nervosa and, 227 

Conduct Disorder and, 303-304 

Depressive Disorder Due to Another 

Medical Condition and, 123 

Dissociative Identity Disorder and, 187 

Major Depressive Disorder and, 100, 108 

Obsessive-Compulsive Disorder and, 

149, 153 

Persistent Depressive Disorder and, 118, 

119 

Superstitious behaviors, and Obsessive- 

Compulsive Disorder, 149 

Supportive psychotherapy 
for Borderline Personality Disorder, 

876 

for Major Depressive Disorder, 107 

for Persistent Depressive Disorder, 117 

for Posttraumatic Stress Disorder, 171 

Suprachiasmatic nucleus, and Circadian 

Rhythm Sleep-Wake Disorders, 251 

Index 

Surgery. See also Gender reassignment 

surgery 

Body Dysmorphic Disorder and, 154 

Delirium and, 350 

Opioid-Related Disorders and pain relief 

after, 341 

Survivor guilt, and Posttraumatic Stress 

Disorder, 173 

Suspicion, and suspiciousness 

Paranoid Personality Disorder and, 393 

Schizophrenia and, 46 

Schizotypal Personality Disorder and, 

389 

Symmetry, and Obsessive-Compulsive 

Disorder, 149 

Symptom checklist, for Major Depressive 

Disorder, 109 

Symptoms. See Anxiety; Avoidance; 

Behavior; Binge-eating; Depression; 

Dissociation; Duration; Mood; Panic; 

Separation anxiety; Social anxiety; 

Weight loss; Specific disorders 

Syndrome of symptoms, in Manic and 

Hypomanic Episodes, 73-74 

Synthetic cannabinoid compounds, 333 

Systemic lupus erythematosus, 65-66, 207 

Temper tantrums 

Autism Spectrum Disorder and, 16 

Borderline Personality Disorder and, 373 

Disruptive Mood Dysregulation Disorder 

and, 95, 96, 97 

Enuresis and, 235, 236 

Oppositional Defiant Disorder and, 295, 

297 

Other Specified Personality Disorder 

and, 396 

Tic Disorders and, 35 

Temporomandibular joint (TMJ) 

dysfunction, and Sedative, Hypnotic, or 

Anxiolytic Use Disorder, 325 

Testosterone, and Female Sexual Interest/ 

Arousal Disorder, 272 

Tetrahydrocannabinol (THC), 333 

Theft 

Conduct Disorder and, 302, 305 

Kleptomania and, 309, 311 

Thinking. See also Flight of ideas 

Delirium and disorganized, 353 

fragmented or disorganized as feature of 

psychotic disorders, 38 
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Thinking (continued) 

Major Neurocognitive Disorder and 

abstract, 355 

Obsessive-Compulsive Disorder and 

forbidden thoughts, 149 

Schizotypal Personality Disorder and 

magical, 389, 390 

Schizophrenia and thought insertion, 47 

Tic Disorders, 2, 34-35 

TMJ (temporomandibular joint) 

dysfunction, 325 

Tobacco-Related Disorders, 332-333 

Tolerance, and Substance Use Disorders, 

9169137 732173237924/13207027 (O40; 

341 

Tourette’s Disorder, 33, 35 

Toxins, and psychotic symptoms, 67 

Transsexualism, and Gender Dysphoria, 

292 

Transvestic Disorder, 400, 411-413 

Trauma- and Stressor-Related Disorders, 

163, 164. See also Acute Stress Disorder; 

Adjustment Disorders; Disinhibited 

Social Engagement Disorder; 

Posttraumatic Stress Disorder; Reactive 

Attachment Disorder 

Trauma, and traumatic events. See also 

Trauma- and Stressor-Related 

Disorders 

Dissociative Amnesia and, 189 

Dissociative Identity Disorder and, 186 

maladaptive psychological distress 

following exposure to, 13 

Specific Phobia and, 130 

Traumatic brain injury (TBI). See also Head 

injury 

Intermittent Explosive Disorder and, 301 

Major Neurocognitive Disorder and, 354 

Trazodone, and Persistent Depressive 

Disorder, 117 

Treatment, selection of, xxi. See also Behavior 

therapy; Cognitive-behavioral therapy; 

Coping skills training; Dynamic 

psychotherapy; Electroconvulsive 

therapy; Family therapy; Group 

therapy; Hospitalization; Hypnosis; 

Involuntary treatment; Marital therapy; 

Play therapy; Psychodynamic 

psychotherapy; Residential treatment; 

Sex therapy; Supportive psychotherapy; 

Specific medications 
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Tremor 

Alcohol-Related Disorders and, 322, 323 

Delirium and, 352 

Inhalant-Related Disorders and, 343 

Trichotillomania (Hair-Pulling Disorder), 

147, 148, 158-160 

Trigeminal neuralgia, and Sedative, 

Hypnotic, or Anxiolytic Use Disorder, 

325 

Ulcers, and Psychological Factors Affecting 

Other Medical Disorders, 205-206 

Uncomplicated Bereavement, and Schizoid 

Personality Disorder, 392 

Urinary incontinence, and Enuresis, 234 

Urine drug toxicology screen, and Inhalant- 

Related Disorders, 343 

Vaginismus, and Genito-Pelvic Pain/ 

Penetration Disorder, 279 

Valproate, and Bipolar I Disorder, 81, 82 

Valproic acid, and Major Depressive 

Disorder, 112 

Vaporization, and Cannabis-Related 

Disorders, 333-334 

Vascular disease, and Major Neurocognitive 

Disorder, 354 

Venlafaxine, and Schizoaffective Disorder, 

3). 

Verbal communication, and Social 

(Pragmatic) Communication Disorder, 

12 

Violent behavior. See also Criminal behavior; 

Domestic violence 

Antisocial Personality Disorder and, 382 

Delusional Disorder and, 60 

Phencyclidine-Related Disorders and, 

Bo? 

Schizophrenia and, 42, 44 

Stimulant-Related Disorders and, 327 

Visual disturbances, and Other 

Hallucinogen-Related Disorders, 339 

Visual hallucinations. See also Hallucinations 

Alcohol-Related Disorders and, 323 

Catatonia and, 65 

definition of, 37-38 

Narcolepsy and, 247, 248 

Visual perception, and Neurocognitive 

Disorders, 348 

Vocalizations, and Rapid Eye Movement 

Sleep Behavior Disorder, 257 
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Vocational rehabilitation, and Borderline 

Personality Disorder, 373 

Voiding postponement, and Enuresis, 234 

Voluntary or involuntary Enuresis or 

Encopresis, 233, 234, 236 

Vomiting 

Anorexia Nervosa and, 222, 223, 224 

Bulimia Nervosa and, 228, 229 

von Willebrand’s disease, and Factitious 

Disorder, 207 

Voyeuristic Disorder, 399, 400, 401-402 . 

Vulnerable narcissism, and Narcissistic 

Personality Disorder, 383, 384 

Vulvovaginal atrophy, and Genito-Pelvic 

Pain/ Penetration Disorder, 279 

War veterans, and Posttraumatic Stress 

Disorder, 169, 172-173 

Waxy flexibility 

Bipolar I Disorder and, 84 

Catatonia and, 64 

Wechsler Adult Intelligence Scale (WAIS), 

356 

Wechsler Intelligence Scale for Children, 27, 

28 

Wechsler Preschool and Primary Scale of 

Intelligence, 9-10 

Weight gain, and Major Depressive 

Disorder, 105, 106, 113 

Weight loss, as symptom 

of Anorexia Nervosa, 225 

of ARFID, 217 

Index 

of Bipolar I Disorder, 77 

of Major Depressive Disorder, 102, 103, 

104 

of Persistent Depressive Disorder, 117 

of Rumination Disorder in infants, 216, 

2u7 

Wide Range Achievement Test (WRAT), 9— 

10, 27 

Wide Range Assessment of Memory and 

Learning, 23 

Withdrawal. See Substance Intoxication or 

Withdrawal 

Women. See Female Orgasmic Disorder; 

Female Sexual Interest / Arousal 

Disorder; Gender 

Word salad, and psychotic disorders, 38 

Working memory, and Neurocognitive 

Disorders, 347 

Worry 

Generalized Anxiety Disorder and, 143, 

144 

obsessive thoughts in Obsessive- 

Compulsive Disorder and, 149 

Somatic Symptom Disorder and, 197 

Writing, and Specific Learning Disorder, 26 

“7, codes,” 306 

Ziprasidone, and Schizoaffective Disorder, 

55 

Zolpidem 

Delirium and, 350, 351 

Narcolepsy and, 248 
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“This book provides a vital first step in understanding what diagnosis using DSM-5® criteria actu- 

ally looks like in the clinical context. The cases are written in a style suitable for a wide range of 

students, from undergraduate social work and psychology students to graduate MSW and PhD 

students and medical students to clinicians—indeed, | learned a lot and enjoyed reading it as 

well. In my view, Learning DSM-5® by Case Example is an essential second text to accompany 

DSM-5® in courses on psychopathology.” 

Jerome C. Wakefield, Ph.D., D.S.W., M.S.W., L.C.S.W., University Professor, 

Professor of Social Work, and Professor of Psychiatry, New York University 

“In this superb casebook, diagnostic categories jump off the page in the context of brief but vivid 
descriptions of real patients. Continuing and improving on the strong tradition of previous edi- 
tions of this casebook, various case studies illustrate the different ways in which criteria can be 
met for one DSM-5® disorder or another. Everyone teaching or learning about psychopathology 
would benefit from this excellent resource.” 

David H. Barlow, Ph.D., ABPP, Professor of Psychology and Psychiatry, Boston 
University; Founder and Director Emeritus, Center for Anxiety and Related Disorders 

“Nothing brings a construct better to life than a vivid example, and this text explodes with won- 
derfully instructive illustrations of DSM-5® disorders.” 

Thomas A. Widiger, Ph.D., Professor of Psychology, University of Kentucky 

“For the newcomer to mental disorder classification, and even for seasoned clinicians, DSM-5® 
can seem daunting in its complexity and depth. Fortunately, Drs. First, Skodol, Williams, and 
Spitzer have provided a marvelously rich compendium of case material that helps the detailed 
criteria on the pages of DSM-5® come alive.” 

Robert F. Krueger, Ph.D., Hathaway Distinguished Professor, Distinguished Mc- 
Knight University Professor, and Director of Clinical Training, Department of Psychol- 
ogy, University of Minnesota. 

“| cannot imagine how new students could get an understanding of our diagnostic system without 
this book. Truly a must read for any teacher, student, or practitioner who interacts with persons 
suffering from mental disorders.” 

A. John Rush, M.D., Professor Emeritus, Duke-National University of Singapore 
Graduate Medical School 
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