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A Tribute to Dr. Cheryl Green

I have come to believe that intelligence consists of the knowledge that one acquires over
a lifetime. Wisdom, however, is far greater. Wisdom requires having intelligence, but
realizing it means nothing if it is not shared. In wisdom, there is a natural sense of

giving where there is no fear of loss. It means realizing that the knowledge is
measured purely by what we can teach and share with others.

For Dr. Cheryl Green, her intelligence made her a social work scholar. It was her
wisdom, however, that touched my soul and made her one of my colleagues and
dearest friends. Her sense of humor and “Cherylisms” made the time fly by. Cheryl
passed on before the formulation of this book. Through her teaching and writing, the
hearts of so many social workers like me will never be the same. Although not a day
goes by that I do not miss my dearest friend, 1 remain comforted by the time we
shared together.
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Preface

he pages that follow will introduce the

reader to the diagnostic assessment, with
its obvious strengths as well as its limitations.
Although the concept of diagnosis and assess-
ment is rich in tradition, the connection between
diagnostic procedures and behavioral-based out-
comes calls for a practice strategy that recognizes
the importance of the relationship between the
problems and concerns of the person and his or
her environment. Continually assessing and reas-
sessing how to best address context changes
related to emotional, physical, and situational
factors regarding client well-being is paramount.

This book stresses a multidisciplinary and
interdisciplinary focus that invites all medically
and nonmedically trained professionals, social
workers, and other mental health practitioners
to join in a collaborative team-based approach.
By working together, teams best serve clients’
needs by providing a comprehensive diagnostic
assessment that ensures high-quality care.

This book utilizes the diagnostic nomencla-
ture outlined in the Diagnostic and Statistical
Manual of Mental Disorders (DSM) and goes
beyond the DSM to clearly suggest treatment
planning and application. The diagnostic assess-
ment is embedded in the use of supporting texts,
also referred to as the bibles of mental health,
such as the Diagnostic and Statistical Manual of
Mental Disorders, 5th ed. (DSM-5; American
Psychiatric Association, 2013) and the Interna-
tional Classification of Diseases, ninth and 10th
editions (ICD-9-CM and ICD-10-CM; World
Health Organization, 1993, 2008). These books

xiii

have been the standards for mental health prac-
tice for decades. Therefore, it should come as no
surprise to mental health professionals that the
new edition, the DSM-5, which crosswalks
insurance billing with the ICD-10, with its latest
mandatory requirement for usage in October
2015, will bring what some consider earth-shak-
ing changes.

Familiarity with these books is important for
completing the diagnostic assessment, and all
mental health professionals need to understand
this information and how to incorporate it to
provide a competent, efficient, and eftective prac-
tice strategy. To assist in this process, this book
outlines the basic diagnostic information related to
the DSM-5 and suggests treatment strategy.

Similar to previous editions, this edition of
this text continues to serve as a handbook that
extends beyond just learning the criteria for a
diagnosis. After providing an overview of the
basics, the text extends to treatment strategy with
the creation of treatment plans, including sug-
gestions for individualizing the best therapeutic
services available. In using the DSM, concerns
remain about misdiagnosis, overdiagnosis, and
labeling clients—all practices that can have
personally,
socially, and occupationally—and the need for

severe repercussions medically,
informed, ethical practice has never been more
important. The early stages of transition to the
DSM-5 will require balancing the knowledge of
both books, the DSM-IT-TR and DSM-5. Men-
tal health practitioners believe strongly in allow-

ing ethical principles, environmental factors, and
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arespect for cultural diversity to guide all practice
decisions. From this perspective, the diagnostic
assessment described in this book embodies con-
cepts such as individual dignity, worth, respect,
and nonjudgmental attitudes.

For social workers and other mental health
counselors (often referred to as practitioners),
recognizing these values is the cornerstone
from which all treatment planning and interven-
tion is built. Many times these concepts remain
subjective and require professional acknowledg-
ment, interpretation, and application extending
beyond the formal diagnostic criteria and requir-
ing interpretation and application strategies that
lead to efficient and effective practice strategy.
‘What is most important to remember is that the
DSM, regardless of the version, does not suggest
treatment. My hope is that this book will help to
further the crosswalk as the DSM works with the
ICD in terms of billing and that this book will
outline a comprehensive diagnostic assessment
leading directly to the treatment and treatment
planning essential for the implementation of
practice strategy.

OVERVIEW

To start this endeavor, the four chapters of
Section I introduce the reader to the major
diagnostic assessment schemes utilized in the
profession and through this diagnostic lens out-
line both support and resistance issues. In these
introductory chapters, the basics of diagnosis and
assessment are exemplified in relation to how
these terms are applied in current health and
mental health practice. The learning process
begins with an understanding of how terms
such as diagnosis and assessment are combined in
relation to current health and mental health
practice. A historical perspective provides the
background of the DSM, comparing the simi-
larities and differences from previous editions

and the rationale for the latest version, the
DSM-5. Further, this section summarizes the
current expectations and controversies surround-
ing the DSM-5. Taken into account in DSM-5 is
the importance of including supporting informa-
tion, such as use of the dimensional assessment,
crosscutting of symptoms, and use of the Cultural
Formulation Interview (CFI). It ends with an
overview of how the “In Action” connection is
made, linking the diagnostic impression to treat-
ment planning and practice strategy. Case exam-
ples show the application of the theoretical
concepts and demonstrate how these principles
relate to practice strategy.

Section II provides comprehensive diagnos-
tic information for each selected category of
disorder, identifying commonly seen psychiatric
mental health conditions. Each chapter contains
Quick References designed to highlight the most
important diagnostic criteria clearly and con-
cisely. The case examples show how the criteria
can manifest. For each category of disorders
outlined in the application chapters, at least
one disorder highlights the “In Action” focus
of the book. The case example provides a com-
prehensive diagnostic assessment and treatment
plan that reflects the related practice strategy.

Additional treatment plans were one of the
most popular features of previous editions of this
book, and they have been expanded. Treatment
planning is essential to practice strategy, and
regardless of whether the DSM or the ICD is
used for diagnostic purposes, the treatment plans
and intervention strategy will remain similar.
Therefore, the appendix covers selected disor-
ders not addressed in the individual chapters, and
also added are selected quick references that
clearly outline the criteria. Each treatment
plan explains the signs and symptoms that should
be recorded, what the short- and long-range
goals for the client are, and what needs to be
done by the client, the practitioner, and the
family.
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Uniqueness of This Book

What remains unique about this book is that it
challenges the practitioner to synthesize infor-
mation into a complete diagnostic assessment
that bridges the diagnostic assessment to current
treatment planning and practice strategy. Each
chapter, along with the quick references, is
designed to give health and mental health prac-
titioners a sense of hands-on learning and par-
ticipation. This book is not meant to include all
aspects of a mental disorder and its subsequent
treatment. Rather, it provides a framework for
approaching the disorder, with suggestions for
the treatment that will follow.

Therefore, this book provides a reader-
friendly comprehensive reference to the most
commonly diagnosed mental disorders, as well as
specific applications designed to show how to
apply the diagnostic framework toward current
practice strategy. Each disorder was carefully
selected, based on what is most often seen in
the field and taught in the graduate-level class-
room. In addition, based on the prevalence of
these diagnoses, the disorders covered in this
book are often included on social work and
other mental health—related licensing exams.

On a personal note, I believe creating a
reader-friendly, practice-based handbook of this
nature is never easy—nor should it be. Creating
the best diagnostic assessment takes a lot of hard
work, and all practice wisdom must be grounded
in individualized, evidence-based practice strat-
egy. Therefore, the actual drafting of chapters of
this edition from the first proposal to the end
product covered a span of well over 4 years, with
numerous rewrites and edits. This book represents
more than 25 years of my professional practice and
teaching experience. In addition, I have worked
with all the contributing authors of the application
chapters, all are fellow practitioners in the area,

and together we have spent countless hours decid-
ing on how best to transcribe practice experience
into the written word. All the contributors to this
text are passionate about our profession and agree
that much needs to be learned from the clients
served. We all believe strongly that diagnostic skill
will always fall short if it is not linked to practice
strategy.

Case examples are used throughout this
book to help the reader see the interface between
what is written in the text and how it applies to
practice. Many of the struggles that other pro-
fessionals have noted are highlighted, and the
case examples present information in a practical
and informative way that is sensitive to the
client’s best interests while taking into account
the reality of the practice environment. Thus,
the contributors invite the reader to begin this
adventure in learning and to realize that diag-
nostic assessment needs to be more than “the
Blind Man and the Elephant.”

There will always be a subjective nature to
diagnosis and assessment, just as there is a sub-
jective nature to individuals and the best-
employed intervention strategy. The person-
in-situation stance provides the strongest link
to the successful diagnostic assessment, which
can often be overlooked. This edition, like the
ones before it, is intended to take the practitioner
beyond the traditional diagnostic assessment and
ignite a creative fire for practice strategy and
implementation, similar to what it has done for
those in our profession. The importance of the
person-in-environment and of including sup-
portive characteristics related to individuals, fam-
ilies, and the related support system will always
stand in the forefront of the successful application
of treatment strategy. Welcome to this latest
edition, and with each client served, I hope
you never forget the importance of the three
Rs: Recognition, Respect, and Responsibility.
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CHAPTER

Getting Started

INTRODUCTION

This chapter introduces the concepts and current
application principles relating psychopathology
to clinical mental health practice. This applica-
tion is supported through the use and explication
of diagnosis-assessment skills found in today’s
behavioral-based biopsychosocial field of prac-
tice. The major diagnostic assessment schemes
utilized in the profession, along with support and
resistance issues, are introduced. Diagnosis and
assessment are applied to current mental health
practice. A historical perspective is explored, and
the type of diagnostic assessment most utilized
today is outlined. Practice strategy is highlighted,
and considerations for future exploration and
refinement are noted.

BEGINNING THE PROCESS

The concept of formulating and completing a
diagnostic assessment is embedded in the history
and practice of the clinical mental health coun-
seling strategy. Sadler (2002) defined the tradi-
tional purpose of the psychiatric diagnosis as
providing efficient and effective communication
among professionals, facilitating empirical
research in psychopathology, and assisting in
the formulation of the appropriate treatment
strategy for the client to be served. The impor-
tance of the diagnostic assessment is supported by
estimates related to the prevalence of mental
disorders in our population and the effects it

can have on human function and productivity. It
is estimated that each year, a quarter of Amer-
icans are suffering from a clinical mental disorder.
Of this group, nearly half are diagnosed with two
or more disorders (Kessler, Chiu, Demler, &
Walters, 2005). Paula Caplan (2012), a clinical
and research psychologist, wrote in the Washington
Post that about half of all Americans can expect
to get a psychiatric diagnosis in their lifetime.
Although on the surface these numbers may
seem alarming, some researchers question whether
these incidences of mental disorders are simply
a product of our times and related primarily to
the taxonomy used to define a mental disorder
(Ahn & Kim, 2008). In practice, this rich tradition
related to making the diagnostic impression
has been clearly emphasized by compelling
demands to address practice reimbursement
(Braun & Cox, 2005; Davis & Meier, 2001;
Kielbasa, Pomerantz, Krohn, & Sullivan, 2004;
Sadler, 2002). For example, whether a client has
health insurance can be a factor in whether he
or she gets a mental health diagnosis and the
supporting treatment received (Pomerantz &
Segrist, 2006). Also, use of the DSM and creating
a psychiatric diagnosis continue to go basically
unregulated and open to professional interpreta-
tion (Caplan, 2012).

To facilitate making the diagnostic impres-
sion, numerous types of diagnosis and assessment
measurements are currently available—many of
which are structured into unique categories and
classification schemes. All mental health profes-
sionals need to be familiar with the texts often
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referred to by those in the field as the bibles of
mental health treatment. These resources, repre-
senting the most prominent methods of diagnosis
and assessment, are the ones that are most com-
monly used and accepted in health service deliv-
ery. Although it is beyond our scope to describe
the details and applications of all of these differ-
ent tools and the criteria for each of the mental
disorders described, familiarity with those most
commonly utilized is essential. Furthermore, this
book takes the practicing professional beyond
assessment by presenting the most current meth-
ods used to support the diagnostic assessment and
introducing interventions based on current prac-
tice wisdom, focusing on the latest evidence-
based interventions utilized in the field.

MAKING THE DIAGNOSTIC
ASSESSMENT: TOOLS THAT
FACILITATE THE ASSESSMENT
PROCESS

Few professionals would debate that the most
commonly used and accepted sources of diagnos-
tic criteria are the Diagnostic and Statistical Manual of
Mental Disorders, Fifth Edition (DSM-5) and the
International Classification of Diseases, Tenth Edition
(ICD-10) or the International Classification of Dis-
eases (ICD-11). Across the continents, especially in
the United States, these books are considered
reflective of the official nomenclature designed
to better understand mental health phenomena
and are used in most health-related facilities. The
DSM-5 (American Psychiatric Association [APA],
2013) is the most current version of the Diagnostic
and Statistical Manual of the American Psychiatric Asso-
ciation (APA), which replaced the DSM-I1-TR
(APA, 2000).

Today, the DSM has similarities to the crite-
ria listed in the ICD in terms of diagnostic codes
and the billing categories; however, this was not
always the case. In the late 1980s, it was not

unusual to hear complaints from other clinicians
related to having to use the ICD for clarity in
billing while referring to the DSM for clarity of
the diagnostic criteria. Psychiatrists, psycholo-
gists, social workers, and mental health techni-
cians often complained about the lack of clarity
and uniformity of criteria in both of these texts.
Therefore, it comes as no surprise that later
versions of these texts responded to the profes-
sional dissatisfaction over the disparity between
the two texts, as well as the clarity of the
diagnostic criteria. To facilitate practice utility,
the DSM-5, like its previous versions, serves as a
crosswalk between the two books, utilizing the
criteria from the DSM to facilitate forming the
diagnostic impression and utilizing the ICD for
billing. Balancing the use of these two books is
essential in formulating a comprehensive diag-
nostic assessment. Use of these two books, clearly
relating them to each other with their closely
related criteria and descriptive classification sys-
tems, crosses all theoretical orientations.

Historically, most practitioners are knowl-
edgeable about both books, but the DSM is often
the focus and has gained the greatest popularity
in the United States, making it the resource tool
most often used by psychiatrists, psychologists,
psychiatric nurses, social workers, and other
mental health professionals.

ROLE OF SOCIAL WORKERS
AND OTHER MENTAL HEALTH
PROFESSIONALS

The publisher of the DSM is the American
Psychiatric Association, a professional organiza-
tion in the field of psychiatry. Nevertheless,
individuals who are not psychiatrists buy and
use the majority of copies. Early in the intro-
ductory pages of the book, the authors remind
the reader that the book is designed to be utilized
by professionals in all areas of mental health,
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including psychiatrists, physicians, psychiatric
nurses, psychologists, social workers, and other
mental health professionals (APA, 2013). Since
there is a need for a system that accurately
identifies and classifies biopsychosocial symp-
toms and for using this classification scheme as
a basis for assessing mental health problems, it is
no surprise that this book continues to maintain
its popularity.

Of the documented 650,500 jobs held by
social workers in the United States, more than
57% are in the area of health, mental health,
substance abuse, medical social work, and public
health, where many are directly involved in the
diagnostic process (Bureau of Labor Statistics,
U.S. Department of Labor, 2012). When com-
pared with psychiatrists, psychologists, and psy-
chiatric nurses, social workers are the largest group
of mental health providers with a significant eftect
on diagnostic impressions related to the current
and continued mental health of all clients served.

Mental health practitioners (also referred to
as clinicians), such as social workers, are active in
clinical assessment and intervention planning.
Back as far as 1988, Kutchins and Kirk reported
that when they surveyed clinical social workers
in the area of mental health, the DSM was the
publication used most often. Furthermore, since
all states in the United States and the District of
Columbia require some form of licensing, certi-
fication, or registration to engage in professional
practice as a social worker (Bureau of Labor
Statistics, U.S. Department of Labor, 2012), a
thorough knowledge of the DSM is considered
essential for competent clinical practice.

Because all professionals working in the area
of mental health need to be capable of service
reimbursement and to be proficient in diagnostic
assessment and treatment planning, it is not
surprising that the majority of mental health
professionals support the use of this manual
(Dziegielewski, 2013; Dziegielewski, Johnson, &
Webb, 2002). Nevertheless, historically some

professionals such as Carlton (1989), a social
worker, questioned this choice. Carlton believed
that all health and mental health intervention
needed to go beyond the traditional bounds of
simply diagnosing a client’s mental health con-
dition. From this perspective, social, situational,
and environmental factors were considered key
ingredients for addressing client problems. To
remain consistent with the person-in-situation
stance, utilizing the DSM as the path of least
resistance might lead to a largely successful
fight—yet would it win the war? Carlton, along
with other professionals of his time, feared that
the battle was being fought on the wrong battle-
field and advocated a more comprehensive sys-
tem of reimbursement that took into account
environmental aspects. Questions raised include:
How is the DSM used? Is it actually used to direct
clinical interventions in clinical practice? Or is
the focus and use of the manual primarily limited
to ensuring third-party reimbursements, qualify-
ing for agency service, or avoiding a diagnostic
label? Psychiatrists and psychologists also ques-
tioned how the DSM serves clients in terms of
clinical utility (First & Westen, 2007; Hofter,
2008). Concerns evolved that clients were not
always given diagnoses based on diagnostic crite-
ria and that the diagnostic labels assigned were
connected to unrelated factors, such as individual
clinical judgment or simply to secure reimburse-
ment. These concerns related directly to profes-
sional misconduct caused ethical and legal
dilemmas that affected billable and nonbillable
conditions that had intended and unintended
consequences for clients. To complicate the
situation further, to provide the most relevant
and affordable services, many health care insurers
require a diagnostic code. This can be problem-
atic, from a social work perspective, when the
assistance needed to improve mental health func-
tioning may rest primarily in providing family
support or working to increase support systems
within the environment. The DSM is primarily
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descriptive, with little if any attempt to look
at underlying causes (Sommers-Flanagan &
Sommers-Flanagan,2007).

Therefore, some mental health professionals
are pressured to pick the most severe diagnosis so
their clients could qualify for agency services or
insurance reimbursement. This is further compli-
cated by just the opposite trend, assigning the least
severe diagnosis to avoid stigmatizing and labeling
(Feisthamel & Schwartz, 2009). According to
Braun and Cox (2005), serious ethical violations
can be included, such as asking a client to collude
with the assigning of mental disorders diagnosis for
services. A client agreeing to this type of practice
may be completely unaware of the long-term
consequences this misdiagnosis can have regard-
ing present, continued, and future employment,
as well as health, mental health, life, and other
Insurance services or premiums.

Regardless of the reasoning or intent, erro-
neous diagnoses can harm the clients we serve
as well as the professionals who serve them
(Feisthamel & Schwartz, 2009). How can pro-
fessionals be trusted, if this type of behavior is
engaged in? Itis easy to see how such practices can
raise issues related to the ethical and legal aspects
that come with intentional misdiagnosing. These
practices violate various aspects of the principles of
ethical practice in the mental health profession.

Although use of the DSM is clearly evident
in mental health practice, some professionals
continue to question whether it is being utilized
properly. For some, such as social workers, the
controversy over using this system for diagnostic
assessments remains. Regardless of the contro-
versy in mental health practice and application,
the continued popularity of the DSM makes it
the most frequently used publication in the field
of mental health. One consistent theme in using
this manual with which most professionals agree
is that no single diagnostic system is completely
acceptable to all. Some skepticism and question-
ing of the appropriateness of the function of the

DSM is useful. This, along with recognizing and
questioning the changes and the updates needed,
makes the DSM a vibrant and emerging docu-
ment reflective of the times. One point most
professionals can agree on is that an accurate,
well-defined, and relevant diagnostic label needs
to reach beyond ensuring service reimbursement.
Knowledge of how to properly use the manual is
needed. In addition, to discourage abuse, there
must also be knowledge, concern, and continued
professional debate about the appropriateness and
the utility of certain diagnostic categories.

DEVELOPMENT OF THE DSM
CLASSIFICATION SYSTEM: HISTORY
AND RESERVATIONS

The DSM was originally published in 1952, with
the most recent version, the DSM-5, published
in 2013. The publications of the DSM corre-
spond to the publications of the ICD, with an
uncertain time frame for the next version of the
DSM, which will accompany the adopting of the
ICD-11 published by the World Health
Organization.

DSM-I and DSM-II

The ICD is credited as the first official interna-
tional classification system for mental disorders,
with its first edition published in 1948. The APA
published the first edition of the DSM in 1952.
This edition was an attempt to blend the psy-
chological with the biological and provide the
practitioner with a unified approach known as
the psychobiological point of view. This first
version of the DSM outlined 60 mental disorders
(APA, 1952). In its spiral-bound format, it cap-
tured the attention of the mental health com-
munity. After the popularity of this first edition,
the second edition of the book was published in
1968. Unlike its predecessor, the DSM-II did not
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reflect a particular point of view; it attempted to
frame the diagnostic categories in a more scien-
tific way. Both DSM-I and DSM-II, however,
were criticized by many for being unscientific
and for increasing the potential for negative
labeling of the clients being served (Eysenck,
Wakefield, & Friedman, 1983). The mind-set at
the time centered on understanding the mental
health of individuals based on clinical interpre-
tation and judgment. From this perspective,
symbolic and professional meaningful interpre-
tations of symptoms were highlighted. This per-
spective relied heavily on clinical interpretation
while taking into account the client’s personal
history, total personality, and life experiences
(Mayes & Horwitz, 2005). With their focus
on the etiological causations for identified mental
disorders, these earliest editions were often criti-
cized for the variance in the clinical and diag-
nostic interpretation within the categories. The
fear of individual interpretation leading to a
biased psychiatric label that could potentially
harm clients made many professionals cautious.
The situation was further complicated by the
different mental health professionals who were
using this book as a diagnostic tool. Originally
designed by psychiatrists, for psychiatrists, the
related disciplines in mental health soon also
began using the book to assist in the diagnostic
process. These other disciplines, as well as some
psychiatrists, warned of the dangers of using
guides such as the DSM, arguing that the difter-
ences inherent in the basic philosophies of mental
health practitioners could lead to interpretation
problems. For example, Carlton (1984) and
Dziegielewski (2013) felt that social workers,
major providers of mental health services, differed
in purpose and philosophical orientation from
psychiatrists. Since psychiatry is a medical spe-
cialty, the focus of its work would be pathol-
ogy-based linking with the traditional medical
model, a perspective very different from social
work, a field whose strengths-based perspective

historically has focused on how to help clients
manage their lives effectively under conditions of
physical ormental illness and disability. (See Quick
Reference 1.1 for a brief history of the DSM.)

DSM-III and DSM-III-R
According to Carlton (1984):

Any diagnostic scheme must be relevant
to the practice of the professionals who
develop and use it. That is, the diagnosis
must direct practitioners’ interventions.
If it does not do so, the diagnosis is
irrelevant. DSM-III, despite the contri-
butions of one of its editors, who is a
social worker, remains essentially a psy-
chiatric manual. How then can it direct
social work interventions? (p. 85)

These professional disagreements in profes-
sional orientation continued, with further divi-
sions developing between psychiatrists and
psychoanalysts on how to best categorize the
symptoms of a mental disorder while taking into
account the professional’s theoretical orienta-
tions. Some professionals, particularly psychia-
trists, argued that there was insufficient evidence
that major mental disorders were caused by
primarily psychological forces; other psychia-
trists, especially those skilled in psychotherapy,
and other mental health professionals refused to
exclude experience and other etiological con-
cepts rooted in psychoanalytic theory (Mayes &
Horwitz, 2005).

Other professionals argued that the criteria
for normalcy and pathology were biased and that
sex-role stereotypes were embedded in the clas-
sification and categories of the mental disorders.
They believed that women were being victim-
ized by the alleged masculine bias of the system
(Boggs et al., 2005; Braun & Cox, 2005; Kaplan,
1983a, 1983b; Kass, Spitzer, & Williams, 1983;
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QUICK REFERENCE 1.1

Brier HistorY oF THE DSM

DSM-I was first published by the American Psychiatric Association (APA) in 1952
and reflected a psychobiological point of view.

DSM-II (1968) did not reflect a particular point of view. Many professionals
criticized both DSM-I and DSM-II for being unscientific and for encouraging
negative labeling.

DSM-IIT (1980) claimed to be unbiased and more scientific. Many of the earlier
problems still persisted, but they were overshadowed by an increasing demand
for use of DSM-III diagnoses to to qualify for reimbursement from private insurance
companies or from government programs. DSM-III is often referred to as the first
edition that utilized a categorical approach and in previous research studies was
often considered the model for comparison.

DSM-III-R (1987) utilized data from field trials that the developers claimed vali-
dated the system on scientific grounds. Nevertheless, serious questions were
raised about its diagnostic reliability, possible misuse, potential for misdiagnosis,
and ethical considerations.

DSM-IV (1994) sought to dispel earlier criticisms of the DSM. It included additional
cultural information, diagnostic tests, and lab findings and was based on 500
clinical field trials.

DSM-IV-TR (2000) did not change the diagnostic codes or criteria from the DSM-IV;
however, it supplemented the diagnostic categories with additional information
based on research studies and field trials completed in each area.

DSM-5 (2013) presented major changes in diagnostic criteria and highlighted a

shift toward a dimensional approach over the previous categorical one.

Williams & Spitzer, 1983). The biggest argument
in this area came from the contention that
research conducted on the DSM-III (1980)
was less biased and more scientific.

To address these growing concerns, the
DSM-III (APA, 1980) was noted as being highly
innovative. In this edition, a multiaxial system of
diagnosis was introduced, specific and explicit
criteria sets were included for almost all of the
diagnoses, and a substantially expanded text
discussion was included to assist with formalizing
the diagnostic impression (Spitzer, Williams, &
Skodol, 1980). This edition clearly emphasized
the importance of using criteria sets based in
observational and empirically based research,
disregarding underlying psychic mechanisms

and causes (Helzer et al., 2008). This edition
was considered an improvement over the earlier
versions (Bernstein, 2011); however, even this
shift from a psychodynamic perspective to the
medical model failed to differentiate between
classification of healthy and sick individuals
(Mayes & Horwitz, 2005). Therefore, many
professionals believed that the earlier problems
persisted and that observation data and precise
definitions were not really possible, as these
criteria generally were not grounded in evi-
dence-based practice principles. However, these
concerns about application were overshadowed
by an increasing demand for use of the DSM-IIT
for clients to qualify for participation and reim-
from insurance

bursement companies and
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governmental programs and for the treatment
requirements for managed care delivery systems
and pharmaceutical companies.

The APA was challenged to address this issue
by an immediate call for independent researchers
to critically evaluate the diagnostic categories and
test their reliability. The developers initiated a
call of their own, seeking research that would
support a new and improved revision of this
edition of the manual, the DSM-III-R (APA,
1987). Some professionals who had originally
challenged the foundations of this edition felt
that this immediate designation for a revised
manual circumvented attempts for independent
research by aborting the process and making the
proposed revision attempt obsolete. Therefore,
all the complaints about the lack of reliability
concerning the DSM-III became moot because
all attention shifted to the revision.

The resulting revision, the DSM-III-R
(1987), did not end the controversy. This edition
did, however, start the emphasis on reporting the
results of field trials sponsored by the National
Institute of Mental Health (NIMH). According
to Mayes and Horwitz (2005), these field trials
included information from more than 12,000
patients and more than 500 psychiatrists from
across the country. These researchers were famil-
iar with the DSM-II and had actually participated
in its preliminary drafts. Pleased to see the focus
on research-based criteria, critics were still con-
cerned that those who did the criteria verifica-
tion were the same individuals who supported
the narrowly defined set of criteria originally
identified as the disorder symptoms (Mayes &
Horwitz, 2005). Others felt strongly this was
a positive step toward using field trials and evi-
dence-based research, which would allow better
statistical assessment of incidence and prevalence
rates of mental disorders in the general population
(Kraemer, Shrout, & Rubio-Stipec, 2007).

Despite these criticisms, DSM-III started the
trend that was followed in later versions. It

outlined a common language for all mental health
providers to use and to define mental disorders for
professionals using the book, as well as for the
systems in which it was to be utilized in the
delivery of mental health services for all parties
(Mayes & Horwitz, 2005).

The data gathered from these field trials
helped to validate the system on scientific grounds
while also raising serious questions about its diag-
nostic reliability, clinical misuse, potential for
misdiagnosis, and ethics of its use (Dumont,
1987; Kutchins & Kirk, 1986; Mayes & Horwitz,
2005). Researchers, such as Kutchins and
Kirk (1993), also noted that the new edition
(DSM-III-R) preserved the same structure and
all of the innovations of the DSM-III, yet there
were many changes in specific diagnoses, resulting
in more than 100 categories altered, dropped, or
added. The complaint noted that no one would
ever know whether the changes improved or
detracted from diagnostic reliability when com-
paring the new manual with the old. Attempts to
follow up on the original complaints and concerns
about the actual testing of overall reliability of the
DSM-III were not addressed, even after it was
published. Specifically, Kutchins and Kirk (1997)
continued to question whether these new revised
versions still created an environment where
diagnosis might be unnecessary or overapplied.
Some researchers believe that these complaints
may have evolved from a misunderstanding or
misapplication of the statistical component of the
DSM and how it related to the clinical decision
making that was to result (Kraemer, Shrout, &
Rubio-Stipec, 2007).

DSM-IV

Less than 1 year after the publication of the DSM-
III-R, the APA initiated the next revision. The
DSM-1V was originally scheduled for publication
in 1990, and the expectation was that it would
carry a strong emphasis on the changes that
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occurred, grounded by empirical evidence. In
addition to the DSM-IV itself, a four-volume
DSM-IV sourcebook provided a comprehensive
reference work that supported the research and
clinical decisions made by the work groups and
the task force responsible for updating the DSM.
This publication included the results of more than
150 literature reviews, as well as reports outlining
the data analysis and reanalysis and reports from the
field trials. The four volumes of the sourcebook
were the culmination of final decisions made by
the task and work groups, presenting the rationale
in an executive summary (APA, 1995). Because of
this emphasis on evidence-based diagnostic cate-
gories and the resulting criteria, publication of
DSM-IVV was delayed until May 1994. The
time period waiting its publication (1990-1994)
caused some professionals to question whether this
publication delay would detract attention and
efforts toward substantiating earlier versions of
the manual. They felt that more was needed
than simply waiting for this newer version of
the DSM, and this lack of attention could have
the same disruptive impact in regard to the man-
ual’s overall reliability (Zimmerman, 1988). Most
professionals agreed that the DSM-II” (1994)
did indeed place greater emphasis on empirical
evidence as a basis to amend diagnostic rules.
The short time period between DSM-III and
DSM-III-R and the subsequent revisions, the
paucity of relevant studies, and the lack of a cohe-
rent plan to involve statistical consultation in the
process limited the feasibility and impact of statis-
tical input (Kraemer, Shrout, & Rubio-Stipec,
2007, p. 259). The DSM-IV was hailed for its
great improvements, but whether the research-
based changes were really enough to address the
shortfalls identified was questioned.

DSM-IV-TR: Another Text Revision

The DSM-IV-TR (the Diagnostic and Statistical
Manual of Mental Disorders, Fourth Edition, text

revision) was published by the American Psychi-
atric Association in 2000. The DSM-IV was
published before it had more than 400 men-
tal diagnoses, and the actual number of dia-
gnoses did not change with the revision to
DSM-IV-TR. The DSM-IV and DSM-IV-TR
clearly had come a long way from the original
volume (DSM-I) with its 60 diagnostic catego-
ries. To prepare for the publication of the DSM-
IV-TR, with the work starting in 1997, the work
and assignments for the task groups for this
version, referred to as a text revision, were
assigned. Since the DSM has historically been
used as an educational tool, it was felt that
updating this version with the most recent
research was essential. The APA originally
expected DSM-5 to be published in 2005,
and, with delay after delay, the eventual publi-
cation in 2013 left a big gap needing updated
information. Surprisingly, even though during
this period there was much new research and
information, the DSM-I1" was still considered to
be relatively up-to-date, and the text revision
did little to update the actual diagnostic criteria.
(See Quick Reference 1.2, Reasons for the
Publication of the DSM-II” and the DSM-I1-
TR, and Quick Reference 1.3, Intent of the
DSM-IV-TR.)

There were five primary reasons for releasing
the DSM-IT-TR.

1. The authors corrected factual errors that
cropped up in the DSM-IV. For exam-
ple, there was a diagnosis termed Perva-
sive  Developmental Disorder Not
Otherwise Specified, and under this
category an error was corrected that
had allowed the diagnosis to be given
in cases in which there was a pervasive
impairment in only one developmental
area rather than multiple related areas
(APA, 2000). Other areas in which fac-
tual inconsistencies

were corrected
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ReasoNs FOR THE PusLicATION oF THE DSM-IV anp THE DSM-IV-TR

Corrected factual errors.
information was timely and updated.
Enhanced the educational value of the book.

time was believed to be implemented in 2004.

Allowed the work study groups to review each diagnostic category to ensure that
Incorporated new information from literature reviews and research studies.

Incorporated the updated coding changes from ICD-10 (ICD-10-CM), which at the

included Personality Change Due to a

General Medical Condition and Bipolar
Disorders with Melancholic Features. 3.
Comorbidity information related to a

disorder was also an important addition

in the DSM-IV-TR that clearly provided

the basis for the more comprehensive
diagnostic supporting information pro-

vided in DSM-5.

The authors updated the information in

the DSM-IV with the latest supporting
documentation. Better examples of the

different types of behavior were added

under a category outlined in this version 4.
called Autistic Disorder. Similar data

were added to many of the diagnostic
categories 1n an attempt to assist

practitioners in forming a more accurate
diagnostic impression.

At the time the DSM-IV was published
in 1994, some of the field trials and
literature reviews were still under way.
The DSM-IV-TR included the latest
research results from the period between
1994 and 2000 and integrated how this
information related to the clinical diag-
nostic category. The majority of the
categories and information from the
DSM-1V, however, remained up-to-
date without modification.

Since the DSM is often used in educa-
tional settings to teach professionals
about diagnostic categories, more infor-
mation was added to support this use.

QUICK REFERENCE 1.3

INTENT OF THE DSM-IV-TR

According to the American Psychiatric Association, the intent of this revision was:

To review existing information posted in the DSM-IV and ensure that information
was up-to-date for the period and included the latest research and supporting

information available.

To make educational improvements that enhanced the value of the DSM as a
teaching tool and included in the text the new ICD-9-CM codes (as many of these
codes did not become available until 1996—the year after the publication of the

DSM-1V).
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5. Not all the ICD codes were available
until 1996. Thus, those who bought
early copies of the DSM-IV did not
receive the complete ICD coding. Later
printings included the ICD update. It is
easy to check whether the ICD codes are
included in the DSM-I1” of the book by
simply looking at the front cover. If the
coding update is included, the cover
should have a round orange stamp stating
“Updated with ICD-9-CM Codes.”
The DSM-IV-TR incorporated the
ICD-9-CM codes into the text.

In summary, in formulating the text revi-
sions, none of the categories, diagnostic codes, or
criteria from the DSM-IV changed. What was
updated, however, was the supplemental infor-
mation for many of the categories listed. In
addition, more information was provided on
many of the field trials introduced in the
DSM-1V that were not yet completed by the
original 1995 publication date. Publishing the
DSM-IV-TR allowed the inclusion of updated
research findings. Furthermore, special attention
was paid to updating the sections in terms of
diagnostic findings, cultural information, and
other information to clarify the diagnostic cate-
gories (APA, 2000). Yet with all these changes,
Muller (2008) still warned that special caution
was needed, regardless of the pronounced eftorts
to make the DSM more research based. Muller
clearly outlined the dangers of taking the reports
of patients with abnormal thoughts, feelings, and
behaviors and stretching them to fit the symp-
toms related to one or more checklists.

DSM-5—Long Awaited: Change and
Controversy

Although Chapter 2 discusses the application of
the latest version of the DSM-5 in greater detail, a
brief summary of the controversy and changes

related to the DSM-5 is provided here. Similar to
previous versions, the American Psychiatric Asso-
ciation continues to develop the DSM to reflect
clinical approaches to diagnosis and training. Fur-
thermore, similar to its history, the DSM contin-
ues to strive to be compatible with (but not
identical to) the issues presented in the Interna-
tional Classification of Diseases (ICD-10) and, to
be preemptive, also includes the codes for the
ICD-11 scheduled to be published in 2017.

Prior to the publication of this latest version,
DSM-5, criticism remained strong. Debates
were extensive about what changes needed
to occur. Hoffer (2008) encouraged inclusion
of additional supportive information, such as
medical and diagnostic tests, that could better
clarity the diagnoses identified. Sadler, Fulford,
and Phil (2004) requested a more comprehensive
approach that would take into account the per-
spective of patients and their families to support
both sound policy and public concerns. Shannon
and Heckman (2007) warned about the contin-
ued danger of being too quick to “pathologize”
behaviors and label them. In the midst of this
discussion related to the expected changes, Zachar
and Kendler (2007) stated it was probably best to
just accept that mental disorders are highly com-
plicated concepts that need to be determined.
From this perspective, it becomes possible to
accept that some aspects of this mental disorder
taxonomy will need to be determined (as opposed
to discovered) with practical goals and concerns at
the forefront of the diagnostic assessment (Ahn &
Kim, 2008). Last were the concerns written in
open letters to the APA discussing the long-term
hazards that can occur when highlighting neuro-
biology as the standard basis for treatment, while
de-emphasizing sociocultural variations and how
they can aftect the completion ofa comprehensive
diagnostic impression.

To support this controversy, Caplan (2012)
warned that just having the word statistical in the
title could give professionals and the lay public
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alike a false sense of hope that the professionals
who used the book could do so with scientific
precision. Because making a mental health diag-
nosis remains an unregulated diagnostic category,
significant differences in professional acumen and
judgment would continue. These differences
could easily result in differential diagnostic criteria
in research and clinical practice and, similar to
previous versions of the DSM, could affect prob-
lem awareness, knowledge, reporting, and subse-
quent generalizability of the clinical diagnostic
assessments made. Bernstein (2011) questioned
how the DSM-5 work groups would recognize
the importance of facilitating communication
across what could be considered “restrictive diag-
nostic silos” (p. 29). Yet she remained optimistic
that this could be addressed at least to some
degree by recognizing the clusters of symptoms
that might best characterize what a client is
feeling.

Listening carefully to these concerns, the
American Psychiatric Association made some
significant changes in the DSM-5 to both
form and content. Consistent with the profes-
sional call for modification, to start this process,
major changes were made to the structure and
the format of the book, resulting in all chapters
being organized in the life span order. For
example, within this new organizational struc-
ture, the mental disorders that can occur in
infants, children and adolescents are now listed
first in each chapter. This led to the elimination

of the Child Disorders section outlined in
DSM-1V and DSM-IV-TR.

Also, relative to Bernstein’s (2011) request for
clustering of symptoms, crosscutting was intro-
duced, where symptoms relative to a closely
related disorder could be taken into account
without formulating a new diagnostic condition.
In addition, the introduction of the dimensional
approach may also help with firming up the
diagnosis. This change was one of the revision’s
most active debates, as it directly surrounded
extending the categorical approach to a more
dimensional approach (Helzer et al., 2008). The
work groups for DSM-5 hope that the dimen-
sional approach will allow greater flexibility and
recognition that mental disorders cannot be easily
described by a single diagnostic category (Helzer
et al., 2008). Dimensional assessments also appear
to permit the practitioner to assess the severity of
the symptoms in a particular client while cross-
cutting or taking into account symptoms relative
to a number of different diagnoses that can influ-
ence current presentation and behavior. The fol-
lowing chapters of this book will explain many of
these pronounced changes in greater detail.

Despite much controversy, the newest edi-
tion of the DSM was unveiled at the APA
conference at the end of May 2013 and has
been restructured and divided into three sections
(see Quick Reference 1.4). These proposed
revisions within the DSM-5 were supported by
a task force of more than 160 world-renowned

QUICK REFERENCE 1.4

Categories)

Other Information

DSM-5 THREE SECTIONS

Section I: Introduction and Directions on How to Use the Updated Manual
Section II: Outline of the Categorical Diagnoses That Eliminate the Multi-Axial
System (20 Disorder Chapters and Two Additional Supporting Information

m  Section III: Conditions That Require Future Research, Cultural Formulations, and
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QUICK REFERENCE 1.5

CatecoricAL SecTions: 20 Disorpers AND Two AbpDITIONAL CATEGORIES

DSM-5 Chapters

Neurodevelopmental Disorders

Schizophrenia Spectrum and the Other Psy-
chotic Disorders

Bipolar and the Related Disorders

Depressive Disorders

Anxiety Disorders

Obsessive-Compulsive and the Related Disorders
Trauma and Stressor-Related Disorders
Dissociative Disorders

Somatic Symptom Disorders

Feeding and Eating Disorders

Elimination Disorders

Sleep-Wake Disorders

Sexual Dysfunctions

Gender Dysphoria

Disruptive, Impulse Control, and Conduct Disorders
Substance-Related and Addictive Disorders
Neurocognitive Disorders

Personality Disorders

Paraphilic Disorders

Other Mental Disorders

*Medication-Induced Movement Disorders and
Other Adverse Effects of Medication

*Other Conditions That May Be a Focus of Clinical
Attention

*Includes other conditions and problems that
require clinical attention but are not considered
mental disorders.

*Not considered mental disorders.

practitioners and researchers who were selected
members of 13 work groups. These work
groups the research
consulted with a number of experts, and for
the first time sought public comment. Section
One provides an introduction to the manual,
some rationale for the changes, and instructions
on how to use the updated manual. It is
followed by 21 chapters that outline the docu-
mented mental disorders found in Section Two
(see Quick Reference 1.5). The last section of
the manual, Section Three, outlines the con-

reviewed literature,

ditions that require future research, cultural
formulations, and other information.

DIAGNOSTIC LABELS

Regardless of the controversy surrounding the
use of the earlier, current, or future versions of

the DSM as a diagnostic assessment tool, such
tools continue to be used. One of the biggest
concerns remains: Categorizing an individual
with a mental health diagnosis can result in a
psychiatric label that is difficult to remove. Many
practitioners believe that they must always con-
sider the implications of making the diagnosis.
When used propetly, the identification of dis-
orders and the acquisition and reimbursement of
delivered services results. Consequences that are
not intended can lead to social stigma and loss of
other opportunities (Caplan, 2012; Moses,
2009). There is no question that labeling an
individual with a mental health diagnosis can
result in personal and public stigma (Hinshaw &
Stier, 2008). In fact, some mental health pro-
fessionals feel so strongly about labeling clients
that they continue to resist using this assessment
scheme in their practices. For example (as is
discussed later in this text), if a child is given



Getting Started 15

the diagnosis of conduct disorder in youth,
many professionals believe that this condition
will continue into adulthood, resulting in the
classification of a lifelong mental health con-
dition known as antisocial personality disorder.
What complicates this diagnosing pattern
further is that clients who receive such a diagnosis
may start acting that way, creating a negative
feedback loop that leads the individual to act
in accordance with the condition given
(Tsou, 2007).

Such a label, whether accurate or inaccurate,
can be very damaging to the client because of the
negative connotations that characterize it and
because of what then becomes expected of the
client for himself or herself and others. The
negative connotations that sometimes accom-
pany the diagnostic label of conduct disorder
(e.g., generally unresponsive to intervention,
lack of moral standards, and lack of guilt) may
result in conduct-disordered behaviors that may
not have been present to begin with (e.g., severe
aggression toward people or animals). These
types of behaviors are unacceptable by all soci-
etal standards, yet if legitimized as part of a
diagnosis, the effect can be twofold: If in con-
duct disorder it is expected that the client has no
control over the behaviors exhibited, these
overt actions may be viewed as acceptable or

unchangeable. When unacceptable behaviors
are considered an inevitable part of the diagno-
sis, there may be less hope for the individual’s
capacity for growth and change. Also, if the
condition is not present but the individual was
incorrectly classified with the diagnosis of con-
duct disorder, the client may begin to develop
behaviors viewed as unacceptable and un-
changeable, thus acting in accordance with
the diagnosis. Regardless, these behaviors are
accepted or tolerated because they are related to
a mental disorder. (See Quick Reference 1.6
for a list of some Positive Aspects (pros) and
Negative Aspects (cons) of the DSM-5.)

One common misconception that remains
true about each edition of the DSM diagnostic
scheme is that “the classification of mental dis-
orders classifies people, when actually what are
being classified are the disorders that people
have” (APA, 2000, p. xxxi). Professionals must
be sensitive to the labels placed and utilized when
referring to people who have a mental health
disorder. For example, never refer to an individ-
ual as “a schizophrenic” but rather as “an indi-
vidual with schizophrenia” or “an individual
who suffers from schizophrenia.” Consideration
should always be used to ensure that terms are
not used incorrectly and that individuals who
have a mental disorder are not referred to or

QUICK REFERENCE 1.6

CON: Leads to diagnostic labels.

DSM-5: Posimive Aspects (PRO) aND NEecATIVE Aspects (CON)

PRO: Leads to uniform and improved diagnosis.

PRO: Improves informed professional communication through uniformity.

CON: Can provide limited information on the relationship between environmental
considerations and aspects of the mental health condition.

PRO: Provides the basis for a comprehensive diagnostic and educational tool.

CON: Does not describe intervention strategy.
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treated in a careless or derogatory manner. It is
important to guard against this type of labeling
and to remind others to do so as well.

When mental health assessment schemes are
utilized, a diagnostic label is placed on the client.
In the ideal situation, labels would not exist, nor
would treatment for certain mental health con-
ditions be more likely than others to be reim-
bursed. Often in health and mental health
practice, much of the assessment and diagnosis
process is completed based on service reimburse-
ment needs. Many health care professionals feel
the pressure and focus on more reimbursable
diagnostic categories, although there can be
serious consequences for these pressures. For
mental health practitioners, careful evaluation
of what is actually happening with the client is
essential. The diagnostic assessment starts with
providing an accurate diagnosis (despite reim-
bursements as a criterion and incentive to diag-
nose). In this process, care is taken to prepare the
client for the stigma that can occur with trying to
overcome a diagnostic label with negative con-
notations or a label for which reimbursement is
typically not allowed.

ANOTHER MENTAL HEALTH
ASSESSMENT MEASURE

Social workers believe strongly in design and base
all practice strategy on the recognition of the per-
son in the environment or person in the situation
(Colby & Dziegielewski, 2010; Dziegielewski,
2013). From this perspective, the individual is
believed to be part of the social environment,
and his or her actions cannot be separated from
this system. The individual is influenced by envi-
ronmental factors in a reciprocal manner.
Impetus toward the development of this
perspective may be partially related to dis-
satisfaction with the reliance on psychiatric-

based typologies, which failed to account

for environmental influences. The categorical
approaches within the DSM did not appear to
give such influences proper attention. Because
these existing categories did not involve psycho-
social situations or units larger than the individual
within a system, problems were not viewed from
an environmental context, thereby increasing the
probability of such problems being classified as a
mental illness (Braun & Cox, 2005). In such a
system, mental health practitioners could diagnose
an individual with a mental health condition due
to some general medical or symptom-based con-
cern but were given no leeway to address a mental
health condition based on life events and/or
situational factors.

What transpired with the dynamic changes
starting in the DSM-III encouraged social work-
ers and other mental health professionals to
provide aggregate parts to a diagnostic classifica-
tion system. This focus on the individual tended
to minimize the psychological and social causa-
tion, focusing more strongly on the reductive
and biological causations of the disorders, hence
its specific focus on symptom-based typologies
(Brendel, 2001). Clear demarcation of symp-
tom-based criteria for diagnosing and classifica-
tion encouraged by insurance companies became
an efficient and cost-eftective measure for the
treatment of mental disorders. Because insurance
companies required a medical diagnosis before
service reimbursement, social workers, psychol-
ogists, and other mental health professionals
waged a long and difficult fight to use DSM
independently for third-party payment purposes
and their distinct services.

Originally developed through an award
given to the California chapter of the National
Association of Social Workers (NASW) from the
NASW Program Advancement Fund (Whiting,
1996), a system was designed to focus on psy-
chosocial aspects, situations, and units larger than
the individual. It was called the Person-in-Envi-
ronment Classification System, or PIE (Karls &
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Wandrei, 1996a, 1996b). It is built around two
major premises: recognition of social considera-
tions and the person-in-environment stance—
the cornerstone on which all social work practice
rests. Knowledge of the PIE is relevant for
all mental health social workers regardless of
educational level because of its emphasis on situa-
tional factors (Karls & O’Keefe, 2008, 2009).

The PIE system calls first for a social work
assessment that is translated into a description of
coding of the client’s problems in social func-
tioning. Social functioning is the client’s ability
to accomplish the activities necessary for daily
living (e.g., obtaining food, shelter, and trans-
portation) and fulfill major social roles as
required by the client’s subculture or community
(Karls & Wandrei, 1996a, p. vi).

Originally designed to support the use of the
DSM-IV rather than as a substitute for it, the
PIE’s purpose was to evaluate the social environ-
ment and to influence the revisions of the DSM.
Essentially, the PIE provided social workers and
social work educators with a tool that allowed
environmental factors to be considered of pri-
mary importance. The PIE, an environmentally
sensitive tool, supplemented the descriptive sys-
tem of the DSM that related the mental illness to
the human condition, utilizing a holistic, eco-
logical, and pluralistic approach rather than just
the diagnosis-focused (medical) foundational
basis of the DSM (Satterly, 2007).

Social workers proposed an ecosystems per-
spective incorporating the assumption that clini-
cal practice needs to include the individual
within his or her social environment and that
his or her actions cannot be separated from his or
her support system. Therefore, the PIE adopted
teatures of the DSM-I1 and DSM-IV-TR mul-
tiaxial diagnostic system in its assessment typol-
ogy and had a notable influence on DSM
revisions, particularly in the area of recognizing
environmental problems. One concrete example
of the PIE’s influence on the DSM-IV is the

change of Axis IV of the diagnostic system to
reflect “psychosocial and environmental prob-
lems” where the problem is clearly listed; in the
past the DSM-III-R Axis IV merely listed the
“severity of psychosocial stressors” and ranked
the problem on a scale. Although the multiaxial
system has been deleted in DSM-5, Chapter 22
lists “Other Conditions That May Be a Focus of
Clinical Attention,” which continue to be used.

The PIE was formulated in response to the
need to identify client problems in a way that
health professionals could easily understand
(Karls & Wandrei, 1996a, 1996b). As a form of
classification system for adults, the PIE provides:

= A common language with which social
workers in all settings can describe their
clients’ problems in social functioning.

= A common capsule description of social
phenomena that can facilitate treatment
or ameliorate problems presented by
clients.

® A basis for gathering data to be used to
measure the need for services and to
design human service programs to eval-
uate effectiveness.

® A mechanism for clearer communica-
tion among social work practitioners
and between practitioners, administra-
tors, and researchers.

® A basis for clarifying the domain of social
work in human service fields (Karls &
Wandrei, 1996a).

In professional practice, tools such as the PIE
can facilitate the identification and assessment of
clients from a person-in-environment perspec-
tive that is easy for social workers to accept as
comprehensive. When compared with the
DSM-IV-TR and DSM-5, the PIE provides
mental health professionals with a classification
system that enables them to codify the numerous
environmental factors considered when they
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look at an individual’s situation. Classification
systems like the PIE allow mental health pro-
fessionals to first recognize and later systemati-
cally address social factors in the context of the
client’s environment. The PIE can help profes-
sionals to obtain a clearer sense of the relationship
the problem has to the environment in a friendly
and adaptable way.

PROFESSIONAL TRAINING IN THE
PROFESSIONAL COUNSELING FIELDS

This book is written as a guide for several different
disciplines of health and mental health professio-
nals. Similar to the DSM, this book is designed to
support use in medicine and psychiatry, psychol-
ogy, social work, nursing, and counseling. This
type of integration, with so many diverse yet
similar fields, is no easy task because different
professions follow difterent practice models and
methods. Yet regardless of which discipline a
professional is trained in, there is often great over-
lap of therapeutic knowledge and skill. In the next
chapter, special attention is given to how to apply
the diagnostic framework outlined in DSM-5.

If practitioners are going to continue to
utilize diagnostic assessment systems in the
future, there are major implications for profes-
sional training and education. MacCluskie and
Ingersoll (2001) are quick to remind us that, if
professionals of different disciplines are going to
use the DSM, training and adequate preparation
in its use in classroom instruction and as part of a
practicum or internship is required. This requires
adopting a more homogeneous approach to
education and application among all helping
disciplines. Other professionals, such as Horn
(2008), remind us that all current interpretations
must remain flexible and that, as we adopt the
new version, DSM-5, we must remain vigilant of
the ethical concerns that can result from misuse
of this important diagnostic tool.

In today’s practice environment, most
would argue that the interdisciplinary approach
of professionals working together to help the
client is here to stay. To provide this homoge-
neity from a practice perspective, almost all
professional helpers share one goal: to “help
clients manage their problems in living more
effectively and develop unused or underused
opportunities more fully” (Egan, 1998, p. 7).
Now, to extend unification while ensuring com-
petent, ethical, and homogeneous practice, these
helping disciplines will also need to unite in
terms of professional education, mission, and
goals. The first principle for the unification of
professional education across disciplines is that
(regardless of whether it is for social work,
psychology, or other fields of professional coun-
seling) training programs need to be more uni-
form and specific about what professional
training entails and the effect it has on those
who participate. When training can be defined
in a reasonably specific manner and measured
empirically, these professions will better assess its
effects on client behavior. With the contempo-
rary emphasis on professional accountability, the
effort to predict and document specific outcomes
of professional training is timely as well as war-
ranted. The data also suggest that one way
professional training can be further enhanced is
through differential selection of specified treat-
ment methods. Training in these different treat-
ment methods allows difterent causative variables
(i.e., feelings and actions) to be identified in the
course of assessing the client’s behavior. Some
researchers believe that sticking primarily to
traditional methods, which are still a great part
of professional training that emphasizes disposi-
tional diagnoses (i.e., the direct relationship of
the diagnosis and how it will relate to discharge),
may result in diminishing accuracy of behavior
assessment (Dziegielewski, 2013).

Educators can improve the accuracy of client
behavioral evaluations through the introduction of
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specific training in behavioral assessment. This may
be the primary reason that in health care, the
behaviorally based biopsychosocial approach has
gained popularity. Clinical assessment, particularly
when it emphasizes client behaviors, is a skill that
can easily be taught, transmitted, and measured.
Therefore, professional training that includes
behavioral observation on how to construct ob-
servable and reliable categories of behavior and
various systems of observation is recommended.

SUMMARY

As emphasized in this chapter, the International
Classification of Diseases and the Diagnostic and
Statistical Manual of Mental Disorders reflect the
official nomenclature used in mental health and
other health-related facilities in the United
States. Diagnostic assessment systems such as
the DSM, the ICD, and the PIE are three
descriptive (categorical) classification schemes
that cross all theoretical orientations.

The concept of understanding mental disor-
ders; their taxonomical categorization; the formu-
lation and completion of a diagnosis, assessment,
or the diagnostic assessment; and their definitions
and meanings are embedded in the history of the
DSM. Exactly what constitutes diagnosis and what
constitutes assessment remains blurred and over-
lapping, with the words used interchangeably yet
remaining distinct and interrelated. For all profes-
sional practitioners, compelling demands and
pressures related to practice reimbursement clearly
emphasize the need for coordination in providing
mental health care and subsequent intervention.
Despite the differences among the disciplines, all
mental health professionals need to be familiar
with and able to apply the criteria used in the DSM
diagnosis.

Because of the increasing demands related to
evidence-based practice to achieve outcomes
to assess quality, the effectiveness of service

delivery, and the collection of data, numerous
diagnosis and assessment measurements are cur-
rently available. Many are structured in unique
categories and classification schemes. Whether
this categorical approach used in the DSM is
replaced by a dimensional one in the DSM-5 still
remains to be seen (Helzer et al., 2008). Utilizing
the current system, this text demonstrates the
application of these classification schemes and
describes how assessment, treatment plann-
ing, and intervention become intertwined
(Dziegielewski, 2008). Because assessment and
treatment are based primarily on the practition-
er’s clinical judgment and interpretation, a thor-
ough grounding in these classification systems
will help the practitioner make relevant, useful,
and ethically sound evaluations of clients.

Practitioners need to remain familiar and
update their knowledge with some of the major
formal methods of diagnosis and assessment,
especially the ones most commonly used for
billing of mental health services. The changes
made over time and efforts toward betterment
within the criteria outlined in the DSM have
moved it toward becoming the best diagnostic
tool possible. All mental health practitioners,
regardless of discipline, can benefit by utilizing
this information to systematically interpret and
assist clients in understanding what the results of
the diagnostic assessment mean and how best to
select empirically sound and ethically wise modes
of practice intervention.

No matter whether we call what profes-
sional practitioners do assessment, diagnosis, or
a combination resulting in the diagnostic assess-
ment, the function remains a critical part of the
helping process. Diagnosis and assessment is
the critical first step to formulating the plan
for intervention (Dziegielewski et al., 2002;
Dziegielewski & Leon, 2001). The plan for
intervention sets the entire tone and circum-
stances of the professional helping process. As
Dziegielewski (2013) has stated, based on the
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general context of reimbursement or fee for
service, is it wise for all professionals to continue
to struggle to differentiate diagnosis and assess-
ment? Unfortunately, with the shift in mental
health care to market-based services, practice and
methods have evolved to reflect specialization,
integration, and cost-effectiveness as part and
parcel of service delivery. Now the question
that arises is: Who is eligible to make a diagnosis
or an assessment? Professionals are lobbying, and
professional licensures reflect this transition and
can help to provide public accountability.
Today, the role of the practitioner is two-
fold: (1) ensure that high-quality service is pro-
vided to the client and (2) provide the client
access and opportunity to see that his or her
health and mental health needs are addressed.
Neither of these tasks is easy or popular. Amid
this turbulence, the role and necessity of the
services that the practitioner provides in assess-
ment and intervention remain clear. All helping
professionals must know and utilize the tools of
diagnostic assessment and demonstrate compe-
tence in properly completing diagnostic assess-
ment—the first step in the treatment hierarchy.
To achieve this, it is crucial that health and
mental health professionals have comprehensive
training in this area to meet current requirements
and service needs in an environment filled with
limitations and shortages. The question remains:
How can we best help the clients we serve?

QUESTIONS FOR
FURTHER THOUGHT

1. Is there a difference between the terms
diagnosis and assessment? How would you
define the diagnostic assessment, and what
client-relevant factors are the most impor-
tant to identify?

2. Are these terms treated differently and
assumed to have different meanings if the

practitioner is in a particular health or men-
tal health setting?

3. What do you believe is the most helpful
aspect of using manuals such as the DSM-5
in the diagnostic process?

4. Whatdo you feel are the least helpful aspects
of using manuals such as the DSM-5 in
professional practice?

5. Do you believe that use of the DSM as a
diagnostic/assessment tool will facilitate
your practice experience? Why or why not?
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CHAPTER

Basics and Application

he concept of formulating and completing

a diagnostic assessment is richly embedded
in the history of mental health practice (Ahn &
Kim, 2008; Dziegielewski, 2010). The desire to
master this process has been strengthened by its
necessity for practice reimbursement (Dziegie-
lewski, 2013). Therefore, all mental health prac-
titioners need to become familiar with the major
formal methods of diagnostic assessment, espe-
cially the ones used and accepted in health and
mental health service delivery. This chapter out-
lines the issues that contribute to the hesitancy
and reluctance to determine what constitutes a
mental disorder and how the terms diagnosis and
assessment relate. If these two terms are seen as a
dichotomy, obvious difficulty in practice focus
and strategy may result. The purpose of this
chapter is to explore the relationship between
diagnosis and assessment and to introduce a more
comprehensive term, the diagnostic assessment.
The diagnostic assessment describes a combina-
tion approach that utilizes the meaning inherent
in each term.

Once the terms are clearly defined, the infor-
mation gathered during the diagnostic assessment
becomes central for identifying and classifying
mental health disorders, as well as reporting this
information systematically to insurance compa-
nies for reimbursement. In completing the diag-
nostic assessment, factors such as race, ethnicity,
culture, and gender can affect the diagnostic
impression derived. With the rapid changes
related to globalization, culture has become
so embedded in the human experience that
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separating it out is almost impossible (Pare,
2013). Recognition of this supporting informa-
tion is essential to ensure the comprehensive
diagnostic assessment that is vital for high-quality
care. The information gathered through a com-
prehensive diagnostic assessment can also be uti-
lized to understand the client and, in turn, better
help the client understand himself or herself. Once
completed, the diagnostic assessment becomes the
foundation for identifying problem behaviors that
will be utilized in establishing treatment plan
considerations, as well as the best course of inter-
vention for a particular client. Because most fields
of practice utilize the DSM as the basis of the
formal diagnostic assessment system, this text
focuses on this classification scheme.

UTILIZING THE DSM-5 IN THE
PRACTICE SETTING

In the United States, most health and mental
health practitioners use the DSM to classify men-
tal health problems. However, as described in
Chapter 1, the DSM, which was orginally
designed for statistical and assessment purposes,
does not suggest treatment approaches. This
makes the DSM essential as a starting point for
determining the nature of a client’s problem, as
well as providing supportive information on prev-
alence rates within the larger population to inform
policy decisions. Thus, the book is valuable
for clinicians, practitioners, and researchers. For
researchers, the interest lies in understanding the



24 UTirt1zING THE DSM-5: ASSESSMENT, PLANNING, AND PRACTICE STRATEGY

etiology and pathophysiology of the disorders;
for clinicians, the focus remains on the immediate
and pragmatic, such as identifying clinically sig-
nificant symptoms that affect human behavior
and functioning (Nunes & Rounsaville, 2006).
The DSM does, however, fall short on treatment
strategy and options. Therefore, supportive books
are required to address this important aspect of
comprehensive, efficient, and effective care. In
addition to the information provided in the DSM-
5, practitioners need to be familiar with the latest
and most effective forms of treatment and practice
strategy based on relevant diagnostic criteria.

Professional Use: Who Can
Use the DSM-5?

The DSM-5 states clearly that it was designed to
be used in a wide variety of settings, including
inpatient and outpatient settings and consulta-
tion and liaison work. Furthermore, the DSM-5
was designed for use by professionals, not as a
self-help book for the lay public. The DSM is
very complex and could overwhelm a client
unfamiliar with the technical jargon. Therefore,
use by the lay public is discouraged. Historically,
the role of the professional is to interpret the
diagnostic criteria, inform the client, and work
with the client on what the best course of action
would be.

The DSM-IV-TR and DSM-5 both clearly
state this philosophy, although Paris (2013) ques-
tions it. He believes that clients have a right to
know their own diagnoses and that the more
they know, the more they are empowered to
participate in self-help strategies. Also, with the
Internet and other forms of information so read-
ily accessible, clients often actively gather infor-
mation related to their own mental health. This
supports the notion that clients should not be
kept unaware of their diagnoses and the contri-
buting criteria. To do this creates a disservice that
forces them to be passive consumers of their own

health and mental health care. Most practitioners
would agree wholeheartedly that client partici-
pation in their own health care is essential, so
why not their own mental health care? Argu-
ments that the DSM is very complex and could
overwhelm a client unfamiliar with the technical
jargon have been questioned, and active client
participation has become expected (Paris, 2013).

This active involvement is confirmed by the
use of technology. Many clients are savvy in
using the Internet to look up information, and it
makes sense that they would not hesitate to look
up information related to their own health and
mental health needs, as well as those of family
members. Unfortunately, this opens up the client
to information that may or may not be accurate,
adequate, or entirely relevant to his or her
situation. Or clients may be in a compromised
cognitive position that does not allow them to
fully integrate this information. To further com-
plicate this picture, the Internet is such an open
venue that the information gained may not be
reputable and may be misleading or confusing to
the client or his or her family. Although DSM
information is designed for the professional,
when questioned about a diagnostic assessment
and information is shared with the client, pro-
fessional awareness and support are essential for
the best treatment outcomes.

In certain types of therapy, it is not
uncommon to share diagnostic information
with the client. For example, in some cognitive
behavioral approaches, a client may be presented
with a list of criteria reflecting the symptoms of a
diagnosis and asked which ones he or she has.
Once self-identified, how to behaviorally address
the symptoms may be the next step. From this, a
treatment plan with a clear practice strategy
related to how to either control the symptoms
or avoid them may be implemented. Therefore,
regardless of whether the DSM is designed for
professionals, client-initiated interactions related
to this information may occur. Knowing how to
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best handle this situation for the client and his or
her family members is an important part of the
therapeutic process.

This book is designed for professional prac-
titioners who use the DSM-5, including psychi-
atrists and other physicians, psychologists, social
workers, occupational and rehabilitation thera-
pists, and other health and mental health pro-
fessionals. Although they may all have different
training and expertise, they still are expected to
use this categorical and dimensional approach by
applying clinical skill and judgment to achieve
similar determinations. These professionals need
to be trained in how to use this categorical and
dimensional approach and be aware of its poten-
tial for misuse before putting it into practice.
Special care and consideration are necessary to
protect the rights of clients while identifying
issues to be addressed to ensure client benefit
and progress.

WORKING AS PART OF A TEAM:
CONNECTIONS AND
COLLABORATIONS

Serving as part of a team, social workers and other
mental health professionals have a unique role in
the assessment and diagnostic process. Most pro-
fessionals agree that a comprehensive diagnostic
assessment starts with taking into account the
complexity of the human condition and situa-
tional factors that affect behavioral health (Pear-
son, 2008). As part of a collaborative team, the
mental health professional gathers a wealth of
information regarding the client’s environment
and family considerations. The practitioner also
needs to remain aware that whether taking a
leadership or supportive role, all efforts must
resonate with the culture of the team (Conyne,
2014). Therefore, the practitioner can serve as
the professional bridge that links the client
to the multidisciplinary, interdisciplinary, and

transdisciplinary teams and the environment
(Dziegielewski, 2013).

The term mulfidisciplinary can best be
explained by dividing it into its two roots, multi
and discipline. Multi means “many” or “multiple”;
discipline means “the field of study a professional
engages in.” When combined, professionals from
multiple disciplines work together to address a
common problem. In health care settings, multi-
disciplinary teams were part of a cost-effective
practice response to the shifts from institutional
care to community and home care through the
delivery of specialized services (Rosen & Callaly,
2005). This type of team collaboration may also
improve patient care outcomes (Burns & Lloyd,
2004). The multidisciplinary team is often recog-
nized as a preferred form of service delivery,
especially in complex health and mental health
service delivery systems (Orovwuje, 2008). Multi-
disciplinary teams include health and social welfare
professionals from various disciplines: psychiatrists,
physicians, nurses, social workers, physical thera-
pists, occupational therapists, and so on.

When serving on a multidisciplinary team,
each member has a distinct professional role and
refers to other professionals in the same or other
agencies in a loose yet semistructured manner.
Each professional generally works indepen-
dently, sometimes in isolation, to solve the
problems and related needs of the individual.
At the same time, the professionals share what is
learned about the client to improve treatment
progress and overall team concerns. A key fea-
ture of multidisciplinary teams is participants’
network-style group interaction (Rosen &
Callaly, 2005), in which the boundaries within
professional disciplines are maintained, with each
providing a perspective of the client’s problem to
address key features in the delivery of care. This
process of patient care planning provides a com-
prehensive method of service delivery for the
client. In multidisciplinary teamwork, “a team
manages its resources collectively according to
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QUICK REFERENCE 2.1

Multidisciplinary
Teams

A group of professionals working together for a common
purpose, working independently while sharing information
through formal lines of communication to better assist the
patient/client/consumer.

Detinition from The Changing Face of Health Care Social Work: Opportunities and Challenges
for Professional Practice (3rd edition), by S. F. Dziegielewski, 2013, New York, NY: Springer (p. 35).

client needs or along professional discipline
boundaries” (Whyte & Brooker, 2001, p. 27).
Communication and goals are consistent across
disciplines, with each contributing to the overall
welfare of the client. (See Quick Reference 2.1.)

In the current mental health care system,
which stresses evidence-based practices and out-
comes to measure quality, multidisciplinary
approaches are limited in meeting the current
standards of care secondary to their structural
makeup and style of approach to service delivery.
Measurement is difficult when the interpretation
of the stated goals and how to best achieve them
differs among varied professionals. These profes-
sionals are all committed to working together to
help the client, but in this type of teamwork,
there may be different approaches and expect-
ations for what is considered high-quality care
and how to best achieve it. And while commu-
nication is evident, cohesion in multidisciplinary
teams is not always feasible in service delivery,
especially with normal differences in world-
views, professional identities, salaries, status, atti-
tudes, and educational backgrounds (Carpenter,
Schneider, Brandon, & Wooff, 2003; Lankshear,
2003). The multidisciplinary team is still often
used to provide services from a team perspective
in mental health care, yet a more collaborative
and integrative approach, known as the inter-
disciplinary team approach, is gaining in popu-
larity  (Dziegielewski, 2013; Molodynski &
Burns, 2008; Rosen & Callaly, 2005).

Similar to the multidisciplinary team, the
interdisciplinary team includes a variety of health
care professionals. An interdisciplinary approach
takes a much more holistic approach to health care
practice. “An interdisciplinary team in a modern
mental health service brings specialist assessments
and individualized care together in an integrated
manner and is the underlying mechanism for case
allocation, clinical decision-making, teaching,
training and supervision and the application of
the necessary skills mix for the best outcomes for
service users” (Rosen & Callaly, 2005, p. 235).
Interdisciplinary professionals work together
throughout the process of service provision. Gen-
erally, the entire team develops a plan of action.
This type of teamwork involves a collaborative
coordination of care; team-related activities, such
as treatment planning; and shared leadership and
power (Zeiss & Gallagher-Thompson, 2003).

In service provision, the skills and techniques
that each professional provides often overlap.
Interdependence is stressed throughout the
referral, assessment, treatment, and planning pro-
cess rather than through networking. This is
different from the multidisciplinary team, where
assessments and evaluations are often completed
in isolation and later shared with the team.
Boundaries in the formation of interdisciplinary
teams are often blurred. In the interdisciplinary
team process, each professional team member is
encouraged to contribute, design, and imple-
ment the group goals for the health care service



Basics and Application 27

QUICK REFERENCE 2.2

Interdisciplinary
Teams

A group of health care professionals who work together for a
common purpose, working interdependently where some
degree of sharing roles, tasks, and duties can overlap with both
formal and informal lines of communication to better assist the
patient/client/consumer.

Definition from The Changing Face of Health Care Social Work: Opportunities and Challenges
for Professional Practice (3rd edition), by S. F. Dziegielewski, 2013, New York, NY: Springer (p. 35).

to be provided (Dziegielewski, 2013; Mezzich &
Salloum, 2007).

‘Within the interdisciplinary team, each mem-
ber may also supervise each other’s work—a key
difference from multidisciplinary teams, in which
each member is measured and supervised inde-
pendent of each discipline and agency (Rosen &
Callaly, 2005). Interdisciplinary teams can facili-
tate high-quality care by gathering participatory
information related to the analysis of the client’s
problem. A variety of multidisciplinary skills are
available that work in a mutual and reciprocal
educational fashion and produce viable and
demonstrable results. This allows implementation
and problem-solving capabilities that encourage
collaboration among providers to decrease and
avoid isolation and to generate new ideas.
(See Quick Reference 2.2.)

The transdisciplinary team is similar to the
interdisciplinary team in that it also has a variety
of health care professionals. The primary differ-
ence is the degree of openness between the team
members, with all openly sharing information
and participating in the client-helping strategy.
With this holistic approach to practice, all of a
client’s health and mental health needs are
treated together, and case allocation and clinical
decision making, teaching, training, and super-
vision are done collaboratively as a team. This is
more common in health care but may continue
to gain in importance as the need for more
collaborative teamwork grows. (See Quick
Reference 2.3.)

Regardless of the type of team utilized,
multidisciplinary, interdisciplinary, or trans-
disciplinary mental health professionals should

QUICK REFERENCE 2.3

Transdisciplinary
Teams

routine care.

A group of health care professionals and the patient/client/
consumer and identified members of his/her support system
freely share ideas and work together as a synergistic whole
where ideas and sharing of responsibilities are commonplace in

Definition from The Changing Face of Health Care Social Work: Opportunities and Challenges
for Professional Practice (3rd edition), by S. F. Dziegielewski, 2013, New York, NY: Springer (p. 35).
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always emphasize client skill building and
strength enhancement. A team approach helps
to build satisfaction among members and pro-
vides leadership enhancing satisfaction among all
team members (Baran, Shanock, Rogelberg, &
Scott, 2012). If client needs are addressed from
this perspective, each team member will be well
equipped to contribute accordingly to the diag-
nostic assessment, supporting the development
of the treatment plan, which will guide and
determine future service delivery. Attending to
the dynamics of the team collaboration as well as
the contributions each team member makes can
only lead to enhanced service delivery (Packard,
Jones, & Nahrstedt, 2006). These types of col-
laborative teams can be utilized in service deliv-
ery and provide fertile ground for understanding
how service delivery can be unsuccessful when
fragmentation occurs (Bunger, 2010).

DIAGNOSIS AND ASSESSMENT:
IS THERE A DIFFERENCE?

Identifying a Mental Disorder

Diagnostic assessment starts with defining what
constitutes a mental disorder. The terms consist-
ent with problematic behaviors within a mental
disorder include distress and disability leading to
a harmful dysfunction, abnormality, or aberra-
tion (Cooper, 2004; Kraemer, Shrout, & Rubic-
Stipec, 2007). From a biological perspective, a
medical disorder is generally defined as a biolog-
ical or evolutionary disadvantage to an organism
that interferes or reduces the quality of the life
span or fitness (Lilienfeld & Landfield, 2008). Few
would disagree that a clear definition can help to
guide decisions that determine the boundary
between normality and pathology (American
Psychiatric Association [APA], 2013). Clearly
defining the criteria for a mental disorder is no
simple task while taking a strengths perspective

that respects the worth and dignity of each client
(Corcoran & Walsh, 2010). Similar to the prob-
lems that occur in trying to identify a medical
disorder, the actual criteria can be subject to
individual interpretation by the client as well as
by the provider. For the client, self-reporting of
symptoms can be confused by what the client
thinks he or she is experiencing and what is
actually happening. From the perspective of the
practitioner, using a categorical approach to defin-
ing symptoms indicative of a mental disorder can
also lead to differences. Experienced practitioners
can have very different interpretations on how
symptoms are identified and what they believe
meets the criteria for the diagnosis (Rashidian,
Eccles, & Russell, 2008).

When starting with the definition of what
constitutes a mental disorder, it is important to
note the distinction between disorder and disease
(Kraemer, Shrout, & Rubio-Stipec, 2007). Mak-
ing this distinction plays a fundamental part in
determining whether a disease or a disorder is
present in the individual. According to Cooper
(2004), making a distinction between these two
terms 1s not easy because related disciplines
continue to challenge what constitutes a mental
disorder. Furthermore, there is disagreement
about how using the taxonomy of categoriza-
tions within the DSM influences the subsequent
diagnostic process. As early as the DSM-II, a
condition was considered a disorder when the
condition influenced role formulation and appli-
cation of the diagnostic impression. Factors iden-
tified focused on distress or disability. Starting
with the publication of the DSM-III, the term
disorder was used interchangeably with the term
disease. Regardless of the term used, disease or
disorder, it relates directly to harmful, dys-
functional behavior from an evolutionary psy-
chology perspective (Cooper, 2004). To simplify
the definition most often used today, it appears
that disease indicates a known pathological pro-
cess; a disorder may be two or more separate



Basics and Application 29

diseases, but generally there is a pathological
process that is either known or unknown.

For medical professionals, especially those
working in primary care, the difficulty in identi-
fying a mental disorder rests within the diagnos-
tic impression and the variability among
professionals in identifying characteristics, traits,
and behaviors relative to the disorder (Mitchell,
Vaze, & Rao, 2009). Because identification and
recognition rates can vary, the actual presence of
a mental disorder can be difficult to ascertain,
leading to incidents where professionals either
over-report or under-report these symptoms. In
addition, the flexibility within formulating the
diagnostic impression leads to the question of
what exactly is the diagnostic impression? And is
the formulation of the evaluation completed by
the mental health professional more accurately
termed diagnosis or assessment?

When we look specifically at terms like
disease and disorder in mental health practice,
confusion results when the two terms are not
considered distinct. In such cases, the concepts
inherent in each tend to blur and overlap in
application. This is complicated further by the
multiplicity of meanings of the terms used to
describe each aspect of what a client is experi-
encing and whether it is related to a disease or a
disorder. The imprecision of definitions can
result in applied social, personal, and professional
interpretations in health and mental health prac-
tice that are varied rather than uniform. Like
problems with defining disease and disorder, the
debate on what to call the outlining of a client’s
mental health problems, such as diagnosis or
assessment, continues. In today’s practice envi-
ronment, it is not uncommon to use these words
interchangeably (Dziegielewski, 2013; Dziegie-
lewski & Holliman, 2001).

Concrete definitions for all these terms and
for their relationship to each other facilitate the
diagnostic process. Practitioners must be careful
not to be too quick in categorizing an individual’s

problems, which may result in diagnostic bias and
an inaccurate diagnostic label. The symptoms
with which an individual may present for treat-
ment may differ, based on numerous variables,
including psychological, social, cultural, and envi-
ronmental circumstances.

Diagnosis and the Diagnostic Process It
is easy to see how the actual definition, criteria,
and subsequent tasks of assessment and diagnosis
are viewed as similar and overlapping, thereby
creating a shared definition. Rankin (1996)
believed that in most cases, if viewed separately,
the assessment has been considered to come
before the diagnosis. Most would agree that
completing a psychological assessment provides
a process by which the client’s functioning is
catalogued. From this perspective, the practi-
tioner examines important aspects of individual
functioning, such as cognitive, emotional, and
psychological strengths and weaknesses (Wright,
2011). The psychological assessment is then the
initial building block on which the diagnosis is
established. In other cases, the diagnosis is his-
torically thought to include both an assessment
and a diagnosis. Regardless of whether health or
mental health practitioners truly subscribe to or
support the distinction between the terms assess-
ment and diagnosis, awareness of the difficulty in
trying to separate these two terms and define
their uniqueness continues. One commonly
accepted definition of diagnosis in the field of
social work is in The Social Work Dictionary
(Barker, 2003):

Diagnosis: The process of identifying a
problem (social and mental, as well as
medical) and its underlying causes and
formulating a solution. In early social
work delineation, it is one of the three
processes, along with social study and
treatment. Currently,
workers prefer to call this process

many social
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assessment because of the medical con-
notations that often accompany the
term diagnosis. Other social workers
think of diagnosis as the process of seek-
ing underlying causes and assessment as
having more to do with the analysis of
relevant information. (Barker, 2003,

p. 118)

The most widely accepted definition of
diagnosis is in the medical model because it is
based on the representation of a presenting
medical concern. This is changing, however,
and is more likely to be viewed as a collaborative
process when working together both the client
and the therapist can change (Corey, 2012). Yet
Perlman’s (1957) warnings about bridging the
gap between viewing diagnoses in isolation
remain salient. Her reminder still rings true,
and caution should always be exercised not to
perceive that determining and formulating a
diagnosis “would magically yield a cure to any
conclusion beyond an impression . . . grasping
at ready-made labels” (p. 165). Perlman defined
diagnosis as the identification of both process and
product. According to Perlman, the diagnostic
process is defined as “examining the parts of a
problem for the import of their particular nature
and organization, for the interrelationship
among them, for the relationships between
them and the means to their solution” (p. 164).

In mental health assessment, historically the
emphasis has been placed on measuring the diag-
nostic product. Falk (1981, as cited in Carlton,
1984) suggested 14 areas to address in providing
diagnostic impressions: life stage, health condi-
tion, family and other memberships, racial and
ethnic memberships, social class, occupation,
financial situation, entitlements, transportation,
housing, mental functioning, cognition (per-
sonal), cognition (capability), and psychosocial
elements. Utilizing a biopsychosocial spiritual
perspective, the areas are organized into three

primary categories: biomedical, psychological,
and social factors (Dziegielewski, 2013). Because
all mental health professionals are responsible for
assisting in providing concrete services, recogniz-
ing these factors is often considered part of the
practitioner’s role in assessment with the addition
of a fourth area that addresses the functional/
situational factors affecting the diagnostic process.

Historically, relating the diagnosis to the
client’s needs has always been essential. A diag-
nosis is established to better understand and
prepare to address the probable symptoms of
the mental disorder. Factors resulting from the
diagnostic procedure are shared with the client to
assist with goals related to self-help or continued
skill building. From a medical perspective, the
diagnostic process examines symptoms and
the situation and provides the basis to initiate
the helping process. The formal diagnostic pro-
cess yields and contributes to formal diagnostic
and functional assessment based on the informa-
tion learned. The diagnostic information gath-
ered facilitates establishing the intervention plan.

Carlton (1984) further exemplified the issue
of process in the diagnostic procedure:

To be effective and responsive, any
clinical social work diagnosis must be
a diagnosis “for now”—a tentative diag-
nosis. It is the basis of joint problem
solving work for the practitioner and
client. To serve this purpose, the diag-
nosis must be shared with the client(s)
and, as their work gets under way and
proceeds through the wvarious time
phases of clinical social work process,
the diagnosis must change as the con-
figuration of the elements of the prob-
lem change. Thus clinical social work
diagnosis is evolutionary in character
and responsive to the changing nature
of the condition or problem in which it
relates. (p. 77)
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In addressing the diagnostic process, clear
results that lead to a diagnostic product must be
obtained. The diagnostic product is the obtained
information gained through the diagnostic
assessment. It includes drawing logically derived
inferences and conclusions based on scientific
principles from the information obtained. Corey
(2012) reminds practitioners that psychotherapy
and any assessments that are derived need to
remain part of a collaborative process. Specific
questions to start the process include asking:

®  What is the most important problem the
client wants to address?

= What does the client hope to gain from
solving this problem?

Corey (2012) believed that any interview
process needs to remain collaborative between
the client and the practitioner. This interchange
allows the diagnosis and assessment to be joined
in a tentative hypothesis; these educated hunches
can be formed and shared with the client
throughout the treatment process. To establish
a firm foundation for the diagnostic process, the
professional therapist must be skilled in obtaining
and interpreting the information acquired, iden-
tifying the client’s concerns while ruling out
differential diagnoses (Owen, 2008). Dziegie-
lewski (2013) stressed the importance of recog-
nizing four factors: biomedical, psychological,
social, and spiritual. To understand the health
and mental health of all we serve, professionals
need to understand the biopsychosocial spiritual
approach to health care practice and obtain
balance between these factors. This balance
does not have to be equal, and the area of
emphasis can change. Working with the whole
person in his or her environment requires flexi-
bility. As the environment changes, so can the
person’s needs and impressions. Understanding
the situation experienced by the client is always
the most important area to address first.

For example, a client diagnosed with HIV
can have many concerns that need prioritization.
First, practitioners must clarify what is related
solely to the medical aspects of the condition and
what is related to the mental health aspects. The
biomedical information will stress the need to get
the client information and the implications of the
positive findings of the medical test used. Medi-
cal tests will determine the T-cell count (a type
of body protection factor) and establish a baseline
for current and future levels of self-protection
from the illness and opportunistic infectious
diseases and treatment. Once the biomedical
condition is clarified, emphasis will shift to edu-
cation, providing information on the eftects of
the disease, what the illness means, and what to
expect if the illness progresses. Here treatment
adherence strategy becomes essential to making
sure that the client gets and continues to utilize
needed services. Adherence issues such as disease
management, provider—client relationships, and
other individual factors become essential to treat-
ment success (Gilbert, Abel, Stewart, & Zilber-
man, 2007). In many cases, only after the
immediate medical needs have been addressed
can mental health needs be assessed and later
addressed.

As the total needs of the client are consid-
ered, the diagnostic focus will shift to address the
social aspects of the client’s condition. The prac-
titioner has to decide which is the most eftective
approach to assessment—whether categorizing
strengths and weaknesses or describing a person’s
personality forms a more comprehensive approach
(Corcoran & Walsh, 2010). For this client, com-
ponents of transmission will be addressed, includ-
ing sexual contacts and practices, and addressing
these with the partners who are or have been
sexually active with the client. Doing this requires
educating the client on disclosure of the illness and
exploring the implications that having a conta-
gious disease presents to him or her and to all
parties involved. The focus is how to explain to
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loved ones what has happened and address what
this illness means for present and future social
relationships. This focus involves a complex pro-
cess of interpersonal and intrapersonal and emo-
tional issues with the client that will occur in
response to the illness and which must be resolved.
Regardless of what area is emphasized and with
what intensity, understanding and integration of
the biopsychosocial approach is essential in the
diagnostic assessment.

Overall, mental health professions have em-
braced the necessity for diagnosis in practice—
although this need is often recognized with
caution. While accepting the requirement for
completion of a diagnosis, much discontent and
dissatisfaction among professionals continues.
Some mental health professionals fear that
when the diagnosis 1s referred to in the most
traditional sense, reflective of the medical or
illness perspective, it will be inconsistent with
professional values and ethics. For these profes-
sionals, an illness-focused perspective detracts
from an individual’s capacity for initiative based
on self~will or rational choice. Today, however,
this view is changing. Many mental health
professionals struggling for practice survival in
a competitive, cost-driven health care system
disagree. They feel that practice reality requires
that a traditional method of diagnosis be com-
pleted to receive reimbursement. In a fee-for-
service environment, the capacity for reim-
bursement determines and therefore influences
what professionals will be compensated for
providing the service. The climate within a
pressured service environment can make deter-
mining the right choices difficult and ethical
dilemmas more prevalent, making professional
decision making an important skill (Strom-
Gottfried, 2014).

In documenting treatment for reimburse-
ment, however, it is probably better to use the
term assessment or diagnostic assessment in place
of diagnosis (Dziegielewski & Leon, 2001).

Assessment is often not directly related to the
medical model, whereas the term diagnosis often
is (Barker, 2003). Assessments are usually related
to practice models, based on clinical expertise
and training designed to recognize the patient’s
holistic situation and taking into account indi-
vidual strengths and family support (Corcoran &
Walsh, 2010; Siebert, 2006).

Assessment Most mental health practitioners
obtain and complete assessment within the gen-
eral context of diagnostic considerations (Corey,
2012). According to Barker (2003), assessment
involves “determining the nature, cause, pro-
gression, and prognosis of a problem and the
personalities and situations involved,” as well as
understanding and making changes to minimize
or resolve it (p. 30). Assessment requires thinking
and formulating from the facts within a client’s
situation to reach tentative hypotheses and a
logical conclusion (Owen, 2008; Sheafor &
Horejsi, 2012). Therefore, assessment is an essen-
tial ingredient in the therapeutic process and the
hallmark of all mental health professional activ-
ity. An assessment is a collaborative process as it
becomes part of the integrated interactions
among client, therapist, multidisciplinary and
interdisciplinary teams, and support systems
(Corey, 2012). It controls and directs all aspects
of practice, including the nature, direction, and
scope; however, the assessment and diagnosis
cannot be separated and must be continually
updated as part of the intervention process
(Corey, 2012).

For practitioners who often fill many difter-
ent roles as part of a collaborative team, the
process of assessment must reflect diversity and
flexibility. Environmental pressures and changes
in client problem situations require examining
and reexamining the client’s situation for accu-
racy. If the process of assessment is rushed,
superficial factors may be highlighted while sig-
nificant ones are de-emphasized or overlooked.
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Professionals bear administrative and economic
pressures to make recommendations for con-
sumer protection while balancing fiscal and
reimbursement concerns. Consumer protection
is paramount and should never take second place
to cutting costs—health care quality should
always be preserved.

The problem of differentiating between
diagnosis and assessment is not unique to any
one of the counseling disciplines. Because none
of the helping professions developed in isola-
tion, the individual assessment process has been
influenced by many disciplines, including med-
icine, psychiatry, nursing, psychology, and
social work. Historically, assessment has been
referred to as diagnosis or the psychosocial diagnosis
(Rauch, 1993). Although further similarities
seem to exist, professional helpers should not
accept the terms as interchangeable. Diagnosis
focuses on symptoms and assigns categories that
best fit the symptoms the client is experiencing.
Assessment 1s broader and focuses on the
functional ability of person-in-situation or per-
son-in-environment to achieve activities of
daily living.

This blurring of terminology is becoming
customary, and even the previous version, DSM-
IV-TR (APA, 2000), used both words. At times,
these words appear interchangeable throughout
the books when used to describe the diagnostic
impression. It seems that terminology as well as
the resulting helping activities and subsequent
practice strategies have been forced to adapt to
the dominant culture (Dziegielewski, 2013) and
the models for service delivery, which guide
their structure and implementation. Because
these expectations deal with the pressures of
reimbursement for service, they influence and
guide practice intervention and strategy. There-
fore, the role of assessment and diagnosis, regard-
less of what we call it, is a critical one because it
can determine what, when, and how services
will be provided.

A COMBINATION APPROACH:
THE DIAGNOSTIC ASSESSMENT

The features inherent in a diagnostic assessment
can overlap with the subsequent practice strategy.
The distinction, which is present, is that the term
diagnosis 1s utilized to describe a presenting con-
dition, and an assessment is utilized to acquire
information to describe and/or verify the pres-
ence of a condition. Furthermore, assessment can
be used more broadly to include taking into
account a larger context at each step of the
process, including understanding a client’s per-
sonality, problems, strengths, and related infor-
mation about relevant social and interpersonal
considerations that influence his or her mental
health (Corcoran & Walsh, 2010; Dziegielewski,
2013). These terms are often used interchange-
ably, but the primary difference lies in the fact that
the focus of the assessment is applied to practice
strategy. In this text, the term diagnostic assessment
is used simply as a combination of both terms.

In diagnostic assessments, the foundation
and goals for therapy are established, and con-
firmatory and disconfirmatory strategies are uti-
lized to elicit information to confirm diagnosis
and/or test the viability of an alternative diagno-
sis (Owen, 2011). Much of the client—provider
interaction is asking questions, establishing
mutual goals for therapy and alliance, and acquir-
ing information to formulate a diagnostic
impression. In addition to the diagnostic criteria,
a comprehensive assessment goes further by
seeking information on a wide variety of per-
sonal and environmental factors. Gathering this
additional information contributes to increased
understanding of the mental health disorder and
supplements the treatment context by taking
into account the influence of the individual’s
relational systems.

Five factors guide the initiation of accurate
diagnostic assessment that will ultimately relate
to the implementation of practice strategy.
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When working with individuals and preparing to
complete the diagnostic assessment, professional
practitioners should:

1.

Examine carefully how much infor-
mation the client is willing to share
and the accuracy of that information.
This ensures the depth and application
of what is presented, as well as the
subsequent motivation and behavioral
changes that will be needed in the inter-
vention process. Gathering information
from the DSM and evaluating whether it
matches what the client is reporting
requires an awareness of this phenome-
non as it relates to how the symptoms
are reported. Focusing on information
that is readily available and forming
quick impressions and conclusions can
lead to incomplete or inaccurate infor-
mation (Owen, 2008). Pay special atten-
tion not only to what the client is saying
but also to the context in which this
information is revealed. What is going
on in the client’s life at this time? What
systemic factors could be influencing
certain behaviors? What will revealing
the information mean to family and
friends, and how will it affect the client’s
support system? Gathering this informa-
tion is important because a client may
fear that stating accurate information
could have negative consequences. For
example, clients may withhold informa-
tion if they feel revealing it may have
legal (imprisonment),
social consequences (rejection from
family or friends), or medical implica-
tions (rehospitalization).

Gather as accurate a definition of the
problem as possible. It will guide not
only the diagnostic assessment but also
the approach or method of intervention

ramifications

that will be used. Furthermore, the
temptation to let the diagnostic impres-
sion or intervention approach guide the
problem rather than allowing the prob-
lem to guide the approach should always
be resisted (Sheafor & Horejsi, 2012). So
much of the problem identification pro-
cess in assessment is an intellectual activ-
ity. The practitioner must never lose sight
of the ultimate purpose of the assessment
process, which is to complete an assess-
ment that will help to establish a concrete
service plan to address the client’s needs.
Be aware of how a client’s beliefs can
influence or affect the interpretation of
the problem. An individual’s worldview
or paradigm shapes the way the events
that surround the situation are viewed.
Most professionals agree that what an
individual believes creates the founda-
tion for who he or she is and influences
how he or she learns. In ethical and
moral professional practice, these indi-
vidual influences must not directly affect
the assessment process. Therefore, the
practitioner’s values, beliefs, and prac-
tices influencing treatment outcomes
need to be clearly identified at the onset
of treatment. Practitioners need to ask
themselves, “What is my immediate
reaction to the client and the problem
expressed?” Clients have a right to make
their own decisions, and the helping
professional must do everything possible
to ensure this right and not allow per-
sonal opinion to impair the completion
of a proper assessment. Because coun-
seling professionals are often part of an
interdisciplinary team, the beliefs and
values of the team members must also
be considered. Awareness of value con-
flicts that might arise among team mem-
bers is critical to prepare for how
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personal feelings and resultant opinions
might inhibit them from accurately per-
ceiving and assessing the situation. As part
of a team, each member holds the addi-
tional responsibility of helping others on
the team be as objective as possible in the
assessment process. Values and beliefs can
be influential in identifying factors within
individual decision-making strategies;
they remain an important factor to con-
sider and identify in the assessment pro-
cess (Sue & Sue, 2013).

Openly address issues surrounding cul-
ture and race in the assessment phase to
ensure that the most open and receptive
environment is created. Simply stated,
the professional practitioner needs to be
aware of his or her own cultural limita-
tions, open to cultural differences, and
able to recognize the integrity and
uniqueness of the client while utilizing
the client’s own learning style, including
his or her own resources and supports
(Dziegielewski, 2013; Sue & Sue, 2013).
Ethnic identity and cultural mores can
influence behaviors and should never be
overlooked or ignored. For example, in
utilizing the DSM-5, cultural factors are
stressed prior to establishing a diagnosis.
The DSM-5 emphasizes that delusions
and hallucinations may be difficult to
separate from the general beliefs or prac-
tices related to a client’s specific cultural
custom or lifestyle. For this reason, the
DSM-5, like the DSM-IV-TR, includes
an appendix that describes and defines
culture-bound syndromes affecting the
diagnosis and assessment process (APA,
1995, 2000, 2013).

The assessment process must focus on
client strengths and highlight the client’s
own resources for addressing problems
that affect his or her activities of daily

living and for providing continued sup-
port (Lum, 2011). Identifying strengths
and resources and linking them to prob-
lem behaviors with individual, family,
and social functioning may not be as easy
as it sounds. There is a tendency to focus
on the individual’s negatives rather than
praising the positives, which is further
complicated by time-limited interven-
tion settings in which mental health pro-
fessionals must quickly identify individual
and collectively based strengths (Dziegie-
lewski, 2008). Accurately identifying cli-
ent strengths and support networks in the
diagnostic assessment is critical, as they
will be incorporated into the suggested
intervention plan to provide a means for
continued growth and wellness beyond
the formal treatment period.

In the diagnostic assessment, three aspects
must always be considered:

1.

Determine the existence of a disorder,
disease, or illness supported by somatic,
behavioral, or concrete features.
Ascertain the cause or etiology of the
disorder, illness, or disease based on
features in the client that are severe
enough to influence occupational and
social functioning.

Base any diagnostic impression on a
systematic, scientific examination of the
client’s reported symptoms, always tak-
ing into account the client’s situation
(Kraemer, Shrout, &Rubio-Stipec,2007).

DSM-5 UPDATES AND
STRUCTURAL CHANGES

To complete a diagnostic assessment, the actual
information presented in each criteria set must be
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utilized. When the DSM-5 task force began to
set the stage in 2006 by appointing chairs for the
13 diagnostic work groups, the work of the
committee began. At this time, an emphasis
was placed on creating a more multidisciplinary
task force where any conflicts of interest were
disclosed. In 2010, the work of the task groups
was opened to the public for professional view-
ing and opportunities for public comment of the
review. In 2010, for the first time in the history
of the DSM, the professional community,
through postings on the APA website (http://
www.dsmb.org), allowed other professionals to
comment. More than 8,000 submissions were
received, and each was systematically reviewed
by the work groups. Among other supportive
efforts, each work group had the opportunity to
view the original classifications and correct fac-
tual errors. In the organizational structure out-
lined in the DSM-5 introductory pages, it is clear
that the APA took extensive painstaking steps to
ensure that the professionals engaging in this
process had the latest in terms of information
based on research and evidence-based practice.

This allowed work teams to complete (a)
comprehensive and systemic reviews of the pub-
lished literature, (b) reanalysis of the already
collected data sets, (c) public professional and
expert review with feedback from community
professionals, and (d) extensive issue-focused
academic and public field trials (APA, 2013).
As stated clearly in DSM-IV-TR, projective test-
ing alone was insufficient as supporting evidence
for placement in a diagnostic category. In foren-
sic settings and regardless of the supporting crite-
ria, a diagnostic label should be used with
caution, because of the symptom variation
among those suffering from a mental disorder.
Therefore, in forensic settings, the risks and
limitations of doing so should be clear, and other
supportive measures such as adaptive functioning
should be utilized. In forensic settings, caution
should be at the forefront when criteria are being

applied as a legal definition of a mental disorder
or mental disability. Therefore, a mental disorder
alone should never be used to determine com-
petence, criminal responsibility, or disability.
Information needs to describe a person’s behav-
ioral problems and other functional impairments.

DSM-5: Based in Research Evidence

As explained in Chapter 1, one of the major
weaknesses in earlier editions of the DSM is that
they generally focused on descriptive rather than
etiological factors. This was somewhat addressed
in DSM-IV, and to further this progress, DSM-
IV-TR addressed this shortfall by updating the
supportive information using (a) literature
reviews, (b) data analysis and reanalysis, and (c)
field trials. Like DSM-5, in the DSM-I1" and the
DSM-IV-TR, literature reviews were conducted
to elicit clinical utility, reliability (did the same
criteria continue to present from case to case?),
descriptive validity (did it actually describe what
it was meant to describe?), and psychometric
performance criteria (were common character-
istics of performance on psychometric tests listed
in the criterion?). Similar to DSM-IT"and DSM-
IV-TR, a number of validating variables were
identified and studied. This research, including
systematic and computerized reviews, ensured
that evidence-based information was utilized to
support the suggestions made by the individual
work groups.

Thus, the two most recent editions of the
DSM, unlike their predecessors, include efforts
to incorporate the best mix of practice wisdom
and research for determining the criteria and
characteristics of the categories presented. This
trend was exemplified in DSM-5, including not
only clinical field trials but also large academic
field trials. In addition, special attention was
given to establishing reliability information
related to the criteria included and the modifi-
cations made. Similar to DSM-IV/, the literature
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QUICK REFERENCE 2.4

The DSM-5 changes are based on:
Clinical field trials

Large academic field trials
Professional, public, and expert feedback

Improved reliability of the assessments

Basis FOR CHANGES IN THE DSM-5

reviews were conducted to elicit clinical utility
and reliability (did the same criteria continue to
present from case to case?), as well as testing new
measurement instruments and criteria related to
psychometric performance. What DSM-5 added
in this area was the benefit of almost two decades
of new research that culminated in an intensive
6-year process of additional literature reviews,
data analysis, and periodic public professional
comment. All information from these sources
was treated with importance, especially when
evidence was either lacking or inconclusive in
supporting work group recommendations (see
Quick Reference 2.4).

Changes to Organizational Structure

The structure and presentation of the DSM-5
may appear significant to those skilled in using
the previous version of the DSM. One of the
biggest structural changes rests in the assumption
that diagnoses need to flow in a developmental
order, taking into account development and life

span considerations. From this perspective,
disorders that can generally manifest in infancy
or childhood come before those most likely to
occur in adolescence, young adulthood, and so
on. Within this organizational structure, the men-
tal disorders that can occur in infants, children, and
adolescent disorders are listed first in each respec-
tive chapter. This lead to the elimination of the
Child Disorders section outlined in DSM-I1"and
DSM-IV-TR. Terminology that may be helpful
to note in DSM-5 is neurodevelopmental and neuro-
cognitive (see Quick Reference 2.5).

Presenting diagnoses across the life span is
intended to help practitioners take into account
the natural order of occurrence and assist with
the clinical assessment. Using a developmental
life span approach has required many of the
chapters in DSM-IT-TR to be collapsed, sepa-
rated, or moved. One major reason for this
organizational restructuring is the task force’s
desire to improve clinical utility. For example,
a new disorder was added to the DSM-5 termed
disruptive mood dysregulation disorder (DMDD),

QUICK REFERENCE 2.5

BaAsic DEFINITIONS

Neurodevelopmental: Examines diagnoses across the life span.
Disorders most frequently diagnosed in childhood.

Neurocognitive: Disorders most frequently diagnosed in adulthood.
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which is a type of persistent depressive irritability
that is generally diagnosed in children and adoles-
cents between the ages of 7 and 18 years. With
the young age of onset and the pediatric course, it is
listed first in the chapter on the depressive disorders
and followed by other depressive disorders that are
not only found in childhood and adolescence.
Another major change in DSM-5 that resulted
in organizational changes was the attempt to
clarify the boundaries between what constitutes
normal human functioning and what constitutes a
mental disorder. This is an important distinction,
especially for working with children and adoles-
cents. For example, when does the agitated teen-
ager represent what could be considered a typical
impulsive act in response to a problem, and when
is it assessed to be something more? Depressive
symptoms in the adult simply may not present the
same as in adolescents. In the 30-year-old male, for
example, the mood may be depressed and the
congruent affect is sad or blunted, whereas in the
adolescent the mood may still be depressed but
may present as angry and agitated. This angry and
impulsive behavior could in turn result in one or
more repeated acts that are interpreted as mood
swings similar to bipolar disorder. Fine distinctions
to clarify criteria as relevant were included in each
section, and criteria were reformulated, moved, or
deleted to facilitate diagnostic decision making.
In summary, four major premises guided all
revisions in this edition of the DSM. The first
involved clinical utility. Since the book was

designed to be used by practitioners, all revisions
had to be applicable and feasible for use in the
clinical practice setting. This premise was central
to getting professional feedback in the open
windows of opportunity provided. Second, mul-
tiple clinical and academic field trials were con-
ducted to test current and past diagnostic criteria.
This information was to be added to a rich
database of existing studies, and analysis and
reanalysis were conducted. Therefore, all rec-
ommendations were to be guided by research
evidence. The third premise was the simple
contention that the DSM-IV and DSM-IV-TR
had been deeply embedded in current diagnostic
procedures, and when possible, continuity
between the two volumes should be maintained.
Fourth, the need for openness and functional
changes rested in the expectation that no prior
constraints should be placed on the degree of
change between the DSM-5 and its predecessors
DSM-IV and DSM-IV-TR (see Quick Refer-
ence 2.6). Thus, this latest version of the DSM
has continued the effort to incorporate the best
mix of clinical practice wisdom and research for
determining the criteria and characteristics of
categories presented.

The Dimensional Assessment

A purely categorical approach is limited to indi-
vidual interpretation on the part of the client as
well as the practitioner. Reporting symptoms

QUICK REFERENCE 2.6

Supporting the Changes and Use of DSM-5

Highest priority is clinical utility—useful to clinicians

All changes based in research evidence

Keep continuity with DSM-IV and DSM-IV-TR as much as possible

No predetermined constraints on changing structure or format if problematic
Adopt a development life span approach

Help to differentiate what constitutes normal human functioning
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can be confusing for clients and make it difficult
to quantify experiences and what is actually
happening. Many times clients are not thinking
clearly, and the influence of physical or mental
pain or discomfort can affect all subsequent
interpretations of what they believe is happening
to them. Subsequently, this confusion and ambi-
guity can also affect the decisions clients make
and how they are viewed. Picking from a list of
symptoms at one point in time can easily fall
short of understanding the context of what is
happening, thereby limiting treatment applica-
tion. A categorical approach can also fall short
when it comes to the practitioner’s interpreta-
tion. If a diagnostic assessment is limited to the
information the client presents, it can fall short in
terms of treatment. When information is limited,
from the perspective of the practitioner, no
matter how experienced he or she is, the diag-
nostic assessment can target different symptoms
that result in different interpretations (Rashidian
et al., 2008). Regardless, the diagnostic assess-
ment must take into account information from
the client, the family system, and other confir-
matory methods, and it is here that some feel the
categorical approach may come up short.
Therefore, the emphasis of the DSM-5 and
inclusion of the dimensional assessment would
allow the patient’s full range of symptoms to be

reported, and these symptoms can be noted in
terms of severity with specific criteria to establish
what constitutes mild, moderate, severe, and
very severe. This also allows noting important
factors that can affect the diagnostic assessment as
well as the individual’s behavior, such as depre-
ssed mood, anxiety, sleep level disturbances, and
other factors that could easily be overlooked in a
strictly categorical assessment. Noting these fac-
tors allows the full range of symptoms to be
evaluated and documented. Examining this
full spectrum of pathology enables inclusion
of dimensionalization, a concept that explains
the importance of recognizing comorbidity
(Paris, 2013).

DSM-5: SECTIONS AND APPENDICES

Section I

In its latest version, the DSM is broken down into
three sections and ends with seven appendices (see
Quick Reference 2.7). Section I provides an
introduction to the manual, some rationale for
the changes, and instructions on how to use the
updated manual. It provides an overview of the
structure, content, and applications of the manual
that are at the core of understanding each chapter

QUICK REFERENCE 2.7

DSM-5: Three Sections

and codes (ICD-9-CM and ICD-10-CM).

Section I: Introduction and directions on how to use the updated manual

Section II: Outline of the categorical diagnoses that eliminated the multiaxial system
(20 disorder chapters plus 2 supporting chapters)

Section III: Subsections covering assessment measures, cultural formulation, an
alternative DSM-5 model for persondality disorders, highlights of the changes from
DSM-IV to DSM-5, a glossary of terms, and an alphabetical listing of DSM-5 diagnoses

Appendices: Seven appendices providing supporting information.
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and properly supporting the mental health diag-
nosis. A review of the research and attempts at
harmonization, as previously explained in this
chapter, are presented. This new edition takes
some of the aspects of the older edition and
expands them to provide a more comprehensive
view of making the diagnostic impression, while
deleting the formulation of the multiaxial diag-
nosis that many practitioners had come to depend
upon. Section I also adds information related to
the dimensional assessment that was introduced
previously in this chapter.

Section II

Section II has 20 chapters that outline the docu-
mented mental disorders with 2 other related
chapters, for a total of 22 chapters (see Quick
Reference 2.8). For chapters 1 to 20, all disorders

listed must match the definition of a mental
disorder. The DSM warns that deciding on a
diagnosis can be multifaceted and requires the
skills of a trained practitioner. In DSM-5, a mental
disorder is defined as “a syndrome characterized
by clinically significant disturbance in an individ-
ual’s cognition, emotional regulation, or behavior
that reflects a dysfunction in the psychological,
biological or developmental processes underlying
mental functioning” (APA, 2013, p. 20). In addi-
tion, it must be accompanied by clinically signifi-
cant impairment in social, occupational, and
other daily activities. Therefore, each of the first
20 chapters provides an overview of the types or
spectrum of disorders that can be classified in the
chapter. Because each mental disorder in the chap-
ter was placed there on account of its similarities,
the specific criteria for the individual diagnoses
follow, where differences are highlighted. Each

QUICK REFERENCE 2.8

Neurodevelopmental Disorders

Schizophrenia Spectrum and the Other
Psychotic Disorders

Bipolar and the Related Disorders
Depressive Disorders
Anxiety Disorders

Obsessive-Compulsive and the
Related Disorders

Trauma and Stressor-Related Disorders
Dissociative Disorders

Somatic Symptom Disorders

Feeding and Eating Disorders
Elimination Disorders

Sleep-Wake Disorders

Sexual Dysfunctions

DSM-5, Section I

Gender Dysphoria

Disruptive, Impulse Control, and Conduct
Disorders

Substance-Related and Addictive Disorders
Neurocognitive Disorders

Personality Disorders

Paraphilic Disorders

Other Mental Disorders

Medication-Induced Movement Disorders
and Other Adverse Effects of Medication*

Other Conditions That May Be a Focus of
Clinical Attention**

*Not considered mental disorders.
**Includes other conditions and problems that require
clinical attention but not a mental disorder.
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disorder within the chapter is listed separately, and
the criteria for the diagnostic assessment are out-
lined to show how it relates, identifying clearly the
criteria that must be present for it to cause signifi-
cant distress or disability. It also takes into account
specific supporting information such as diagnostic
features that are described later in this chapter.

The only chapter with a slightly different
format is Chapter 20, “Other Mental Disorders.”
This chapter has been included to address the broad
range of mental disorders that are directly or
indirectly linked to a medical cause and the degree
to which this medical cause affects the mental
health symptoms displayed. In these conditions,
there is a clear (other specified mental disorder due
to a medical condition) documented medical
condition. It can also be used when the practitioner
is not comfortable diagnosing a mental disorder
because of the medical symptoms that may com-
plicate its presentation (unspecified mental disorder
due to another medical condition) or there is not
enough information at the time to clearly say what
the mental disorder is. This chapter also identifies
the term “Other Specified Mental Disorder” as a
provisional category where the practitioner decides
to not list the mental disorder for a variety of reasons
or the individual does not fully meet the criteria for
a disorder. When this diagnosis is used, document-
ing the reason for selecting it is required. This differs
from “Unspecified Mental Disorder,” which
would be used in situations where not enough
information exists or there is an emergency situa-
tion that will not allow a full comprehensive
assessment.

The last two chapters are not considered
mental disorders but rather provide supportive
information for completing a comprehensive
diagnostic assessment. The first of the two chap-
ters is related to medication usage and the adverse
effects that can complicate mental health condi-
tions. Because it is often difficult to determine
whether the medication used to treat a mental
health condition actually caused the resulting

medical condition, a causal relationship is difficult
to ascertain. What is most important, however, is
recognizing how these medication-related con-
ditions can influence the mental health condition
the client is experiencing. These medications
important to treatment can also complicate and
create other medical conditions.

Conditions related to medication that are
listed in this chapter are not mental disorders,
and this information is provided for supportive
reasons only. Disorders listed in this chapter
include neuroleptic-induced Parkinsonism and
other medication-induced Parkinsonism, which
involves a characteristic set of side effects such as
tremors and muscle rigidity that generally occur
within a few weeks of either starting or reducing
the dosage of a neuroleptic medication. Other
medication-related conditions in this chapter
include neuroleptic malignant syndrome, medi-
cation-induced disorders, medication-induced
acute dystonia, and medication-induced acute
akathisia, which are often related directly to the
dosage of the medication received. Tardive dys-
kinesia, tardive dystonia, tardive akathisia, and
other medication-induced movement disorders
are generally related to characteristic movement-
related symptoms. Medication-induced postural
tremor is often seen with anxiety symptoms
related to excessive cafteine and other stimulants.
Also highlighted in this chapter is antidepressant
discontinuation syndrome, symptoms seen after
the abrupt discontinuation of antidepressant med-
ications after taking them for atleasta month. This
chapter concludes with other adverse effect of
medication; this category is reserved for side
effects that are not movement related but can
have other effects on the body, such as severe
hypotension, cardiac arrhythmias (heart rate and
rhythm concerns), and priapism (a prolonged and
painful penile erection that can last from a few
hours to days).

The last chapter in this section is “Other
Conditions That May Be a Focus of Clinical
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Attention.” This chapter in DSM-5 has been
rearranged and takes on increased importance
in highlighting the circumstances that may relate
directly to the occurrence of a mental disorder
and subsequently affect its care and treatment.
Areas presented include relational problems;
abuse and neglect; educational and occupational
problems; housing and economic problems;
problems related to crime or interaction with
the legal system; other health service encounters
for counseling and medical advice; problems
related to other psychosocial, personal, and envi-
ronmental circumstances; and other circum-
stances of personal history. This chapter and
the circumstances presented are further high-
lighted in the next chapter; when present, these
factors could affect the diagnostic assessment.

For those familiar with DSM-IV" and DSM-
IV-TR, the new structure and division of the
chapters in Section II may at first seem confusing.
For example, in DSM-1V, there was one chapter
for the Mood Disorders that included both the
bipolar disorders and the depressive disorders.
This is not the case now, as in DSM-5 they
have been separated into individual chapters.
The same is true for the anxiety disorders. This
restructuring is accompanied by numerous reclas-
sifications and the addition of several new disor-
ders. It appears that careful thought went into not
only separating the disorders into individual chap-
ters but also rearranging selected disorders to
match the new focus on the life span approach,
along with research evidence. Each individual
chapter has a short description of what was in
DSM-IV-TR just to help bridge the changes in
structure and format for those familiar with the
older version.

Section III

The last section of the manual, Section III,
provides supportive information to enhance
the clinical decision-making process. Subsections

covered in Section III include assessment mea-
sures, cultural formulation, an alternative DSM-5
model for personality disorders, and conditions
for further study.

In Section III, the first subsection begins by
outlining the importance of assessment mea-
sures and explains the purpose and basics of
using a dimensional assessment. This is coupled
with the crosscutting of symptoms. The sup-
porting information provided in this subsection
is designed to bridge the primarily categorical
assessment system of its predecessor to a more
dimensional one. From this perspective, the
practitioner is encouraged to acknowledge
the diagnostic criteria while documenting the
crosscutting or overlapping of symptoms. This
emphasis allows for explication of the relation-
ship between symptom characteristics of more
than one disorder without the creation or
addition of a second disorder. For example,
how many times have you worked with a
depressed client who was also anxious? Doc-
umenting with the dimensional assessment and
taking into account the crosscutting of symp-
toms enable noting all evident symptoms, even
those that might be more consistent with a
different diagnosis. Therefore, a primary diag-
nosis of major depressive disorder could be
cross-tabulated with symptoms of anxiety with-
out requiring a second diagnosis. Being able to
document all symptoms related to a primary
diagnosis and any secondary symptoms allows
the practitioner to make a stronger diagnostic
assessment while avoiding an unnecessary label
indicative of a second diagnosis.

In taking into account the crosscutting of
symptoms, DSM-5 gives practitioners the possi-
bility of two levels of symptom assessment and
rating. The first level involves a brief survey of 13
domains for measuring symptomology in adult
patients and 12 domains for child and adolescent
patients. Level two provides a more in-depth
level of assessment of certain domains. To
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supplement the written text, DSM-5 also ofters
some aspects of this second level of assessment for
crosscutting  online  (http://www.psychiatry
.org/dsmb5).

Because the DSM does not suggest treat-
ment, for practitioners it becomes essential to
realize that, for the most part, many treatments
just treat the symptoms, not the underlying
mental disorder. Similar to treating most medical
conditions by addressing the symptoms, mental
disorders can follow a similar path. For example,
whether we use antidepressants for the treatment
of a diagnosed anxiety disorder or a depressive
disorder, the benefits for the patient may be
similar, regardless of the diagnosis assigned. If
we used cognitive behavioral therapy to treat
either of these diagnosed mental disorders, the
outcome could also be the same, regardless of the
specific diagnosis. A dimensional assessment with
the use of crosscutting of symptoms provides a
more complete diagnostic assessment that will
more easily relate to a symptom-focused treat-
ment regime, regardless of the specific diagnosis.

The second measurement option provided is
the “Clinician-Rated Dimensions of Psychosis
Symptom Severity.” This dimensional measure-
ment may be particularly helpful in supporting
diagnoses related to Schizophrenia spectrum and
other psychotic disorders because it measures the
degree of cognitive or neurobiological factors
related to an illness. This particular assessment
can help in completing a more comprehensive
assessment by identifying multiple dimensions of
psychosis, including positive symptoms (halluci-
nations, delusions, and disorganized speech),
abnormal psychomotor behavior (such as cata-
tonia), and negative symptoms (restricted emo-
tional expression or activity). The scale measures
eight specific domains and measures information
over a 7-day period. Each domain including
hallucinations, delusions, disorganized speech,
abnormal psychomotor behavior, negative
symptoms such as avolition and restricted

emotional affect, and impaired cognition,
depression, and mania are recorded on a scale
from O (not present) to 4 (present and severe). It
is expected that this scale will be completed upon
initial assessment and as needed each 7-day
period afterwards. Consistent high scores in a
particular area can help the practitioner to target
interventions.

The third assessment measure presented in
Section III is a scale designed to measure indi-
vidual disability for adults age 18 and older. This
scale, referred to as the WHODAS 2.0, is pub-
lished by the World Health Organization. More
information related to this scale and how it
applies to the diagnostic assessment is presented
in the next chapter. The fourth assessment mea-
sure in Section III is related to culture. “Cultural
Formulation” presents a measurement instru-
ment termed the Cultural Formulation Inter-
view (CFI) and goes into depth on how to best
identify and measure cultural information. An
outline for how to gather cultural information is
presented, and for the first time in the DSM, a
scale is included to help measure it. This CFI and
how to best utilize it for taking into account the
cultural aspects of a problem are outlined further
in the next section of this chapter.

Next in Section III is an “Alternate DSM-5
Model for Personality Disorders.” This sub-
section addresses the problem of how some
personality disorders may have overlapping traits
with others. Although the DSM-5 did not
change the chapter describing the personality
disorders significantly from what was in DSM-
IV and DSM-IV-TR, this additional subsection
provides the potential for an expanded approach.
It focuses on personality functioning and per-
sonality traits and identifies specific criteria. An
alternative model takes the 10 primary personal-
ity disorders and reduces them to 6 primary
disorders (antisocial, avoidant, borderline, narcis-
sistic, obsessive-compulsive, and schizotypal per-
sonality disorder). Specific criteria are outlined,
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and if the criteria for the diagnosis are met and
other traits exist that do not meet full criteria,
they can be noted as specifiers. This option is not
present in the current classification but included
in this section as an alternate approach that pro-
vides further modification and re-classification
of the personality disorders currently listed in
Section II.

To help classify these trait disorders, the Level of
Personality Functioning Scale is presented. This
scale looks at 4 elements (identity, self-direction,
empathy, and intimacy) and rates them on a scale
from O (little or no impairment) to 4 (extreme
impairment). Examples related to each area are
outlined. In addition, there is a listing of personality
trait domains and facets with definitions for each.
More regarding this typology and its potential
application is presented in Chapter 13 of this text.

Section III ends with a list followed by
detailed explanations of Conditions for Further
Study. The diagnoses in this section, although
not present in the disorder chapters of the text,
are to make the practitioner aware of these
potential disorders and to provide common
grounding for further development as research
continues to emerge.

Appendices

The DSM-5 ends with seven appendices used to
support the information in the text. This differs
from the 11 appendices in DSM-IV and DSM-
IV-TR. In this latest version, the appendices have
been deleted or changed and do not match the
previous version. For example, one major
change is the deletion of the previous Appendix
G, which contained the ICD-9-CM codes for
selected general medical conditions and medica-
tion-induced disorders. It listed the general med-
ical conditions and matched these conditions
with the ICD-10-DRC codes. This section
also allowed for coding concerning certain med-
ications (prescribed at therapeutic doses) that can

cause substance-induced disorders. The effects of
(E-codes) as
optional and, when used, would have been
listed on Axis I. This appendix has been com-
pletely deleted, and no medical codes from the
DSM are listed in the new version of the

these medications are coded

appendix section. To document these accom-
panying medical conditions, the practitioner is
advised to go directly to the relevant edition of
the ICD. Also deleted was the appendix about
decision trees that could be used to assist with
differential diagnosis. With the inclusion of the
dimensional assessment criteria and crosscutting
of symptoms, it is hoped that decision trees will
not be needed to supplement the existing crite-
ria and, if needed, can be ascertained from other
supportive sources.

Of the seven appendices that are included,
the first highlights the changes from DSM-IV to
DSM-5; to help the reader compare the two
versions, all changes and the descriptions are
listed in the same order as presented in DSM-5.
This appendix is followed by a “Glossary of
Technical Terms” that defines words
throughout the book to ensure that a clear and
concise definition is outlined, especially when
actual text definitions may be limited. The third
appendix is a “Glossary of Cultural Concepts of
Distress” that have been adapted and updated
from DSM-IV, where they were termed cul-
tural-bound syndromes. Because these cultural
concepts of distress, if unrecognized, can compli-
cate the diagnostic assessment, they are discussed
further in the next section of this chapter. The
next three appendices are related to numerical
listings and comparison to the ICD. The first is an
alphabetical listing of the DSM-5 diagnoses and
codes (ICD-9-CM and ICD-10-CM); the second
and third are numerical listings of the ICD-9-CM
and the ICD-10-CM, respectively. The last
appendix is an extensive list of the DSM-5 advisers
and others who contributed to the updates in this
latest edition.

used
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IMPORTANT SECTIONS IN THE DSM-5

The DSM-5 has 20 chapters that are dedicated to
each category of disorders listed. At the begin-
ning of each chapter is an overview of the
disorders outlined in that particular chapter,
listing what they are and what they have in
common. For example, in the chapter on schiz-
ophrenia spectrum and other psychotic disorders,
key features that define all of the psychotic
disorders in the chapter are outlined, highlight-
ing what they share, with each listed and orga-
nized along a gradient of psychopathology. For
those familiar with DSM-IV and DSM-IV-TR,
this presents, in some cases, a very difterent order
for listing. One reason for this change is the
commitment that the DSM-5 task force made
to base placement of the diagnoses on two
primary factors: developmental life span and
the gradient of psychopathology. For each dis-
order in the DSM-5, the authors describe the
primary characteristics of the disorder and pro-
vide additional available diagnostic information
(see Quick Reference 2.9). Depending on the

information available and the importance to the
diagnosis, some of the sections for each of the
disorders may vary.

When available, the diagnostic criteria are
divided under separate headings with categories
such as diagnostic features, which is always listed for
each individual diagnosis. The information under
the diagnostic features helps to clarify the specific
criteria of a disorder with examples of relevant
behaviors that further explicate the criteria.

Another important section with supporting
information is termed “Associated Features Sup-
porting the Diagnosis.” In this section, character-
istics that support the diagnosis are informally
divided into three sections: descriptive features,
laboratory findings, and information associated
with features related to the physical examination
or other medical conditions. The section on lab
findings is further broken down into three areas:
diagnostic (tests available to determine etiology),
confirmatory of the diagnosis (tests supporting
the diagnosis but not providing etiological basis),
and complication(s) of the disorder (conditions
often found in conjunction with or as a result of

Presentation of the Disorders

and physiological)

Course Modifiers
Culture-Related Diagnostic Issues
Gender-Related Diagnostic Issues

Suicide Risk

Functional Consequences
Differential Diagnosis
Comorbidity

m  Diagnostic Features (outlines specific criteria)

Associated Features Supporting the Diagnosis (characteristics)
Prevalence (adults, males, females, etc.)

Development and Course (signs and how long it lasts)

Risk and Prognostic Factors (temperamental, environmental, genetic,

Diagnostic Markers (sleep history and a sleep diary)




46 UTirt1zING THE DSM-5: ASSESSMENT, PLANNING, AND PRACTICE STRATEGY

it, such as electrolyte imbalance and anorexia).
This section, along with the diagnostic features,
is a must read for all clinicians because it presents
the descriptive features of the mental disorder, as
well as predisposing factors and complications.
Awareness of the associated laboratory findings
can help to ensure that, as part of collaborative
team, aspects important to the diagnosis have
been addressed and the most common medical
conditions that can accompany the condition
are noted.

For example, under the disorder schizophre-
nia (listed in Schizophrenia Spectrum and the
Psychotic Disorders), “Associated Features Sup-
porting the Diagnosis” note symptoms that may
accompany this disorder, such as inappropriate
affect, mood, and other types of symptoms that
can impair perceptions of reality, judgment, and
insight. Also in this section, the text highlights that
there are no radiological, laboratory, or psycho-
metric tests for the disorder. This is an important

section to read. There are no tests for this partic-
ular disorder, but for other disorders, this may not
be the case, and recognition of them may be
central to a complete diagnostic assessment. In
the diagnostic assessment, the practitioner should
be alert to these factors and how they affect the
diagnostic criteria being exhibited (see 2.10).

In addition to “Diagnostic Features” and
“Associated Features Supporting the Diagnosis,”
other categories of supportive information rela-
tive to the diagnosis presented might be helpful.
These sections may vary somewhat on the infor-
mation available. Of particular importance 1is
“Prevalence.” For the practitioner, this section
is rich with information. It can help to define
how often the diagnosis occurs and with whom,
whether it is more common in certain groups
based on age and gender, and the types of
symptoms that could accompany this categori-
zation. In the section on “Development and
Course,” signs of the disorder related to age of

QUICK REFERENCE 2.10

Associated Features Supporting Diagnosis

Associated descriptive features and mental disorders: This category can include
features associated with the disorder but not critical to making the diagnosis.

Associated laboratory findings: This section can also provide information on three
different types of laboratory findings. First, when diagnostic tests are presented in a
section, they explain the cause of the etiology of the disorder. Second, the diagnostic
tests presented may not clearly be related to the disorder but seem to appear in other
groups of individuals who suffer from this disorder. Third, when relevant this section
can present the laboratory findings that are associated with complications resulting
directly from the disorder. These tests are presented because they help the practitioner
make a more comprehensive diagnostic determination. But when all three areas are
addressed, these findings are not generally required for formulating the diagnosis. For
the most part, tests provided in this category are associated with the diagnosis but do
not necessarily reveal the cause of etiology (e.g., computerized tomography [CT] scans
to assist in classification of types of neurocognitive disorders).

Associated physical exam findings and medical conditions: Awareness of these
findings related to the disorder can have significance in treatment.
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onset, how long it lasts, and the essential features
as the disorder progresses are outlined. When
available, “Risk and Prognostic Factors” are
described. Depending on the particular diagno-
sis, this section can describe temperamental,
environmental, genetic, and physiological factors
and other risk factors related to the diagnosis.
Other sections are “Culture-R elated Diagnostic
Issues,” “Gender-Related Diagnostic Issues,”
“Suicide Risk,” “Functional Consequences,”
“Differential Diagnosis,” and “Comorbidity.”
Other optional sections, depending on the diag-
nosis, include diagnostic markers, sleep distur-
bance, and other conditions. For example, in
comorbidity an individual can suffer from two or
more diagnoses that may or may not be related
but can complicate the assessment as well as
treatment. If the potential for comorbidity is
not taken into account, the practitioner may
have difficulty determining the symptoms that
are central to the presenting diagnosis and those
that may be situation-dependent. Because the
definition of dimensional is symptom-specific
and rooted in data-based observation rather
than biological markers, the clinician needs to
be careful not to allow overquantification of the
behavior to push it to the higher level of severity.
For example, with Cannabis Use Disorder,
under comorbidity, DSM-5 warns the practi-
tioner that cannabis is often referred to as a
gateway drug because an individual who uses
this drug is more likely to use drugs such as
opioids and cocaine. Equipped with this knowl-
edge, the practitioner knows to assess for the
potential of other drug usage and, when it exists,
how it can affect treatment outcomes. The
section on differential diagnosis clearly points
to the problem of identifying whether it is non-
problematic use, especially when it is linked to
problems with school, employers, or the legal
system. Information provided can be helpful in
improving the diagnostic assessment as well as
the treatment plans and strategy to follow.

Meaning of Clinically Significant

The practitioner needs to be well versed in the use
of the DSM and situational factors that need to be
part of the diagnostic assessment process. Know-
ing how to address these factors in clinical practice
is critical. Knowledge of the potential damage that
can occur from placing a diagnostic label
inappropriately is essential. The term clinically
significant indicates that a practitioner has clearly
linked the symptoms present in the mental dis-
order with how they stop or impair a client’s
current level of functioning. An individual who
exhibits the symptoms matching the criteria of a
mental disorder yet his or her individual, social, or
occupational functioning is not impaired should
not be given a diagnosis. A diagnosis should be
given only when the symptoms are severe enough
to interfere with or disturb functioning. This
makes the incorporation of environmental cir-
cumstances essential to support or negate the use
of a diagnostic category. Next, important sections
and diagnostic features associated with the DSM-5
are introduced. Remember, however, that
regardless of the diagnostic symptoms a client is
experiencing and whether these symptoms are
related to factors such as culture, age, and gender,
if the behavior is not considered clinically signifi-
cant, no diagnosis should be given.

CULTURE, AGE, AND GENDER-
RELATED INFORMATION

Culture has been defined as the “sum total of life
patterns passed from generation to generation
within a group of people and includes institutions,
language, religious ideals, artistic expressions, and
patterns of thinking, social and interpersonal rela-
tionships. Aspects of culture are often related to
people’s ethnic, racial and spiritual heritage”
(Kirst-Ashman, 2008, p. 36). Many individuals
are confused regarding the differences among
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culture, ethnicity, race, and the development of
an ethnic identity.

Ethnicity generally refers to one’s roots,
ancestry, and heritage. Culture generally relates
to values, understandings, behaviors, and prac-
tices (Ton & Lim, 2006). Although race and
culture are related, they are not the same. In
ethnicity, the groups have generally accepted
similar beliefs (Yeager, Cutler, Svendsen, & Sills,
2013). To provide a comprehensive diagnostic
assessment, all social workers need to take into
account clients’ personal beliefs about the etiol-
ogy and prognosis of their symptoms (Chang-
Muy & Congress, 2009).

Race is defined as a “consciousness of status
and identity based on ancestry and color,” and
ethnicity is all of that (e.g., religion, customs,
geography, and historical events) minus color
(Lee & Bean, 2004). Racial identity is not static
and can be fluid, depending on specific contexts.
These certainly are influenced by location of
residence, developmental stage, context of being
asked, and the perceived benefit or loss (Mays,
Ponce, Washington, & Cochran, 2003).

The development of ethnic identity stems
from the continuum of acceptance of a person’s
ethnicity. Ethnic identity is generally defined as a
common thread of heritage, customs, and values
unique to a group of people (Queralt, 1996).
These commonalties define and bond members,
producing an ethnic backdrop to everyday life.
Ethnicity can influence thinking and feeling and
pattern behaviors in both obvious and subtle
ways (Canino & Alegria, 2008). Culture, on
the other hand, is an umbrella term that can
include racial and ethnic identity (Congress &
Gonzalez, 2013).

Many individuals either embrace or reject
their ethnicity, relating it to personal and
ascribed identity or a particular reference group,
which dictates the primary support group to
which they turn for clarity of decisions (Helms,
1990). No two people seem to experience their

culture in the same way. And as race and eth-
nicity are more fluid than otherwise posited,
situational ethnicity addresses changing race or
ethnic identity within specific contexts (Mays
et al., 2003). Counselors must be careful not to
approach the client with any preconceived bias
or textbook definition of exactly what to expect
(Swartz-Kulstad & Martin, 1999).

The classifications of race and ethnicity
change dramatically with the new fluctuations
of immigration in the United States and the
frequency of intermarriage. A new cultural par-
adigm related to a blended society and multi-
racial considerations seems to be emerging.
Every culture has processes, healers, medications,
and prescribed medical practices that enter into
the shared view of what constitutes daily living.
These shared lifestyle patterns are reflected in
daily behaviors. Patterns of response can easily be
misinterpreted for something they are not, such
as reflective of pathology.

Taking into account the possibility of this
multifaceted presentation, practitioners continue
to encounter a wide range of ethnic minority
clients who present varied mental health prob-
lems and concerns. Although this book cannot
do justice to the unique characteristics, issues,
and challenges that each of these groups presents,
practitioners must be aware of the major con-
siderations for mental health practice with these
populations. This section of the chapter will
sensitize the reader to some of these considera-
tions and how they can affect the course of
mental health treatment.

Addressing Cultural Aspects
in the DSM-5

In the DSM-5, each diagnostic category seeks to
be sensitive to issues related to culture, age, and
gender and the effects these variables can have on
the client’s symptoms. This is particularly impor-
tant in terms of cultural diversity. Knowledge of
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QUICK REFERENCE 2.11

IDENTIFYING CULTURAL ASPECTS

Practitioners Need to Help the Client:

Identify and discuss the impact of current life circumstances that can affect daily
functioning.

Self-report race and ethnicity, respecting the self-identification of multiracial individ-
uals, in a manner consistent with how the client thinks of himself or herself Mays et al.,

2003).

Identify and acknowledge any psychological problems stemming from adaptation to a
new environment.

Identify and explore the degree to which the client has positive and supportive peer
relationships contributing to or reducing feelings of isolation and facilitating transition.

Identify social variables for which race or ethnicity serves as a proxy (e.g., social status,
neighborhood context, perceived discrimination, social cohesion, social capital, social
support, types of occupation, employment, emotional well-being, and perceived life
opportunities) (Mays et al., 2003).

Identity willingness to explore new coping skills to help negotiate his or her environment.

and sensitivity to cultural aspects that can con-
tribute to a client’s overall diagnostic picture are
critical in completing an accurate diagnostic
assessment. (See Quick Reference 2.11 on
how to identify cultural aspects.) Each diagnostic
category briefly addresses cultural variables. For
additional information, practitioners are referred
to Section III of the manual and the Cultural
Formulation and the Cultural Formulation
Interview (CFI) and to the glossary of Cultural
Aspects of Distress in Appendix 3 in DSM-5.
Being culturally sensitive in completing the
diagnostic assessment requires clearly outlining the
client’s culture-based behaviors that correspond to
diagnostic criteria for a mental disorder. Then the
practitioner can rule out disorders for which the
client might otherwise qualify. It becomes more
and more difficult as cultural practices and mores
of different races and ethnic groups overlap.
The practitioner needs to work with the
client to help him or her examine issues related

to personal identity, where the individual sees
himself or herself in a certain way(s), and ascribed
identity, where the individual indicates how the
society values or perceives behaviors and actions.
In current society, ethnic identity is not easily
determined, and the degree to which it can
influence life factors and behavior changes can
remain elusive. It can be further complicated by
acculturation, which is often described as an
adjustment process that involves adopting cus-
toms of an alternate culture (Locke & Bailey,
2014). Disadvantaged populations
affected by poverty, lack of access, and limited
health care. Adopting a culturally sensitive
approach can help reduce misperceptions.
Remember that both the client and the
practitioner are products of the society in which
they live. Societal influences can directly affect
individual cultural mores and beliefs. Culture
and its mechanisms of integration influence
not only a client’s behaviors but also the

can be
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practitioner’s. Most of the beliefs and values that
helping professionals hold closely resemble those
beliefs and values espoused by the greater society.
Based on this assumption, practitioners from
other ethnic groups, as well as those with a
heritage in a similar cultural group, may look
at the client’s behaviors through a culturally
limited lens. This perspective may prevent the
professional from gaining a clear picture of the
importance of helping the client to differentiate
that which is cultural and that which is a disorder.
Professional helpers must be aware of a tendency
to assess the client based on the professional’s
own values, beliefs, societal biases, and stereo-
types (Mays et al., 2003). If practitioners do not
take care to avoid this bias, the lack of awareness
of client ethnicity and culture may lead to
distorted perceptions, misdiagnosing, and label-
ing these clients and their family dynamics
(Canino & Alegria, 2008; Sue & Sue, 2013).

The key to completing the best diagnostic
assessment 1s addressing how to work best
with the client in his or her cultural context
(Congress, 2008). Some considerations for com-
pleting the diagnostic assessment and integrating
helping activities with clients from different
cultural backgrounds are (a) becoming familiar
with the client’s cultural values and points of
reference, (b) being aware of and sensitive to the
traditional role of the client when in the client’s
environment, (c) identifying areas of conflict that
can result from changes in environmental con-
siderations, and (d) gaining familiarity with how
the client is encouraged to express feelings of
grief, stress, or unhappiness. To accomplish this,
the mental health practitioner must first recog-
nize aspects of the client’s culture and incorpo-
rate this meaning into the diagnostic assessment
and any change efforts to follow.

According to the APA (2013), one major
change in DSM-5 was clarifying and updating
the cultural information needed to assess the
client and adding a measure to Section III to

help measure culture and the influences it can
have on an individual’s mental health. To update
the information needed to accomplish a com-
prehensive cultural formulation, five areas were
identified. The first requires the practitioner to
take into account the cultural identity of the indi-
vidual: the clinically relevant aspects of a client’s
identity and the unique challenges, conflicts, or
predicaments it may present. Aspects of identity
include religious affiliation, sexual orientation,
socioeconomic family background, and other
aspects of a client’s circumstances that could
affect behavior. The second area to be consid-
ered was cultural conceptualizations of distress,
where the client’s perceptions are treated as
essential toward understanding the problem.
For example, how do clients interpret their
symptoms and communicate them to others?
What are their current help-seeking behaviors,
and how comfortable are they with discussing
what they are feeling? The third area is recog-
nizing psychosocial stressors and cultural factors of
vulnerability and resilience. From this perspective,
attention is given to exploring a client’s cultural
environment and the role recognized support
systems play in all aspects of a person’s life, includ-
ing vulnerabilities and strengths leading to resil-
ience. The fourth area is sometimes referred to as
cross-racial awareness and considers the cultural
features of the relationship between the individual and the
clinician. Taking into account differences is central
to this area of assessment, as is being careful to
remember that as products of a system, fears of
racism, unequal treatment, or misinterpretations
of what is culturally relevant can occur. Account-
ing for all of these factors can help to establish the
rapport needed to complete the most accurate and
comprehensive diagnostic assessment possible.
The fifth area summarizes the information gath-
ered from the first four and brings them together
into a synergistic whole that provides the overall
cultural assessment. Whether a formal diagnostic
toolis used or not, DSM-5, like previous versions,
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recognizes the importance of cultural mores and
expectations in the diagnostic assessment process.
These five areas can help a practitioner look
specifically at how these factors can influence
the behaviors exhibited and the treatment that
results. They can also avoid misplacing a diagnos-
tic label of a mental disorder on behaviors and
expectations that may be directly related to a
client’s cultural values and beliefs.

After field testing for diagnostic usefulness
and patient acceptability, DSM-5 went beyond
the descriptions in DSM-I1" and introduced a
systematic assessment called the Cultural For-
mation Interview (CFI). The CFI is followed
by the Cultural Formulation Interview (CFI)—
Informant Version, which gathers collateral
information from someone familiar with the
client who is capable of providing information
the client is unable to share. Both measures take
into account the client and the influences his or
her culture can have on behavior, as well as the
influences of members of his or her support
system. The CFl-Informant Version may be
particularly helpful when the client cannot give
the information because of age, mental status,
or cognitive impairment. This assessment sys-
tem recognizes the influence significant others,
family, friends, and other members of the cli-
ent’s support system can have. Furthermore,
this  clinical

measure is a semistructured

interview with no right or wrong answer. All
questions are designed purely to better under-
stand the client. There is also no hard-and-fast
format that must be followed, and flexibility in
both asking the questions and probing the
responses is allowable.

Prior to starting the CFI, background
demographic information such as age, gender,
racial/ethnic background, marital status, and
education should be gathered. Having this
information from the start allows the inter-
viewer the flexibility to tailor the questions to
what is most relevant for the client. Both instru-
ments can be used in their entirety, or aspects
can be used to facilitate the diagnostic process.
For the CFI, supplementary modules can be
accessed online with formats designed for chil-
drenand adolescents, elderly individuals, immi-
grants, and refugees. The informant version asks
questions designed for family members, friends,
and others familiar with the client’s situation,
whereas the CFI asks questions directly to
the client. There are 16 questions in the CFI
and 17 questions in the CFI-Informant Version
(see Quick Reference 2.12).

After a brief introduction, the instrument is
presented to the informant. Both versions of the
CFI examine four domains of a problem (see
Quick Reference 2.13). For the CFI, the first
three questions seek to elicit the cultural

QUICK REFERENCE 2.12

®  Semistructured interviews
No right or wrong answers

CuLTURAL FORMULATION INTERVIEW

Cultural Formulation Interview (CFI) (16 questions)/Cultural Formulation
Interview (CFI)-Informant Version (17 questions)

Gather demographic information first as it can help to select questions

Can use entire instrument or just what is needed to supplement the interview
Supplementary modules are available online for children and adolescents,
elderly individuals, immigrants, and refugees
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QUICK REFERENCE 2.13

Examines four domains:
1. Cultural definition of the problem.

background).

4. Current help seeking.

TAkING INTO Account CuLTure AND CuLTurRAL FormuLATION INTERVIEW (CFI)
[Locatep IN SecTiON 3, PP. 749-759 oF DSM-5]

2. Cultural perceptions of the cause, context, and support (circumstances and

3. Cultural factors affecting self-coping and past help seeking.

definition of the problem, helping the client to
feel at ease while asking what troubles the
person most. The second domain, questions 4
to 10, ask cultural perceptions of the cause,
context, and support (circumstances and back-
ground) questions. Here the questions focus on
perceptions of significant others and what
causes the problem to become more significant.
The third area, questions 11 to 13, addresses the
cultural factors affecting self-coping and past
help seeking and whom the individual is most
likely to look to for help. The last area, ques-
tions 14 to 16, examines current help-seeking
behaviors, identifying client preferences as well
as the clinician—patient relationship.

In addition to identifying the factors related to
completing a comprehensive diagnostic assess-
ment, attention should always be given to the
practitioner’s cultural sensitivity. Countertransference
problems may present challenges for both the client
and the practitioner, especially when the practi-
tioner is not familiar with the norms and mores of
the client’s culture. The best-meaning practitioner
may assess and treat the client using his or her own
cultural lens. Countertransference related to over-
identification with the client’s culture and values
may cause the practitioner to lose objectivity and
not encourage the client to examine and make
changes to improve his or her psychological well-
being. It is important not to accept a dysfunctional
pattern as a cultural one; with this acceptance, the

practitioner may not help to identify alternative
coping strategies. This concept is discussed further
in the next section; however, the danger rests in the
potential violation of the client’s right to self-
determination (Hepworth, Rooney, Rooney,
Gottfried, & Larsen, 2010). Completing an eth-
nic-sensitive diagnostic assessment requires the
practitioner to very clearly assess the client, his
or her family, the role of culture and environment,
and how each affects the client’s behaviors and
respornses.

In terms of training professionals, graduate
education and preparation to deal with multi-
cultural issues is central to competent practice.
Regardless of the helping discipline, cultural
competence training focusing on cultural aware-
ness and the various ways professionals can
respond, as well as taking into account their
preconceived notions, can lead to improvement
in the diagnostic process and subsequent treat-
ment (Qureshi, Collazos, Ramos, & Casas,
2008).

If mental health practitioners are truly com-
mitted to enhancing the lives of people—as
individuals, groups, families, and communities—
they must also be committed to enabling clients
to maximize their capabilities as full and effective
participants in society. If there is a spiritual aspect
of human life, and it is interrelated with other
aspects of life, practitioners need to be trained to
take this into account to help clients reach their
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QUICK REFERENCE 2.14

diverse populations.

CREATING CuLTURAL COMPETENCE IN PRACTITIONERS

Value diversity in all individuals and the strengths that can be found in differences.

Seek out experiences and training that will facilitate understanding the needs of

Conduct a cultural self-assessment, identifying one's own values, beliefs, and views.

Be sure to include aspects of cultural identity, as self-reported and self-identified by the
client, and the influences it can or does not have on the diagnostic assessment.

Become aware of the limits of one's areas of competence and expertise. If the problem
behavior(s) the client is experiencing is beyond the understanding of the practitioner, it
is up to the practitioner to seek ethnic group consultation or to make referrals to more
appropriate services or helping professionals.

goals and potential. Although many practitioners
may accurately assess relevant cultural, religious, or
spiritual issues, they may not understand the rele-
vance of a client’s spiritual beliefs, values, and
perceptions. What a client believes can influence
the way he or she responds, and these behaviors
may be inseparable from the environmental sys-
tem. Without specific education, professional
training, and preparation in this area, mental health
practitioners are just as ill equipped to practice as
they are to deal with policy issues or other types of
psychological or culturally related problems.
Mental health practitioners need to be aware of
their own strengths and limitations and remain
active in seeking education to prepare themselves
to deal effectively with cultural, spiritual, and/or
religious issues in the lives of their clients. (See
Quick Reference 2.14.)

CONCEPTS OF DISTRESS

Practitioners have to be aware that viewing a
client through a narrow cultural lens can lead
to misinterpreting a client’s cultural traditions
and problem-solving processes as abnormal or

dysfunctional. The revisions and changes in the
DSM-III-R (1987), DSM-IV" (1994), and DSM-
IV-TR (2000) show that experts clearly
acknowledged that powerful cultural influences
could negate a mental health diagnosis. The
term culture-bound syndrome was introduced in
DSM-1V to represent recurrent, locality-specific
patterns of behavior that can result in troubling
experience(s) potentially linked to a particular
DSM-1V diagnostic category (APA, 2000). Cul-
ture-bound syndromes were
extreme forms of cultural expression that could
be seen as dysfunctional in mainstream society.
Yet when these forms of cultural expression
were compared among various cultures, cul-
ture-bound syndromes shared more similarities
and commonalities than differences in physio-
logical manifestations. In DSM-5, the term cul-
tural-bound syndromes has been dropped. This
term has been replaced, however, with a glossary
of Cultural Concepts of Distress. This section lists
nine cultural concepts of distress that could
clearly influence the perception of or mimic a
mental disorder (see Quick Reference 2.15).
Two common concepts of distress are ataque
de nervios and nervios. Ataque de nervios is a

examples of
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QUICK REFERENCE 2.15

Selected Cultural Concepts of Distress

[Zimbabwean])

America)

m  Ataque de nervios (anxiety often related to a trauma [Latino])

Nervios (similar to ataque de nervios but chronic in nature [Latino])

Dhat syndrome (discharge and impotence [Southeast Asial)

Khyai cap (windlike attacks [Cambodian])

Kufungisisa (similar to brain fag [Nigerial anxiety attacks, brain-tiredness

Maladi moun (humanly caused illness, sent sickness, jealous [Haitian])
Shenjing shuairuo (stress related, imbalances [Chinese])

Susto (stress-related frightening traumatic event [Latino, Mexico, Central or South

®  Taijin kyofusho (unredlistic fears, body odor [Japanl)

Source: Abbreviated definitions summarized from the Diagnostic and Statistical Manual of
Mental Disorders, Fifth Edition. Copyright 2013 by the American Psychiatric Association.

syndrome principally reported among individu-
als of Latino descent. Often referred to as an
“attack of the nerves,” it generally occurs after a
very stressful event, such as news of the death of a
close relative, divorce, conflicts with family
members, or witnessing an accident involving
a family member. The individual often expresses
the concern that he or she has lost control.
Symptoms are usually similar to a panic attack,
where he or she may experience uncontrollable
shouting, attacks of crying or laughing, trem-
bling, heat in the chest rising into the head, and
verbal or physical aggression. Individuals may
also have a type of dissociative experience, with
seizure-like episodes or fainting. It is not
uncommon for some individuals to express sui-
cidal gestures. People may experience amnesia
during the ataque de nervios but return rapidly to
their usual level of functioning, or they may
report out-of-body experiences
where the conscious mind appears to separate
from the event and it does not feel like things are
really happening to them. In DSM-5, condi-
tions this most likely might be confused with

dissociative

are disorders that involve panic attacks related
to the symptoms of anxiety and panic (speci-
fied or unspecified anxiety disorder), stress-
related disorders due to the response accom-
panying a traumatic event (e.g., specified or
unspecified trauma disorder and stressor-
related disorder), and disorders with dissocia-
tive symptoms (e.g., specified or unspecified
dissociative disorder or conversion disorder);
due to the unpredictable possibility of
uncontrollable outbursts, it may have similari-
ties to intermittent explosive disorder.
Sometimes confused with ataque de nervios is
nervios. Nervios is a cultural concept of distress
found among Latinos in the United States and
Latin America. In these cases, people report feel-
ing vulnerable and unable to handle stressful life
events, saying that events in their lives seem out of
their control. The symptoms reported can vary,
and some may mimic a depressive or anxiety
disorder, such as emotional distress, irritability,
stomach disturbances, problems either falling or
staying asleep, easy tearfulness, inability to con-
centrate, trembling, and tingling sensations.
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Somatic (bodily) disturbances may include head-
ache sometimes reported as “brain aches.” The
term mareos is used to explain bouts of dizziness
with occasional vertigo-like exacerbations. One
distinction between ataque de nervios and nervios is
that in nervios the problem tends to be chronic and
ongoing, whereas in ataque de nervios it is generally
abrupt and related directly to a stressful event. In
DSM-5, conditions it is most likely to be confused
with include major depressive disorder and per-
sistent depressive disorder (dysthymia) related to
the long-term chronic nature of the depressive
symptoms, the anxiety disorders and social anxiety
disorder related to the anxiety and inability to
target one particular stressor related to the onset,
and other disorders such as specified or unspecified
dissociative disorder, somatic symptom disorder,
and schizophrenia.

Dhat syndrome, an idiom of distress coined in
Southeast Asia, occurs typically in young males
who may exhibit a multitude of symptoms of
anxiety and distress, resulting in weight loss and
other somatic complaints. These symptoms are
generally related to Dhat, a white discharge
noted on defecation or urination that is believed
to be connected to semen loss in these young
males and resultant impotence.

Khyal cap, often referred to as Khyal attacks, are
often described as windlike attacks that go through
the body quickly and leave the individual with a
series of serious effects. If the windlike attacks go
through the lungs, the individual may report
feelings of lung compression that leave the indi-
vidual with shortness of breath and asphyxia. If it
enters the brain, it could cause tinnitus (a ringing in
the ears), dizziness, blurred vision, and fear of a fatal
syncope (fainting). When presenting, the individ-
ual is most likely of Cambodian decent, and the
practitioner should be aware that the perceived
attacks can mimic severe mental and physical
reactions that result in considerable disability.

Kufungisisa is a term that originated with the
Shona of Zimbabwe that can explain feelings of

anxiety, depression, and body-related concerns.
Similar to what was originally listed in DSM-I1
and DSM-IV-TR and not listed officially in
DSM-5 is a condition called brain fag. Both
syndromes share the identifier of “thinking too
much”; individual,
resulting in symptoms such as anxiety, panic,
and irritability. There are many similarities
between these two syndromes in that both cul-
tural concepts describe an anxious distress. What
is different between kufungisisa and brain fag (most
common to Nigeria as opposed to Zimbabwe) is

worries overwhelm the

that the latter is most directly related to excessive
study habits and behaviors. Kufungisisa, on the
other hand, could have more global worries,
such as trying to take care of the family or other
interpersonal and social problems. There may
also be some differences in presentation: With
brain fag, complaints may extend beyond simple
“brain tiredness” and include heat or crawling
sensations in the head.

Maladi mouncanbe definedas“humanly caused
illness,” where in Haitian communities the indi-
vidual believes the symptoms he or she is experi-
encinghavebeensentbysomeone whoisjealousor
envious. The belief rests in the idea that another
individual has sent symptoms such as psychosis or
depression, and these symptoms will cause the
person to lose the recent success they have just
had. The symptoms experienced can vary depend-
ing on the reason they were sent and are often
related to someone’s social status, good fortune,
attractive appearance, or other enviable assets.

Shenjing shuairuo, defined in its most tradi-
tional sense, has its origins in Mandarin Chinese
and results when the body channels (jing) that
hold the essential vital forces (shen) becoming
dysregulated. Simply stated, the stressors an indi-
vidual is experiencing become more than the
individual can handle, and his or her internal
balance cannot adjust. There can be multiple
reasons, including social or occupational stress-
ors, family stressors, or simply losing the ability to
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save face when the individual or his or her family
feels public embarrassment, as others may know
what should be kept private or as a family secret.
The anxiety and stress-related reactions can be
similar to brain fag. Unlike brain fag, however,
shenjing shuairno may not be solely related to
academic performance and can have other
causes. Depression and symptoms of anxiety,
as well as stress-related disorders, may be con-
fused with this cultural syndrome. Also, the
private nature of the culture may not allow
the individual to discuss important issues related
to the stressors with the practitioner; the client
may present with a strong desire for saving face
and protecting his or her family or anyone within
the family system who may be contributing to or
directly causing the reactions.

Susto in its simplest definition is generally
related to a traumatic, frightening event so severe
that the soul or “life-blood” leaves the individual’s
body. In this culturally related condition, there can
be numerous psychological and medical symp-
toms, although the symptoms reported can vary.
At times, a preoccupation with a physical condi-
tion that does not appear to be medically consist-
ent causes the individual great distress. Often this
cultural condition can be easily confused with a
somatic disorder or the trauma-related disorders.
Susto was originally linked to Latinos, although
Latinos from the Caribbean in particular do not see
it as an illness. It may be seen among people in
Mexico and Central and South America. In
extreme cases, the incident is so frightening it
can result in death. It requires clear identification
of the cultural implications of this idiom of distress
that avoids the potential for misdiagnosis.

Taijin kyofusho is a cultural idiom that may
have originated in Japan that focuses on an
unrealistic fear that is so severe it stops the person
from interacting with others, while avoiding
interpersonal situations. There are two primary
types. The sensitive type leads people to avoid
social situations because of extreme sensitivity. In

the offensive type, people are extremely con-
cerned about offending others with their own
body odor (olfactory reference syndrome). The
concerns are so pronounced that they can appear
delusional and, according to the APA (2013), can
easily be misdiagnosed as a delusional disorder,
obsessive-compulsive
related to social anxiety.

Regardless of the exact definitions, if practi-
tioners are not sensitive to these syndromes and
their limitations, they may inaccurately assess

disorder, or disorders

such symptoms as a DSM-5 diagnostic category.
In these syndromes, cultural beliefs and mores
influence the symptoms, course, and social
response to the behaviors. Each family system
seeks to maintain a homeostatic balance that is
functional and adaptive for that system. The
practitioner, therefore, guard against
impulses to reorganize a client’s family system
based on his or her expectations or on standards
set by the larger society. Awareness of cultural
differences and acceptance of diversity are essen-
tial in establishing a culturally sensitive practice
(Congress, 2008; Sue & Sue, 2013). This aware-
ness can prevent giving a client an inappropriate
diagnostic label. In addition, practitioners can
increase their understanding of cultural expect-
ations by examining culturally related behaviors
and breaking them down into subgroupings,
since differences among groups that appear simi-
lar may also exist (Alegria et al., 2007). Appendix
3 of the DSM-5 lists some of the best-studied
culturally related syndromes and idioms of dis-
tress that may be encountered in clinical practice.

In summary, a comprehensive diagnostic
assessment needs to take into account the cli-
ent’s cultural identity. This is particularly
important for immigrants and ethnic minorities
who exhibit communication problems in terms
of foreign language acquisition, understanding,
content, and stress due to the loss of social
networks in new settings (Breslau et al,
2007). Also, adjusting to a new culture can

must
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cause acculturation adjustment problems serious
enough to end in suicide attempts (Leach, 2006).
The practitioner must also be sensitive to the
predominant idioms of distress through which
problematic behaviors are identified or commu-
nicated in what is called cultural concepts of
distress, especially when clients report problems
with nerves, being possessed by spirits, multiple
somatic complaints, and a sense of inexplicable
misfortune. The meaning these symptoms have to
the client need to be explored in relation to norms
of his or her cultural reference group.

When addressing any symptoms that may be
culturally related, the practitioner should exercise
care to interpret the symptoms displayed and not
use a biased cultural perspective that rests on
stereotypes and pathologies rather than respond-
ing to the actual situational factor. For example, in
ataque de nervios found among people of Latin
American and Caribbean descent, what appears to
be an extreme response to the situation of distress
may occur. This extreme response can include
dissociative symptoms, suicidal gestures, seizures,
or fainting spells related to a distressing event such
as interpersonal conflict or the death of a loved
one (Keough, Timpano, & Schmidt, 2009).

To take into account the cultural context of
the client’s response, the practitioner should ques-
tion: How is this extreme response influenced by
the client’s cultural surroundings and ethnic iden-
tity, and how do these factors lead to the exhibited
response of grief and loss? What makes this
response a different cultural representation and/
or syndrome? How does it differ from pathology?
When examining these factors, connecting how
these factors can be related to psychosocial and
environmental stressors and the client’s level of
individual, social, or occupational functioning is
important. The DSM-5 outline of cultural con-
cepts and the CFI may be of assistance in forming
the most comprehensive history. Always be sure
to note differences in culture and social status
between the client and the practitioner and

problems these differences may cause in the diag-
nostic assessment. The diagnostic assessment
should always conclude with an overall cultural
assessment, using the CFI to quantify the
responses and thereby acknowledging how these
factors directly or indirectly influence behavior
and further comprehensive diagnosis and care.

CULTURE AND OTHER DIAGNOSTIC
ASSESSMENT FACTORS
RELATED TO AGE

Regardless of their cultural or racial background,
individuals both young and old use their cultural
experiences to interpret their immediate sur-
roundings, their interaction with others, and
the interpersonal patterns of society (Holt &
Green, 2013). Culture and family are the first
two powerful influences that determine how all
individuals understand, internalize, and act on
what is expected of them by their family, com-
munity, and the larger society (Sue & Sue, 2013).
Discriminatory experiences may provide addi-
tional information and feelings to decipher and
understand in individuals who are considered
minorities. During times of emotional or psy-
chological turmoil, human nature is such that all
individuals, regardless of age, strive for meaning
in their lives using their cultural lens: their values,
beliefs, and experiences. In assessing both the
elderly and children in therapeutic situations, the
practitioner must first accept that these individ-
uals present a rich and complex picture that
requires examination of the biological, psycho-
logical, and social factors within a historical and
cultural framework. During the diagnostic assess-
ment, helping professionals must ensure that lack
of historical and cultural sensitivity does not
hinder the good intentions of the intervention
or the research process.

Age and culture in the diagnostic assessment
are similar and need to be assessed and treated
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Diagnostic Assessment With Children

encounters.

system.

Carefully assess changes in self-esteem or confidence levels.

Assess dystunctional behavioral patterns, taking into account the family system and
other support system influences (including peer pressure).

Be aware that the child is not solely responsible for many of the difficulties he or she

Understand the role that cultural differences and expectations can play in each family

effectively and rapidly. Personal stereotypes
about age and aging and discriminatory practices
can affect the welfare and progress of the indi-
vidual for whom assessment or treatment is

provided (Sue & Sue, 2013).

Cultural and Other Diagnostic
Assessment Factors Related to Children

Recognizing, understanding, and appreciating
the effects that geographic and regional differ-
ences can have on children help to develop age-
sensitive practices and provide effective services.
When assessing children, the family’s place of ori-
gin should not be minimized. Family values may
reflect differences in urban versus rural expect-
ations and traditions. Congress and Gonzalez
(2013) recommend that practitioners identify
appropriate tools to conduct culturally sensitive
assessments. Children’s actions are guided by the
values and norms established within the family
system. For example, if a child’s family of origin is
not supportive of mental health treatment and
holds negative beliefs surrounding professional
assistance, a child may not independently ask
for help. If a parent or the extended family
does not support the provider’s assessment or
treatment for the child, gaining family support
may be more complicated than simply having an
uninvolved parent (Locke & Bailey, 2014). A

more accurate assessment may be possible in
the family home and/or through collaboration
with other significant people in the community
(e.g., clergy). Taking into account religious and
cultural worldviews can help a practitioner access
the family’s extended helping network and use
this information to benefit the family (Suarez &
Lewis, 2013). See Quick Reference 2.16.

Culture and Other Diagnostic
Assessment Factors with Older Adults

Growing old is often viewed negatively in our
society, including some health and mental health
care professionals. Victimized by societal atti-
tudes that devalue old age, many individuals
(young and old) will do almost anything to avoid
or deny old age. Such prejudices are the result of
both rational and irrational fears. Rational fears
about declining health and loss of income, loved
ones, and social status can be exaggerated by
negative stereotypes, as are irrational fears such as
changes in physical appearance, loss of mobility,
loss of masculinity or femininity, and perceived
mental incompetence. Older adults continue to
be oppressed by myths and misinformation and
by real obstacles imposed by various biological,
psychological, social, and economic factors.
Practitioners need to examine their own atti-
tudes toward aging. They need to recognize older
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adults as valuable resources in our society and
provide services and advocacy to assist them in
maximizing their degree of life satisfaction and
well-being. Many older adults fear loss of activity
andmaydenytheactualloss. Olderadultsmaysuffer
from chronic conditions where improvement is
unlikely. They may also suffer from continuous life
stresses, such as widowhood, social and occupa-
tionallosses, and progressive and declining physical
health problems. Lack of access and transportation
creates barriers for older adults with psychiatric
problems who attend community mental health
centers for checkups and medication.

Knowledge of the problems that elderly
individuals face is critical. Practitioners need to
know what is normal and what is not as far as
changes in sexuality (Clay, 2012). Education can
help to address problems that can occur, as well as
the perceptions and attitudes of ascribed asex-
uality in older adults by family, friends, peers, and
caregivers. Patronizing attitudes about elderly
individuals increase the tendency to deny termi-
nal problems rather than help them develop ways
to cope. A diagnostic assessment should take into
account the individual’s health conditions and
environmental factors, among other aspects of
his or her life.

Assessing lethality with a suicidal older client is
essential. Older adults may not openly discuss
feelings of hopelessness and helplessness, and these
must be screened. If suicidal ideation and a con-
crete plan (the way to carry out the suicidal act) are
expressed, steps to ensure hospitalization must be
taken immediately, as for any client at serious risk
for suicide. Many older adults may not be forth-
coming with situational criteria, and the practi-
tioner may remain uncertain of the seriousness of
the client’s thoughts with respect to his or her
actions. Regardless of whether the client’s behav-
ior is action focused, some type of immediate
protective measure needs to be employed. This
topic is discussed in detail in the chapters on
intervention strategy. (See Quick Reference2.17.)

CULTURE AND OTHER DIAGNOSTIC
ASSESSMENT FACTORS RELATED
TO GENDER

Most professionals would agree that girls and boys
are often subjected to early differential treatment
and identification. Parents and the larger societal
network deal differently with girls and boys, and
children often are expected to model themselves
according to accepted gender lines. Most inquiry
into gender has focused on the importance of
outlining the actual differences between male and
female characteristics and whether there are true
physical, cognitive, and personality differences
between the sexes. From a medical-biological
perspective, most professionals would say that
such differences do exist. Although the physical
differences (e.g., physical structure and anatomy)
between males and females are obvious, other
differences are not. In medication use, although
factors such as size and dose are controlled for,
therapeutic response to certain drugs can differ
between males and females (Physicians’ Desk Ref-
erence, 2009). Furthermore, from a social-psycho-
logical perspective, stereotyping can lead to unfair
practices of sexism.

During the diagnostic assessment, it is difficult
to avoid gender bias because of sex role represen-
tations. Even though gender-neutral influences
may be considered products of the society at large,
individuals continue to have definite ideas about
sex role deviance. It is critical to acknowledge the
influences that gender may have on the diagnostic
assessment process. Practitioners must be careful
to rule out bias, such as viewing the male as the
doer who is always rational, logical, and in control
and the female as the nurturer who is often
emotional, illogical, and dependent.

A gender-sensitive diagnostic assessment
includes behaviors as naturally occurring phe-
nomena. From a feminist perspective, gender
and power relations are paramount to effective

assessment and intervention. To summarize
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QUICK REFERENCE 2.17

Diagnostic Assessment With Older Adults
Identify life circumstances that can complicate the diagnostic assessment process.

Retirement issues: Identify problems with work role transition and retirement status.

Chronic conditions: Identify an individual's chronic medical conditions and how these
conditions can affect his or her level of daily functioning.

Physical health conditions: Identify physical health conditions, especially vision and
hearing problems that can complicate or magnify current problems.

Mental health complaints: Identify mental health problems, looking for signs such as
feelings of sadness, loneliness, guilt, boredom, marked decrease or increase in
appetite, change in sleep behavior, and a sense of worthlessness. Be aware that signs
of depression in elderly persons can be situational (the etiology of the depression is
related to life circumstances), and screen for problems related to tragic life experiences,
including the loss of loved ones, job, status, and independence, as well as other
personal disappointments. Screen for confusion that may be a sign of dementia.

Medication use and misuse: Identify the use and misuse of prescription medication
because commonly prescribed medications can present such side effects as irritability,
sexual dysfunction, memory lapses, a general feeling of tiredness, or a combination

of these.

Sexual problems: Be open to the identification of sexual problems.

Suicide: Identify the probability of accumulated life losses and be cognizant of a client’s
abilities and/or problems in coping with grief.

feminist theory in our society, four elements are
generally considered:

1. Gender inequality is highlighted, and
women are oppressed by a patriarchal
society.

2. The individual experiences of men and
women are considered the cornerstone
of all social science understanding.

3. The primary emphasis is to improve the
conditions women experience.

4. Feminism acknowledges that gender
bias exists and that, as products of
the society, practitioners cannot be
objective (McCann &
Kim, 2013).

observers

Feminist contributions have been a major force
in rethinking gender and power relations and the
importance of recognizing the influences of
politics, as well as how feminist theory can be
used to inform effective politics (McCann &
Kim, 2013). With perceived power imbalances
so ingrained in a culture, every effort should be
made to ensure they do not influence traditional
methods of assessment and intervention.

To be gender sensitive in the diagnostic
assessment process, the practitioner must first
identify power differentials contributing to the
source of the problem area. According to femi-
nist theory and thought, power differentials
create and/or are the source of distress that the
person experiences within the system. They may
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QUICK REFERENCE 2.18

Practitioners Need to:

and behaviors.

GEeNDER AND THE DiaGNOSTIC ASSESSMENT |

Identify the individual's perception of gender and how this belief affects values, beliefs,

Identify an individual's traditional roots and acknowledge how that can influence the
way issues are addressed and discussed.

Identify adaptive and maladaptive behaviors.
Identify the environmental or interpersonal circumstances supporting the behavior.

Help the individual to acknowledge family or societal perceptions of his or her behavior
and how it may detract from or contribute to current problem behaviors.

be found in relationships, roles, the cultural
hegemony, and what are generally referred to
as discourses. The primary focus is placed on
power differentials and how they influence the
individual as a source of distress and disorder.
The practitioner would encourage the client to
address how these power differentials affect and
play a role in relation to self and others. The
practitioner is responsible for interpreting and
finding meaning in what is said and must listen

and respond by helping the client to problem-
solve what is determined to be the real situation.

When practitioners complete the diagnostic
assessment, they must consider gender as a basic
building block, along with such concepts as
generation (age) and ethnic and cultural impli-
cations. Operating with this foundation or mind-
set, practitioners can assess the behavior patterns
that are reinforced in this contingency pattern.
(See Quick References 2.18 and 2.19.)

QUICK REFERENCE 2.19

Practitioners Need to:

necessarily the correct or ideal one.

GEeNDER AND THE DiagNoOsTIC AssesSMENT Il

Realize that individuals are products of their family and societal context.

Make a conscious attempt to recognize their own behavior paradigms and their
conscious or unconscious sexual stereotypes.

Strive to be as objective and tolerant as possible regarding the uniqueness of clients
and their rights, acknowledging that the behavioral paradigm of the practitioner is not

Be aware of how gender (the practitioner’s or the client's) can affect the diagnostic
assessment process and the information shared.

Be aware of the personalities of those in the family and their effect, significant or
otherwise, on the client and how these persondalities can influence the client’s views,
actions, and performance of the activities of daily living.
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In the diagnostic assessment process, the prac-
titioner is responsible for interpreting and finding
meaning in what the client says, and this interpre-
tation is not based solely on what the client has
stated. The practitioner must listen and respond by
helping the client to problem-solve what is deter-
mined to be the real situation. Developing rapport
during the diagnostic assessment is critical because
it makes clients feel more comfortable and gives
them permission to state how they feel and how
those feelings are affecting their behaviors. Wright
(2011) warns, however, that building rapport,
while important in all settings, may not be quite
the same in the assessment phase as in the thera-
peutic phase. Building rapport in the assessment
phase can be more limited than in the therapeutic
setting because the role of an assessor is focused on
completing the diagnostic process.

Although differences between men and
women do exist, many differences can be traced
to situations in which men and women find
themselves; in these situations, even if they behave
identically, they are perceived and judged by
different standards (Aronson, 2008). The practi-
tioner is also a product of the social environment
and influenced by the culture natural to him or
her. Itisimportant not to impose double standards
of interpretation or, worse yet, interpretation
without realizing the influence of gender at all.
The inclusion of gender is imperative within the
mind-set incorporated in diagnostic assessment.

Use of Other Specified and Unspecified
Disorders

Sometimes the practitioner completing a diag-
nostic assessment cannot neatly categorize all the
symptoms into a particular diagnosis, and for
such cases, the option for selecting other speci-
fied or unspecified disorders has been added.
However, when the specified category is used,
the specific reason the client does not meet the
criteria must be reported. If the practitioner is not

comfortable with or unable to state the exact
reason, the unspecified disorder may be selected.
These diagnostic options have replaced the pre-
vious term not otherwise specified (NOS) that was
introduced in DSM-IV-TR. Similar to the previ-
ous NOS category, these new disorders have been
added as an option at the end of the diagnostic
categories listed in the DSM-5. Even though the
criteria for its use rest in sound clinical judgment,
coding these disorders can remain subjective and
variable, as they may change with time and
circumstances. This makes continued assessment
with the application of skilled clinical judgment a
key factor in the determination to use or maintain
it. This is particularly relevant to the unspecified
disorders, where the actual reason that the indi-
vidual does not meet the diagnosis is not required.
In both cases, constant monitoring is necessary to
see if changes have occurred that now allow a
more specified diagnosis.

Helpful hints for using this category include
the following: Forspecified disorder, the client will
meet the general guidelines for the disorder, yet all
of the criteria may not be met. In this case, the ones
not present, which the clinician suspects exist but
are not fully displayed, need to be documented. In
the unspecified type, the practitionermay use his or
her clinical judgment to not place amore diagnostic
label. This decision may be based on the situation
and any mitigating circumstances that may be
present. Once given, and later more information
is gathered, the practitioner may decide to change
the diagnosis from the unspecified category to the
specified one or change it to the specific one it
most fits. Regardless, to place a specified or
unspecified diagnosis similar to any mental dis-
order, the behaviors exhibited must be significant
enough to aftect social and occupational function-
ing. Generally, using either category involves the
practitioner makinga decision regarding the infor-
mation presented, and although there may be
insufficient information to fully support assigning
behaviors to a particular mental disorder in the
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category, the general criteria for the category of
disorders are evident. For example, it is clear that
an individual suffers from a type of bipolar dis-
order, but the specific criteria for a particular type
cannot be clearly identified.

Similar to use of the NOS category intro-
duced in DSM-IV, there may be many reasons this
new category is utilized. For example, in a crisis
situation or in an emergency room, the practi-
tioner may feel he or she has inaccurate informa-
tion with no time to verify or confirm it. Also, in a
crisis situation, the individual may be too upset to
report symptoms accurately. There may not be a
family or support system available to help com-
plete or verify the accuracy of the information
needed for the diagnostic assessment.

Although using the specified or unspecified
category in DSM-5 is not discouraged, a caution
based on experienced practice reality must be
noted. Like the discontinued NOS category out-
lined in DSM-IV, it appears this new category will
also be scrutinized in billing and reimbursement
practices. With the advent of coordinated care,
service providers well aware of the criteria
required for a diagnosis may shy away from reim-
bursement. This means that medical reviewers will
be looking closely to see why the client is given
this category. Monitoring such diagnoses in terms
of the time frame, current and past criteria, and the
duration of symptoms should be ongoing and
updated regularly. Reimbursement patterns will
most likely show that these diagnoses are given the
greatest scrutiny, and reviewers may expect this
diagnostic category to be updated with justifica-
tion as to why it remains more appropriate than
the others in the same classification. Practice reality
will probably dictate very cautious use of this
diagnostic category.

Updating and Consistency with ICD-11

The DSM-IV-TR (2000) was the standard for
assessment until the latest revision (DSM-5) was

released in May 2013. Historically across the
United States, the DSM has been used to classify
mental health disorders. True to its historical
roots, the most current version of the DSM
supports this premise with the stated purpose
being for statistical and assessment purposes, as
well as educational support. It also provides
supportive information on prevalence rates
within the larger population that has been gath-
ered to inform policy decisions. This makes the
DSM an important reference for students,
researchers, clinicians, and practitioners.

The International Classification of Diseases
(ICD) is credited as the first official international
classification system for mental disorders and
remains the global standard for diagnostic classi-
fication and is recognized for service reimburse-
ment. The ICD-10 was originally released in
1990 and received full endorsement by the
World Health Organization (WHO) in 1994
(WHO, 1993). In 2002, it was published in
42 languages, and in 1999 the United States
implemented it for mortality (death certificates).
Currently, it has three volumes. Volume 1 has
tabular lists of cause-of-death titles and the codes
that accompany the cause-of death-titles. Vol-
ume 2 has description guidelines and coding
resources. Volume 3 provides an alphabetical
index to diseases and the nature of injury, exter-
nal causes of injury, and a table of drugs and
chemicals. The ICD-10 hosts more than 141,000
codes, with many different diagnostic categories,
compared with the 17,000 codes in the ICD-9-
CM (CMS, 2013).

The ICD is a classification system that creates
a global linkage and enables disorders across the
world to be viewed at one point in time. Scien-
tific progress ultimately requires revision and
updates (Sartorius et al., 1992). Similar to the
DSM, the ICD has also gone through many
changes and updates. The latest version of the
ICD is ICD-10, which replaced ICD-9-CM
(WHO, 1979). The ICD-11 is expected to be
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released in 2017. During the work on the revi-
sions to the DSM, interest was focused on creat-
ing a crosswalk to the book that would serve as
the greatest link to the future. Because the ICD-
9-CM and the ICD-10-CM would be replaced
shortly and the ICD-11 is scheduled to be
implemented in 2017, this version became
the focus.

In the past, the DSM-IT-TR was similar to
the ICD in terms of diagnostic codes and the
billing categories. Concerns have been voiced
that although the codes are listed for both the
ICD-9-CM ftollowed by the codes for ICD-10-
CM, the criteria needed for the diagnosis may
not match what has been updated in DSM-5.
The concentration on DSM-5 is to be in har-
monization with ICD-11 with its expected
release in 2017. Because these two books need
to go hand in hand, categories with criteria listed
in one book that are not listed in the other can be
extremely problematic for proper coding and
reimbursement. These two books have to
work together, and when practitioners use the
ICD for billing while referring to the DSM for
clarity of the diagnostic criteria, both books need
to have matching criteria. This cross-referencing
is where the term crosswalk between the two
books was derived. Although the APA states
clearly that the categories are general enough
to match the categories in the ICD, ensuring
clarity and uniformity between the two texts
may once again become a concern. This will be
most evident to those trained on DSM-I” and
DSM-IV-TR, as these texts closely match the
ICD-9-CM. For billing purposes, there were few
discrepancies between the categories listed, and
the books could be used interchangeably. Work-
ing with ICD-11 will bring major changes, and
initially when it is adopted, care will be needed
to ensure the categories match. They need to
match based on the simple fact that the billing
codes used for reimbursement are based on the
ICD, not the DSM.

So What About Billing?

For diagnostic classification and billing, ICD is
considered the global standard. It is expected that
in October 2015, the ICD-10 codes for service
will replace the ICD-9-CM codes used previ-
ously across the United States. This date has
changed several times as originally it was
expected to begin in October of 2014 (CMS,
2013). The reason for adopting the newer ver-
sion is threefold: (1) It is expected to provide
improved data for measuring health care and
service quality, (2) it will help information tech-
nology (IT) systems to record more specific and
comprehensive diagnostic information, and (3) it
can improve documentation and billing infor-
mation by helping to better identify specific
health conditions (United Health Care, 2013).
The ICD conforms to the Health Insurance
Portability and Accountability Act (HIPAA) of
1996 that seeks to protect consumers by, among
other things, creating standardized mechanisms
for electronic data exchanges involving the trans-
fer and subsequent use of data related to con-
sumer private health care. In 2000, ICD-9-CM,
inclusive of its three volumes, was adopted for
reporting diagnoses, other health problems,
causes of injury, diseases, and impairments in
all standard billing transactions. Furthermore,
according to the secretary of the Department
of Health and Human Services, a ruling was
released and published in the Federal Register
on January 16, 2009, to adopt the ICD-10-
CM standards and the Procedural Coding System
(PCS). The final rule is posted on http://www
.gpo.gov/fdsys/pkg/FR-2009-01-16/pdf/E9-
743.pdtf. This means that everyone covered by
HIPAA must be ICD-10 compliant.

Some professionals may question why it
took so long to adopt the ICD-10, but there
is no simple answer. For the most part, the
original push to make ICD-10 the standard
was in 2003. The pushback was great, however,


http://www.gpo.gov/fdsys/pkg/FR-2009-01-16/pdf/E9-743.pdf
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with concerns that having to work with HIPAA
as well as changes in the ICD, all at the same
time, was too big a change. The implementation
date has been pushed back several times, and
when sponsors tried to make it happen in 2013,
the inpatient version of the ICD-10-PCS was so
complicated to incorporate into the Content
Management Systems (CMS), it was agreed to
wait till October 2014. To date, for the conver-
sions that were already made, billing systems
were told they could use either the ICD-9-
CM or ICD-10 codes but will need to complete
the transition by the due date scheduled cur-
rently for 2014.

In summary, for the most part DSM-I1" and
DSM-IV-TR parallel the ICD-9-CM; DSM-5
does not clearly parallel ICD-9-CM or ICD-10
butis geared to more closely relate to ICD-11. The
ICD-11 will be released in 2017, and the hope is
that it will be adopted shortly after its release.
Training for billing staft is highly recommended
and clearly beyond the scope of this chapter. For
clinicians without billing staff, training on ICD-
10-CM and familiarity with both books, the ICD
and the DSM, are highly recommended.

Coding the Diagnosis in the DSM-5

All mental health practitioners must be familiar
with the numeric coding utilized in the DSM-5.
This coding provides quick and consistent
recording, leading to service recognition and
reimbursement. Coding can also assist with
describing the client’s injury or illness. It can
be helpful in gathering prevalence and research
information and can assist other health care
professionals in providing continuity of care
(Rudman, 2000). When a mental health practi-
tioner completes or assists in completing a claim
form, the proper diagnostic and procedural claim
codes must be utilized. There are two primary
types of coding: diagnostic (what a client suffers
from) and procedural (what will be done to treat

it). The DSM-5 and the ICD-10-CM are most
concerned with the diagnostic codes. Current
procedural terminology (CPT) codes are related
to the services that mental health practitioners
often use for assessing clients. Although closely
linked to the ICD-9-CM and ICD-10-CM
codes, these codes correspond to procedures
rather than to diagnostic categories.

The CPT codes are divided into four pro-
cedural categories: (1) evaluation and manage-
ment services, (2) surgical care, (3) diagnostic
services, and (4) therapeutic services (Rudman,
2000). For example, in billing for Medicare
reimbursement, the CPT codes are primarily
responsible for documenting practice strategy.
The DSM-5 has been updated with the latest
diagnostic codes. Updated CPT codes assist with
procedural recording in inpatient and outpatient
settings, denoting the setting where the service is
provided (APA Online, 2001). One myth in the
practice setting is that since the CPT codes
represent procedure, use of certain CPT codes
can restrict reimbursement. Although there is
some truth to this statement, the code itself does

not restrict reimbursement—it is the reimburse-
provider. Therefore,
service

ment each insurance

company or reimbursement system
determines what service is covered and what is
not. This makes it critical for the mental health
practitioner who practices or facilitates billing to
be aware of not only what the major service
reimbursement systems utilized will cover but
also which providers are authorized to dispense
these services.

With the expected release of the ICD-11 in
2015, the decision was made to list the codes from
the ICD-9-CM and ICD-10-CM in the latest
revision of the DSM. With the release and subse-
quent application of ICD-11, the codes will also
be updated in the DSM-5 and then appropriately
applied to each category. During the transition,
both the ICD-9-CM and the ICD-10-CM codes

are important. Since ICD conforms to HIPAA,
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QUICK REFERENCE 2.20

Diagnosis or Related Condition
Schizotypal Personality Disorder
Medication-Induced Acute Akathisia

Homelessness

ExampLE oF CopING IN DSM-5

ICD-9-CM Code ICD-10-CM Code

301.22 (F21)
333.9 (G25.71)
V60.0 (259.0)

this is the coding that will be needed, based on
electronic data exchanges, when the billing diag-
noses involve the use and transter of data related to
consumer private health care. For billing, this is
very important for practitioners to know and
understand, as DSM-5 utilizes the current version
of the ICD needed for mental health billing.

To facilitate billing for the mental disorders
in DSM-35, both codes are listed with the ICD-9-
CM codes first, followed in parentheses by ICD-
10-CM codes. The 20 chapters that list the
mental disorders provide a brief overview of
the chapter, followed by specific information
related to the individual diagnoses that can
help determine what criteria flow best with
either the ICD-9-CM or the ICD-10 billing
codes. There are 22 chapters in the DSM, and
the last two chapters—the medication-induced
movement disorders and other adverse effects of
medication (Chapter 21) and the other condi-
tions that may be the focus of individual atten-
tion (Chapter 22)—are not mental disorders.
These two chapters are included to help the
practitioner provide the supportive information
considered essential for a complete diagnostic
assessment. These two chapters list the codes
as relevant, and the chapter on other conditions
that may be the focus of clinical intervention lists
both the V codes outlined in ICD-9-CM and the
Z codes relevant to the ICD-10-CM. These last
two chapters are not comprehensive and do not
constitute mental disorders. The information in

these chapters is provided purely to support a
more comprehensive diagnostic assessment and
the treatment planning and practice strategy to
follow. (See Quick Reference 2.20.)

SUMMARY

This chapter gives the mental health practitioner
the background information needed to complete
the most accurate diagnostic assessment possible
by using the DSM-5. An accurate diagnostic
assessment is the critical first step to identifying
behaviors that disturb individual, occupational,
and social functioning and to formulating the
plan for intervention. Thus, the diagnostic assess-
ment sets the tone for treatment planning and
therapy. To compete in today’s current mental
health care service environment, the role of the
practitioner is twofold: (1) ensure that high-
quality service is provided to the client and (2)
ensure the client’s access and opportunity to
address his or her health needs. Neither of these
tasks is easy or popular in today’s environment.
The push for mental health practice to be con-
ducted with limited resources and services, along
with the resultant competition among providers,
has stressed the role of the mental health service
practitioner (Dziegielewski, 2013). Amid this
turbulence, the importance of a comprehensive
assessment that takes environmental circum-
stances into account remains clear. Chapter 3
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discusses in detail the application of the diagnostic
system utilized in DSM-5 in terms of documen-
tation and the development of treatment plans
that can assist with and guide the intervention
process.

QUESTIONS FOR
FURTHER THOUGHT

1. Isit important for mental health practition-
ers to be aware of the DSM and the ICD,
and if so, why?

2. What are the differences among diagnosis,
assessment, and using a diagnostic assessment?

3. Why is it critical to realize and incorporate
the mind-body connection when complet-
ing the diagnostic assessment?

4. Explain the differences among race, racial
identity, and culture and how it could affect
the diagnostic assessment.

5. List two reasons that culture is so important
to consider in the diagnostic assessment.

6. Can you list at least two substantial changes
between the DSM-IV and the DSM-11-TR
and DSM-5?
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CHAPTER

Completing the Diagnostic Assessment

he purpose of this chapter is to apply the

diagnostic criteria from DSM-5 utilizing
the principal and the provisional diagnosis, along
with other supporting information, to start
the process toward a comprehensive diagnostic
assessment within the parameters of current men-
tal health practice. Professional record keeping by
all mental health practitioners in the 21st century
is characterized by time-limited services, coordi-
nated care requirements, cost containment prac-
tices, and quality assurance and improvement
procedures (Dziegielewski, 2008, 2013; Shlonsky,
2009). To complete comprehensive diagnostic
assessments, learning how best to document men-
tal disorders and supporting information makes
practitioner training mandatory in how to best
utilize this system. Skill in professional documen-
tation becomes essential for social workers, psy-
chologists, mental health therapists, professional
counselors, and other clinicians and practitioners.
Training in this area is a functional building block
for effective, efficient, and cost-controlled service
provision, as well as representing the legal, ethical,
and fiscal concerns inherent in all service pro-
vision (Braun & Cox, 2005; Dziegielewski, 2010;
Sheafor & Horejsi, 2012).

In addition to presenting information on
how to best complete the diagnostic assessment,
this chapter outlines the changes from DSM-I1"
(APA, 1994) and DSM-IV-TR (APA, 2000) to
DSM-5 (APA, 2013); awareness of these changes
enables a smoother transition in maintaining the
proper application of the diagnostic assessment.
Similar to previous editions of the DSM, many of
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the changes are shrouded in controversy (Mallett,
2014). This chapter at times outlines this contro-
versy but focuses primarily on how these changes
relate to completion of the diagnostic assessment.
Therefore, completion of the assessment is pre-
sented with the changes between the earlier and
later versions of the DSM described. The applica-
tion of this information is highlighted, allowing
practitioners to clearly identify and apply each step
of the diagnostic system.

BASICS FOR COMPLETING
A COMPREHENSIVE DIAGNOSTIC
ASSESSMENT

This book assumes that the diagnostic assessment
begins with the first client—practitioner interac-
tion. The information gathered provides the
data-based observations and reporting to be
used to determine the requirements and direc-
tion of the helping process, as well as the data
collection. The professional is expected to gather
information about the current situation, take a
history of past issues, and anticipate service
expectations for the future. This diagnostic
assessment should be multidimensional, include
creative interpretation, and provide the ground-
work for the possible strategy for service deliv-
ery. The information gathered follows
behavioral biopsychosocial approach to practice
(Pearson, 2008). Utilizing the DSM-5 can pro-
vide the starting point for accurately creating the
diagnostic impression that will later provide the

a
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basis of the treatment planning and practice
strategy to follow.

Starting the Process: Gathering
Information

Biomedical Information In a comprehen-
sive diagnostic assessment, the biomedical factors
highlighted often start with a client’s general
physical health or medical condition. (See Quick
Reference 3.1.) Such information should be
considered from both the practitioner’s and
the client’s perspective. All initial information
needs to show the relationship between the
biological or medical factors and the functioning
level attainable that will allow the completion of
certain behaviors that will maximize indepen-
dence. Assessing the biomedical problems allows
the practitioner to become aware of how medi-
cal conditions can either influence or complicate
mental health conditions. Although most coun-
seling professionals are not qualified to examine
or diagnose biomedical information, they are
expected to document and note it and provide
referrals as needed to ensure comprehensive care.
All practitioners are expected to know how some
medical symptoms present and what needs to be
done in the referral process. Whether the

practitioner is working collaboratively in a
team or independently, the first referral for a
physical exam is given the highest priority. For
example, when an older adult client very quickly
shows behaviors that are delusional and disor-
ganized, before the practitioner diagnoses a seri-
ous mental disorder, a good physical exam may
reveal that the individual has a urinary tract
infection (UTI). This medical condition that
may mimic a mental health one would certainly
be treated differently than a neurocognitive or a
type of delusional disorder.

Taking the medical condition into account is
essential, and often a comprehensive physical
exam, if it is not completed at the initial assess-
ment, should be done soon afterwards. Also,
how does the client view his or her own bio-
medical health? What is the client’s self-reported
health status, and is there any interest in preven-
tive medical care and intervention? Practice
wisdom dictates that the professionals who are
trained in the medical area spend the most
attention on the medical aspects of a client’s
health, whereas those trained in mental health
also stick with what they know best, the mental
health aspects. Special attention should always be
given to recognizing these roles. In addition,
what otherwise might be considered normal

QUICK REFERENCE 3.1

Medical conditions

Perceived overall health
status
effort

Maintenance and
continued health and
wellness

Biomedical Factors in Assessment

The physical disability or illness the client reports and
what specific ways it affects the client’s social and
occupational functioning and activities of daily living

Encourage the client to assess his or her own health status
and what he or she is able to do to facilitate the change

Measurement of functional ability and interest in
preventive health
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QUICK REFERENCE 3.2

Mental
functioning
client.

Cognitive
functioning

Assessment
of lethality

Psychological Factors in Assessment

Describe the client’'s mental functioning. Complete a mental status
assessment. Learn and identify key cultural factors related to the

Does the client have the ability to think and reason about what is
happening to him or her? Is the client able to participate and make
decisions in regard to his or her own best interest?

Would the client harm himself or herself or anyone else because of
the perception of the problem he or she is experiencing?

human responses should not be medicalized
(Horowitz & Wakefield, 2012).

Taking the whole person into account is
well complemented by a collaborative team. To
facilitate the process for nonmedically trained
professionals, be sure to ascertain whether the
client has had a recent physical exam. If so, does
the client have a copy of it, or is there a way to
get the record so it can be reviewed? Were there
any laboratory findings, x-rays, or other tests
completed related to the symptoms experienced?
If the client has not had a recent physical exam,
suggest or take steps to make sure that one is
ordered. Once the information is obtained, it
needs to be shared with the collaborative team to
ensure that it is discussed in terms of how this
biomedical information may influence the men-
tal health condition presented. In addition, assess
for medication side effects, substance use, or
medical conditions that contribute or in some
cases cause the mental health problems evident
(Frances, 2013). To provide a comprehensive
biomedical assessment and take into account the
mind—body connection, all aspects of the person
must be considered, including social and envi-
ronmental factors. To start the process and
address the biomedical aspects, a thorough med-
ical checkup or workup is always recommended
as close to the initial assessment as possible.

Psychosocial Information The second area
of a comprehensive diagnostic assessment relates
directly to the psychological factors a client is
exhibiting. To start the diagnostic assessment in
this area, psychological functioning is noted.
Cognitive health functioning is recorded, along
with its effects on occupational and social func-
tioning. Although we attempt to do so in an
assessment, separating the psychological and the
social-spiritual factors can be difficult. To facili-
tate the diagnostic impression, the psychological
is related to the resulting mental functioning,
cognitive functioning, and the assessment of
lethality. To start the mental health process, a
mental health status exam needs to be com-
pleted. Specific information related to lethality
for a client who may be at risk for suicide or
harming others must be gathered and processed.
If these behaviors exist, immediate action is
needed. (See Quick Reference 3.2.)

Social, Cultural, and Spiritual
Information Behavioral-based biopsychoso-
cial and spiritual approaches to assessment
emphasize aspects highly influenced by a client’s
environment, such as social, cultural, and spiri-
tual factors. Most professionals would agree that
environmental considerations are very important
in measuring and assessing all other aspects of a
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QUICK REFERENCE 3.3

Social/societal
help seeking

Occupational
participation
work environment?

Social support

Family support

Ethnic or
religious
affiliation

Social and Environmental Factors in Assessment

Is the client open to outside help?
What support system or helping networks are available to the
client from those outside the immediate family or the community?

How does a client’s illness or disability impair or prohibit
functioning in the work environment? Is the client in a supportive

Does the client have support from neighbors, friends, or
community organizations (e.g., church membership, membership
in professional clubs)?

What support or help is expected from relatives of the client?

If the client is @ member of a cultural or religious group, will this
affiliation affect medical intervention and compliance issues?

client’s needs. Identifying family, social supports,
and cultural expectations are important in help-
ing the client ascertain the best course of action
(Colby & Duziegielewski, 2010). (See Quick
Reference 3.3.) A comprehensive assessment
in this area starts with the basic assumption
that people are social creatures. Therefore,
how the individual responds in the social envi-
ronment and within his or her support system
provides important information for problem
identification. In defining diversity, the possibil-
ities for defining people and how they will
behave are unlimited (Dudley, 2014). As dis-
cussed in Chapter 2, DSM-5 ofters several ways
to not only recognize culture but also measure it
by using focused culturally based questions, the
Cultural Formulation Interview (CFI), and def-
initions in the appendix Glossary of Cultural
Concepts of Distress. Therefore, DSM-5 can
be helpful in assessing the situation, which is
especially important for working with certain
cultures. For example, Alegria et al. (2007) warn

that living in what the client perceives as an
unsafe area can clearly influence the behaviors
the client exhibits. The social situation is dis-
cussed in more detail later in this chapter in
reference to the chapter in the DSM-5 about
the other disorders that may be the focus of
clinical attention.

Gathering the Data Because the client is
the primary source of data, be sure to take the
time to assess the accuracy of the information and
determine whether the client may either will-
ingly or inadvertently withhold or exaggerate
the information presented. Assessment informa-
tion is usually collected through verbal and
written reports (Owen, 2011). Verbal reports
may be gathered from the client, significant
others, family, friends, or other helping profes-
sionals. Critical information can also be derived
from written reports, such as medical documents,
previous clinical assessments, lab tests, and other
clinical and diagnostic methods. Furthermore,
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information about the client can be derived
through direct observation of the client’s verbal
or physical behaviors or interaction patterns with
other interdisciplinary team members, family,
significant others, or friends. When a practitioner
is seeking evidence-based practice, recognizing
directly what a client is doing can be a critical
factor in the diagnostic assessment process. View-
ing and recording these patterns of communica-
tion can be extremely helpful in later establishing
and developing strengths and resources, as well as
in linking problem behaviors to concrete
indicators reflecting a client’s performance (Cor-
coran & Walsh, 2010). Remember that in addi-
tion to verbal reports, written reports reflective
of practice effectiveness often are expected.
Background sheets, psychological tests, or tests
to measure health status or level of daily function
may be used to more concretely measure client
problem behaviors.

Although the client is the first and primary
source of data, the current emphasis on evi-
dence-based practice necessitates gathering
information from other sources. Taking a
team approach involves examining previously
written information and records, as well as
sharing the responsibility for talking with the
family, significant others, and other health pro-
viders to estimate planning support and assist-
ance. From this perspective, task effectiveness is
measured in how successful the team is in
achieving its outcomes (Whyte & Brooker,
2001). As part of a team, collecting information
from other secondary sources, such as the cli-
ent’s medical record, is important. To facilitate
assessment, the nonmedically trained practi-
tioner must work with those who are medically
trained to make sure he or she understands the
client’s medical situation (Dziegielewski, 2005,
2006). Knowledge of certain medical condi-
tions and when to refer to other health pro-
fessionals for continued care is an essential part
of the assessment process.

DSM-5 AND COMPLETING
THE DIAGNOSTIC ASSESSMENT

The information presented in this chapter is not
meant to include all the possibilities for use of the
DSM-5. 1t is, however, designed to give practi-
tioners a practical introduction to facilitating and
identifying how to best complete the diagnosis
assessment, taking into account all aspects of the
client. Proper use of the DSM-5 requires diag-
nostic classification of both the principal diagno-
sis and the reason for visit, as well as other
supporting information as needed. This chapter
describes and compares and contrasts what is
required today within the assessment process
to past requirements. The intent is to use this
information to support the completion of the
comprehensive diagnostic assessment that leads
to the treatment plan and practice strategy.

Elimination of the Multiaxial System

One of the most significant changes in DSM-5 is
the elimination of the multiaxial assessment sys-
tem. This assessment system and the five axes
required for use have a long history, starting with
DSM-III and DSM-III-R. Practitioners familiar
with the DSM have used this system for more
than 25 years. To review, the multiaxial assess-
ment system identified five separate axes. Axes I
and II had the primary mental health diagnoses,
Axis III was the medical information, and
Axes IV and V documented the information
that supported the diagnosis. (See Quick
Reference 3.4.)

In many practice settings in the 1980s and
1990s, the first three axes were considered suffi-
cient as the formal diagnostic process. The practi-
tioner completed a diagnostic impression of the
client that involved Axes I, II, and III, leaving the
use of Axes IV and V as optional. With the later
editions of the DSM (DSM-III and DSM-III-R),
it was recommended that all five axes be addressed
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QUICK REFERENCE 3.4

DSM-IV-TR: Multiaxial Assessment
Axis: Clinical disorders, pervasive developmental disorders, learning, motor
skills, and communication disorders
Other conditions that may be the focus of clinical attention
Axis Il Personality disorders; Mental retardation
AxisIll: ~ General medical conditions
AxisIV:  Psychosocial and environmental problems
Axis V: Global assessment of functioning (GAF)

as part of the diagnostic assessment. In the multi-
axial system in DSM-IV" and DSM-IV-TR, the
first three axes alone were not considered accept-
able as a practice standard, and working with that
multiaxial framework required using all five axes.
The APA (2000) has always clearly said that the
first three axes, although separate in documenta-
tion, were unrelated, and diagnoses were placed
on either Axis I or II just to facilitate coding. The
multiaxial system was simply a system of conve-
nient systematic documentation, yet many pro-
fessionals did not feel that way.

For example, the diagnosis of a personality
disorder, coded on Axis II, was avoided, as its
lifelong behaviors were often avoided for diag-
nostic coding because it could hamper reimburse-
ment. There were also times when using the
multiaxial diagnostic assessment was not appropri-
ate. For example, with special population groups
(e.g., troubled youth) or in specialized settings
(e. g., assisted residential care with elderly persons),
having such a formal diagnostic assessment did not
seem appropriate and was considered unnecessary.
It could also be problematic in other settings, such
as some counseling agencies that focused directly
on problem solving, which entails helping indi-
viduals gain the resources needed to improve
functioning. In this type of setting, use of the
multiaxial system was considered disadvantageous

and optional. In updating the manual, despite
widespread use of the multiaxial system, the
work groups decided to eliminate it in favor of
a format more relevant to simply writing the
diagnosis and the supporting information. In
DSM-5, coding diagnostic impressions on a mul-
tiaxial system has been eliminated and is no longer
an option. It now emphasizes only the free listing
of the mental health diagnosis without the restric-
tions of utilizing the multiaxial system.

DSM-5: The Diagnostic Impression

With the elimination of Axes I, II, and III that
were used in earlier versions of the DSM, the
replacement requires all three of these axes to be
combined by simply listing the relevant diagnosis
as either the principal diagnosis or in some cases
adding a provisional diagnosis (see Quick Refer-
ence 3.5). Listing the principal diagnosis elimi-
nates the need for Axes I and II. Also, combining
any medical conditions and listing them with the
principal diagnosis eliminates the need for Axis
III, which included any related medical condi-
tions. Eliminating Axes I, II, and III helped to
clarify that Axis II specifically was never meant to
be a separate set of diagnoses, nor was it the
intent of the multiaxial system to separate medi-
cal and mental health conditions in assessment or
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principal diagnosis.

PriNcIPAL AND ProOVISIONAL DIAGNOSIS

The Practitioner can Use Either of These Terms When the Diagnostic Criteria are Met:
Principal diagnosis: Symptoms related to the disorder are the primary reason for the
diagnostic assessment and often denotes the request for treatment/intervention.

Provisional diagnosis: Diagnosis is determined on the criteria used to verify the
duration of the illness or when there is not enough information to substantiate a

treatment. What many professionals do not real-
ize is that this new coding system presented in
DSM-5 is not completely new. Both DSM-IV/
and DSM-IV-TR oftered two ways of coding:
the multiaxial system and simply listing the
diagnosis, similar to what is now required in
DSM-5. In DSM-5, listing the mental disorders
and the relevant medical conditions are com-
bined, thereby avoiding the artificial distinction
suggested by listing them on separate axes. The
diagnostic assessment starts with identifying
either the principal or the provisional diagnosis.

THE PRINCIPAL DIAGNOSIS

The reason an individual 1s seen by a mental
health professional or admitted to an inpatient
facility is in DSM-5 termed the principal diagnosis.
Listing the principal diagnosis and just listing any
subsequent diagnoses eliminates the need for
Axes I and II, which were part of the multiaxial
diagnosis in DSM-IV and DSM-IV-TR. This
change helps to clarify that in DSM-IV, Axis
IT was never intended to separate medical and
mental health conditions in assessment or treat-
ment. When the principal diagnosis is listed
according to DSM-5, it is listed first, but there
can be more than one diagnosis as long as each
meets the criteria. If there is more than one
diagnosis, they should be listed in terms of

attention. At times, determining which diagnosis
is the principal one may be difficult. There may
also be some confusion related to which mental
health diagnosis is the reason for the visit. In
DSM-5, always remember to list the principal
diagnosis first. It is generally the “reason for the
visit” that is most often linked within the inpa-
tient situation to admission status; in the out-
patient setting, it is also the reason the medical
services are provided.

The principal diagnosis should always be
qualified with “(principal diagnosis)” added
after it; if it is the reason for the visit, it should
be qualified by “(reason for visit)” given after it.
There may also be more than one diagnosis, and
taking into account comorbidity (when two
mental disorders are related and often occur
together) is essential. When there is comorbid-
ity (or co-occurrence) and the two diagnoses
both present prominent symptoms that need to
be addressed, determining which is the primary
or principal diagnosis may be even more diffi-
cult (Cipani, 2014). Noting all relevant mental
and medical conditions present is essential for
the treatment planning to follow. When there is
more than one mental disorder, be sure to
always list the primary (principal) diagnosis first.
(See Quick Reference 3.6.) If both diagnoses
seem equally relevant, use clinical judgment to
decide which one is more important to the
course and treatment, and list that one first.
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focus and attention.

the mental disorder.

Helpful Tips for Documenting the Principal Diagnosis

®  Principal diagnosis is most ofen the reason for the visit and is generally listed first.
m  [fthere are multiple diagnoses, the reason for the visit should always be listed first.
m  For the principal diagnosis, use the phrase (principal diagnosis) or (reason for visit).
®m  [f there are multiple diagnoses, list them after the principal diagnosis in terms of

®  [fthereis a medical condition or disorder that appears to be the cause of the mental
hedalth disorder, according to the ICD, the medical disorder should be listed before

m  List the mental disorders that interfere with functioning first, and then list other
medical condition(s) that are complicating or are directly or indirectly related to the
mental health condition but not the direct cause.

In DSM-5, Axis III—where the medical
disorder was listed on a separate axis—was elim-
inated. Therefore, if the principal diagnosis is a
mental disorder that is directly attributed to a
medical disorder, the medical disorder (accord-
ing to the ICD) is listed first. From this perspec-
tive, the medical disorder is given the appropriate
focus, as the mental disorder is considered to be
secondary and may or may not resolve once the
medical disorder is addressed. Previously, in
DSM-III such a disorder was referred to as
physical disorders and related conditions. In DSM-
IV and DSM-IV-TR, they were referred to as
general medical conditions. In DSM-5, these medi-
cal or physical conditions are now referred to as
another medical condition.

Because the term mental disorder means a
condition that is not directly due to a medical
condition, all nonmedically trained practitioners
need some knowledge of the most common
medical conditions that can complicate the diag-
nosis of mental health conditions. Furthermore,
the practitioner needs to be acquainted with the
relationship these conditions can have to a men-
tal disorder. Pollak, Levy, and Breitholz (1999)
were quick to warn that in the diagnostic assess-
ment, alterations in behavior and mood that

mimic a mental disorder may be directly related
to a medical illness. This difference is particularly
important to distinguish in that many times
clients suffering from a mental disorder may
be confused about the symptoms they feel and
may not report them clearly. Because most
mental health practitioners do not have extensive
training in medical disorders and what to expect
from one, the misdiagnosis of a medical disorder
as amental health disorder can be fairly common.

Clients at the greatest risk for misdiagnosis in
this area include women who are pregnant or
after pregnancy (prenatal, perinatal, or neonatal),
indigent individuals because of limited resources
and access to continued health care, individuals
who engage in high-risk behaviors, individuals
with a medical illness who exhibit symptoms that
might be confused for mental illness, and indi-
viduals with chronic conditions, such as those
who suffer from major mental disorders and
older adults (Pollak et al., 1999). For example,
clients who have been diagnosed with mental
disorders such as schizophrenia or bipolar dis-
order may be unable to perceive, may misper-
ceive, or may simply ignore warning signs of a
medical problem (Dziegielewski, 2010). Many
of the chronic conditions older adults exhibit
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may be de-emphasized or ignored as a normal
part of aging or as chronic disease progression.
For example, I will never forget a client who
presented in a severe acute phase. He had been
seen numerous times at the clinic, and his diag-
nosis was Schizophrenia. He constantly com-
plained of demons invading his brain and
voices that would not allow him to think inde-
pendently. He was convinced that placing a
piece of tinfoil under his baseball hat could
help to deter the demons’ rays that penetrated
his brain with disparaging thoughts. One night
while I was working in the crisis unit, he came in
for assistance and was extremely delusional, beg-
ging for help. He was experiencing auditory
hallucinations that were so pronounced he felt
his brain would explode. He tried to help himself
by wrapping an entire roll of tinfoil on his head
with the hope it would turn aside the rays from the
demons that were causing him so much dis-
comfort. Upon assessment, he was so agitated
and difficult to assess that I immediately suspected
he had stopped taking his medications, but he
swore he had not. An immediate referral for a
physical exam determined he had a sinus infection
that was causing the signs prevalent of his mental
disorder to worsen. Once the sinus infection was
treated with an antibiotic, his perceptions of de-
mon rays and voices in his head subsided greatly.
This client needed an antibiotic, and receiving an
antipsychotic medication would have been sec-
ondary to his mental health presentation. Because
ofhis previous mental health disorder, he believed
that all his pain was demonic and did not under-
stand that there could be other reasons for it.
In presentation, it would have been a true dis-
service if the medical condition had not been
addressed first. Within 3 days of the antibiotic,
his previous symptoms almost disappeared. For
cases such as this, whether trained in medical areas
or not, practitioners must rule out the signs and
symptoms most relevant to a medical condition
before the mental health condition can be treated.

Therefore, when listing the principal diagnosis as
the reason for the visit, practitioners should always
list the medical disorder first when a medical
disorder is coded “due to another medical
condition.”

In summary, according to the ICD, if there is
a medical condition that causes the mental health
disorder, it has to be listed first. If there are other
medical conditions important to the diagnosis,
they can be listed as well after the principal
diagnosis. As previously stated, in DSM-5 these
conditions are referred to as “another medical
condition,” replacing the previous listing in
DSM-IV as a “general medical condition.”

The Provisional Diagnosis

Many times when a client is interviewed and the
initial diagnostic assessment is completed, a prin-
cipal diagnosis cannot be determined. In these
cases, a provisional diagnosis can be assigned. A
provisional diagnosis (often referred to in the field as
the best-educated clinical guess) is based on clini-
caljudgment and reflects a strong suspicion that an
individual suffers from a type of disorder that, for
some reason or another, either the actual criteria
are not met or the practitioner does not have
information available to make a more informed
diagnostic assessment. In practice, a provisional
diagnosis can be particularly helpful when infor-
mation from family or the support system is not
available to confirm the diagnosis. There are also
disorders for which specific time periods must be
met to assign a diagnosis. For example, the criteria
for schizophrenia outline that the duration of the
illness must be at least 6 months or more. With the
first episode or the onset of the disorder, all criteria
may be met except for the time frame. Therefore,
the provisional diagnosis allows the practitioner to
use the term schizophreniform disorder, which meets
the same criteria as schizophrenia but has a shorter
time frame (less than 6 months and remission does
not occur).
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The most important thing for the practi-
tioner to remember, however, is that a provi-
sional diagnosis is temporary. Once a provisional
diagnosis is given, every attempt must be made to
monitor its course and remove it if symptoms are
no longer present. When the needed informa-
tion is gathered or the suggested time frame has
been met, the provisional diagnosis should be
changed to the primary diagnosis most relevant
to current problem behaviors and future
treatment.

Information Supportive of the Diagnosis

In DSM-III, DSM-1V, and DSM-IV-TR, sup-
portive information about the diagnosis was listed
on Axis IV and Axis V. In DSM-5, by contrast, the
nonaxial system of diagnosing a mental disorder
simply requires adding this supportive information
related to the diagnostic assessment. Separating the
stressors experienced and the level of disability ona
separate axis is no longer required. The APA
(2013), however, states quite clearly that just listing
the diagnosis is not enough, and supportive infor-
mation, although not formalized on a multiaxial
system, is still expected. To assist with providing
supporting information, Chapter 21, “Medica-
tion-Induced Movement Disorders and Other
Adverse Effects of Medication,” and Chapter 22,
“Other Conditions That May Be a Focus of
Clinical Attention,” may be of help. The criteria
outlined in these two chapters may help to docu-
ment the medication-related influences, stressors,
and other circumstances that can influence the
mental health condition and the diagnostic assess-
ment. In addition to the conditions listed in these
two chapters, a new measurement instrument has
been introduced to address the level of disability
that was previously outlined with the Global
Assessment of Functioning (GAF) in DSM-IV
and DSM-IV-TR. This measure of disability,
which is more quantifiable than the GAF, is
published by the World Health Organization

and called the World Health Organization Dis-
ability Assessment Schedule (WHODAS).

Medication-Induced Movement
Disorders and Other Adverse Effects
of Medication

Chapter 21 and the medication-related condi-
tions listed in DSM-5 are not considered mental
disorders. The information presented, however,
is important, as it may support the diagnostic
assessment. Lacasse (2014) warns that placing a
diagnosis of a mental disorder can create a path-
way to treatment with psychiatric drugs. Two
important diagnostic areas most often associated
with these medications are in schizophrenia
spectrum disorders and use of neuroleptics and
in the depressive disorders and discontinuance
syndromes related to stopping antidepressant
medications. The conditions listed in this new
chapter were previously covered in DSM-I1"and
DSM-IV-TR in a combined section, Other Dis-
orders That May Be a Focus of Clinical Atten-
tion. In addition, when used with the previous
multiaxial system, they were coded on Axis I.
These conditions were reorganized and placed in
their own chapter to emphasize the conditions’
prominence, and designating a separate chapter
for them clearly highlights the importance of
recognizing medication effects and how the
resulting presentation can affect and confuse
the mental health diagnosis. The medication-
related conditions listed in this chapter can lead
to a temporary or permanent movement-based
disorder or influence behavior because of the
adverse effects being experienced.

The APA (2013) gives two primary reasons
for including these in a separate chapter. The first
is the helpful information these categories can
provide in management and subsequent treat-
ment of client problems. In these conditions, the
medications are either the primary or secondary
effect and clearly influence any subsequent
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Typical Antipsychotic Medications*
Chlorpromazine (Thorazine)

Thioridazine (Mellaril)

Trifluoperazine (Stelazine)

Fluphenazine (Prolixin)

Haloperidol (Haldol)

Loxapine (Loxitane)

Thiothixene (Navane)

Side Effect Profiles and Parkinsonian Symptoms Include:
Dystonia—Acute contractions of the tongue (stiff or thick tongue)

Akathisia—Most common form of extrapyramidal symptoms (e.g., inner restlessness)

*Generic medications listed first.

diagnosis. The second reason is how helpful
acknowledgment of these medication-related
conditions can be for making the diagnostic
impression. Recognizing these conditions can
assist with the differential diagnosis and complet-
ing a more comprehensive and accurate diag-
nostic impression. For example, a client suffering
from an anxiety disorder may report feeling
restless and fidgety. These types of symptoms
may be consistent with extreme anxiety. If the
symptoms alone are assessed without a good
supporting history, the abnormal fidgety and
rocking movements’ relationship to medication
may be missed. The medication-related condi-
tion most representative of these symptoms is
neuroleptic-induced akathisia. Therefore, rec-
ognizing the etiology of symptoms can clarify
what is medication related and what may be
symptoms consistent with a mental disorder.

In Chapter 21, several different categories
are all termed neuroleptic-induced; the conditions
in this area are medication related, and the types
of medications are the neuroleptics. Because the
term neuroleptic may be considered outdated in

some of the literature, the reader is cautioned
that often this term is used interchangeably with
the term antipsychotics (APA, 2013). Although
explaining all the differences between the types
of antipsychotic medication is beyond the scope
of this chapter, it is important to distinguish
between typical and atypical types. The newer
medications in this category, referred to as atyp-
ical medications, may also have some serious side
effects but fewer neuroleptic or movement-
related symptoms, which are the focus of this
chapter. (See Quick References 3.7 and 3.8).

Medications often referred to as traditional
or neuroleptic antipsychotic medications are
dopamine inhibitors that block other neurotrans-
mitters, including acetylcholine, histamine, and
norepinephrine. For example, this chapter
describes medication-induced acute dystonia
and medication-induced acute akathisia; both
conditions are related to medications used to
treat extrapyramidal symptoms. These problem-
atic symptoms may develop a few days after
starting a medication or increasing or decreasing
the dosage of a medication.



Completing the Diagnostic Assessment 81

QUICK REFERENCE 3.8

Selected Atypical Medications*
Clozapine (Clozaril)

Risperidone (Risperdal)
Olanzapine (Zyprexa)
Quetiapine (Seroquel)
Ziprasidone (Geodon)
Aripiprazole (Abilify)
Pimozide (Orap)

Selected Side Effects Include:
Weight gain

Diabetes

*Generic medications listed first.

The term extrapyramidal symptoms (EPS)
describes a side effect profile that affects a client’s
motor movements and can accompany use of the
neuroleptic medications. Dystonia, which is char-
acterized by sudden and painful muscle stiffness,
may present in clients as grimacing, difficulty with
speech or swallowing, oculogyric crisis (upward
rotation of the eyeballs), muscle spasms of the
neck and throat, and extensor rigidity of the back
muscles (Carpenter, Conley, & Buchanan, 1998).
Clients may also complain of a thick orstiff tongue
that impairs their ability to speak. These reactions
often occur within the first few days of treatment.

Another symptom is akathisia, which is often
considered less obvious than dystonia, although
it is the most common form of EPS. Akathisia
is an extreme form of motor restlessness that
may be mistaken for agitation (National Alli-
ance on Mental Illness [NAMI], 2003). The
individual feels compelled to constantly move,
and many times clients report an inner rest-
lessness evidenced by a shaking leg or constant
pacing. During assessment, these clients cannot
sit still, and the restlessness in their legs can

result in uncontrollable foot tapping. Although
akathisia generally appears early in the course
of treatment and can be related to other EPS, it
can also occur independently (Carpenter et al.,
1998).

Another form of EPS listed in Chapter 21,
which results from long-term treatment with
older antipsychotic medications, is tardive dyski-
nesia (TD). This condition involves pronounced
involuntary movements of any group of muscles,
most commonly the mouth and tongue (NIMH,
2009).This syndrome generally occurs with
elderly individuals, especially women. Prolonged
use of these medications can also result from
movement-related symptoms characteristic of
dystonia and akathisia referred to as tardive
dystonia and tardive akathisia.

A less frequent side effect associated with the
older or traditional antipsychotic medications is
neuroleptic malignant syndrome (NMS). Recogniz-
ing this syndrome can be difficult. It often includes
serious medical complications and illness (pneu-
monia, etc.) and untreated or unrecognized
symptoms related to the EPS mentioned earlier
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Neuroleptic-Induced Parkinsonism

Neuroleptic Malignant Syndrome
Medication-Induced Acute Dystonia
Medication-Induced Acute Akathisia
Tardive Dyskinesia

Tardive Dystonia
Tardive Akathisia
Medication-Induced Postural Tremor

Initial encounter
Subsequent encounter
Sequelae

Medication-Induced Movement Disorders

Other Medication-Induced Parkinsonism

Other Medication-Induced Movement Disorder
Antidepressant Discontinuance Syndrome

Coded 332.1 (G21-11)
Coded 332.1 (G21.19)

Coded 333.92 (G21.0)

Coded 333.72 (G24.02)
Coded 333.99 (G25.71)
Coded 333.85 (G24.01)

Coded 333.72 (G24.09)
Coded 333.99 (G25.71)
Coded 333.1 (G25.1)

Coded 333.99 (G25.79)

Coded 995.29 (T43.205A)
Coded 995.29 (T43.205D)
Coded 995.29 (T43.205S)

(PDR, 2013). Benzer (2007) reported that
although NMS occurs in only 0.1% to 0.04%
of cases, one of four cases of NMS can end in
death. This condition is typically more common
in males. Symptoms of NMS include severe
rigidity of the muscles, high fever, confusion,
pallor, sweating, and rapid heart rate. One early
sign of the condition is high blood pressure. Once
a client has been assessed with NMS, any further
drug treatment must always be monitored closely
by a medically trained professional.

The last conditions to be coded in Chapter
21 are the other medication-induced movement
disorders. In this classification, like the other
groups in this chapter, the movement disorders
are related to medications. These problematic
medication-influenced movements, however,
are caused by medications other than the neu-
roleptics. Another category in this section is
antidepressant discontinuation syndrome, the
set of symptoms that occur after an antidepressant

medication has been taken for at least a month
and then reduced or discontinued. In this con-
dition, the discontinuation of these medications
can result in a multitude of symptoms that were
not present before the medication was taken
initially, including a variety of somatic symptoms
such as nausea and hypersensitivity to noise and
light. (See Quick Reference 3.9.)

Other Conditions That May Be a Focus
of Clinical Attention

The last chapter in this section is a brief compi-
lation of the disorders that may be the focus of
clinical attention. This group of conditions
(Chapter 22), similar to the Chapter 21, are
not mental disorders. Probst (2013) highlights
the importance of this chapter in that there may
be a fine line between a life problem and a
mental disorder. Life transitions are rich with
behavioral transitions, material deprivations, and
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Relational Problems

Abuse and Neglect

Educational Problems
Occupational Problems

Housing and Economic Problems
Housing Problems
Economic Problems

GeNERAL CATEGORIES

Other Conditions That May Be a Focus of Clinical Attention

Problems Related to Family Upbringing
Other Problems Related to Primary Support Group

Child Maltreatment and Neglect Problems
Adult Maltreatment and Neglect Problems

Educational and Occupational Problems

Other Problems Related to the Social Environment
Problems Related to Crime or Interaction With the Legal System

Other Health Service Encounters for Counseling and Medical Advice

Problems Related to Other Psychosocial, Personal, and Environmental Circumstances

Other Circumstances of Personal History
Problems Related to Access to Medical and Other Health Care
Nonadherence to Medical Treatment

Source: Summarized from the Diagnostic and Statistical Manual of Mental Disorders, Fifth

Edition. Copyright 2013 by the American Psychiatric Association.

abandonments that could easily be documented
as a mental disorder to facilitate service reim-
bursement (Probst, 2014). This incentive pro-
vides fertile ground for documenting the eftects
ethical dilemmas and abuse can have on the
diagnostic assessment.

To facilitate use of these codes, the list has
nine main subject areas: relational problems; abuse
and neglect; housing and economic problems;
educational and occupational problems; other
problems related to the social environment; prob-
lems related to crime or interaction with the legal
system; other health service encounters for coun-
seling and medical advice; problems related to

other psychosocial, personal, and environmental
circumstances; and other circumstances of per-
sonal history. For a comprehensive list of the main
categories that outline the other disorders that
may be a focus of clinical attention, see Quick
Reference 3.10. Fora complete list of all the codes
and subcategories possible in each area, see the
DSM-5.

With the elimination of the multiaxial diag-
nostic system used in DSM-IT and DSM-ITV-TR,
this newly revised chapter (Chapter 22) of other
conditions can be helpful. Conditions that doc-
ument stressors and contributing factors that
would have been previously placed on Axis IV
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allow for some aspect of recognition. In DSM-5,
the V codes remain reflective of the ICD-(CM),
and the Z codes are related to ICD-10. See the
DSM-5s Other Conditions That May Be a
Focus of Clinical Attention (pp. 715-727) for
a full listing of these disorders. When coding for
billing or simply documenting these conditions
in the record, the practitioner needs to be sure
that the criteria to justify this support diagnostic
category are met. Often to support this effort, as
discussed later in this chapter, further informa-
tion may be needed, including psychometric
testing such as rapid and self-administered assess-
ment instruments.

Listing other conditions that may be a focus
of clinical attention pertinent to the diagnosis can
assist in documenting the supportive information
that needs to be in the record. Although these
conditions are not mental disorders, the symp-
toms the client is experiencing may initially
present in a severe enough form to make the
professional consider assigning a diagnosis. The
circumstances listed in this section are broken
into categories. For example, when information
is listed under the relational disorders, these
supporting circumstances can influence the pre-
sentation of the disorder. Once a practitioner is
aware of these circumstances, they can influence
and in some cases change the disorder identified,
as well as the course of treatment. For example,
an older client’s reaction to the death of a loved
one may be significant enough to meet the
criteria for bereavement or major depressive
disorder (MDD).

In uncomplicated bereavement, however,
the individual often recognizes what is happen-
ing and contributing to the symptoms reported.
Although the symptoms may clearly match what
might be present in a major depressive disorder,
such as trouble sleeping, lack of appetite, and
weight loss, these symptoms could be considered
a normal reaction to the death of a loved one.
In uncomplicated bereavement, the symptoms
experienced become the focus of clinical

attention, and all supportive treatment is related
directly to the recent death (APA, 2013). Yet,
the individual may ask for treatment and man-
agement of these symptoms as a way to speed the
grief process and regain his or her prior level of
functioning. The symptoms combined with the
grief reaction make it difficult to determine
whether it is uncomplicated bereavement or
indicative of something greater (Wakefield &
Schmitz, 2014).

As Frances (2013) summarized so succinctly,
when there is clinical doubt, underdiagnosing is
always better than overdiagnosing. The label
given to a client could last a lifetime. In the
case of the grief reaction, this mistake could be
costly. As part of normal life transitions as people
age, the likelihood of experiencing repeated losses
of partners, family, and friends increases. R epeated
losses and the constant adjustment process can
easily lead to feelings of sadness, disturbed sleep,
andloss of appetite—all symptoms that can resem-
ble depression. Although the individual eventually
learns to cope with these changes and losses, the
responses that occurin the adjustment process vary
considerably. One major change in DSM-5 was
the change of name for this category from
bereavement to uncomplicated bereavement.
This change in title was made to highlight that
the symptoms experienced are not beyond a
normal reaction to the death of the loved one.

Furthermore, taking research evidence into
account, the task group also agreed to delete the
2-month bereavement exclusion from major
depressive disorder (MDD). The time frame in
the previous edition of the DSM was questioned
because research evidence was lacking to support
what constitutes normal bereavement, especially
in terms of the time frame (2 months versus
6 months versus 1 year) (Wakefield & Schmitz,
2014). Whether clearly supported in the literature
or not, taking this information into account and
utilizing it provided one important reason for
eliminating the bereavement exclusion. Elimina-
tion of the 2-month waiting period was
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formalized in DSM-5 when grief-related systems
could be better explained by normal reactions to
the death of the loved one. See Chapter 7 on
depressive disorders and MDD criteria for a more
comprehensive explanation of this change and
how it relates to the manifestation of depression
and suicidal ideation and intent.

The revised categories such as uncomplicated
bereavement are intended to help the client and
family and friends within his or her support
system, as well as other professional and non-
professional helpers, to better understand and
explain the individual’s behaviors. This diagnostic
category can also avoid giving the client a label
that might not be appropriate.

Another example of this category under
other circumstances of personal history, further
subdivided into nonadherence to medical treat-
ment, is malingering (coded as V65.2 or Z76.5).
Although a client may present with multiple
severe individual, occupational, and social prob-
lems, if the client meets the criteria for the
condition of malingering, careful evaluation
and documentation are required. Malingering
is not a mental disorder. It involves “the inten-
tional production of false or grossly exaggerated
physical or psychological symptoms, motivated
by external incentives such as avoiding” (APA,
2013, p. 726). Acknowledging and clearly doc-
umenting these intentionally created symptoms
is essential for the practitioner. Examining these
symptoms and contrasting them with any exter-
nal incentives is important for a comprehensive
diagnostic assessment.

This category also outlines several situational
and environmental conditions where avoidance
is most likely to occur, such as military duty,
employment, seeking financial compensation, or
trying to avoid criminal prosecution. To apply
this further, consider a client who wants to
qualify for a documented disability in order to
receive a disability check. In desperation, the
client may feign or grossly exaggerate what he or
she is feeling to obtain the disability status. In

actuality, with this type of planned, deliberate
behavior, the client would not qualify as having a
mental disorder related to the reason for visit. In
such cases, the client’s behaviors are viewed as
primarily manipulative. Therefore, a diagnosis of
a mental disorder would be inappropriate.

When the chapter is utilized properly, it is
easy to see that the conditions that may be the
focus of clinical attention can support comple-
tion of a thorough comprehensive diagnostic
assessment. Although important for use, these
conditions should not be applied haphazardly.
For example, to better define malingering,
DSM-5 goes beyond what was described in
the previous version. The current version defines
four circumstances that can help to identify
malingering. The first is identifying the reason
for the referral. Referrals that come from an
attorney with litigation pending or self-referrals
in similar circumstances are suspect. The second
area is the actual assessment, especially when
discrepancies do not match the overall presenta-
tion and the practitioner questions if the client is
accurately presenting information. The third area
relates directly to the client’s attitude and
whether he or she is cooperative and interested
in the assessment process. Does the client either
avoid pertinent questions or providing informa-
tion that could facilitate the diagnostic assess-
ment? Fourth, the client who qualifies for
antisocial personality disorder would not meet
the criteria supportive of malingering. Using a
combination approach and taking into account
all four of these items could make a difference in
whether this term is applied.

In summary, conditions that may be the focus
of clinical intervention can be used to support
the diagnosis. This chapter discusses only some
of the supportive conditions. In this chapter and
throughout the rest of the book, documenting
these conditions is considered essential for com-
pleting a comprehensive diagnostic assessment.
Although they are not mandatory for inclusion,
I believe they should be. Use of this supplemental
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supporting information is highly encouraged, as
life circumstances can often impede any clinical
presentation. When they are present, be sure to
note them. All practitioners should be familiar
with them and able to utilize them in the sup-
portive and supplemental way intended.

SUBTYPES AND COURSE SPECIFIERS

Developing a diagnostic impression involves
assessing whether there is a mental disorder,
supported by gathering information from collat-
eral sources such as family and friends. When this
is coupled with a strong and dynamic relation-
ship between the practitioner and the patient, the
best therapeutic assessments result (Frances,
2013). Because the DSM continues to utilize
distinct diagnostic categories, mental disorders
may not precisely fit into a particular area
(Garland & Howard, 2014). Or there may be
times when the presentation tends to follow a
similar or recognized pattern. In such cases, a
subtype or course specifier may be warranted.

Use of subtypes and course specifiers is
encouraged in utilizing the DSM-5. A subtype
clarifies a diagnosis when the phenomenological
criteria are mutually exclusive and exhaustive
(APA, 2013). Using the subtype qualifiers allows
homogeneous groupings of disorders. Therefore,
a subtype can be considered a subgroup within a
diagnostic category. Subtypes are easy to recog-
nize in documenting, as the coding starts with
“specify whether.”

One consideration to note in documenting
is that subtypes are often linked to specifiers.
Specifiers, however, are not mutually exclusive
and exhaustive, and they differ from the subtype
in that there is often more than one. For exam-
ple, in the diagnosis of schizophrenia, the DSM-
IV and DSM-IV-TR established five identified
subtypes (paranoid type, disorganized type, cata-
tonic type, undifferentiated type, residual type).

The subtypes were defined by the prominent
symptomatology at the time of evaluation. In
DSM-1V-TR, discussion of eliminating these
subtypes began, and in DSM-5, these subtypes
were eliminated. This is one of the major
changes in regard to updating research informa-
tion that supports a diagnosis. In this case, the
subtypes were deleted, although the categories
were not changed. For example, the subtype of
schizophrenia, paranoid type, was deleted
because research did not support it; the symp-
toms of paranoia were so extensive in all subtypes
that it could not meet the criteria for mutually
exclusive and exhaustive. In DSM-IV-TR, the
actual subtyping found in DSM-IVV did not
change; however, to support the diagnosis, the
latest information not previously available in the
earlier version was added. The reader was made
aware that in DSM-5 these subtypes would most
likely be eliminated. Because the previous sub-
types of schizophrenia appeared to be limited
in terms of stability and prognostic value, in
DSM-5, they were eliminated to more accu-
rately reflect the research field trial results.

Although the subtypes were deleted for
schizophrenia, in DSM-5 the value of using a
subtype, when relevant, remains. Therefore, in
DSM-5 several subtypes are used in schizophre-
nia spectrum and the other psychotic disorders.
For example, although the diagnostic criteria
relevant to schizophrenia do not have any sub-
types, delusional disorder does. In delusional
disorder, the expectation is to specify whether
the mental disorder is best classified as eroto-
manic type, grandiose type, jealous type, perse-
cutory type, somatic type, mixed type, or
unspecified type. In addition to the subtypes
noted, these categories can be further broken
down and the condition linked to a specifier such
as bizarre content.

The second grouping for diagnostic catego-
ries is the course specifier. Unlike the diagnostic
subtype, the course specifier is not considered
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mutually exclusive and exhaustive. It is provided
to show how criteria that are similar within a
diagnostic category can be grouped. These homo-
geneous (or similar) subgroupings can highlight
certain shared features. There are many examples
of specifiersadded in DSM-5, but not all diagnoses
have them. Also, the specifier coded “specify if”’
should not be confused with “specify current
severity,” which is designated by the criteria
that result in categorizing some diagnoses as
mild, moderate, or severe. An example of a
specifier in DSM-5 is the mental disorder persist-
ent depressive disorder (previously termed dys-
thymia in DSM-IV and DSM-IV-TR) that has
several possible specifiers to assist with clarifi-
cation of the disorder. The coding allows spec-
ifying if there is partial remission, early onset or
late onset, or pure dysthymic syndrome with
further clarifying of the type of episode. This
also provides a good example of the use of
specify current symptoms, as it can also be further
quantified and listed after the diagnosis with
severity such as mild, moderate, and severe.

Other terms may also be used to quantify a
particular diagnosis, such as labeling the type of
presentation “with psychotic features” or noting
whether the condition is in partial or full remis-
sion. These additional terms can help the practi-
tioner point out important features that may
require attention. The term remission is particularly
useful when the criteria for a past disorder are not
currently met, yet the practitioner’s clinical judg-
ment is that the criteria will shortly be met, the
condition is dormant but still there, and it could
soon match what has occurred before.

When applying any of the additional quali-
fiers or specifiers, the practitioner needs to make
sure the application is related to the current level
of problem behavior and must clearly document
the frequency, intensity, and duration of the
reason the specifier was noted. Diagnostic codes,
usually three to five digits, are often used to
report and facilitate
retrieval of information. The fourth and fifth
digits of the code can be assigned to the subtype.
(See Quick Reference 3.11.)

statistical information

QUICK REFERENCE 3.11

®  Subtypes “Specify whether”

®m  Specifiers “Specify if”

®  Subtypes “specify whether”
DSM-5: Schizoatfective Disorder

Specifiers “specify if”

SUBTYPES AND SPECIFIERS

Mutually exclusive and exhaustive
Homogeneous subgroupings within a diagnosis

Not mutually exclusive and exhaustive

Can have more than one and better explains the particular diagnosis
®m  Specify current severity: mild, moderate, and severe

Examples of subtypes and specifiers
Specity whether: Bipolar Type or Depressive Type

DSM-5: With good prognostic features, without good prognostic features
Specify current severity: mild, moderate, severe
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Because many of the subtypes and specifiers
listed in the DSM are not listed in the ICD
system, there may not be corresponding codes
for these subtypes and specifiers. The practi-
tioner who wants to specify a client problem
by utilizing the subtype or specifier should
simply write it out (e.g., in the posttraumatic
stress disorder, the subtype possible is with
dissociative symptoms, and the specifier is
with delayed expression).

Application of Crosscutting of Symptoms
and the Dimensional Assessment

As outlined in the third section of the DSM-5,
when the dimensional assessment is coupled with
crosscutting of symptoms, the change from pri-
marily a categorical assessment system to a dimen-
sional one is made even stronger. Acknowledging
the diagnostic criteria, while documenting the
crosscutting or overlapping symptoms, allows
explication of the relationship between symptoms
characteristic of more than one disorder to be
documented without the creation or addition of a
second disorder. For example, how many times
have you worked with a depressed client who did
not have sleep difficulties that could be confused
with the diagnosis of insomnia? Documenting
with the dimensional assessment and taking into
account the crosscutting of symptoms, while
clearly noting those related to depression and
disturbed sleep, can make a stronger diagnostic
assessment while avoiding an unnecessary label
indicative of a second diagnosis.

In taking into account the crosscutting of
symptoms, DSM-5 pushes use of the dimensional
assessment further by utilizing different measures
designed to quantify a client’s behaviors. To help
with this task, some of the measures are self-
completed while others are completed by the
practitioner. To improve the comprehensive
nature of what is available for a dimensional
assessment, a specific way to measure crosscutting

of symptoms has been introduced. This measure
of symptom assessment allows acknowledging
and recording symptoms that do not neatly fit
into one category while also assessing severity.
The severity measure, often depicted as mild,
moderate, or severe, can help to determine
how often a behavior occurs and what it involves.
Three important measurement instruments can
be used to support the dimensional assessment and
crosscutting of symptoms: the crosscutting mea-
sures, the Clinician-Dimensions of Psychosis
Symptom Severity, and the World Health Orga-
nization Disability Assessment Schedule 2.0
(WHODAS 2.0).

Cross-Cutting of Symptoms Measures

The first measurement instrument in this area
provides two levels of symptom assessment and
rating. In the academic field trials conducted for
DSM-5, this measurement instrument demon-
strated good reliability across the United States
and Canada. The first level, termed Level 1 Cross-
Cutting Symptom Measure, has an adult self-report
version, a brief survey with 23 questions assessing
13 common symptom domains, which often have
overlapping symptoms. It includes having the
client record during the last 2 weeks feelings of
depression, anger, mania, anxiety, somatic symp-
toms, suicidal ideations, psychosis, sleep problems,
memory, repetitive thoughts and behaviors, dis-
sociation, personality functioning, and substance
use. Each domain is further divided into subques-
tions that further clarify the 13 psychiatric
domains identified above and how often these
symptoms occur over a 2-week period. Once
symptoms are identified using the sub-questions,
they are then rated on a scale from 0 to 4, with 0
being no symptoms or not at all, up to 4 for very
severe and occurring nearly every day. Of the 13
symptom domains, there are three (substance
use, suicidal ideation, and psychosis) that when
assessed as problematic at the slight level (as
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QUICK REFERENCE 3.12

Two Levels:

child and adolescent patients.

http://www.psychiatry.org/dsmb

CRrRoss-CuTtTING oF SYmpToms: Levels | anp 11

Adult version and child and adolescent version
(self-completed and/or parent or guardian can complete).

Level 1: A brief survey of 13 symptom domains for adult patients and 12 domains for

Level 2: More in-depth level of assessment of certain domains. This is available online:

opposed to the assessment of mild or greater for
the others) might require further assessment. If the
severity of the symptoms warrants a more exten-
sive assessment, the Level II measure 1s utilized.
Level II provides a more in-depth level of assess-
ment of certain domains. To supplement the
book and Level II symptoms, DSM-5 also ofters
some aspects online (http://www.psychiatry.org/
dsmb). It is beyond the scope of this chapter to
explain exactly how to use this scale. The reader is
urged to use the copy provided in DSM-5 in
Section III (pp. 733—744) and apply it to assist with
completing of a comprehensive mental status
exam, which is part of the comprehensive diag-
nostic assessment.

In addition to the adult version of the cross-
cutting measurement, there is a parent-guardian
version for children and adolescents age 6 to 17
designed to measure behaviors similar to those of
adults. In this version, there are 25 questions, and
the number of domains is decreased by one. The
same types of domains are measured, but this
version adds irritability and inattention, which
are more commonly exhibited in this age group,
and personality functioning was removed. Added
to suicidal ideation is the potential for an actual
suicidal attempt. In this version, the parent or
guardian is asked to rate how much the child or
adolescent experiences these symptoms over the
same 2-week period. Also, there is a related

measure that the child can complete. To access
this measure, the practitioner has to go to the APA
website (http://www.psychiatry.org/dsm5) and
locate it online. (See Quick Reference 3.12.)

In summary, regardless of which measure-
ment instrument is used to assist with the cross-
cutting of symptoms, always keep in mind that
the DSM does not suggest practice strategy. For
the most part, practitioners focus on treating the
symptoms and not the underlying mental dis-
order. Like treating most medical conditions by
addressing the symptoms, mental disorders can
follow a similar path. The measures for cross-
cutting of symptoms can help to identify symp-
tom domains and provide a comprehensive
assessment that can assist in completing the men-
tal status exam. These measures are not included
as part of diagnostic billing but remain central for
providing supporting information in completing
the comprehensive and inclusive diagnostic
assessment, In treating the symptoms, whether
we use antidepressants for the treatment of a
diagnosed anxiety disorder or a depressive dis-
order, the benefits for the client may be similar,
regardless of the diagnosis assigned. Or if we use
cognitive behavioral therapy to treat either of
these diagnosed mental disorders, the outcome
could also be the same, regardless of the specific
diagnosis. Although not critical to the diagnostic
label utilized, assessing the symptom domains
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and monitoring changes in clinical severity pro-
vide a more comprehensive mental status assess-
ment that can facilitate the assessment application
and guide the treatment strategy to follow.

Clinician-Rated Dimensions of Psychosis
Symptom Severity

A second scale that may be used to assess symp-
tom domains is designed for the clinician or
practitioner to complete. The symptoms often
seen in the disorders in schizophrenia spectrum
may cross into other disorders, and the scale titled
“Clinician-Rated Dimensions of Psychosis
Severity” may help. This scale has eight domains
(utilizing Roman numerals I-VIII) that help
to identify important aspects for confirming a
diagnosis. The instrument measures symptoms
reported as experienced during the previous
week. Like the other measurement instruments
in Section Il of DSM-5, this scale follows a similar
pattern and ranking system by identifying the
symptom domain and rating it from 0 (not pres-
ent) to 4 (present and severe). On the instrument,
the eight domains include positive symptoms
(hallucinations, delusions, disorganized speech),
abnormal psychomotor behavior, negative symp-
toms, impaired cognition, depression, and mania.
All of these symptoms can overlap into other
diagnoses, and this measure can assist in securing
the frequency and intensity duration data needed
in completing a comprehensive cross-cutting of
symptoms as part of the dimensional assessment.

To measure the positive symptoms, the prac-
titioner is expected to identify the presence, as well
as the frequency and intensity, of symptoms such
as hallucinations, delusions, disorganized speech,
and abnormal psychomotor behavior. For exam-
ple, the most common form of hallucination in the
schizophrenia spectrum disorders is auditory.
When auditory hallucinations are present, clients
often express concern that the voices they hear in
their heads are persecutory and commanding.

Clients can be tortured by uncontrollable voices
that tell them they are stupid, ugly, and no one
cares. When hallucinations are of a command
nature, the voices can cause clients to act out
against themselves or others, and the control
they feel is limited. Using a rating scale from 0
(not present) to 4 (present with severe pressure to
respond to the voices that cannot be avoided), the
practitioner can outline the frequency and inten-
sity of these symptoms in a critical 7-day window.

Identifying this window of symptom pres-
ence and intensity can be essential to identifying
the active phase of a disorder. The scale can also
be given every 7 days retrospectively until the
amount of time needed to secure the criteria for
an active phase is met. Time frames, part of the
criteria in many of these disorders, can be diffi-
cult to quantify. This scale can assist by identify-
ing the time frames that are an important
distinction between the basic criteria for distin-
guishing one disorder from another. To explicate
the importance of the time frame in making the
distinction between schizophreniform and schiz-
ophrenia is not always easy. The time frame in
this example becomes essential because in the
criteria needed for a diagnosis of schizophrenia,
the individual would need to display clear active
symptoms for a period of 6 months. Yet, what if
this is the individual’s first psychotic break, and
the symptoms have been active for a month but
not 6 months? In these cases, the diagnosis
schizophreniform, often referred to as provisional,
would be used, as opposed to schizophrenia. This
scale can assist in differentiating the symptom
severity as well as the time frame, providing a
richer, more evidence-based diagnostic assessment.

Within the eight (I-VIII) identified domains
of symptomatology, V addresses the importance
of identifying the negative symptoms that are
essential to differentiating this spectrum of diag-
noses. The two negative symptoms selected for
identification in the scale are restricted emotional
expression and avolition. Since these two
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symptoms often occur together, they are meas-
ured with the same scale and allow for examining
concerns related to facial expressivity, prosody,
and gestures or self-initiated behaviors. Restricted
emotional expression is often evidenced in
decreased facial expression or in prosody, where
the individual has difficulty with phonetics and
other aspects of speech such as pitch, loudness, and
tempo; listeners have difficulty interpreting what is
being said. Gestures that facilitate communication
may also be problematic, and avolition, a clear lack
of goal-directed behavior, can occur. With avoli-
tion, the ability to start and complete tasks is always
problematic. As volition is essential in daily func-
tioning, it is often a part of any mental status exam.

The scale also measures impaired cognition
(VI), depression (VII), and mania (VIII). In
impaired cognition, the clinician is expected to
rate an individual’s ability to engage and respond
in regard to cognitive functioning. In assessing
this measure, two factors should always be taken
into account: age and socioeconomic status
(SES). Functioning is compared with what
would be considered average for the client’s
age and SES and the degree to which it goes
outside the normal range of variation and devi-
ates from the average (mean) level of function-
ing. If the presentation is not clearly outside the
clinical judgment of the rater (using an estimate
of standard deviation of 0.5), a rating of 1 is
assigned. If extensive and severe reduction (using
an estimate of standard deviation greater than 2)
in cognitive functioning is present, a score of 4 is
utilized. The simplest way to think of the severe
range is that 95% to 97% of people with a similar
age and SES would do better than an individual
given a rating of 4.

In depression, an individual’s feelings of sad-
ness and hopelessness can impair his or her func-
tioning. When severe, these feelings can result in
delusional thought patterns that are grossly out of
proportion to the events at hand. The depression
rating scale (VII) allows assessment of these types

of circumstances and how often the individual
engages in self-blame and self-reproach.

The last domain (VIII) assesses mania. Partic-
ularly in schizoaftective disorder, there is a clear
link between bipolar-related symptoms, espe-
cially depression and mania. In schizoaftective
disorder, this distinction is further highlighted
by the subtypes (specify whether bipolar type
or depressive type). Therefore, this scale, similar
to the one that measures depression, highlights the
importance of noting the presence, degree, and
severity of manic-like symptoms. The clinician is
expected to rate over a 7-day period the symptom
severity for elevated, expansive mood and how
irritable or restless the client appears.

This Clinician-Rated Dimensions of Psycho-
sis Symptom Severity is new to the DSM and
provides another option for clinicians to measure
problematic and overlapping symptomatology
and the intensity and duration with which it
occurs. Directions on how to use this scale are
limited in the DSM, but its intent is clear in
providing another step toward quantifying symp-
toms. In the mental status assessment, measuring
these symptoms is primary, and having a standard-
ized way to do this is a welcome addition to all
practitioners. Although limited in scope because it
gives minimal guidance in how to assess the
symptoms being recorded in the identified
domain, it can still be very helpful in highlighting
the symptoms often seen across mental disorders
and facilitating the use of the crosscutting of
symptom scales, as previously discussed.

WHODAS: Assessing Disability

In DSM-5, the multiaxial diagnostic system was
eliminated as an option for diagnostic coding,
and with this deletion was the expected record-
ing of the individual level of functioning. The
purpose of Axis V in the previous version of the
DSM was to measure the behavioral functioning
of an individual over the previous year. To
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complete this task, the Generalized Assessment
of Functioning (GAF) scale was designed to
enable the practitioner to differentially rank
identified behaviors from 1 to 100, with higher
ratings indicating higher overall functioning and
coping levels. By rating the highest level of
functioning a client had attained over the past
year and then comparing it to his or her current
level of functioning, this measure provided help-
ful, repeated comparisons of changes in func-
tioning. The GAF was first introduced in DSM-
IV. One major change between DSM-I1/ and
DSM-1V-TR related to the supplemental use of
this scale, providing more detailed instructions
on how to apply the GAF.

According to the DSM-5 task force, the
major problem with the GAF that resulted in
its being dropped was the lack of clarity in the
numbered divisions and what each 10-digit
interval actually stood for, leading to question-
able psychometric properties (APA, 2013). To
replace the GAF, a global measure of disability,
the WHO Disability Assessment Schedule
(WHODAS, version 2.0), was adopted and
included in Section III. The WHODAS is based
on the International Classification of Function-
ing, Disability and Cognitive Health (ICF) and
can be used with adults and, in a separate version,
with caregivers. The adult version is a 36-item
self~administered measure for those age 18 and
older that assesses disability across six domains.
The first domain involves understanding and
communicating and utilizes
designed to measure the results of an individual’s
cognitive domain. Answers to these six questions
can be rated from no disability to so extreme that
at its most severe point cognitive functioning can
prohibit performance.

The second area involves five questions
related to how well the client can get around.
This subsection follows a similar scoring format,
and questions assess for problems with standing,
moving, and walking inside and outside the

six  questions

home. The third area is performance of self-
care and how capable the client is with basic skills
required for grooming, such as bathing and
dressing, and the degree to which self~feeding
is possible. The fourth area involves getting along
with people and how the person interacts with
people in his or her support system, as well as
how he or she makes new friends and interacts
with people he or she does not know. There is
also one question related to sexual activities. The
fifth area relates to basic life activities, including
household tasks, school, and work, and gathers
information related to the appropriate life situa-
tion. The sixth area has eight questions on how
the individual sees his or her role in society, along
with any concerns or preoccupations with
health. What all six sections of the adult version
of the WHODAS share is that they assess behav-
iors over the past 30 days and can be given as
often as needed to examine changes in individual
perceptions and functioning.

The hope is that the WHODAS will assist
with measuring individual functioning and replace
the need for the GAF. Measuring the term clinically
significant and how it relates to impairment in social
and occupational functioning has always been
difficult. The use of this measure is recommended,
along with other possible assessment measures
listed online (http://www.psychiatry.org/dsm5).
When these measures are combined with getting
information from third parties such as family
members and others in the client’s support system,

the most comprehensive diagnostic assessment
will be obtained.

Documentation of Information

In documenting the mental health disorder, the
reason for the visit, generally referred to as the
principal diagnosis, is listed first. Other existing
mental disorders can be coded by simply listing
them based on relevance to treatment. In addition,
any supportive information and circumstances
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affecting the diagnosis can be documented. In
practice, most clients usually present with a prin-
cipal diagnosis, and it is often labeled the reason for
visit. Regardless of whether the practitioner is
working with adults or children, acceptable pro-
ficient documentation when there is more than
one diagnosis requires that the principal diagnosis,
which is also considered the reason for visit, should
always be listed first.

When documenting the diagnostic assess-
ment, three situations need to be examined.

1.

For each primary diagnosis given, the
practitioner should note the major psy-
chiatric symptoms the client is displaying
that support its use. In the DSM-5, each
of the 20 chapters that outline the mental
disorders have specific criteria associated
with it that need to be reviewed, applied,
and assessed for symptom occurrence.

These presenting symptoms should be

clearly noted and documented concern-

ing frequency, intensity, and duration.

The measurement scales described in

this chapter can assist with this.

a. When looking at issues of frequency,
it is critical to document how often
the problem behaviors occur during
a specific time period. Are the
behaviors happening, for example,
once a week or once a day? How
does the frequency of occurrence of
these problem behaviors directly
affect individual, occupational, or
social functioning? Many of the diag-
nostic categories say that the behav-
iors must occur once or more; others
say they must be frequent occur-
rences. To be safe, always document
the frequency of the behavior and
how it is documented to have
occurred and relate it directly to level
of functioning.

b. Intensity is another critical aspect to
be clearly identified in assessing diag-
nostic criteria. To address intensity,
the practitioner must gather infor-
mation about the magnitude of the
strength, power, or force with which
a problem behavior is occurring and
relate this directly to the way it affects
daily functioning. Is the behavior
affecting the client’s abilities to
form and maintain relationships, or
is it more severe, thereby affecting
the client’s ability to perform routine
daily activities such as self-hygiene?

c. For duration, the practitioner should
document the time between the
onset and stopping of the behavior
(Wright, 2011). Specifically, address-
ing duration requires that the period
of time that something lasts or exists
be measured. This period is very
important in terms of identifying
the criteria for a disorder because
often specific time frames must be
met (e.g., for schizophrenia, the
symptoms must last approximately
6 months; if less than 6 months, the
diagnosis of schizophreniform is uti-
lized). Suggested measures and stan-
dardized tools can assist with this. One
particularly helpful tool outlined in
the DSM is the Clinician-Rated
Dimensions of Psychosis Symptom
Severity scale discussed earlier. Such
measures can help the practitioner
measure incidence and problem
behaviors (in terms of frequency,
intensity, and duration). Other rapid
assessment instruments are presented
in Chapter 4, as well as in each subse-
quent chapter as relevant.

3. When substantiating the categorization

of diagnostic criteria supportive of the
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mental health diagnosis, environmental,
cultural, and social factors must always
be assessed. As discussed in Chapter 2, it
can be difficult to separate behaviors that
are culturally based from those that are
not. In the diagnostic assessment, the ex-
pectation is not to diagnose disorder(s)
when an individual’s behaviors are
related to a cultural situation or syn-
drome. In the diagnostic assessment pro-
cess, if the practitioner believes the
behavior is culture related, no clinical
syndrome or formal diagnosis constitut-
ing a mental disorder based on those
symptoms alone is given. Use of the
CFI is highly recommended, and based
on the results, caution should be used in
terms of diagnosing someone with a
mental disorder, even if the symptoms
displayed seem to suggest it. (See Quick
Reference 3.13.)

For all clients, misdiagnosis or absence of the
proper diagnosis can have devastating eftects.
When a client is extremely agitated and
uncooperative, the practitioner should assess to
see if this type of behavior is characteristic of any

other time in the client’s life. If it is not, the
behaviors could be related to an unknown
trauma such as a closed head injury. Non-
recognition of the medical aspects of a mental
disorder could also result in severe legal, ethical,
and malpractice considerations. It is essential for
nonmedically trained mental health practitioners
to have some background in medical conditions,
particularly the influence these conditions have
on mental health symptoms.

To guide the diagnostic assessment and
screening inquiries that help to identify the
relationship between medical factors and mental
health—related behaviors, Pollak et al. (1999)
suggested three guidelines that remain relevant.

1. The practitioner should look for risk
factors and whether the client falls into
a high-risk group as identified earlier.

2. The should
whether the presentation is suspicious
or inconsistent and therefore suggestive
of a neurodevelopmental or medical
condition.

3. After gathering initial screening infor-
mation, the practitioner should decide
whether further testing is warranted to

practitioner consider

QUICK REFERENCE 3.13

Questions to Guide the Process

behavior?

the DSM-5?

Severity Scale?

explanation?

®  What are the major psychiatric symptoms a client is displaying?
® What are the frequency, intensity, and duration of the symptoms or problem

® Do the symptoms identified fit the dimensional criteria outlined for the disorder in

®  Has a complete diagnostic assessment been conducted that utilizes assessment
measures such as Cross-Cutting of Symptoms, the WHODAS, and the Symptom

®  Has supportive information been evaluated such as environmental factors, cul-
tural and social factors, and have these apects been considered as a possible
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QUICK REFERENCE 3.14

Helpful Hints: Clinical Presentations Suggestive of a Mental Disorder

B Previous psychosocial difficulties not related to a medical or other type of devel-
opmental disorder.

m  Chronic unrelated complaints that cannot be linked to a satisfactory medical
explanation.

m A history of object relations problems, such as help-rejecting behavior,
codependency, and other interrelationship problems that significantly impair
social functioning.

® A puzzling lack of concern on the part of the client as to the behaviors he or she is
engaging in with the tendency to minimize or deny the circumstances.

®  Evidence of secondary gain where the client is reinforced by such behaviors by
significant others, family, or members of the support system.

® A history of substance abuse problems (legal or illegal substances such as alcohol
or prescription medication abuse).

A family history of similar symptoms and/or another mental disorder.

m  Cognitive or physical complaints that are more severe than what would be

expected for someone in a similar situation.

address the physical or medical basis of
the symptoms a client is experiencing. In
this case, a physical exam should always
be considered.

Once the practitioner makes a referral, the
client will need to sign a release for the physician
to share this information with the mental health
practitioner. The practitioner is also advised to
use client information from previous history and
physical exams, medical history summaries, radi-
ological reports, and lab findings. The most
valuable advice for the practitioner is to first
establish when the client last had a physical
exam. When this information cannot be verified
and the practitioner is not sure whether the
condition is medically based, referral for a physi-
cal exam should be made.

Although the mental health practitioner can
assist in identifying and documenting medical
conditions, remember that the original diagnosis
of any such medical condition always rests with
the physician or the medical provider (see Quick

Reference 3.14). Also, please keep in mind that
DSM-5 no longer gives the “ICD-9 Codes
for the Selected Medical Conditions and
Medication-Induced Disorders” that were in
Appendix G of the DSM-IV-TR. Therefore,
where using the ICD-10 medical condition
codes is essential for diagnostic and billing pur-
poses, obtaining the codes from ICD would be
expected.

Pollak etal. (1999) suggested several factors to
help a practitioner separate mental health clinical
presentations that may have a medical contribu-
tion. Eight points should always be considered in
completing the diagnostic assessment:

1. Give special attention to clients who
present with the first episode of a major
disorder. In these clients, particularly
when symptoms are severe (e.g., psy-
chotic, catatonic, and nonresponsive),
close monitoring of the original presen-
tation, when compared with previous
behavior, is essential. Note if the client’s
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symptoms are acute (just started or rela-
tive to a certain situation) or abrupt with
rapid changes in mood or behavior.
Examples of symptoms that fall in this
area include both cognitive and behav-
ioral symptoms, such as marked apathy,
decreased drive and initiative, paranoia,
labile mood or mood swings, and poorly
controlled impulses.

Pay particular attention when the initial
onset of a disorder or serious symptoms
occurs after the age of 40. Although this
is not an ironclad rule, most mental
disorders become evident before the
age of 40; thus a later onset of symptoms
should be carefully examined to rule out
social or situational stressors, cultural
implications, organic concerns, or other
environmental or medical causes.

Note symptoms of a mental disorder that
occur immediately before, during, or
after the onset of a major medical illness.
The symptoms may be related to the
progression of the medical condition. It
is also possible that symptoms could
be medication- or
(Dziegielewski, 2010). Polypharmacy
can be a problem for individuals who
are unaware of the dangers of mixing
medications and substances that they do
not consider medications (e.g., herbal
preparations) (Dziegielewski, 2010).

In gathering information for the diagnos-
tic assessment, note whether there is an
immediate psychosocial stressor or life
circumstance that may contribute to
the symptoms the client is experiencing.
This s especially relevant when the stress-
ors present are so minimal that a clear
connection between the stressor and
the reaction cannot be made. One very
good general rule is to remember that
anytime a client presents with extreme

substance-related

symptomology of any kind, with no
previous history of such behaviors, assess-
ment and possible attention and moni-
toring for medical causes is essential.
Pay particular attention in the screening
process when a client suffers from dif-
ferent types of hallucinations. Basically, a
hallucination is the misperception of a
stimulus. In psychotic conditions, audi-
tory hallucinations are most common.
When a client presents with multiple
types of hallucinations—such as visual
(seeing things that are not there), tactile
(referring to the sense of touch, e.g.,
bugs crawling on them), gustatory (per-
taining to the sense of taste), or olfactory
(relative to the sense of smell)—this is
generally too extreme to be purely a
mental health condition. It could be
substance related or medically based;
therefore, a referral of collaborative
teamwork with a medically trained pro-
fessional is expected. Be sure a medically
trained practitioner is aware of these
symptoms and how they can relate to
the mental health diagnosis.

Note any simple repetitive and purpose-
less movements of speech (e.g., stutter-
ing or unintelligible
speech), the face (e.g., motor tightness

indistinct  or

or tremors), and hands and extremities
(e.g., tremor, shaking, unsteady gait).
Also note any experiential phenomena
such as derealization, depersonalization,
or unexplained gastric or medical com-
plaints and symptoms, such as new onset
of headache accompanied by nausea and
vomiting.

Note signs of cortical brain dysfunction,
such as aphasia (language disturbance),
apraxia (movement disturbance), agno-
sia (failure to recognize familiar objects
despite intact sensory functioning), and
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visuoconstructional deficits (problems
drawing or reproducing objects and
patterns).

8. Note any signs associated with organ fail-
ure, such as jaundice related to hepatic
disease or dyspnea (difficulty breathing)
associated with cardiac or pulmonary dis-
ease. For example, a client who is not
getting proper oxygen may present as
very confused and disoriented; when oxy-
gen is regulated, the signs and symptoms
begin to decrease and quickly subside.

Although mental health practitioners are not
expected to be experts in diagnosing medical
disorders, being aware of the medical complica-
tions that influence mental health presentations is
necessary to facilitate the most accurate and
complete diagnostic assessment possible.

Coding Medical Conditions: Making
the Mind-Body Connection

In using the DSM-5, several issues need to be
explored. Perhaps most important is remember-
ing the importance of linking the mind and the body.
People are complex beings. When a categorical
approach to identifying and classifying disorders is
utilized, the temptation is great to apply concrete
and discrete criteria that do not include the full
range of an individual’s existence or situation.
Adding the concepts of the dimensional assess-
ment and crosscutting of symptoms enables con-
sidering a greater range of symptomology without
a formal diagnosis. It also allows factors related to
another medical condition to be considered.
Making the connection between mind and
body and studying the resulting relationship is
crucial to a comprehensive diagnostic assessment.
A medical disorder can clearly affect individual
functioning, and vice versa. The medical disorder
and its subsequent symptoms as reported by the
client can easily become confused. Just having a

medical disorder can affect the mental disorder,
which in turn can influence the course of many
diseases leading to short-term or long-term dis-
ability. In addition, mental health conditions can
influence other medical conditions, such as car-
diovascular disease, diabetes, HIV/AIDS, tuber-
culosis, and malaria. According to Prince et al.
(2007), mental health conditions and the behav-
1ors that are characteristic can influence reproduc-
tive and sexual health with the development of
conditions such as dysmenorrhea (disturbed men-
strual cycles) and dyspareunia (genital pain during
intercourse and other sexual activities).

In professional practice, it is easy to see how
the line between what constitutes good physical
health and what constitutes good mental health
might be blurred (Dziegielewski, 2010). Sepa-
rating the mind from the body is impossible, and
the concept of wholeness must be considered.
Achieving healthy outcomes requires positive
and healthy mental health, and vice versa. Inte-
grating these medical components into diagnos-
tic assessment can increase the application of this
connection. For example, for a client who has all
the symptoms of depression but was recently
diagnosed with cancer, a mental health diagnosis
of this nature could be premature if not simply
inaccurate. A diagnosis alone is never enough,
and each practitioner must also assess a situation
completely, taking into account system variables
that include a person’s physical health.

The DSM-5 no longer uses the multiaxial
diagnostic system that was previously clearly
delineated and coded on Axis III; however,
listing a medical condition still remains relevant
when it affects or compounds the mental health
diagnosis. Listing a medical condition remains
relevant when the mental disorder appears to
have a physiological relationship or bearing on
the mental health diagnosis listed. It is also
important to note when the medical condition
actually causes, facilitates, or is part of the reason
for the development and continuation of the
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QUICK REFERENCE 3.15

Diseases of the nervous system
Diseases of the circulatory system
Diseases of the respiratory system
Neoplasms

Endocrine diseases

Nutritional diseases

Metabolic diseases

Diseases of the digestive system
Genitourinary system diseases
Hematological diseases

Diseases of the eye

Diseases of the ear, nose, and throat

Diseases of the skin

Infectious diseases

Overdose

Association.

General Categories for Medical Diseases and Conditions

Musculoskeletal system and connective tissue diseases

Congenital malformations, deformations, and chromosomal abnormalities

Diseases of pregnancy, childbirth, and the puerperium

Additional codes for the medication-induced disorders

*[CD medical codes are no longer listed in DSM-5.
Source: List of topics reprinted with permission from the Diagnostic and Statistical Manual of
Mental Disorders, Fourth Edition, Text Revision, Copyright 2000 by the American Psychiatric

In this situation,
according to the ICD, the medical condition
that causes the mental health condition would be
listed first as the reason for visit. One sure way to
establish whether the medical condition is the
reason for visit is when the relationship between
the medical and mental disorder is such that

mental health condition.

when the medical condition is resolved, the
mental health condition is resolved as well.
This premise sounds easy to the beginning

professional, but for those more experienced,
it is clear this simple distinction is not always
so simple. Although conclusive, this relationship
can be complicated, and there is often no simple
pathway, especially when the damage from the
general medical condition may not be curable.
Regardless, it is important to document all
related medical conditions that are important
or can influence forming the mental diagnosis
(APA, 2013). (See Quick Reference 3.15.) For
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QUICK REFERENCE 3.16

Important Questions in Assessing Medical Symptoms
Has the client had a recent physical exam? If not, suggest that one be ordered.

Does the client have a summary of a recent history and physical exam that can be
reviewed? If not medically trained, does the practitioner have someone to consult and
review these with? Be sure to examine whether the etiology could be medically related.

Are there any laboratory findings, tests, or diagnostic reports that can assist in
establishing a relationship between the mental and physiological consequences
that result? If not medically trained in this area, does the practitioner have someone
medically trained to consult or refer?

the coding and specific categories of such dis-  (Dziegielewski, 2013). Individuals who have
orders, see the ICD-10 and most probably after  training in the medical aspects of disease and

2015 the ICD-11. illness can be valuable resources in understanding
When assessing medical conditions, non-  this mind-body connection. (See Quick Refer-

medically trained mental health practitioners  ence 3.16 and Case Example 3.1.)

may find it helpful to receive support from When medical conditions are listed and

an interdisciplinary or multidisciplinary team  recorded as part of the diagnostic assessment,
that includes medically trained professionals  there should always be hard evidence to support

CASE EXAMPLE 3.1 - IMPORTANCE OF ASSESSING
FOR MEDICAL FACTORS

In a comprehensive diagnostic assessment, the importance of examining complicating or interacting
medical conditions cannot be underestimated. Consider this example. Late one night, a client who
was extremely unkempt, delusional, and paranoid was brought to the emergency room. He reported
bizarre delusions: Demons had invaded his teeth and were trying to capture his mind. The client had
a past history of schizophrenia and often reported persecutory auditory hallucinations. This time,
however, the delusions he was reporting were extreme compared with previous presentations. He
was so convinced that demons were inside his mouth that he had started to tear at his gums with his
fingers in an attempt to get at the demons inside. In his state of poor hygiene and malnourishment, it
was not hard to see how he had managed to remove most of his teeth from his mouth, ripping them out
with his fingers. Immediately on admission, a physical exam was ordered, along with an X-ray of his
teeth to see the extent of the damage he had created by ripping the teeth from his mouth. The X-ray
revealed that the client had an extensive sinus infection and made it obvious how much pain the
untreated infection was causing. The pressure the sinus discharge placed on the roots of his teeth was
causing him extensive pain and heightening the paranoid delusion of demons occupying his teeth.
Once the sinus infection was treated, the severity of the paranoid delusions subsided.

As can be seen in this example, it is critical that medical issues, especially when clients present
with extreme signs and symptoms, be clearly assessed and documented as part of the comprehensive
diagnostic assessment process.
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its inclusion. The practitioner should query
whether a recent history and physical exam
has been conducted and, when one is available,
review the written summary, which can be
helpful in identifying medical conditions that
may be related to the symptoms and behaviors
a client is exhibiting. As stated earlier, if a physical
exam has not been conducted prior to the assess-
ment, it is always a good idea to refer the client for
a physical or suggest that the client see a physician
for a routine examination. A review of the medi-
cal information available, such as lab reports and
other findings, as well as consulting with a medical
professional, may be helpful in identifying disor-
ders that could complicate or prevent the client
from achieving improved mental health. When
looking specifically at the relationship between
the mental and the medical disorder, mental
health practitioners should be prepared to inquire
into the signs and symptoms of these conditions
and to assist in understanding the relationship of
this medical condition to the diagnostic assess-
ment and the planning processes that evolve.

Special Considerations

Two areas of the diagnostic assessment are often
overlooked and neglected, yet they are critical to
a well-rounded comprehensive diagnostic assess-
ment. In ICD-9, the first of these medical con-
ditions fell under diseases of the eye and had to
do with wisual loss (coded 369.9) or cataracts
(coded 366.9). Visual loss is related to a decrease
in vision (sight), yet the apparent loss of visual
acuity or visual field is not related directly to
substantiating physical signs. This problem may
be best addressed with client reassurance
(WebMD, 2008). Cataracts relate to the loss of
transparency in the lens of the eye. Both condi-
tions result in vision impairment. Keep in mind
that decreased or impaired vision may lead indi-
viduals to interpret daily events incorrectly. For
example, have you ever sat near a window only

to look up and be startled by your reflection? For
a moment, you are shocked and frightened that
someone is watching you. As you look closer,
however, you realize that it is only your reflec-
tion. Now imagine that you are vision impaired
and cannot see well. Or imagine that you are not
wearing your glasses because you cannot remem-
ber where you put them. Or that you have
developed a cataract that has grown so dense
your vision is obstructed, and what you can see
is clouded or shadowed. Is it possible that no
matter how hard you try, you are still unable to
see that the reflection in the window is really you?
Since you are unable to distinguish the shape in
the window as your own, imagine how frightened
you might become as you now convince yourself
that a stranger is watching your every move.
Would you not be suspicious of why you were
being watched, and what this person or people
might be after? Now imagine how someone who
is vision impaired might feel it he or she is troubled
by symptoms that cannot be easily explained. The
frustration with the present situation can lead to
symptoms being misperceived or misinterpreted.
For mental health practitioners, the most salient
issue to identify once the vision difficulty is
recognized or corrected is whether the problem
resolves itself. As part of the diagnostic assessment,
special attention should always be given to screen-
ing for vision problems that may cause distress to
the client in terms of individual and social
functioning.

The second medical area that is often over-
looked in the diagnostic assessment is related to
hearing loss (coded 389.9 in ICD-9). A client
with hearing impairment or hearing loss expe-
riences a reduction in the ability to perceive
sound that can range from slight impairment
to complete deatness (WebMD, 2008). Many
times a client who is having hearing difficulty
may not want to admit it. Many individuals may
rely on hearing enhancement devices such as
hearing aids, which amplify sound more
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QUICK REFERENCE 3.17

AssessING HEARING AND ViSION PROBLEMS

In the Diagnostic Assessment Process for Hearing and Vision, Practitioners Need to
Ask the Client:

Do you have any problems with your hearing or vision?
How would you rate your current hearing and your vision?
Can you give examples of specific problems you are having?
When did you have your last vision or hearing checkup?

Have you noticed a difference between what you used to be able to hear or see in the
past and what you can process now?

Risk Factors in Children and Hearing Loss

Has the child had repeated ear infections that could have resulted in hearing loss?
Has the child had repeated operations and tubes placed in their ears?

Has the child ever had an eardrum burst?

Risk Factors with Adults and Potential Hearing Loss:

Has the adult been exposed to loud noises and the ears were unprotected (e.g., military/
combat soldiers, machinists)?

Could these exposures have resulted in mild hearing loss that may not be obvious to

others?

effectively into the ear. Such hearing aids may
not be able to differentiate among selected pieces
of information as well as the human ear. Fur-
thermore, as a normal part of aging, high-
frequency hearing loss can occur. Most noises
in a person’s environment, such as background
noise, are low frequency. Therefore, an individ-
ual with high-frequency loss may not be able to
tune out background noise, such as television sets
or side conversations. He or she may get very
angry over distractions that other people who do
not have a similar hearing loss do not perceive.
(See Quick Reference 3.17.)

During the diagnostic assessment process,
the practitioner should ask very specific questions
about hearing and vision problems, as these
medical problems can be misinterpreted as signs
of a mental health problem.

ETHICAL AND LEGAL
CONSIDERATIONS

Professional efforts require that all activities per-
formed and judgments made are within an ethical
and legal framework. Practitioners must avoid any
hint of malpractice. Malpractice is negligence in the
exercise of one’s profession. All the legal require-
ments and the problems that can occur is beyond
the scope of this book. However, professionals
should (a) be aware of the rules and requirements
that govern professional practice activity in their
state and (b) be well versed in the code of ethics
that represents their profession’s moral consensus
(Reamer, 2001, 2009). It is not enough for
helping professionals to assume that their ethical
practice will be apparent on the basis of their
adherence to their professional code of ethics.
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Two common sayings about documentation
are:

1. If you documented it, it happened.
2. If you did not document it, it did not
happen.

When documenting client information, be
sure it is accurate and reflects the nature of the
ethical services provided, as this can be the best
way for mental health practitioners to protect
against malpractice. Practitioner documents
must ensure that client confidentiality and
privacy are protected (Dziegielewski, 2013).
One helpful rule is to remember that at any
time, all records may be subpoenaed in a court
of law, where private client information may
be divulged. Regardless of the employment
setting, all helping professionals should con-
sider maintaining personal malpractice insur-
ance in addition to what may be provided
through agency auspices. Even with the best
of intentions, mental health practitioners may
find themselves in legal proceedings defending
the content of notes, subjective assessments, or
terminology used in the diagnostic assessment.
It is always best to record objective data and
refrain from using subjective terminology (i.e.,
what you think is happening). When docu-
menting, always use direct client statements;
do not document hearsay or make interpreta-
tions based on subjective data (Dziegielewski,
2008). Practitioners need to be familiar with
specific state statutes that do not allow pro-
fessionals to elicit or document specific client
information. For example, mental health pro-
fessionals are prohibited from documenting
the medical condition of AIDS patients with-
out client consent. In record keeping, the
ultimate legal and ethical responsibility of all
written diagnostic and assessment-based notes
always starts and stops with the mental health
practitioner.

PULLING IT ALL TOGETHER

For a comprehensive diagnostic assessment, it is
assumed that the screening begins with the first
client—mental health practitioner interaction.
The information the mental health practitioner
gathers is assembled into a database that facilitates
the diagnostic assessment and determines the
requirements and direction of future treatment
planning and intervention efforts. The diagnostic
assessment assists in ordering information on the
client’s present situation and history in regard to
how past behaviors can relate to present con-
cerns. This comprehensive assessment is inclu-
sive, supporting both clinically based judgments
and interpretation of perspectives and alterna-
tives for service delivery.

To start this process, the problem must be
recognized as interfering with daily functioning.
Here the practitioner must be active in uncov-
ering problems affecting daily living and engag-
ing the client in self-help or skill building,
changing behaviors, or both. The client has to
acknowledge that the problem exists. Once this
is done, the definition of the problem becomes
clear, allowing for exploration (Hepworth,
Rooney, Rooney, Gottfried, & Larsen, 2010).

In addition, the problem must be clearly
identified. The problem of concern is what
the client sees as important; he or she is the
one who is expected to create the behavior
change. It is common to receive referrals from
other health care professionals, and special atten-
tion should always be paid to referrals that clearly
recommend a course of treatment or interven-
tion. This type of focused referral may limit the
scope and intervention possibilities available.
Often such focused referrals that limit interven-
tion scope can provide the basis for reimburse-
ment as well. Although referral information and
suggestions should always be considered in your
discussion with the client in identifying the
problem, in terms of assessment and the resulting
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plan, the client’s best interest is paramount, and he
or she should participate to identify the end result.

Generally, the client is the primary source of
data. This information can be supplemented
through direct observation of verbal and physical
behaviors and through interaction patterns with
other interdisciplinary team members, family,
significant others, or friends. Viewing and
recording these patterns of communication can
be extremely helpful in later establishing and
developing strengths and resource considera-
tions. In addition to verbal reports, written
reports such as background sheets, psychological
tests, and tests of health status or level of daily
functioning can be used. Although the client is
perceived as the first and primary source of data,
the need for information from others cannot be
underestimated. This means talking with the
family and significant others to estimate planning
support and assistance. Gathering information
from other secondary sources, such as the client’s
medical record, is also important. To facilitate
the diagnostic assessment, the practitioner must
be able to understand the client’s medical situa-
tion and the relationship that medical symptoms
can have with mental health symptoms. Knowl-
edge of certain medical conditions and when to
refer to other health professionals for continued
care is an essential part of the diagnostic assess-
ment process.

Completing a comprehensive assessment has
three primary steps:

1. Problem or behavior recognition. Here
the practitioner must explore and be
active in uncovering problems that affect
daily living and will later be targeted in
engaging the client in self-help or skill-
changing behaviors. The client has to
acknowledge that the problem exists.
Once the problem is acknowledged,
the boundaries related to the problem
become clear (Hepworth et al., 2010).

2. Problem or behavior identification. In
the diagnostic assessment, problems that
affect daily functioning are identified.
What the client sees as the problem of
concern is important for helping the
client to develop change behavior. In
the mental health field, referrals that
often provide the basis for reimburse-
ment are common, and sometimes the
referral source establishes how the prob-
lem is viewed and what should be the
basis of intervention. Sound, efficient,

takes

account

cost-effective  clinical practice

referral  information into
because it can lead to better problem
identification.

3. Treatment plan. Once the diagnostic
assessment is complete, how will the
information be related to the interven-
tion plan and strategy to follow?
According to Sheafor and Horejsi
(2012), the plan of action is central to
bridging the diagnostic assessment with
the resultant practice strategy. Here the
practitioner focuses on the goals and
objectives to be attained in the interven-
tion process. In the initial planning stage,
emphasis on the outcome is essential.

The outcome of the diagnostic assessment
process is a plan to guide, enhance, and in many
cases determine the course of intervention to be
implemented. Given the complexity of human
beings and the problems they encounter, a prop-
erly prepared multidimensional assessment is the
essential first step to high-quality service deliv-
ery. The diagnostic assessment should never be
considered a static entity, or else it may become
too narrow in focus, thereby decreasing its util-
ity, relevance, and salience. The process of diag-
nostic assessment must continually be examined
and reexamined to ensure its quality. This pro-
cess should not be rushed because when it is,
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superficial factors may be highlighted and signif-
icant ones de-emphasized or overlooked. Mental
health practitioners owe it to their clients that
diagnostic efforts and the helping strategy that
develops are quality driven, no matter what the
administrative and economic pressures may be.
This support is just one of the ways practitioners
are working not only to assist in developing a
comprehensive strategy to help clients but also to
ensure that high-quality service is available and
obtained.

SUMMARY

Mental health practitioners must know how
best to proceed with completing a comprehen-
sive diagnostic assessment and evaluation. In
mental health, all practitioners are expected
to do so for all their clients. For many profes-
sionals, the role of assessment leading to diag-
nosis in mental health counseling can be a
complicated one; it can be particularly prob-
lematic for practitioners in solo practice who do
not have access to collaborative teams or referral
sources (Dziegielewski, 2013). Regardless of
the practice setting, all mental health practi-
tioners are being called on to be more knowl-
edgeable and interactive and to utilize
evidence-based diagnostic tests to support prac-
tice strategy (Dudley, 2014). The role of the
practitioner in linking the client to environ-
mental considerations is an essential one. As
well, all mental health practitioners need to be
keenly aware of updates in diagnostic criteria
and act as advocates for the client throughout
the diagnostic assessment and intervention
process.

Equipped with a basic knowledge of the use
and misuse of the DSM-5 in the creation of a
diagnostic impression, the mental health practi-
tioner can more constructively participate in the
consultation process. Knowledge of diagnostic

impressions and criteria can assist the practitioner
in enhancing the client’s overall functioning
level. Because mental health practitioners often
have regular and subsequent contacts with their
clients, they can be essential in helping the inter-
disciplinary team to reexamine or reformulate
previous diagnostic impressions and the relation-
ship these original impressions can have on the
client’s future treatment potential. As a team
member, the mental health practitioner is aware
of the environment and the importance of build-
ing and maintaining therapeutic rapport with the
client. This makes the practitioner’s input in
understanding the mental disorder an essential
contribution to intervention effectiveness. The
mental health practitioner remains in a key posi-
tion to allay the client’s and his or her family’s fears
and to elicit their help and support (Dziegielewski,
2013).

Moreover, coordinated care continues to
increase the emphasis on behavior-based care
with limited time frames for treatment (Dzie-
gielewski, 2008, 2013). Use of the two supple-
mental chapters (21 and 22) is essential for
documenting supportive information and con-
ditions not attributable to a mental disorder.
These circumstances and conditions are not
attributable to a mental disorder yet remain
the focus of clinical treatment. Because they
historically have not been considered reimburs-
able, some practitioners have avoided their use.
Nevertheless, the current practice emphasis on
brief time-limited treatment (Dziegielewski,
2008) makes understanding these conditions
essential.

Information gathered must always extend
beyond the client. Special consideration should
be given to the needs of family, significant
others, and the client’s identified support system.
Family members not uncommonly have limited
information about mental health diagnosis and
treatment. Information gathered from outside
sources such as the Internet can be misleading
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and biased, and family members may feel
uncomfortable telling health care professionals
that they believe another mode of treatment
might be better. The well-informed practitioner
can correct distortions and foster cooperation in
the treatment plan (Dziegielewski, 2013). When
practitioners are knowledgeable about different
mental health conditions, they can better serve
their clients and make the most appropriate treat-
ment decisions and system linkages. With an
updated knowledge of mental health diagnosis
and subsequent intervention, they can help pre-
pare, as well as educate, clients and family mem-
bers about the responsible use and expectations for
psychiatric care. Professional schools that train
mental health practitioners need to include course
work on how to complete a comprehensive
diagnostic assessment that focuses on identifying
the principal diagnosis and any supportive infor-
mation that can affect the diagnosis. Because
practitioners are held accountable for their own
practice actions, they must strive to achieve the
highest standards of their profession (Reamer,
2009).

QUESTIONS FOR
FURTHER THOUGHT

1. What is your opinion of the deletion of the
multiaxial system as part of the diagnostic
assessment? What strengths and weaknesses
do you see related to simply listing a
diagnosis?

2. What two medical conditions that are often
overlooked could have significant implica-
tions for the diagnostic assessment? Give an
example related to adults and one related to
children.

3. Does the DSM-5 suggest treatment?

4. In completing the diagnostic assessment,
how important is listing the supportive fac-
tors relative to a client’s situation? Why and
how would this be done?
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CHAPTER

Applications

Beyond the Diagnostic Assessment

ompleting the initial diagnostic assessment
is paramount, as it is the foundation for the

C

treatment planning and practice strategy that will
follow. Accurate and successful documentation

shows what progress is being made in therapy
and provides the groundwork for establishing
efficiency and effectiveness of treatment. Many
professionals falsely assume that the DSM-5 sug-
gests treatment strategy, but similar to previous
versions of the text, this assumption is not correct
tor DSM-5. Neither the DSM-5 nor any of the
previous versions of the DSM suggests treatment
strategies or courses of action regarding the
intervention or treatment phases of the helping
process. Because the mental health practitioner is
expected to assist in the diagnostic assessment,
treatment planning, and selection of the inter-
vention and practice strategy, some background
knowledge in this area is essential.

This chapter provides an overview of the
importance of documentation in terms of treat-
ment planning and practice strategy. In Section II
of this book, direct application is made to many
of the specific diagnostic conditions that integrate
many of the principles and practice techniques
described in this chapter. Once the mental health
practitioner has completed the diagnostic assess-
ment, this information must be recorded and
applied accordingly.

107

DOCUMENTATION, TREATMENT
PLANNING, AND PRACTICE STRATEGY

Throughout the history of mental health prac-
tice, practitioners have relied on some form of
record keeping to document information on
client situations and problems. Although the
formats professionals use have changed, the value
of documentation in maintaining case continuity
has remained a priority (Dziegielewski, 2010,
2013). In its most basic form, thorough docu-
mentation provides a map indicating where the
client and practitioner have traveled in their
treatment journey. Treatment is not just break-
ing things down into small parts; it is also putting
them back together in a holistic way that benefits
the client served (Magnavita & Anchin, 2014).
Clearly documenting what is done is the first step
in this process. Collaborative therapeutic assess-
ments help to link the client’s concerns and
history to the documented data (Martin &
Jacklin, 2012). Because a client’s experiences
are never static, written words need to allow
flexibility and change when possible. Under-
standing and recording the client’s problems,
the counseling interventions used, and the cli-
ent’s progress enables the practitioner to assess
the interventions and make necessary changes in
counseling strategies. It is also crucial in terms of
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client safety, especially when clients are depressed
and might attempt to hurt themselves or someone
else. As part of the assessment process, developing
a safety plan that takes into account the client’s
short- and long-term situation is emphasized
(Yeager, Roberts, & Saveanu, 2009). Creating a
comprehensive assessment involves a delicate bal-
ance of clinical judgment and the latest research
into practice (Schore, 2014).

In addition, in the courts, the medical record
may be central to portraying and defending what
was done or not done with a client in the
treatment setting. The old saying “If you did
not document it, it did not happen” remains an
important reminder of the power of the written
word. It is often followed with the reminder, “if
you did document it, it did indeed happen.”
Therefore, the exact words used must be chosen
carefully, making the primary goal of case doc-
umentation an evolving process. Reamer (2005)
suggested thinking about the various audiences
for the case record and then striking a balance
between too little information, which might
compromise the work of a team member or
other professional who reviews the record, and
too much information, which might prove detri-
mental to a client if the record is used for other
purposes, such as a custody hearing.

Wiger (2005) outlined four functions of
case documentation: (1) to monitor treatment,
(2) to assist in determining treatment outcomes,
(3) to aid in communicating with other pro-
tessionals, and (4) to help with regulatory com-
pliance. Additionally, case records serve as the
basis for determining eligibility for services by
coordinated care companies and provide evi-
dence of the practitioner’s accountability (Dzie-
gielewski, 2008). Sheafor and Horejsi (2008)
state that good record keeping must give
an accurate and standardized account of the
information gathered and support this informa-
tion with prospective and retrospective data
collection.

In the diagnostic assessment and throughout
the intervention, practitioners must be aware
that without accurate case documentation,
most third-party payers will not reimburse for
the start or continuation of services. Therefore,
all documentation within the diagnostic assess-
ment and subsequent practice strategy must
clearly identify specific information related to
problem severity that will lead and guide con-
tinued intervention efforts. This emphasis on
accountability is mandated by health care
organizations and other external reviewing
bodies that monitor client services (Sommers-
Flanagan & Sommers-Flanagan, 2009). All men-
tal health practitioners are expected to justify and
document client eligibility for service, including
diagnosis, symptoms, and functional impairment;
appropriateness for specific services and their
continuation based on client progress; the inten-
sity of services, including length of treatment and
level of care; interventions provided; and spe-
cific, objective, behavioral outcome criteria that
serve as goals for discharge (Wiger, 2005).

Increasingly, coordinated care organizations
expect mental health providers to justify treat-
ment decisions in terms of medical or therapeutic
necessity, which means that services are needed
because of the severity of impairment or dys-
function, rather than simply the diagnosis (Wiger,
2005). The case record is critical in demonstrating
therapeutic necessity. Records that specifically
document impairment and symptoms and their
persistence over time can demonstrate the need
for continuation of services. If a record lacks this
level of specificity, a reviewer may conclude that
the impairment no longer exists, and payment
for services may be denied or discontinued
(Wiger, 2005).

Utilizing a holistic framework that stresses
the client’s behavioral and biopsychosocial spiri-
tual factors allows mental health practitioners to
play an important role in the efficient delivery of
interdisciplinary psychological and social services
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(Straub, 2012). Mental health practitioners can
also assist other team members in documenting
effectively while collaborating with them on
client progress and problems (Dziegielewski,
2013). Accurate, up-to-date, and informative
records are vital to the coordinated planning
efforts of the entire team. Comprehensive
care that incorporates measurement instruments
and other types of outcome verification has
transformed mental health care and the ser-
vices provided (Davidson, Tondora, Lawless,
O’Connell, & Rowe, 2009).

As expected in behavior-based systems of
coordinated care, high caseloads and shorter
lengths of stay continue to cause mental health
practitioners to adopt a style of documentation
that is brief yet informative (Dziegielewski,
2013). The challenge is to summarize important
client information in meaningful yet concise
notes and treatment plans. Given our litigious
society, informative records that demonstrate
treatment interventions and reflect legal and
ethical wvalues and concerns can become
important documents in legal proceedings long
after the therapeutic intervention has ended
(Bernstein & Hartsell, 2013). The pressure for
accurate documentation comes from the grow-
ing emphasis and pressure to use evidence-based
professional practice and justification for the
course of intervention that will follow. In evi-
dence-based practice, clear documentation as
reflected in the case record can be used for
numerous purposes. Regardless of the helping
discipline or practice setting, five generic rules
for efficient and effective documentation must
always be employed (Dziegielewski, 2008).

1. Clear and concise record keeping is
essential to distinctly document problem
behaviors and coping styles.

2. The behavioral symptoms and impair-
ments in functioning identified within
the diagnostic assessment set the tone

and give concrete justification for the
goals and objectives in the treatment
plan. Recording supporting information
in the case file is essential for supplemen-
tation of the treatment plan. The rela-
tionship between case notes and the
treatment plan is critical to the justifica-
tion for service delivery.

3. The treatment plan shows progress indi-
cators and time frames, which once
again must be supported in the written
case record. In this section, the review of
current goals and objectives, as well as
whether the therapeutic tasks assigned
can be completed, is discussed.

4. The case notes and the treatment plan
must clearly document and show
response to interventions and whether
changes are needed to continue to help
the client to progress.

5. Case notes are used to assess goal accom-
plishment and to evaluate the efficiency,
treatment, and cost-effectiveness of the
service delivered.

(See Quick Reference 4.1.)

Problem-Oriented Recording

Among the various types of record-keeping for-
mats, many mental health facilities still commonly
use problem-oriented recording (POR) (Dziegie-
lewski, 2008, 2010, 2013). Developed first in
health care and medical settings, this type of
recording was used to encourage multidisciplinary
and interdisciplinary collaboration and to train
medical professionals. As members of either multi-
disciplinary or interdisciplinary teams, helping
professionals find that problem-oriented case doc-
umentation enables them to maintain documen-
tation uniformity within a team approach to care.
Problem-oriented documentation also satisfies
health care organizations’ demands for account-
ability (Kane, Houston-Vega, & Nuehring, 2002).
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QUICK REFERENCE 4.1

OVERVIEW OF GUIDING PRINCIPLES FOR EFFICIENT DOCUMENTATION

Use the information gathered in the diagnostic assessment as the foundation for
treatment planning and practice strategy. Be sure to use concrete behaviors and
impact on functioning as indicators of client progress when designing treatment or
intervention plans.

Complete periodic updates; report and change those interventions and treatment
strategies that do not appear to be working for the client.

Be sure that the goals the client is to accomplish are stated in concrete, measurable
terms and that the client can complete the therapeutic tasks assigned.

Monitor problem behaviors and behavior changes to continually review and update
the intervention process.

Be sure to always assess goal accomplishment and evaluate the efficiency, treatment,
and cost-effectiveness of the service delivered.

Problem-oriented recording emphasizes
practitioner accountability through brief and
concise documentation of client problems, ser-
vices, and client
responses. In any of the numerous formats for
POR, always keep comments brief, concrete,
measurable, and concise. Many professionals feel
strongly that POR is compatible with the
increase in client caseloads, rapid assessments,
and time-limited treatment. By maintaining brief
but informative notes, practitioners are able to
provide significant summaries of intervention
progress. The mental health practitioner does
not select the type of POR to be utilized.
The choice of a specific problem-oriented for-
mat for case recording is based on the agency,
clinic, or practice’s function, need, and account-
ability. In today’s practice environment, clear
and concise documentation reflects the pressure
of evidence-based practice. This makes it critical
that mental health practitioners be familiar with
the basic types of POR and how to utilize this
format within the case record.

interventions, as well as

All POR formats start with a problem list
that is linked to the behavioral-based biopsy-
chosocial intervention. Whether completed
electronically or in writing, this problem-ori-
ented documentation helps the practitioner to
focus directly on the presenting problems and
coping styles the client is exhibiting, thereby
limiting the recording of abstractions and
vague clinical judgments. (See Quick Refer-
ence 4.2.) This type of documentation should
include an inventory reflective of current
active problems that are periodically updated.
Although many client problems overlap and
are interrelated, listing each problem separately
allows more focused treatment planning and
intervention (Sheafor & Horejsi, 2008). When
a problem is resolved, it is crossed oft the list
with the date of resolution clearly designated.
Noting the active problems a client is experienc-
ing and maintaining self-contained files are con-
sidered the basic building blocks for case recording
within the problem-oriented record. (See Quick
Reference 4.3).
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INFormaTION TO BE INCLUDED IN THE POR

In a Complete Problem-Oriented Mental Health and Medical Record, Regardless of
the Recording Format Used, the Following Should Always be Included:

Client identifying information and initial assessment information.

A complete behavioral-based biopsychosocial diagnostic assessment.

A psychosocial history recording important past and present information.
A list of client problems with suggestions for problem resolution.
Progress notes that encapsulate intervention strategy and progress.

A termination summary.

Copies of supporting data and information (e.g., consent forms, releases, summaries of
recent medical or physical exams, and laboratory results).

Supervision and consultation reports (if applicable).
Although numerous formats for the actual progress note documentation can be

selected, the subjective, objective assessment plan (SOAP) remains the most com-
monly used. (See Quick Reference 4.3.)

QUICK REFERENCE 4.3

SOAP, SOAPIE, ano SOAPIER RecorpING FORMATS

Subjective, Objective, Assessment, Plan (SOAP) or Subjective, Objective, Assessment,
Plan, Implementation, Evaluation (SOAPIE) or Subjective, Objective, Assessment,
Plan, Implementation, Evaluation, Review (SOAPIER)

S = Subjective data relevant to the client’s request for service; client and practitioner
impressions of the problem.

O = Objective data such as observable and measurable criteria related to the problem.
If client statements are used, put the statement in quotes.

A = Assessment information of the underlying problems; diagnostic impression.

P = Plan outlines current intervention strategy, and specific referrals for other needed
services.

[ = Implementation considerations of the service to be provided.
E = Evaluation of service provision.

R = Client's response to the diagnostic process, treatment planning, and intervention
efforts.
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The Subjective Objective Assessment Plan
(SOAP) first became popular in the 1970s. In this
format, the practitioner utilizes the S (subjective)
to record the data relevant to the client’s request
for service and the things the client says and feels
about the problem. The mental health profes-
sional can use his or her clinical judgment in
terms of what appears to be happening with the
client. Some professionals prefer to document
this information in terms of major themes or
general topics addressed rather than making
specific statements about what they think is
happening. Generally, intimate personal content
or details of fantasies and process interactions
should not be included here. When charting
in this section of the SOAP, mental health
practitioners should always ask themselves,
“Could this statement that I record be open to
misinterpretation?” If it is vulnerable to mis-
interpretation or it resembles a personal rather
than professional reaction to what is said, it
should not be included.

The O (objective) includes observable and
measurable criteria related to the problem. These
are symptoms, behaviors, and client-focused
problems observed directly by the practitioner
during the assessment and intervention process.
In addition, some agencies, clinics, and practices
have started to include client statements in this
section. If a client statement is to be utilized as
objective data, however, exact quotes must be
used. For example, if in the session the client
states that he will not harm himself, the practi-
tioner must document exactly what the client has
said. What is said must be placed within quota-
tion marks. Under the objective section of the
summary note, it is also possible to include the
results of standardized assessment instruments
designed to measure psychological or social
functioning. These instruments can support
the process of gathering objective data.

The A (assessment) includes the therapist’s
assessment of the underlying problems, which

often involves developing a DSM-5—based diag-
nostic impression. As described in Chapter 3,
clearly identifying the principal diagnosis and the
reason for visit assists in identifying the mental
disorder, and the information from “Other dis-
orders that may be the focus of clinical interven-
tion” should always be reviewed and considered
for inclusion.

In P (plan), the practitioner records how
treatment objectives will be carried out, areas
for future interventions, and specific referrals to
other services needed by the client. Time frames
or deadlines for interventions are often included
(Shaefor & Horejsi, 2008).

For today’s increased emphasis on time-
limited intervention efforts and accountability,
two new areas have been added to the original
SOAP format (Dziegielewski, 2013). This
extension, referred to as SOAPIE, identifies
the first additional term as I (implementation
considerations of the service to be provided).
Here the mental health practitioner explains
exactly how, when, and who will implement
the service. In the last section, an E represents
service provision evaluation. Here all health care
professionals are expected to identify specific
actions related to direct evaluation of progress
achieved after any interventions are provided.
When treatment is considered successful, specific
outcomes-based objectives established early in
the treatment process are documented as pro-
gressing or checked off as attained. In some
agencies, a modified version of the SOAPIE
has been introduced, SOAPIER. In this version,
the R outlines the client’s response to the inter-
vention provided.

Another popular problem-oriented record-
ing format used in some health care facilities
today is the data, assessment, and plan (DAP)
format. The DAP encourages the mental health
practitioner to identify only the most salient
elements of a practitioner’s client contact. Using
the D (data), the practitioner is expected to
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QUICK REFERENCE 4.4

increased health status or functioning.

accountability.

DAPE RecorDING FORMAT
Data, Assessment, and Plan (DAP) or Data, Assessment, Plan, and Education (DAPE)

D = Data gathered to provide information about the identified problem.
A = Assessment of the client in regard to his or her current problem or situation.

P = Plan for intervention and what will be completed to assist the client to achieve

E = Professional education that is provided by the mental health practitioner to ensure
that problem mediation has taken place or evaluation information to ensure practice

record objective client data and statements
related to the presenting problem and the focus
of the therapeutic contact. Information related to
the A (assessment) is used to record the diagnostic
assessment information, the client’s reactions to
the service and intervention, and the practition-
er’s assessment of the client’s overall progress
toward the treatment goals and objectives. Spe-
cific information on all tasks, actions, or plans
related to the presenting problem and to be
carried out by either the client or the helping
professional is recorded under P (plan). Also
recorded under P is information on future issues
related to the presenting problem to be explored
at the next session and the specific date and time
of the next appointment (Dziegielewski, 2013).
Similar to the SOAP, the DAP format has under-
gone some changes. For example, some coun-
seling professionals who apply the DAP are now
being asked to add an additional section. This
changes the DAP into the DAPE, where E
reflects what type of educational and evaluative
services have been conducted. (See Quick
Reference 4.4.)

Two other forms of problem-based case
recording formats are the problem, intervention,
response, and plan (PIRP) and the assessed
information, problems addressed, interventions

provided, and evaluation (APIE). Both formats
(see Quick Reference 4.5) can also be used to
standardize case notes. Their structure is similar
to the SOAP and the DAP. All four of these
popular formats
recording support increased problem identifica-
tion and standardizing what and how client
behaviors and coping styles are reported. Thus
they provide a greater understanding of mental
health problems and methods of managing them.
This type of problem-oriented record brings the
focus of clinical attention to an often-neglected
aspect of recording, allowing all helping profes-
sionals to quickly familiarize themselves with a
client’s situation (Dziegielewski, 2008).

For mental health practitioners, utilizing a
problem-focused perspective must go beyond
merely recording information that is limited to
the client’s problems. When the focus is limited
to gathering only this information, important
strengths and resources that clients bring to the
therapeutic interview may not be validated
(Dziegielewski, 2013). In providing eftective
mental health treatment, identifying and utiliz-
ing a client’s strengths stands at the forefront of
every intervention (Jones-Smith, 2014). Fur-

of problem-oriented case

thermore, looking at a problem and ignoring
the situation that surrounds the problem,
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QUICK REFERENCE 4.5

(APIE)

PIRP AnD APIE RecorDING FORMAT

Problem, Intervention, Response, and Plan (PIRP)
P = Presenting problem(s) or the problem(s) to be addressed.
I = Intervention to be conducted by the mental health practitioner.
R = Response to the intervention by the client.
P = Plan to address the problems experienced by the client.

Assessed Information, Problems Addressed, Interventions Provided, and Evaluation

A = Documentation of assessed information in regard to the client problem.
P = Explanation of the problem that is being addressed.

I = Intervention description and plan.

E = Evaluation of the problem once the intervention is completed.

sometimes referred to as partialization of the
problem, presents the risk that other significant
aspects of a client’s functioning will be over-
looked in treatment planning and subsequent
practice strategy. T'o understand the entire client
situation and presenting problem, as mentioned
in Chapter 3, all practitioners need to take into
account a client’s personal beliefs about the
etiology and prognosis of symptoms (Chang-
Muy & Congress, 2009). These beliefs can influ-
ence a client’s interpretation of information
about health and mental health (Chang et al.,
2012). Therefore, problem-oriented forms of
case recording need to extend beyond the imme-
diate problem, regardless of whether agencies
require it (Dziegielewski, 2008; Rudolph, 2000).
In recent years, a number of sourcebooks for
documentation of mental health services have
been published (see, e.g., Jongsma, Peterson, &
Bruce, 2006; Wiger, 2005). These sourcebooks
provide templates for treatment plans and prog-
ress notes and can assist in meeting the require-
ments of third-party payers and regulatory
agencies (Berghuis & Jongsma, 2008a, 2008b).
In general, the templates provided fit within a
problem-oriented recording framework.

Maintaining Clinical Records

Because records can be maintained in more than
one medium, such as written case files, audio-
taped or videotaped material, and computer-
generated notes, special attention needs to be
given to ensuring confidentiality and maintain-
ing ethical release of client information. Probably
the greatest protection a mental health practi-
tioner has in terms of risk management for all
types of records is maintaining accurate, clear,
and concise clinical records. This means that an
unbroken chain of custody between the practi-
tioner and the file must always be maintained.
The mental health practitioner will ultimately be
held responsible for producing a clinical record
in case of litigation, and this policy cannot be
overemphasized.

Documentation in the record should always
be clearly sequenced and easy to follow. If a
mistake occurs, never change a case note or
treatment plan without acknowledging it.
When changes need to be made to the diagnostic
assessment, the treatment plan, or any other type
of written case recording, clearly indicate that a
change is being made by drawing a thin line
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QUICK REFERENCE 4.6

HerpruL HINTS: DOCUMENTATION

Accurate and ethical documentation ensures continuity of care and ethical and legal
aspects of practice and provides direction for the focus of intervention. Here are some
pointers on how to best write the information to be recorded in the client's file:

Date and time of entry.
Interview notes that clearly describe the client’s problem(s).
A complete diagnostic assessment that is evidence-based.

A treatment plan with clearly established overall goals, objectives, and intervention
tasks.

Print and sign your name (if electronic, use approved electronic signature), title, and
credentials with each entry that is made.

Document all information in the case record as if you might someday have to defend it

in a court of law.

Qut to cover up mistakes.

Making changes or corrections in a record for paper records:

Always use ink that does not run (ballpoint pens are best), and never erase or use Wite-

Draw a line through an error, mark it “error,” and initial.

through the mistake and dating and initialing it.
When correcting computer-generated records,
do not delete the mistake; instead, insert the
correct information, and include the date and
your initials in parentheses (Bernstein & Hartsell,
2013). Records that are legible and cogent limit
open interpretation of the services provided. (See
Quick Reference 4.6.) In addition, the mental
health practitioner is always required to keep
clinical case records (including written records
and computerized backup files) safeguarded in
locked and fireproof cabinets. The mental health
practitioner might consider archiving types of
storage systems, such as encrypted data or secure
remote (cloud) storage to preserve records and
maximize space. States have varying legal
requirements regarding the length of time
records must be maintained. Many authorities,
however, suggest that records be maintained

indefinitely as a protection in the event of a
lawsuit (Bernstein & Hartsell, 2013).
Computer-Generated Notes As com-
puter-generated notes are considered common-
place, varying forms of problem-oriented case
recording are linked directly into computerized
databases (Gingerich, 2002). In terms of conve-
nience, this can mean easy and immediate access
to the client’s treatment record, as well as fiscal
and billing information. For working with com-
puterized records, Hartsell and Bernstein (2008)
suggest six pointers:

1. When recording client information on a
hard drive or disk, be sure to store it in a
safe and secure place.

2. Be sure to secure any passwords from
detection.
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3. Ifyouare treating a celebrity or a famous
individual, use a fictitious name and be
sure to keep the key to the actual name
in a protected place.

4. Always maintain a backup system and
keep it secure.

5. Be sure that everyone who will have
access to the client’s case file reads and
signs an established protocol concerning
sanctity, privacy, and confidentiality of
the records.

6. Take the potential of computer theft or
crash seriously, and establish a policy that
safeguards the information being stored
and notes what will need to happen if a
breach of confidentiality should occur.

The convenience of electronic records pro-
duces another major concern. Because clinical
case records are portable and so easy to access,
unauthorized access to recorded information pres-
ents a genuine problem. Every precaution should
be taken to safeguard any information that is
shared and stored electronically. In terms of con-
venience, this can mean immediate access to fiscal
and billing information, as well as client interven-
tion strategy, documentation, and treatment plan-
ning. Caution is always needed. Despite such easy
access, one simple rule should always be applied:
Never access anything unless there is a clearly
identified clinical need to know that is directly
related to patient care. Also, be sure the basic
concepts related to electronic records—creation
and maintenance—are clearly outlined. To be
sure all aspects of privacy are met and the client’s
information is protected, working closely with the
professionals responsible for protecting such infor-
mation is highly recommended.

Protected Health Information

This easy accessibility, however, has fueled con-
cerns about confidentiality and privacy. To

address these concerns, Congress enacted the
Health Insurance Portability and Accountability
Act (HIPAA) in 1996, which established new
rules for the privacy and security of electronic
medical records. Under HIPAA, the Privacy
Rule requires mental health practitioners to
develop procedures for controlling the disclosure
and use of client information, and the Security
Rule requires the implementation of adminis-
trative, technical, and physical safeguards to pro-
tect client information (Bernstein & Hartsell,
2013). The term protected health information
(PHI) relates to how private individual health
information is recorded and processed.

The Privacy Rule requires that practitioners
and agencies provide clients with a written
notice of the providers’ privacy policy about
the disclosure of private health information. In
general, providers can disclose this information
without obtaining a specific consent for the
purposes of treatment, payment, and health
care operations, such as quality review. However,
psychotherapy notes require a specific written
authorization for disclosure or use (Bernstein &
Hartsell, 2013; Yang & Kombarakaran, 2006). As
medical records are kept for the benefit of the
client, access to the record by the clientis generally
allowed without consent under HIPAA (Wiger,
2005). Some authorities, however, suggest that
obtaining written consent from clients before
allowing access to their records is always the
most prudent policy. Practitioners should be
familiar with HIPAA and state regulations
that allow withholding information from clients
when it is deemed harmful (Bemnstein & Hartsell,
2013).

TREATMENT AND INTERVENTION
PLANNING

Once the diagnostic assessment information has
been gathered, it is used to start a treatment or
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intervention plan. Each treatment plan must be
individualized. It must also reflect the general as
well as the unique symptoms and needs the client
is experiencing. A formal treatment plan helps to
determine the structure and provide focus for the
mental health intervention. Furthermore, a
clearly established treatment plan can deter any
litigation by either the client or a concerned
family member (Bernstein & Hartsell, 2013;
Reamer, 2005). When the treatment plan is
clearly delineated, the client’s family and friends
may feel more at ease and agree to participate and
assist in behavioral interventions.

Experts urge practitioners to adopt a risk-
management approach to documentation (R eamer,
2005). Of particular importance is developing the
skills to assess and document threats of suicide or
homicide. Any statements suggesting a client’s
threat of violence to self or others should be
documented in the case record without delay,
preferably in the client’s own words. Addition-
ally, the record should reflect the practitioner’s
inquiry into the statement. Documentation of
intent and any potential plans are essential and
should lead to action almost immediately if a
specific plan is outlined. The practitioner’s plan
of action should also be documented. It may
include consultation with supervisors or others,
compliance with agency protocols for these
situations, referrals for further evaluation, and
compliance with state statutes regarding duty to
warn potential victims and notify police or
other authorities (Bernstein & Hartsell, 2013).
The client’s reaction to any subsequent discus-
sion should also be noted. Despite a practition-
er’s best efforts, a client may act violently.
Documentation that reflects compliance with
current standards of care and legal obligations
can minimize the practitioner’s risk. Also, when
there is a potential for violence, keep in mind
that practitioner safety should always be given
priority over any other types of intervention or
immediate documentation.

Assessing for Suicide and Creating a
Safety Plan

Regardless of the reason for completing the diag-
nostic assessment, assessing for the possibility of
danger to self or othersis essential. When danger to
selfis suspected, the first step is to screen for suicidal
thoughts or plans. If the individual makes refer-
ence to suicide, appears seriously depressed,
reports starting to feel better after experiencing
a more pronounced depression, or has a history of
suicide attempts, the practitioner needs to be sure
to assess for the possibility of danger to self or
others. For the most part, regardless of whether the
client is a child, adolescent, or adult, assessment for
suicidal thoughts requires asking direct questions.

When you ask direct questions, it is most
important to clients not just that they are listened
to but that they are heard (Papadatou, 2009).
Speaking clearly and slowly and paraphrasing
what is said in response will help the client to
connect with the practitioner (Dziegielewski,
2010).

Critical questions to ask are:

= Have you considered killing yourself or
someone else?
If so, what would you do?
How would you do it?
Have you ever tried to do this before?
What did you do that time?

= What would stop you from trying to kill
yourself?

= Have you ever considered killing any-
one else? If so, what would you do, and
why? (It is important to determine if
clients have access to the means for
action or self~harm and whether a con-
crete plan exists.)

If the potential for suicide is suspected,
regardless of whether the client has a formal
plan, a safety plan is required. It may include
elements of a no-harm, no-risk agreement;
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harming self or others.

situation and the plan?

No-Harm, No-Risk BeHAVIORS: DiscussioN POINTS

Discuss with the client what he or she is feeling.
®  Determine a clear safety plan of what to do if he or she starts to think about

® s the client aware of the circumstances that could trigger a dangerous reaction
and, if so, what can be done to avoid this situation?

®  Does the client know who to call for help, such as the police or a mental health
treatment facility? Does the client have a name and number to call?

B Do you have the client’s permission to let a family member know of the potential

however, this should not constitute a separate
record and always be documented as part of the
file. All documentation should always involve
controlling unpredictable behavior and creating
a clear safety plan. (See Quick Reference 4.7.)

The effectiveness of talk related to a no-
harm, no-risk script is only as strong as the safety
plan that supports it (Dziegielewski, 2010). If this
type of formalized behavioral rehearsal helps to
clearly outline the safety plan, then use it. Be sure
to use referrals as needed and seek inpatient
treatment when there is a clear plan. To have
a comprehensive safety plan, be sure that all
questions related to safety have been asked,
the responses addressed, and all information
obtained is documented.

Always make sure family and others in the
support system are aware of the safety concerns
and the efforts in place to address them. Gener-
ally, the practitioner needs to get a client’s
permission to notify the family, but this is an
important step to ensure that the support system
is available to the client. On the surface, the
client may not show visible depressive symp-
toms, which may give family members a false
sense of security that the family member is okay
and any difficulties can be addressed. When
family and other members of the support system

are not aware of the difficulties the client is
having, they may expect him or her to resume
normal family and occupational activities, result-
ing in emotional overload for the client. Many
times clients do not respond as actively to these
expectations as they did in the past, which may
result in frustration for the client and other
members of the environmental support system
(Dziegielewski, 2010).

Furthermore, there are inherent risks in
working with depressed clients that become
particularly problematic when energy starts to
return. When the client is taking medications to
treat depression, for example, the symptoms
being experienced may start to lift within the
first few weeks of treatment. Then the client may
want to discontinue the medication. Although
all clients have the right to self~determination in
medication and other aspects of their treatment,
practitioners can educate them about the triggers
and risk of relapse (Dziegielewski, 2010). Medi-
cation alone may not be enough to address some
of the factors that caused the depression. It can
help the client feel better with a resultant energy
increase, but if only medication is used and the
underlying problem is not addressed, the
renewed energy could result in danger to self
or others (Dziegielewski, 2010). Medication
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interventions should always be considered as part
of the intervention and not all of it.

The danger inherent when the client’s mood
lifts too quickly without adequate support is
further complicated when depression is grief-
related. Grieving in general does not follow a
particular pattern, and stages and responses can
vary. What is considered normal grieving and its
interpretation of life circumstances can change
across the life span. For more in-depth reading in
this area, see the work of Walter and McCoyd
(2009). In addition, certain cultural groups grieve
very difterently from other cultural groups, and
some awareness of what is considered normal for
a culture versus what is considered pathological is
required. The reactions a client experiences can
easily become confused with what is considered a
culturally acceptable response (Vazquez & Rosa,
2011). Application of the CFI, introduced in
DSM-5, may be helpful in measuring cultural
responses.

Honoring Self-Determination and
Confidentiality: Danger to Self
and Others

Many practitioners struggle with what can be
revealed and what should not be revealed when
they work with a suicidal client. Whether to
involve family members and other members of
the client’s support system is always a difficult call
to make, especially when the client does not
want them notified. Questions of what can and
cannot be shared can be difficult to answer. In
terms of confidentiality, although statutory laws
can differ across the states, Gamino and Ritter
(2009) describe eight exceptions that allow the
release of confidential information:

1. Client-authorized release of information

2. Imminent danger to self

3. Imminent danger to others

4. Neglect or abuse of children and vul-
nerable adults

5. Complaints or litigation against the
counselor

6. Litigation concerning emotional pain
and suffering

7. Court-ordered or statutory require-
ments to disclose

8. Requirements of third-party payers

For a complete discussion of these excep-
tions, see the work of Gamino and Ritter (2009).

Always try to get a client-authorized release of
information. For any safety plan, it is important to
get client permission to contact the family and
make sure they are aware of the situation, any
intervention efforts, and the safety plan itself. In
addition, when establishing a safety plan assessing
for danger to self or others, it is crucial to ensure
that not only does the assessment involve infor-
mation about what a client might do to himself or
herself but also whether others are at risk.

Practitioners struggle with vague threats and
whether the person would actually act on what
he or she says would happen. Gamino and Ritter
(2009) identity several factors that are particularly
relevant to the seriousness of the threat. A com-
bination of factors may complicate or worsen the
potential for problems. For example, is the client
male; recently divorced or separated, single, or
widowed; over the age of 60; and lacking social
support (especially no young children in the
home)? Does the individual or another family
member have a history of attempted suicide,
unemployment, or financial difficulties? Is there
a history of depression, a recent admission and
discharge from a hospital, and/or alcohol use and
abuse? Are firearms present?

When a practitioner is dealing with danger
to self and others, issues surrounding the Tarasoff
v. The Regents of the University of California (1976)
are often cited. In this landmark case, an indi-
vidual and the family were not warned by a
therapist of a potential threat a client made
against another individual that resulted in death.
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To avoid the potential for harm, gathering a
comprehensive summary of the situation while
getting up-to-date information is essential.
Expectations for protecting clients and duty to
warn can differ among the states, and researching
this topic and relating this information directly
back to professional conduct is paramount. Also,
on legal issues, always consult with an attorney.
On professional or ethical issues, consult with a
colleague or supervisor before you act in good
faith to protect another from harm. Addressing
the practitioner’s professional code of ethics is
mandatory. As a general rule, when debating
whether to take action on duty to warn and
when ethics are involved, before taking a specific
action, always ask this question:

If Lwere held to a jury of my peers, would they do
the same thing I am doing?

If'so, be sure to outline the rationale for your
decision.

Once professional ethical and legal impli-
cations have been addressed, and danger to self
or others is suspected and ascertained, the
individual(s) at risk, the police, and those
involved may need to be notified. Gamino
and Ritter (2009) remind the counselor to
ask two critical questions before taking any
action to protect others: (1) Is there a previous
history of violent behavior toward people or
animals? (2) Does the individual have possession
of a firearm? If a client threatens to harm a
member of a vulnerable population, such as
children, an elderly individual, or a mentally
impaired adult, mandatory reporting requires
immediately addressing the situation and calling
the local protective agency.

DEVELOPING THE TREATMENT PLAN

In developing the treatment plan for clients who
suffer from mental health problems, several critical
steps need to be identified (Jongsma et al., 2006).

1. Problem behaviors that are interfering
with functioning must be identified.
The ones that should receive the most
attention are those that impair indepen-
dent living skills or cause difficulties in
completing tasks of daily living.

2. Once problem behaviors are identified,
these behaviors need to be linked to the
Intervention process.

3. Involving the family and support system
in treatment plan formulation and appli-
cation can be especially helpful.

First, problem behaviors that are interfering
with functioning must be identified. In practice,
the client and his or her family must participate
and assist in identifying the issues, problem
behaviors, and coping styles that are either caus-
ing or contributing to the client’s discomfort. Of
all of the problem behaviors a client may be
experiencing, the ones that should receive the
most attention are those that impair independent
living skills or cause difficulties in completing
tasks of daily living. Once identified, these
behaviors need to be linked to the intervention
process. The identification of specific problem
behaviors or coping styles can provide an oppor-
tunity to facilitate educational and communica-
tive interventions that can further enhance
communication between the client and family
members. Involving the family and support sys-
tem in treatment plan formulation and applica-
tion can be especially helpful and productive
because at times individuals experiencing mental
confusion and distortions of reality may exhibit
bizarre and unpredictable symptoms. If support
systems are not included in the intervention
planning process and the client’s symptoms
worsen, increased tension, frustration, fear,
blame, and helplessness may develop in the
connections between the client and the family
system. To avoid the client withdrawing from his
or her support systems, all components of the
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skills.

or approached by others.

SAMPLE OF IDENTIFIED PROBLEM BEHAVIORS

Identified problem behaviors often include:
Ambivalent feelings that impair general task completion related to independent living

Affect disturbances, such as feelings of depression or a difficulty in controlling anger.
Problems with coping related to poor concentration and limited insight.

Associative disturbances, particularly in terms of inability to respond to being touched

family system of support need to be made aware
of the treatment plan goals and objectives that
will be used with the client. Also, the client must
agree to share this information with the family
system and allow current and continued involve-
ment in each step of the intervention plan.

Second, not only do family and friends need
to be aware of the treatment plan initiatives but
also they need to be encouraged to share input
and support to ensure intervention progress and
success. Family education and supportive inter-
ventions for family and significant others can be
listed as part of the treatment plan for an indi-
vidual client. The multiple interventions availa-
ble to the family members of the individual with
mental illness are beyond the scope of this
chapter; however, interested readers are encour-
aged to refer to Dziegielewski (2010), which
provides strategies for working with individuals
and families who have a relative suffering from
mental illness that is also under medication
management.

Third, to assist in treatment plan develop-
ment, state the identified problem behaviors in
terms of behavior-based outcomes (Dziegielew-
ski, 2008). In completing this process, the assess-
ment data that led to the diagnostic impression, as
well as the specific problems the client often
experiences, have to be outlined. Once identified,
the client’s problems are prioritized so that goals,

objectives, and action tasks can be developed.
Fourth, the goals of intervention, which are the
basis for the plan of intervention, must be clearly
outlined and applied. These goals must be broken
down into specific objective statements that
reflect target behaviors to be changed and ways
to measure the client’s progress on each objective.
As subcomponents of the objectives, action tasks
must clearly delineate the steps to be taken by the
client and the helping professional to ensure
successful completion of each objective.

Once the problem behaviors have been
identified, the mental health practitioner must
identify the goals and the behavior-based objec-
tives that can be used to measure whether the
identified problems have been addressed and
resolved (see Quick Reference 4.8). If the prob-
lem behavior is ambivalent feelings that impair
general task completion, for example, the main
goal may be to help the client decrease feelings of
ambivalence. A behavioral objective that clearly
articulates a behavioral definition of ambiva-
lence, ways
decreased, and the mechanisms used to deter-
mine if the behavior has changed must be docu-
mented. The therapeutic intervention is assisting
the client in developing specific and concrete
tasks geared toward decreasing this behavior and
consequently meeting the objective. The out-
come measure simply becomes establishing

that the ambivalence will be
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whether the task was completed. Each of the
chapters in the applications section of this text
and the appendix include hints on creating
sample intervention plans for clients who suffer
from different types of mental disorders. The
treatment plan is not designed to be all-inclusive;
rather, it provides guidelines for effective docu-
mentation of the assessment and intervention
process. Treatment plans are to be viewed as
starting points. Each diagnostic assessment and
the treatment plan that results must be individu-
alized for the client, outlining the specific prob-
lem behaviors and how each of these behaviors
can be addressed.

In summary, the key to documenting the
diagnostic assessment, treatment plan, and prac-
tice strategy is brevity while providing informa-
tive data. Documentation should record only the
most salient issues relevant to client care and
progress. Information should focus directly on
content covered in the therapeutic sessions, as
well as the interplay of the client’s progress with
the counseling interventions. The practitioner
has to include the intervention strategies in the
primary treatment plan. Always link the thera-
peutic interventions to the original problems,
goals, and objectives identified. Today, approval
of services is often related directly to docu-
mented treatment progress, goals, and objectives,
and the need for clear documentation of these
steps cannot be overemphasized (Russell-
Chapin & Ivey, 2004).

Brief, accurate, and informative documen-
tation that includes the diagnostic assessment, the
treatment plan, and the practice strategy requires
skill and training. Mental health practitioners
must learn to document important information
that will assist other professionals and oversight
processes in providing the most effective inter-
ventions for clients. Doing this requires that vital
client information gathered during the diagnos-
tic assessment and intervention recommenda-

tions be combined in documentation that

clearly identifies the client’s problems, signs
and symptoms, and past and current mental
health history. Although the specific documen-
tation format used by mental health practitioners
often is determined by their practice setting, they
should closely examine the format of choice and
learn to integrate biopsychosocial and spiritual
information that will be helpful in understanding
the client and assist in formulating an effective
intervention strategy. Van Dijk-deVries et al.
(2012) note the importance of including this
approach and getting the client’s participation,
especially with conditions that require chronic
and continued care.

Outcome Measures

With the emphasis on treatment efficacy and
accountability in today’s practice environment,
mental health practitioners must learn to include
objective measures that help to evaluate the
effects of counseling therapies on the client’s
functioning. Included in these measures are stan-
dardized scales, surveys, and rapid assessment
instruments (RAIs). These tools provide evi-
dence-based data that identify the changes
over the course of the intervention. Mental
health practitioners have to become familiar
with and integrate measurement instruments
in their practice and in their documentation to
determine
impacted baseline behaviors and problems (Dzie-
gielewski, 2008). Furthermore, for specific pop-
ulations, such as children, all measurement
instruments are not created equal. Make sure
that the measurement tool selected is appropriate
for the population being examined as well as for
the problem being elucidated. For more infor-
mation on this topic, LeCroy and Okamoto
(2009) outline specific considerations and mea-

if treatment interventions have

surement tools that are most sensitive to children.
Gathering pretreatment and posttreatment
data on a client’s course of treatment enables
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both the practitioner and the client to examine
whether progress has occurred and provides
regulatory agencies with tangible, objective evi-
dence of client progress or decompensation. This
single-system methodology, or the intensive or
practice-oriented design, is used to draw con-
clusions about effectiveness in individual cases
over time (Fischer, 2009). Designs such as this,
along with standardized instruments, help satisfy
the requirements of managed care organizations
(Kane etal., 2002). By using a holistic framework
that stresses the client’s biopsychosocial factors,
mental health practitioners play an important
role in the efficient delivery of interdisciplinary
health and mental health services.

Accurate record keeping increases effective
communication and collaboration with other
interdisciplinary health care team members on
client progress and problems. Accurate, up-to-
date, informative records are vital to the coor-
dinated health care planning efforts of the entire
team and most important to the client’s health.
(Sample Treatment Plan 4.1 provides an exam-
ple of how to define the condition and break
down problem behaviors into goals, objectives,
and interventions for the client.)

SELECTING AN INTERVENTION
FRAMEWORK

Most counseling professionals, regardless of disci-
pline, agree that all practitioners should be familiar
with multiple practice modalities and frameworks
for utilization in therapy. Sommers-Flanagan and
Sommers-Flanagan (2009) state that a broad range
of training experience in a variety of settings
allows utilization of multiple methods. The mis-
sion of all helping professionals is to engage in
activity that enhances opportunities for all people
in an increasingly complex environment. Because
mental health practitioners can work with a variety
of human systems, including individuals, families,
groups, organizations, and communities, some
type of orientation that guides practice structure
is needed. Fischer (2009) suggests using a frame-
work that can compare and analyze theories to
determine which can best serve a client’s needs.
Regardless of which overarching framework is
eventually used, it needs to be consistent with the
professional values and ethics of the practitioner’s
discipline and respect the cultural differences of all
involved. Defined simply, a theoretical practice frame-
work is the structured ideas or beliefs that provide

SAMPLE TREATMENT PLAN 4.1

Uncomplicated Bereavement (V62.82 [ICD-9-CM] and Z63.4 [ICD-10-CM])

Definition: Clinical attention focusing on an individual's reaction, emotionally, behaviorally,
and cognitively, to the death of a loved one. This is considered a normal reaction to the

bereaving process.

Signs and Symptoms to Note in the Record:

Characteristics of a major depressive episode, including problems sleeping (insomnia), lack
of appetite, and weight changes (particularly weight loss).

Guilt surrounding the death of the loved one.

Conversational superficiality with respect to the loved one's death.

Excessive emoting when the loved one’s death is discussed.

(continued)
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Difficulty concentrating due to domination of thoughts surrounding loved one's death.
May seek professional when experiencing functional impairment(s).

Goals:

Acknowledge and accept the death of loved one.

Begin the grieving process and start to adjust to the death.

Resolve feelings over the death of loved one.

Reconnect with previous relationships and activities.

Objectives:

Identify and state individual steps to take in the grieving process.

Apply current feelings and actions that are related to the steps in the grieving process.
Express at least two emotions and feelings associated with this loss.

Problem-solve feelings of anger and guilt associated with the loss of loved one.

Interact and discuss the death of loved one with at least two significant others or family
system members.

Interventions (Practitioner Initiated):

Practitioner will work with the client on gaining increased knowledge of the grieving process,
specifically reviewing the stages of grief and how it relates to the client’s thoughts and
behaviors.

Practitioner will work with the client and ask the client to participate in “empty chair”
exercise, where he or she verbally expresses feelings not verbalized to the deceased loved
one in life.

Practitioner will recommend and assist the client in getting started with tasks to be completed
and discussed in therapy (e.g., writing a letter to the loved one, selecting a family member or
friend to discuss the grieving process).

Interventions (Client Initiated):

Client will seek out at least one other person who has experienced the loss of a loved one to
discuss what she or he is feeling and how that individual has tried to cope.

Client will create a journal of emotions related to this loss to be discussed in individual
therapy.

Client will write a letter to the lost loved one, expressing feelings and emotions, memories,
and regrets associated with loss to be discussed in individual therapy.

Client will attend a bereavement support group.

Client will interact with one mutual friend of the client and the deceased and share feelings
about this loss, discussing the impact it has had on the living.
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the foundation for the helping activity that is to be
performed. Clients need assistance in functional
recovery. With whichever method is used, an
emphasis on self~motivation and empowerment,
especially for those who suffer from a mental
disorder, should be at the heart of the strategy
(Kern, Glynn, Horan, & Marder, 2009).

In mental health practice, many people use
the words theory and practice methods or strategy
interchangeably. Because they coexist (and in
practice, one without the other cannot exist for
long), this linking is understandable. However,
theory and methods of practice strategy are not the
same thing. A theoretical foundation provides the
practitioner with the basics or the concepts of
what can be done and why it is essential. The
method or practice strategy is the doing part of the
helping relationship. It is the outline or the plan
for the helping activity that is generally guided by
theoretical principles and concepts.

In mental health practice, attention needs to
be given to selecting the best treatment approaches
that form the basis for practice (Mandell & Schram,
2006). The diversity of clients and the uniqueness
of each helping relationship require the practi-
tioner to be well versed in theory and practice and
resilient in his or her ability to adapt this founda-
tion to the needs of the client and the situation.
Mental health practitioners have a delicate balanc-
ingactin blending theoretical concepts and frame-
works that direct practice strategy. Doing this
requires practitioners to be flexible in their
approach as they deal with a multitude of difter-
ent clients and different problems (Sommers-
Flanagan & Sommers-Flanagan, 2009). To design
and initiate professional practice strategy, practi-
tioners must often go beyond the traditional
bounds of their practice wisdom.

Utilizing DSM-5 When Selecting
a Practice Framework

The DSM-5 is a diagnostic tool that can help
practitioners develop a comprehensive diagnostic

assessment. Once established, the diagnostic
assessment can be used to develop an appropriate
intervention plan. Developing an intervention
plan and selecting appropriate practice strategies
require using the information gathered from the
diagnostic assessment to decide how to formulate
the intervention plan and identity the best ways to
engage the client. To begin this process, helping
professionals must first be aware of the theoretical
principles that underlie certain types of helping
activity. Practitioners need to be prepared to pick
and choose which theoretical concepts and prac-
tice strategies will offer the greatest assistance in
formulating the helping process. Thus, practition-
ers should review theoretical principles in terms of
their application to the problem behaviors noted.
They cannot marry a particular theoretical model
or its subsequent treatment—"“one size fits all” is
not suitable here.

First and foremost, the helping strategy must
be firmly based within the reality of the client’s
cultural expectations and his or her environment
(Vazquez & Rosa, 2011). At times, however,
making this link may seem difficult or time
consuming. Regardless, considering the impact
of the client’s environment on the practice
method selected remains essential. For example,
if'a client is diagnosed with substance abuse and,
after receiving treatment, is discharged back into
an environment that is conducive to their once
again beginning to abuse a substance, much of
the influence of the intervention is negated. In
one case, a client diagnosed with problematic
substance use was admitted repeatedly to alcohol
rehabilitation and treatment centers. The client
always responded well to treatment while in the
program but upon discharge quickly relapsed.
After numerous intervention failures with this
client, the mental health practitioner thoroughly
assessed his situation and home environment.
The practitioner quickly learned that the client
was unable to maintain a bank account as a result
of his instability and troubles with alcohol. He
used the street address of a local bar to have his
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DeriNITIONS OF THEORETICAL CONCEPTS

Cognitive-behavioral therapy: A method of practice that uses the combination of
selected techniques incorporating the theories of behaviorism, social learning theory,
and cognition theories to understand and address a client’s behavior.

Crisis intervention: A practice strategy used to help clients in crisis regain a sense of
healthy equilibrium.

Educative counseling: A loosely defined approach to practice that focuses on helping
the client become an educated consumer and through this information be better able to
address his or her own needs.

Interpersonal therapy: A form of time-limited treatment often used in the medical
setting. Generally, this method involves an assessment that includes a diagnostic
evaluation and psychiatric history. In this type of therapy, the focus of treatment is
interpersonal problem areas, such as grief, role disputes, role transitions, or
deficits.

Psychotherapy: A form of therapy that involves understanding the individual in regard

to his or her personal situation.

Social Security check sent. When his check
arrived each month, he went to pick it up and
cash it. To complicate matters further, the bar
had a policy that it would cash checks only if a
purchase was made, which contributed to the
client’s relapse. Awareness of the client’s envi-
ronment was a critical component in applying an
appropriate helping strategy. Thus, anticipating
the effect that a client’s environment can have
on intervention outcome is essential (Colby &
Dziegielewski, 2010; Dziegielewski, 2013). In
addition, trying to reconnect with friends and
family has traditionally involved alcohol at the
dinner table or present at other gatherings. When
environmental factors were not previously
addressed and behaviors on how to handle
them were not rehearsed, avoiding alcohol on
these occasions became a difficult task, leading
to relapse. Without addressing the cultural and
family system dynamics, he could easily fall back

into patterns that seemed to work for other
family members but were not possible for him.

In selecting a framework for the practice
strategy, a second ingredient that is essential for
formulating constructive helping activity is that all
efforts are guided by theoretical concepts that are
consistent with the needs and desires of the indi-
vidual, group, family, or community being served
(see Quick Reference 4.9). Furthermore, the
theoretical framework must be consistent and
reflect the values and ethics of the practitioner’s
profession. Selection of a theoretical framework
to guide the interaction may not be as simple as
knowing what models and methods are available
and selecting one. When choosing a method of
practice, feeling influenced and subsequently
trapped within a system that is driven by social,
political, cultural, and economic factors is not
uncommon. With the numerous demands of
today’s practice environment, it is difficult not
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to be influenced by these factors, and often they
can dictate the practice basis that is employed.

Mental health providers are often presented
with problems as diverse as the individuals they
treat. We live in a world filled with diversity, and
treatment needs to include how diversity can
affect both the client and the practitioner
(Locke & Bailey, 2014). Once identified, these
problems must be addressed within the frame-
work of a client’s unique circumstances (e.g.,
indigent or disadvantaged clients or clients who
are culturally different from the majority culture
in terms of ethnicity, race, or sexual orientation).
How might all or any of these factors affect the
helping relationship and practice strategy? How
do mental health practitioners maintain the dig-
nity and worth of each client and balance their
own feelings and possible prejudices so that those
feelings and prejudices do not compromise the
helping relationship? To address these questions
thoroughly would fill several books. In short,
each situation must be dealt with individually,
and mental health practitioners should take care
to identify potential problems and seek supervi-
sory help when needed.

PRACTICE STRATEGY AND
APPLICATION

Selecting the most appropriate practice method
requires helping professionals to consider a mul-
titude of factors related to the individual and his
or her family and support system. The treatment
plan is the first step in this process, and the
practice strategy accomplishes the services out-
lined. Important in every step of the assessment
process and treatment strategy is recognition of
the support system. Taking it into account as part
of the assessment and helping activity maximizes
overall client well-being. In some cases, families
may be resistant to counseling and remain un-
convinced that this type of intervention is

necessary. For example, in the case of parents
working with the problematic behaviors of their
child, keeping the family as a nurturing unit as
well as a rule-setting unit can be a difficult
balance that can lead to frustration on many
levels (Landy & Bradley, 2014).

In addition, other helping professionals may
not recognize the importance of mental health
professionals in improving clients’ functioning
(Lambert, Bergin, & Garfield, 2004). As mental
health services are demystified and affirmed by
the media, public policy makers, and the general
public, access to these types of services will
continue to improve. Most clients and their
families, as well as other helping professionals,
now recognize the importance of counseling
(Dziegielewski, 2013; Lambert et al., 2004).

A basic assessment, intervention plan, and
referral process initiated by the mental health
professional can help clients promote and protect
their physical as well as mental health. No matter
how seasoned a practitioner may become, deter-
mining how to best handle a client’s situation in
the helping relationship will never be an easy
task. It requires a constant process of assessing,
reassessing, and collaborating with other profes-
sionals. Furthermore, in a professional team,
professional opinions vary on how to interpret,
best select, and apply these strategies for helping.
Working together as a team and incorporating
the helping ideas and strategies of each of the
members improve the care available to vulnera-
ble populations (Malone, Marriott, Newton-
Howes, Simmonds, & Tyrer, 2009).

Although explaining how to select from
among the many theoretical and practice
frameworks available to mental health practi-
tioners is beyond the scope of this chapter, a
brief presentation of several of the most com-
mon methods of practice and how they can be
related to client intervention follows. Practice
principles are presented to stress the importance
of inclusion when selecting a practice method
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prior to embarking on the direct application of
process to outcome.

Mixing Art and Science: Utilizing
an Empowering Approach

In most schools that train mental health practi-
tioners, students have traditionally been taught
that the practice application can be defined in
phases (even when they are not clearly estab-
lished), with each application having a beginning,
middle, and end. This format is often presented in
time-limited practice models. One of the greatest
lessons professionals learn is that many times when
applying the science of practice (i.e., identifying
clear goals, objectives, and indicators for practice
strategy), the intervention process has a predicta-
ble beginning, middle, and end. However, the art
of practice acknowledges that at times nothing is
predictable and even the best-made intervention
plans need constant modification and renego-
tiating. Balancing art and science requires under-
standing that addressing and subsequently assisting
in solving clients’ problems is never as easy as it
might seem to the untrained observer.

In mental health practice today, dient empo-
erment is very important. The uniqueness of the
individual must always be accentuated and high-
lighted in each step of the helping process, re-
gardless of the method of practice that is selected.
Almost all clients respond favorably to being
acknowledged for their strengths and challenged
to maximize their own potential (Jones-Smith,
2014).

Utilizing Time-Limited Practice
in Behavioral Health Care

Mental health practitioners must recognize that
current practice will be brief and all intervention
strategies must be linked to behavior-based out-
comes (Dziegielewski, 2008). There are many
reasons for this trend. Probably the most

significant reason is trying to control today’s
health care expenses, which continue to rise.
In 2012, health care spending rose 50% faster
than the gross national product and is already
close to 20% of the economy (Hixon, 2012).
Critics are quick to point out that the United
States continues to spend far more per person on
health care than any other country in the world
(Hofschire, 2012). As the reality of our current
situation sinks in and the budget implications
grow, managed care philosophies appear to once
again be gaining popularity (Dziegielewski,
2013). Insurers are responding to pressures
from the public and employee organizations,
and costs for health care are shifting more to
the employee, with the promise that this shift
will result in lower premiums (Mathews, 2012).

Regardless of the type of treatment pro-
vided, to receive reimbursement, practitioners
must follow the expectations and subsequent
limitations to service imposed by insurance reim-
patterns  (Sommers-Flanagan &
Sommers-Flanagan, 2009). Insurance companies
usually will not pay for long-term treatment. To
ensure that practitioners are reimbursed for their
services, very specific time-limited approaches
are essential. Following this trend, behavioral
contracts have gained popularity because they
clearly allow outlining of costs for all, including
the insurance provider, the program, and the
client (Houmanfar, Maglieri, Roman, & Ward,
2008). In defense of this trend, many clients
(especially the poor) do not have the time, desire,
or money for long-term treatment. Many indi-

bursement

viduals are not willing to commit the extra time
or energy to go beyond addressing what is
causing the problem. For mental health practi-
tioners who believe in long-term, comprehen-
sive clinical helping relationships, this trend is
very frustrating. Today, there is little emphasis on
amorphous and vague
attempts at making clients feel better, as these
efforts are no longer supported. In most areas of

clinical judgments
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mental health practice, the days of insurance-
covered long-term therapy have ended.

For all professionals, starting the helping
activity can be complicated by the fact that in
today’s turbulent and changing practice environ-
ment, selecting a practice framework depends on
more than just what is best for the client. With
the advent of coordinated care plans, practice
strategy will need to balance the quality and
effectiveness of the care provided with the cost-
effectiveness of the service being delivered. A
further complication is the advent of coordinated
care, where insurance purchase has become man-
datory. Because it is hard at times to quantify the
helping benefits that clients receive, many pro-
tessionals believe that even with coordinated care
policies, in the battle between quality and cost-
effectiveness, generally the latter wins. Therefore,
even the most seasoned practitioners have to battle
the expectation of providing what they believe is
the most beneficial and ethical practice possible,
while being pressured to complete it as quickly
and efficiently as reasonable.

A further complication to selecting a method
of practice in mental health is that defending a
type of treatment viewed as in the best interest of
the client may not truly reflect the client’s
wishes. Promises of lower premiums and health
care expenditures have changed clients’ perspec-
tives and expectations for treatment. This pres-
sure makes it crucial for practitioners to work
quickly in setting up and outlining a course of
treatment (Sommers-Flanagan & Sommers-
Flanagan, 2009). Clients now may request a
specific type of intervention or therapy that
addresses only certain problems because they
are concerned about whether their insurance
plan covers the service. It is not uncommon
for clients to be more interested in receiving a
service that is time-limited or reimbursable,
regardless of the expected benefit that may be
gained from an alternate, possibly longer-term,
Intervention strategy.

Practice reality dictates that the duration of
most practice sessions, regardless of the method-
ology used or the orientation of the mental
health practitioner, remains relatively brief.
Research on treatment duration and eftective-
ness suggests that 13 to 18 sessions are needed for
client change to occur, but in a large multisite
study, the average number of sessions clients
attended was less than five and a third attended
only one (Hansen, Lambert, & Forman, 2002).
For many practitioners, seeing a client only once
is becoming commonplace. Furthermore, so
much of what practitioners do can no longer
fall under the heading of brief therapy because
much intervention no longer has clear begin-
nings and endings. Formal types of brief therapy
have been replaced by intermittent types of
therapy, where intervention is provided when
a client comes in, and each session is considered
to stand alone. Regardless of exactly what type of
theoretical framework is utilized, a realization
that most practice encounters are going to be
brief and self-contained is essential (Sommers-
Flanagan & Sommers-Flanagan, 2009). Planning
for this short-term or single-session duration in
implementing the helping strategy is critical
(Dziegielewski, 2013). Without it, lack of plan-
ning can result in numerous unexpected and
unplanned endings for the (Wells,
2010). It can also contribute to feelings of failure
and decreased job satisfaction for mental health
professionals.

client

Time-Limited Brief Therapies

Many mental health practitioners who practice
traditional forms of psychotherapy, particularly
those who support psychoanalytic therapy,
believe that time-limited expectations and sub-
sequent counseling practice
against them. Many practitioners trained in tra-

remain biased

ditional forms of therapy and counseling believe
that making changes in a person takes time and
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that rushing into changes could lead to compli-
cations in a client’s future health and wellness.
Yet given the practice reality of time-limited
expectations, some practitioners continue their
search for the Holy Grail, highlighting the one
theory that does the most to help the client
(Magnavita & Anchin, 2014). Yet all practition-
ers, regardless of their approach, realize that
practice delivery in today’s big business practice
environment must be comprehensive and reflect
best practices, regardless of the approach.

At times, traditional forms of psychotherapy
such as long-term therapy can present a particular
problem for poor and disadvantaged clients.
They generally do not have the time or finances
to afford long-term therapy, referred to in some
circles as a long-term luxury. Today, the major-
ity of practitioners have for years shunned the
traditional approaches in favor of the applicabil-
ity and effectiveness of time-limited practice
methods (Dziegielewski, 2013; Wells, 2010).
Studies suggest that practitioners who are suc-
cessful in the managed care environment use
problem-solving, short-term treatment models
(Chambliss, 2000).

Time-limited therapies have the overall
objective of bringing about positive changes in
a client’s current lifestyle with as little face-to-face
contact as possible. This emphasis on effectiveness
and evidence-based treatments with applicability
leading to increased positive change has helped
to make briefer treatments popular (Sommers-
Flanagan & Sommers-Flanagan, 2009). In gen-
eral, time-limited approaches are the most often
requested forms of practice in use today.

The foundations for traditional psycho-
therapy and time-limited or intermittent appro-
aches are quite different. This difference requires
practitioners to reexamine some basic premises
about long-term therapeutic models in a more
traditional format. According to Dziegielewski
(2013), seven factors highlight the differences
between these two methods.

1.

A primary difference is the way the
client is viewed. Traditional psycho-
therapeutic approaches often link indi-
vidual problems to personal pathology.
In a time-limited perspective, the client
is seen as a basically healthy individual
with an interest in increasing personal or
social changes or both (Budman & Gur-
man, 2002; Roberts & Drziegielewski,
1995). In current mental health practice,
the focus on empowerment extends the
belief that clients are not only capable of
change but also aware and active partic-
ipants in this process. Traditional psy-
choanalytic approaches emphasize that
the client is often unaware and unable to
access this information because it lies
beneath the surface of the client’s aware-
ness at a preconscious or unconscious
level. These approaches make empower-
ment difficult to foster and do not high-
light the client’s strengths in becoming an
active participant in the practice strategy
employed.

Time-limited approaches are most help-
ful during critical periods in a person’s
life (Roberts & Dziegielewski, 1995). A
time-limited framework provides a basic
difference from traditional psychothera-
pies, which are seen as necessary and
continuing over a much longer period.
In time-limited brief treatment, the goals
and objectives of therapy are always
mutually defined by both the client
and the therapist (Wells, 2010). In tradi-
tional psychotherapeutic approaches,
goals are often first recognized and
defined by the therapist and later shared
with the client (Budman & Gurman,
2002).

In time-limited therapy, goals are con-
cretely defined and often addressed out-
side the actual therapy session in the
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form of homework or other activities
(Jacobs, 2008; Tompkins, 2004). One
example is bibliotherapy (the use of
outside reading materials as an adjunct
to office sessions). In traditional psycho-
therapeutic approaches, issues are gen-
erally addressed during the sessions only,
not outside them (Budman & Gurman,
2002). The presence of the therapist is
seen as the catalyst for change. When
bibliotherapy is used as part of the treat-
ment, particularly in cognitive-behav-
approaches (CBT),
manuals that outline what is to be
done are often used (Papworth, 2006).
Time-limited intervention, regardless of
the model, places little emphasis on
insight. This difference between brief
approaches and traditional psychotherapy
is one of the hardest to accept for mental

ioral treatment

health practitioners who were educated
with a traditional psychotherapeutic
methodology. In traditional psycho-
therapy, problem-oriented insight is con-
sidered necessary before any type of
meaningful change can take place.
Time-limited approaches to practice are
seen as active and directive. Here the
mental health practitioner often goes
beyond active listening and assumes a
consultative role with the client (Wells,
2010). This approach results in the devel-
opment of concrete goals and problem-
solving techniques and is very different
from psychotherapeutic
approaches that emphasize a more nebu-
lous inner representation of satisfaction.
In time-limited settings, termination is
discussed early in the therapeutic process
(Wells, 2010). Often the practitioner
begins to plan for termination in the first
session, and
discussed continually throughout the

traditional

termination issues are

intervention process. By contrast, tradi-
tional psychotherapy may never address
termination issues in advance. Prepara-
tion for termination is not typically con-
sidered an essential part of the therapy
process.

TYPES OF TIME-LIMITED THERAPY
IN MENTAL HEALTH PRACTICE

Here several models usually linked to the provi-
sion of time-limited counseling services are
reviewed. However, these models do not repre-
sent all of the major models of practice for mental
health counseling. This review briefly describes
the types of models and methods available, as well
as the tradition from which they were developed.
Regardless of the method used, all practice
approaches share the desire for change that will
reduce pain or suftering for the client (Herbert,
Forman, & England, 2008). In Section II of this
book, each of the mental health disorders and
conditions presented describes a
accepted treatment or intervention strategy. To
provide an overview of several current therapeutic
approaches, these models for practice will be
briefly summarized: interpersonal psycho-
therapeutic or psychodynamic approaches; strate-
gic or solution-oriented therapies; cognitive-
behavioral approaches; crisis intervention; and
health, education, and wellness counseling. Cases
highlight each of these approaches. In the psycho-
dynamic aspects of therapeutic practice, emphasis
is placed on understanding the internal workings
of the individual. In the solution-focused thera-
pies, the solution (or course of action) is identified,
and specific attempts are made to attain it. In the
cognitive-behavioral approaches, the focus is on
understanding the complex relationship between
it affects
thoughts and behaviors in the current environ-

currently

socialization and reinforcement as

ment. In crisis intervention the focus is on helping
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to establish an improved way of coping when the
usual practices for doing so do not work. The final
application is a form of time-limited therapy in
which practitioners focus on providing health
counseling and education based on the principle
of creating and maintaining wellness.

No method of practice can call itself a clean
mental health practice theory. In mental health
practice, ideas and theoretical concepts have
been blended and altered to best serve the client.
For example, Brandell (2004) warns that even
psychodynamic approaches are compilations of
multiple theories, models, and schemata. Thus,
there is substantial overlap in the information
presented for each approach. We are still in the
process of developing and redefining standard-
ized treatment guidelines based on empirical
evidence, and just as professionals may be con-
flicted, imagine the concerns a client must feel in
trying to select a therapist and follow an
approach (Magnavita & Anchin, 2014).

When selecting an approach, the practitioner
may first start using one mode of practice and then
incorporate pieces of other methods of interven-
tion to assist the client in the most efficient and
effective way possible. Very often the mental
health practitioner is expected to mix and match
practice strategies, using what works to help the
client. This can create a type of alphabet soup,
where pieces or techniques become the focus
(Magnavita & Anchin, 2014). There must be
some theoretical understanding of why certain
techniques are being used and how selecting these
methods must be consistent with the practitioner’s
professional ethics and standards. When a type of
therapy is used, the basic premises of the method
should reflect not only the title but also what is
actually being done (Simon, 2010).

Psychodynamic Approaches

Psychodynamic approaches allow past experien-
ces to be blended with present ones (Brandell,

2004). These approaches are often credited as the
foundation of mental health casework, and their
premise is that focusing on history and past issues
can lend credence to current problem-solving
efforts. For utilizing a biopsychosocial perspec-
tive, this form of psychodynamic intervention
gained credibility and recognition among many
health care professionals as an interdisciplinary
approach. For example, historically this type of
approach to practice was used in medical settings
where interdisciplinary teams assisted clients in
addressing their needs. In this practice frame-
work, helping professionals are seen as active,
supportive, and a contributing factor in thera-
peutic gain. In general, these models are often
used to directly address symptom removal and
prevention of relapse and to help clients having
difficulty relating to significant others, careers,
social roles, and/or life transitions (Goldstein &
Noonan, 2001).

Psychodynamic approaches focus clinical
attention on the conscious (individual awareness)
and the unconscious (beyond individual aware-
ness). Next, these factors are identified, outlined,
reviewed, and addressed as part of the practice
strategy. For the most part, as evidenced by Case
Example 4.1, most of the psychodynamic
approaches used in practice today portray the
unconscious as immediately accessible and
changeable (Goldstein & Noonan, 2001).

In the case of John (see Case Example 4.1),
the intervention addressed the client’s present
situation and focused on the here and now
(Weissman, Markowitz, & Klerman, 2007). Sim-
ilar to what was done in this case, the focus of the
intervention is on recent interpersonal events
(the death of John’s mother) with a clear effort
to link the stressful event to John’s current mood
and actions (crying out for attention by making
obscene phone calls).

Information is gathered in the diagnostic
assessment, along with a psychiatric history.
When completing the diagnostic assessment,
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CASE EXAMPLE 4.1 - CASE OF JOHN

Mr. Jones brought his 12-year-old son, John, for assessment after he discovered that his son had been
making obscene phone calls. John had never been in trouble before, and after being charged legally
and sent to court, a judge decided that John could benefit from a mental health assessment rather
than proceeding with further legal action. It was obvious during the interview that the father was
extremely frustrated with the situation and could not understand why John had been engaging in this
type of behavior. During his interview, John became very nervous. He seemed embarrassed to talk
about what he had done and kept his head down, looking directly at the floor, as he spoke.

The mental health practitioner asked John what had happened. John described exactly what he
had done, the phone calls he had made, and the obscene comments he had made to the women who
answered the phone. John seemed embarrassed by his behavior but appeared honest in telling what
he had done. When asked how he had gotten caught making the calls, John calmly stated that when
asked, he gave his name. The practitioner was surprised and tried to clarify what he said. Again John
stated that when the recipient of the obscene phone call asked who was calling, John told her his
name. After hearing John tell of what he had done and how he had gotten caught, John's father voiced
his frustration, anger, and shock with his son’s behavior. He openly stated that he was alarmed by the
behavior and could not understand it. The fact that John was leaving his name when asked caused
the practitioner to feel that there was more here than simply acting out, as the father had stated.

In gathering information for the diagnostic assessment, the practitioner asked if John had ever
been in trouble before. John and his father agreed that he had not. Since this appeared inconsistent
with his behavior, the practitioner asked if anything out of the ordinary had happened to upset John or
disturb him. John stated he was not aware of anything. When asked specifically if there had been any
changes in the past few months, John's father responded. According to him, John's mother had died
approximately 6 weeks before. Once the practitioner began to explore the mother’s death and the
child’s feelings, it became clear that John was indeed having difficulty adjusting to his mother’s death.
It appeared as if John was making the phone calls and leaving his name as an attempt to cry out for
attention or help. After beginning to discuss the death of his mother with the practitioner, John was
also able to voice his fear that his father might die as well and leave him alone. The practitioner
concluded that John did not suffer from a mental disorder at all but rather was suffering from
bereavement (related to the death of his mother), and his reaction was an adolescent antisocial act
(making the obscene phone calls).

The role of the mental health practitioner is to gather a comprehensive assessment exploring why
things are happening as they are. In this case, many issues surrounding the mother’s death remained
unresolved. Furthermore, it appeared as if the child might in his own way be crying out for help and
attention from the father. The approach the practitioner took was to explore the relationship between
John and his father, as well as look at how their past relationship could balance and strengthen the
present one. This approach utilized the concepts relevant in ego psychology, a form of psycho-
dynamic therapy. In this approach, the practitioner helped to address the situation, plant a seed as to
what was happening, create a release of tension and energy for John and his father, and later help
them to reintegrate, address, and discontinue the problematic behaviors that had resulted.

Minimally trained professionals should not engage in these types of psychodynamic approaches
as graduate-level training and expertise are usually required. Professionals without graduate-level
training and experience should refer clients to a qualified practitioner if they believe this type of
approach would best serve the client. Overall, however, as can be seen in this case, the more a
mental health practitioner knows in terms of practice strategy and frameworks, the more he or she can

(continued)
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CASE EXAMPLE 4.1 - CASE OF JOHN

( ContinueD)

pick and choose the best helping approach. For John, exploring the reasons for his making the phone
calls and the relationship between the problem behavior and his mother’'s death was crucial. In
making this connection, John was helped to address his feelings, and he was able to stop making the
phone calls as a means of getting attention. Once his feelings were addressed, a behavioral plan to
stop problematic behaviors from occurring again was implemented.

the mental health practitioner is expected to pay
particular attention to the client’s family and
support system interactions, including changes
in relationships proximal to the onset of symp-
toms. In general, the focus of treatment is inter-
personal problem areas such as grief, role disputes,
role transitions, and deficits (Weissman et al.,
2007). Focusing on one of these interpersonal
areas allows the practitioner to identify problems
in the interpersonal and social context that need to
be addressed (Weissman et al., 2007).

Utilizing a psychodynamic approach, the
mental health practitioner and the client work
together to identify issues for the treatment plan
and establish the goals and objectives that will
later be addressed in the practice strategy. Prac-
tice strategy must be directly related to the
identified interpersonal problem. For example,
it a role conflict exists between a client and his
or her family member in regard to substance use
and abuse, practice strategy would begin by
clarifying the nature of the dispute. Discussion
of the problem would result in an explanation
of usual limitations that often are beyond the
client’s control. Limitations that are causing the
greatest disagreements are identified, and
options to resolve the disputes are considered.
If resolution does not appear possible, strategies
or alternatives to replace the problematic
behaviors are contemplated. In some cases,
application manuals can be acquired and fol-
lowed that give specific practice steps for
approaching certain interpersonal problem
areas (Weissman et al., 2007).

When applying the psychodynamic method
of practice, mental health practitioners are
expected to help clients identify issues of concern
and provide the groundwork for how they can
be addressed. Many times this includes helping
the client to learn how to recognize the need for
continued help and assistance through counsel-
ing, especially when problems seem greater than
the client is capable of handling at the time
(Dziegielewski, 2013). Regardless of who is
actually assisting the client, the role of the prac-
titioner in this form of practice is an important
one. Most important, the practitioner must
always remain influential in helping the client
feel comfortable about seeking additional help
when needed. This help-seeking behavior is an
important step in establishing and maintaining a
basis for continued health and wellness.

Solution-Focused Approaches

Solution-focused brief therapy (SFBT) is a short-
term treatment intervention that focuses on cre-
ating solutions to a client’s problems (de Shazer,
1988). From this perspective, solution building
rather than problem solving is the focus (Iveson,
2002; Simon, 2010). In practice, solution-focused
models are different in focus from the more
traditional problem-solving methods because
they do not spend much time on problem iden-
tification as the key ingredient to the practice
encounter. The focus is on client’s strengths and
using these strengths to build solutions to current
problems (Greenberg, Ganshorn, & Danilkewich,
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CASE EXAMPLE 4.2 - CASE OF JIM

Jim was referred for a mental health assessment requesting help because he was having difficulty
interacting with his child. His wife constantly complained that he did not show enough attention and
concern for their disabled child. Jim stated he loved his son very much but was not particularly
comfortable showing it. He did not like the way his son, who suffered from a moderate intellectual
disability, always demanded to be hugged after completing tasks. When asked whether he believed
that it was important to show affection, Jim agreed but stated that he just was not sure how to go about
it. Furthermore, he felt that his son was expecting too much love and attention and should be able to
function without always requiring that it be given.

When Jim sought intervention assistance, he made it very clear that his insurance company
would allow only three sessions and that was what he was going to stick with. After completing a
diagnostic assessment, the social work practitioner felt that a solution-focused approach to interven-
tion would be best for Jim. Although his symptoms were problematic, they did not seem severe
enough to affect Jim's overall functioning. In helping Jim develop a change strategy, the practitioner
(a) focused on what Jim saw as the problem, (b) let Jim establish what he perceived as the desired
outcome, (c) helped Jim begin to analyze and develop solutions focusing on his own individual
strengths, (d) helped Jim develop and implement a plan of action, and (e) assisted with termination
and follow-up issues if needed (Dziegielewski, 2013).

In summary, in this case, the social worker was active in helping the client find and identify
strengths in his current functional patterns of behavior. A dialogue of change talk was created
rather than problem talk (Walter & Peller, 1992). In change talk, the problem is viewed positively,
highlighting patterns of change that appear successful for the client. Positive aspects and
exceptions to the problem are explored, allowing alternate views of the problem to develop.
Once the small changes have been highlighted, the client becomes empowered to elicit larger
ones (de Shazer & Dolan, 2007). Jim locked at what he was doing, and the practitioner helped him
establish alternative ways of acting and behaving when his son approached him. They also
developed ways for him to discuss with his wife his feelings and his strategy for building
independence in his son.

2001; Jones-Smith, 2014). Smock et al. (2008),
similar to Metcalf (1998), believe SFBT is partic-
ularly helpful for individuals struggling with
out-of-control behaviors such as substance abuse.
This model is also used in settings such as schools,
where short-term interventions are expected
(Brasher, 2009). Solution-focused models assume
that clients are basically healthy individuals who
possess the skills they need to address their prob-
lems and who remain capable of change. Thus,
this method focuses on identifying solutions to
resolving the client’s stated concern. This popular
treatment strategy does not require a causal link
between the antecedent (what comes before the
problem behavior) and the actual problem. Since

this causal connection is not made, a direct link
need not be established between the problem and
the solution (De Shazer & Dolan, 2007). (See Case
Example 4.2.)

Cognitive-Behavioral Approaches
to Mental Health Practice

Cognitive-behavioral therapy often involves con-
crete and focused strategies to help clients change
irrational thoughts or behaviors that can compli-
cate the helping process. This type of practice
approach gained popularity in the early 1970s,
when the focus was originally on the applied
behavior and the power of reinforcement on
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the influence of human behavior (Skinner, 1953).
However, many theorists believed that behavior
alone was not enough and that human beings
acted or reacted based on an analysis of the
situation and the thought patterns that motivated
them. Here the thought process, and how cogni-
tive processes and structures influence individual
emotions, was highlighted (Roberts & Dziegie-
lewski, 1995; MacLaren & Freeman, 2007). Over
the past decade, a significant movement has
emerged that focuses not only on changing
cognitions but at times simply accepting them
(Herbert etal., 2008). To understand the problem
thoughts and related behaviors, a schema is devel-
oped. The schema is generally referred to as the
cognitive structure that organizes experience and
behavior (Beck, Freeman, & Associates, 1990).
The treatment that follows 1s based on the way a

client conceptualizes the problems and rests in the
specific beliefs and patterns of behavior that result
(Beck, 2011). When utilizing this perspective, the
practitioner must be skilled and practice multiple
approaches covering standard behavioral, cogni-
tive, acceptance, and mindfulness strategies
(O’Donohue & Fisher, 2008).

Opverall, cognitive-behavioral approaches to
practice focus on the present and seek to replace
distorted thoughts and/or unwanted behaviors
with clearly established goals (Beck, 2011). In
the cognitive-behavioral approach, the goals
and objectives set should always be based in
evidence-based research that supports the prac-
tice (Magnavita & Anchin, 2014). In addition,
these goals should always be stated positively
and realistically to increase motivation for
completion. To facilitate the measurement of

CASE EXAMPLE 4.3 - CASE OF JILL

Jill sought the assistance of a mental health practitioner after becoming extremely frustrated with her
ability to take tests in college. She often became so anxious that she could not focus or concentrate,
rendering her unable to put on paper what she really did know in her head. After interviewing Jill, the
practitioner decided a type of cognitive-behavioral therapy would probably be best to address her
test anxiety.

As the first step in this helping process, the practitioner asked Jill to keep a diary. In the diary, she
was asked to record the specific thoughts, feelings, and emotions she experienced when she was put
in stresstful situations—particularly testing situations. Jill kept the diary for 7 days and brought it to her
next session. At that session, the practitioner reviewed the comments Jill had written and realized
much of what was noted was self-defeating phrases and thoughts. For example, Jill often reported
feeling stupid and useless. She also stated that she could remember her older brothers telling her how
stupid she was.

Jill's schema revolved around her feelings of inadequacy and her belief that she was not smart
enough to succeed in college. Once it was triggered by the stress of a test, she could no longer
function. It was her interpretation of these events that influenced her reaction, resulting in cognitive
distortion when interpreting a current situation or event. Therefore, the role of the mental health
practitioner in this framework was to help Jill identify her negative and self-defeating thoughts and to
replace them with more productive and fruitful ones.

The mental health practitioner helped Jill look at each of the statements in her diary and analyze
them. Many times they practiced rewriting the statements or inserting more positive self-statements.
Basically, the practitioner helped Jill rethink the comments she was saying to herself and replace them
with more positive and productive statements.
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effectiveness of what is being done, objectives
must be stated in concrete and functional terms.
In setting appropriate objectives, the focus is not
necessarily on process but rather on the outcome
that is desired (Roberts & Dziegielewski, 1995).
Often a behavioral contract, either oral or writ-
ten, is developed to clearly outline the expect-
ations, plans, and/or contingencies for the
behaviors. These contracts help to ensure that
goals are agreed on; can monitor progress;
outline responsibilities such as time, effort,
and money; and ensure all involved are com-
mitted to the plan that is to be completed
(Houmanfar et al., 2008). Adapting cognitive
and behavioral principles in the time-limited
framework creates a viable climate for change
(MacLaren & Freeman, 2007). (See Case Exam-
ple 4.3))

In working with client problems such as
Jill's, a cognitive-behavioral approach can be
very helpful, especially for professionals who
must deal with clients who are suffering from
a variety of personal and situational problems.
Thoughts can be difficult to control, and often
clients become extremely frustrated with their
inability to control their own actions and behav-
iors and perform poorly in areas in which they
previously were proficient. When faced with a
medical situation, they may develop negative
schemata or ways of dealing with the situation
that cause conflicts in their physical, inter-
personal, and social relationships. Specific tech-
niques such as identification of irrational
beliefs, cognitive restructuring, behavioral role
rehearsal, skill training, activity scheduling, self-
reinforcement, and systematic desensitization
can help clients adjust and accommodate to
the new life status that will result (MacLaren &
Freeman, 2007). Cognitive and behavioral tech-
niques can help clients recognize these needs for
change as well as assist with a plan to provide the
behavior change needed for continued health
and functioning.

Crisis Intervention Approaches
to Mental Health Practice

A crisis 1s defined as a period of psychological
disequilibrium that results from a hazardous event
or situation (Yeager, Roberts, & Grainger, 2008).
Kanel (2012) takes this definition further and
refers to it as a trilogy involving (1) the precipitat-
ing event, (2) the perception or interpretation of
the event that causes the individual distress, and
(3) afailure of previous coping methods thatleaves
the individual at a lower level of functioning than
prior to the event. Often the person in crisis
becomes frustrated as his or her usual ways of
coping simply do not seem to work. The practi-
tioner assists clients in crisis by focusing on the
immediate or acute problem situations. From this
perspective, clients are helped to discover an
adaptive means of coping with a particular life
stage, tragic occurrence, or other problem that
generates a crisis situation. Crisis intervention
techniques are employed in many settings: social
and relief agencies, the military, private practice,
shelters, hospitals (especially hospital emergency
rooms), public health agencies, hospices, home
health care agencies, and almost all other agencies
and services that utilize mental health professio-
nals. Professionals have used crisis intervention
techniques with migrant workers; rape survivors;
domestic violence victims; death and dying; men-
tal illness; event trauma, such as plane crashes,
floods, and tornadoes; and whenever immediate
help and assistance is needed (Roberts, 2005).
By its very nature, crisis intervention is time
limited. All efforts are directed at solving imme-
diate problems, emotional conflicts, and distress
(Green & Roberts, 2008). Therefore, the first
criterion in this method is the realization that
all practice approaches are often going to be in-
tense over a time-limited duration (Roberts &
Dziegielewski, 1995). In crisis intervention, prac-
tice strategy is dictated within a specific time frame
for accomplishment. According to Parad and
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Parad (1990), utilizing minimum therapeutic  supportive social resources and focused interven-
practice strategy during the brief crisis period  tion techniques to facilitate practice effectiveness
can often produce the maximum therapeutic  are emphasized (Green & Roberts, 2008). (See
effect. When a client is suffering from a crisis,  Case Example 4.4.)

CASE EXAMPLE 4.4 - CASE OF JUAN

Juan was referred for a mental health assessment after a devastating tornado, when he was found
wandering the neighborhood in a state of shock. For weeks, he would return and wander through the
rubble of what was once his home, looking for belongings (now treasures of a previous time).
Although it had been a month since the event, Juan reported that he could not put it behind him and
move forward. Juan sought intervention because his wife was very concerned about his behavior. He
often woke up in the middle of the night in a cold sweat and could not go back to sleep. Juan reported
that since his home was destroyed by the tornado, he often felt like he was in a daze. He reported
having recurrent flashback episodes day and night in which he would relive the night the tornado
destroyed his home. He reported that he now avoided driving to the construction site where his home
was being rebuilt. Whenever he tried to go there, he would feel overwhelmed with anxious feelings
and had to stop his car.

After completing a diagnostic assessment, the mental health practitioner felt that Juan was
experiencing a stress reaction, such as acute stress disorder (308.3 ICD-9-CM or F43.0 ICD-10-CM).
Although Juan was able to go to work, it was apparent that his reaction was severe enough to impair
his overall functioning.

As part of the helping strategy, crisis intervention requires a dynamic form of practice that
focuses on a wide range of phenomena affecting individual, group, or family equilibrium. For Juan,
the crisis was defined as a temporary state of upset and disequilibrium characterized chiefly by his
inability to cope with a particular situation. During this crisis period, Juan's usual methods of coping
and problem solving simply did not work. His perception was that the tornado was so devastating
and intolerable that he could not cope with it. Juan viewed the tornado as a hazardous, threatening
event that left him vulnerable. He stated that no matter how hard he tried, he could not seem to
control his fears.

To help Juan, crisis intervention techniques were applied to enable him to reformulate the crisis
situation within the context of growth. Ultimately, the mental health practitioner needed to help Juan
reach a healthy resolution where he could emerge with greater strength, self-trust, and sense of
freedom than before the crisis event (Gilliland & James, 1997).

When applied with clients such as Juan, crisis intervention techniques are centered on the
assumption that acute crisis events can be concretely identified, controlled, and lessened. Successful
resolution is therefore achieved when the practitioner helps the client reach a healthier resolution of
the problem.

ForJuan, learning to deal with the physical devastation that resulted from the recent tornado was
an area that needed to be addressed. A crisis such as this one was so unexpected that many families
like Juan's lost their homes and their personal possessions. In some cases, lives were lost. Juan worried
repeatedly what he could have done differently and why this had to happen to him. With such an
unanticipated catastrophe, Juan was concerned with understanding why this happened and how he
could prevent it in the future. In such situations, the role of the helping professional is clear: to help the
client once again return to that previous level of coping and adjustment.
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For many clients, psychological suftering
after a traumatic event can make them feel
powerless and frustrated with their inability to
restore their equilibrium to the previous balance.
These are basically healthy people who are so
disturbed by the event that functioning is
impaired. If they are afraid of something, the
threat to life and bodily integrity overwhelms
normal adaptive capabilities, producing exten-
sive symptomatology. For the mental health
practitioner, an problem-addressing
and supportive role is essential. The practitioner
helps the client become empowered, recogniz-
ing that the symptoms being experienced can be
viewed as signs of strength and that symptoms
can be both a danger and an opportunity
(Kanel, 2012).

active

Educative Counseling

Mental health professionals are often called on to
participate in a type of counseling that is not
considered traditional. Health promotion edu-
cators, health promotion specialists, and other
health-related professionals can be called on
to educate clients and thereby increase their
self-awareness in terms of promoting health
and wellness (Simmons-Morton, McLeroy, &
Wendel, 2012). This type of counseling can

CASE EXAMPLE 4.5 - CASE OF BILL

include many different theories and techniques,
and the use of theory-based planning frame-
works continues to show promise (DiClemente,
Crosby, & Kegler, 2009).

According to Blonna and Loschiavo (2011),
simply defined, health counseling serves two
primary functions: (1) to help clients recognize,
understand, and address their own health-related
problems and (2) through increased understand-
ing, help clients follow the health care regimens
outlined for them. Simmons-Morton et al. (2012)
advocate strongly that regardless of the professio-
nal’s discipline, focus on practices grounded in
theory needs to be at the heart of all health
promotion activities and practices. Therefore,
although varied in scope and content, all health
counseling strategies at a minimum must be time-
limited, goal-directed, and objective-focused. In
this role, the practitioner is expected to assist
clients in addressing present and future health
and wellness issues. At times, this type of coun-
seling can include influencing others to make the
best choices for health and wellness (Blonna &
Loschiavo, 2011). More mental health practition-
ers are being called on to provide educative
counseling (Cowles, 2003). More attention to
this method is needed, stressing its use in formal
education through the curriculum in most
schools. (See Case Example 4.5.)

Mental health practitioners can assist in providing education to clients in many different areas.
Consider the case of Bill, who would not follow his diabetic diet. The medical condition resulting from
his noncompliance was so severe that he was hospitalized repeatedly. During each hospitalization,
he met with a dietitian and was given a copy of his diet before discharge, but he was later readmitted

for noncompliance. Upon referral to the mental health practitioner, a family assessment was
completed. The practitioner discovered that the client's wife prepared the family’s meals. His wife
had been handed the diet but was not really sure of the relevance of strict adherence to Bill's
continued health. After meeting with the family and helping to educate his wife about the need for
assisting, Bill's diet compliance increased dramatically.
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Bill’s case is just one example of how practi-
tioners can assist clients by educating not only
clients and their families but also other members
of a delivery team. Including a family member
has been shown to increase patient adherence to
treatment plans (Desmond & Copeland, 2000).
Because promoting health behaviors needs to
take into account the total picture related to a
client, the focus on individual, interpersonal
dynamics; family systems; and social, cultural,
and community contents should come as no
surprise (Simons-Morton & McLeroy, 2012).
It is also important for practitioners to be willing
to educate clients in areas such as child abuse,
domestic violence, and incest dynamics. Practi-
tioners need to go beyond the traditional bounds
of counseling and assist in educating clients to be
better prepared for maintaining safety, security,
and health and wellness for not only themselves
but also their entire family system.

Openly acknowledging the importance of
client education can assist practitioners in identi-
fying the need for this commonly provided ser-
vice. Mental health practitioners are in a unique
position to participate in education, particularly in
the areas of prevention and continued health and
wellness. The overall practice of education in
mental health is oriented toward safety and health,
both conceptually and philosophically. This
makes the mental health practitioner an important
link between the person and his or her attempts to
achieve health and wellness.

SUMMARY

Case documentation and using the information
gathered to provide the basis for intervention
planning and the practice strategy to follow are
never simple. Numerous cases and individual
situations arise that professionals are not sure
how to handle. It is never easy to decide where
to begin, what to write and what not to write in

the case record, and what goals and objectives to
process and apply to practice strategy. The sci-
ence of intervention is important in starting the
process, but it is the art that will carry it to a
successful end. A delicate balancing act is
required between the needs of the client, the
demands of the environment, and the skills and
helping knowledge available to the mental
health practitioner.

Furthermore, the art and science within
practice strategy are more involved than being
familiar with the practice frameworks and simply
choosing what works. It takes knowing the client
and the strategies and methods available, as well
as how and when to best apply the theoretical
foundations that underlie the practice techniques
selected. In today’s environment, many compli-
cated problems need to be addressed, and there is
a real urgency to address them as quickly and
effectively as possible. All mental health profes-
sionals, regardless of their discipline, need to be
trained in these methods of helping. This training
cannot be viewed as static. All professional help-
ers must continue learning and growing to
anticipate the needs of our clients.

Dziegielewski (2013) identified five factors
that must guide the initiation of the diagnostic
assessment, treatment planning, and the practice
strategy:

1. Clients need to be active and moti-
vated in the diagnostic assessment,
treatment plan formulation, and
intervention strategy. The client’s
support and participation will increase
the likelihood of encouragement and
completion of change eftorts. Generally,
the issues and behavioral problems a
client is exhibiting may require him or
her to exert serious energy in attempting
to make behavioral change. This means
that clients must not only agree to par-
ticipate in the assessment process but also
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be willing to embark on the interven-
tion plan that will result in behavioral
change.

The information gathered in the
diagnostic assessment will be used
to guide the approach or method of
intervention used. Once symptoms
are identified, different methods and
approaches for clinical intervention
can be selected. However, the approach
should never guide the intervention
chosen. Sheafor and Horejsi (2008)
warn against practitioners becoming
overinvolved and wasting valuable clin-
ical time by trying to match a particular
problem to a particular theoretical
approach, especially since so much of
the problem-identification process in
assessment 1s an intellectual activity.
The practitioner should never lose sight
of the ultimate purpose of the assessment
process. Simply stated, the purpose is to
complete an assessment that will help to
establish a concrete service plan to
address a client’s needs.

The influence and effects of values
and beliefs should be made apparent
in the process. Each individual, pro-
fessional or not, is influenced by his or
her own values and beliefs (Colby &
Drziegielewski, 2010). These beliefs cre-
ate the foundation for who we are and
what we believe. In mental health prac-
tice, however, these individual influ-
ences must not directly affect the
assessment process. Therefore, the indi-
vidual values, beliefs, and practices that
can influence intervention outcomes
must be clearly identified from the onset
of treatment. For example, consider an
unmarried client at a public health clinic
who finds out she is pregnant. The
practitioner assigned to her case

personally believes that abortion is mur-
der and cannot in good conscience rec-
ommend it as an option to the client.
The client, however, is unsure of what to
do and wants to explore every possible
alternative. The plan that evolves must be
based on the client’s needs and desires,
not the mental health practitioner’s.
Therefore, the practitioner ethically
should advise the client of her prejudice
and refer her to someone who can be
more objective in exploring abortion as a
possible course of action.

Clients have a right to make their own
decisions, and regardless of the specific
discipline all mental health professionals
must do everything possible to ensure this
right and not allow personal opinion to
impair the completion of a proper assess-
ment. In addition to the beliefs held by
the practitioner and the client, the beliefs
and values of the members of the inter-
disciplinary team must also be considered.
It is not uncommon for helping profes-
sionals to have value conflicts. These
team members need to be aware of
how their personal feelings and resultant
opinions might inhibit them from
addressing all of the possible options to
a client. For example, in the case of the
unmarried pregnant woman, a physician,
nurse, or any other member of the health
care delivery team who does not believe
in abortion would also be obligated to
refer the client. This is not to assume that
mental health practitioners are more
qualified to address this issue or that
they always have an answer. The point
is that mental health practitioners should
always be available to assist other helping
professionals and advocate for how to
best serve the needs of the client. Values
and Dbeliefs can be influential in
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identifying factors within individual
decision-making strategy and remain
important factors to consider and identify
in the assessment process.
Issues surrounding culture and race
should be addressed openly in the
assessment phase. The mental health
practitioner needs to be aware of his or
her own cultural heritage as well as the
client’s to ensure the most open and
receptive environment is created (Pan-
iaqua, 2014). Dziegielewski (2013) sug-
gested that health and mental health
professionals should consider the follow-
ing points:

a. Be aware of one’s own cultural
limitations.

b. Be open to cultural difterences.

c. Recognize the client’s integrity and
uniqueness.

d. Utilize the client’s learning style,
including his or her own resources
and supports.

e. Implement the behaviorally based
biopsychosocial approach to practice
from an integrated and as non-
judgmental a format as possible.
For example, with the DSM-5, cul-

tural factors should be stressed prior to

establishing a formal diagnostic condi-
tion. As stated earlier in this book quali-
tative assessment using measures such as
the Cultural Formulation Interview
(CFI) to better identify the problem
and its cultural roots and subsequent
effects upon treatment are always rec-
ommended. In addition, delusions and
hallucinations may be difficult to sepa-
rate from general beliefs or practices
related to a client’s specific cultural cus-
tom or lifestyle. For this reason, the
mental health practitioner should not
forget that an appendix is included in

the DSM-5 that describes and defines
cultural concepts of distress that might
affect the diagnosis and assessment pro-
cess and subsequent intervention strat-
egy (American Psychiatric Association,
2013).

5. The assessment must focus on cli-
ent strengths and highlight the cli-
ent’s own resources for providing
continued support. One of the most
difficult things for most individuals to
do is to find, identify, and plan to use
their own strengths. People, in general,
have a tendency to focus on the neg-
atives and rarely praise themselves for
the good they do. With the advent of
behavior-focused care, health and men-
tal health care workers must quickly
identify the individual and collectively
based strengths of clients. Once this has
been achieved, these strengths should
be highlighted and incorporated into
the suggested treatment plan (Jones-
Smith, 2014). The information gath-
ered is utilized in the assessment and
stressed in regard to the importance of
individual support networks for the cli-
ent. In this time-limited intervention
environment, individual resources are
essential for continued growth and
maintenance of wellness after the formal
intervention period has ended. In such
settings, practitioners need to stay vigi-
lant that quality of care is not compro-
mised (Sommers-Flanagan & Sommers-
Flanagan, 2009).

One such example in need of support and
attention from practitioners is individuals suffer-
ing from AIDS. According to the Joint United
Nations Programme on HIV/AIDS (UNAIDS,
2013), globally the number of new HIV cases is
decreasing, although new HIV infections remain
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most pronounced among children. An estimated
35.3 million people around the globe are
infected with HIV, the virus that causes AIDS,
and there were more than 1.6 million deaths in
2012. Many individuals are forced either to
confront this generally terminal illness them-
selves or see it progress in a loved one. Mis-
conceptions and fear based on lack of education
often stop family and friends from supporting
individuals when they most need care and sup-
port. Practitioners must actively work to help
these individuals and encourage support for them
in their time of need. In this situation, practi-
tioners need to be not only educated to varied
theoretical approaches but also able to select
which one to use and when.

Psychodynamic approaches can be used to
help clients feel better and to assist in resolving
previous relationship experiences that are affect-
ing the development of new or current ones.
Solution-focused methods can help individuals
develop new ways of changing behavior,
focusing positive energy and attention on how
to make things better. Cognitive-behavioral
approaches can help individuals and family
members to look at dysfunctional thought pat-
terns and how they complicate current interac-
tions. The crisis intervention approach can assist
the client and his or her family to return to a
previous or healthier level of coping. Education
can provide client empowerment while enhanc-
ing independence and control. To become bet-
ter equipped in the helping activity, practitioners
must be aware of the multiple frameworks and
practice methods available.

QUESTIONS FOR
FURTHER THOUGHT

1. In this chapter, gathering supporting infor-
mation beyond that directly related to the
diagnostic assessment is essential. List the

types of supporting information that are
most helpful for inclusion and explain why.

2. Apply the basics of the POR to a client you
have seen or are seeing. Break down the
factors in the case into either the SOAP or
SOAPIE format. What are the major con-
cerns with an electronic version of this type
of record?

3. When working with a client and gathering
information, what is PHI, and how should it
be handled?

4. Take a problem that a client could face
and describe how you would approach it
utilizing:

Solution-focused therapy
Cognitive-behavioral therapy
Crisis intervention

Educative counseling

5. Compare and contrast the different types of
therapy in handling clients.

6. Describe strategies you should use to protect
client records and minimize your risk of
legal action.
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CHAPTER

Schizophrenia Spectrum and
the Other Psychotic Disorders

SopHIA F. DZIEGIELEWSKI

INTRODUCTION

This chapter provides information on children,
adolescents, and adults suffering from the disor-
ders that constitute schizophrenia spectrum and
the other psychotic disorders. A brief overview
of each disorder is provided, along with a case
example that includes specific treatment plan-
ning and an intervention-related application.
Although the definitions of what constitutes
schizophrenia and the other spectrum related
disorders continue to shift (Wong, 2013), these
devastating illnesses can have far-reaching effects
that go beyond the client. They can touch the
very core of the individual, affecting the devel-
opment of close relationships, talents, family
relations, and economic independence. Further
complicating the conditions, now referred to as
the schizophrenia spectrum disorders, is that
even with the best treatments known, repeated
episodes of the illness will occur throughout a
client’s life (Menezes, Arenovich, & Zipursky,
2006). Also, the symptoms can vary so much
among individuals that no single treatment can
be considered the intervention of choice. This
varied and unpredictable course of the illness and
the label placed can affect those seeking and
receiving treatment (Rusch et al., 2013).

Special thanks to Shirleyann Amos and George Jacinto for
contributions to the previous version of this chapter.
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Because the psychotic disorders involve
some level of psychosis that results in distorted
perceptions and affects the way an individual
perceives reality (Walker, Mitial, Tessner, &
Trotman, 2008), when experiencing these
incorrect impressions, individuals often cannot
function as others do. They can become lost in
a world where they cannot communicate their
basic needs. These types of communications are
so basic to daily functioning and survival, and
the variability of response and accomplishment
has left many family members to question how
this could happen. This lack of understanding
of the symptoms related to the disease and
the impaired communication further disturb
family relationships and thereby alienate sup-
port systems critical to enhanced functioning
(Dziegielewski, 2007).

This chapter highlights the guidelines for
using the Diagnostic and Statistical Manual of Mental
Disorders, Fifth Edition (DSM-5) (American Psy-
chiatric Association [APA], 2013) to better
understand and assess these conditions. It is
beyond the purpose of this chapter to explore
in depth all of the diagnoses that constitute
schizophrenia spectrum and the other psychotic
disorders and the treatment options specific to
each. Rather, the purpose of this chapter is to
introduce the primary disorders as listed in
DSM-5: schizotypal personality disorder (listed
in this chapter but described in the chapter on
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personality disorders), delusional disorder, brief
psychotic disorder, schizophreniform disorder,
schizoaffective disorder, substance/medication-
induced psychotic disorder, and psychotic dis-
order due to another medical condition. Of all
the psychotic disorders, schizophrenia is the most
common (Walker et al., 2008). Although this
chapter presents a brief overview of this spectrum
of disorders, the diagnosis and treatment of
schizophrenia is the central focus.

The application section of this chapter pro-
vides a case example of an individual suffering
from schizophrenia with specific recommenda-
tions for completing the diagnostic assessment
and the subsequent treatment plan. The extent,
importance, and the early predictors of problem
behaviors and symptoms are explored. The vari-
ous aspects of the disorder are presented with a
case application that highlights the diagnostic
assessment, treatment planning, and evidence-
based treatment strategy. In addition, the latest
practice methods and newest research and find-
ings are highlighted to further the understanding
of these often-devastating illnesses.

TOWARD A BASIC UNDERSTANDING
OF THE CONDITIONS

Reading about diverse ancient cultures (e.g.,
Egypt, India, Greece, and China), makes it clear
that strange and bizarre behavior, often referred
to as madness or lunacy, has existed for thou-
sands of years (Woo & Keatinge, 2008, p. 470).
The term demence precoce, or early dementia
(dementia praecox), was the general term for
what we today call schizophrenia. Within the
psychotic disorders, schizophrenia historically
has always been the most clearly defined. Sev-
eral subtypes that can occur within schizophre-
nia were identified and described by Kraepelin
in 1899. Emil Kraepelin (1856—1926), using the

earlier work of Morel, developed a formal
diagnostic category in which he divided
dementia praecox into different subtypes: dis-
organized type (previously known as hebephre-
nia), paranoid, and catatonic. This classification
system lasted for many years. Not until a new
generation of researchers voiced concerns with
the consistency and uniformity of these earlier
classification schemes was the DSM definition
most similar to what we utilize today developed
(Walker et al., 2008). In DSM-5, limited diag-
nostic stability and problems with reliability and
validity were the primary reasons for dropping
the five subtypes, resulting in the definition we
use today (Tandon, 2012).

Over the years, many theories about the
causes of these mental health conditions evolved
(Lehmann & Ban, 1997). Some of the more
current theories of causation are oxygen defi-
ciency, biological causes related to its similarity to
epilepsy, and an imbalance of natural neuro-
chemicals within the brain, such as serotonin
or dopamine disturbance or both (Hong, Lee,
Sim, & Hwu, 1997; Lehmann & Ban, 1997).
One reason defining the disorder may be so
difficult is that when most researchers think of
the psychotic disorders, they immediately think
of schizophrenia; to complicate the matter fur-
ther, many professionals agree that schizophrenia
is an illness with a complex and heterogeneous
nature (Glick, 2005; National Institute of Mental
Health [NIMH], 2009c). Based on recent
research, the conceptual definition of schizo-
phrenia has broadened to include awareness
that it is not one singular disease (Walker
et al., 2008). Walker et al. (2008) acknowledge
this research and agree that trying to make
schizophrenia one disorder might confuse and
complicate the diagnostic assessment process.
Rather, it might be easier to classify the disorder
as a group or cluster of disorders that lack a single
cause. According to DSM-5, what this complex
group of psychotic disorders share is at least some
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symptoms such as hallucinations, delusions, dis-
organized or abnormal motor behavior, and a
cadre of negative symptoms.

UNDERSTANDING INDIVIDUALS WHO
SUFFER FROM THE PSYCHOTIC
DISORDERS

Receiving a diagnosis of schizophrenia or one of
the psychotic disorders can be one of the most
devastating experiences for an individual and his
or her family. Unfortunately, no known preven-
tion or cure exists for these disorders (Woo &
Keatinge, 2008). The behaviors and coping styles
characteristic of psychotic disorders such as schiz-
ophrenia, which include symptoms such as hal-
lucinations,
grossly disorganized, bizarre, or inappropriate
behavior, can be problematic. The word psychotic

delusions, and disorganized or

can easily be misinterpreted. In the psychotic
disorders, individual criteria must be met, and the
definition and meaning of what constitutes a
psychotic symptom can change, based on the
diagnosis being considered. Further, the disor-
ders in this category do not always stem from a
common etiology. What diagnoses in this cate-
gory share are problems with performing daily
tasks, particularly those that involve interpersonal
relationships. Symptoms related to the psychotic
disorders often appear as a thought disorder, with
poor reality testing, social isolation, poor self-
image, problems in relating with family, and
problems at work (Woo & Keatinge, 2008).
The individual who sufters from one of these
disorders can experience states of terror that
prevent daily interactions and create difficulty
in distinguishing fantasy from reality. This result-
ing separation from reality makes the symptoms
that an individual client suffers extend far beyond
personal discomfort. These symptoms also affect
the support system and all of the people who
come into contact with him or her. This disorder

has far-reaching eftects; not only does it disrupt
the life of the individual but also it can tear apart
support systems and alienate the client from daily
contacts with family and friends. These disorders
are not static in symptomatology and presenta-
tion, and having a client misinterpret the signs
and symptoms may frustrate family and friends
(Wong, 2013). A further complication is not
knowing the actual cause of psychotic disorders.
This category of mental disorders, especially
schizophrenia, has been documented as a leading
worldwide public health problem.

The often-negative reaction by lay individ-
uals, peers, family, and professionals toward
individuals who suffer from schizophrenia and
other psychotic disorders is extreme in compari-
son to what might be experienced by those who
suffer from depression. Once diagnosed, clients
with these disorders often need extensive mon-
itoring and support that most primary care phy-
sicians and other practitioners are not able to
provide or are not interested in providing
(Dziegielewski, 2008). Furthermore, although
they might not openly admit it, few professionals
except in a mental health setting seek out this
type of client to work with. Many professionals
simply prefer not to work with clients suffering
from a psychotic disorder because of the mon-
itoring problems and the unpredictability of
client responses, which makes it difficult to
provide the support and supervision required
in a nonspecialized treatment environment.
On the more optimistic side, it appears that
practitioner views toward this population are
changing somewhat, although the process is
slow. In psychopharmacology, however, new
medications have brought relief for many clients
who have this chronic and debilitating condition
(Dziegielewski, 2010).

In summary, since first introduced in the
earliest version of the DSM (APA, 1952), the
diagnostic category of the psychotic disorders,
especially schizophrenia, continues to raise many
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questions for practitioners. Concerns center on
validity and application of criteria, as well as the
detrimental and negative impact that this diag-
nosis or others in the schizophrenia spectrum can
have on the future life of the individual. With all
the information available to people on the Inter-
net, self-labeling has become a practice reality; in
schizophrenia and the bipolar disorders, how-
ever, it can have particularly problematic effects.
Individuals may increase their use of mental
health services because of their fear of psychosis
or be stigmatized by an inaccurately placed label
(Rusch et al., 2013). For many individuals who
suffer from this disorder, complete or total remis-
sion 1s rare, and a chronic yet variable course of
the illness is to be expected. Furthermore, schiz-
ophrenia spectrum and the other psychotic dis-
orders appear to be an equal opportunity illness
that affects rich and poor alike.

Biology and Etiology of Schizophrenia
Spectrum and the Psychotic Disorders

Support for a biological component to schizo-
phrenia spectrum disorders increased substan-
tially when psychotropic medications showed
a decrease in symptoms related to the disorder
(Dziegielewski, 2010; Lehmann & Ban, 1997).
Subsequently, the medications that had an effect
on these symptoms also opened a window to
further understanding the biological dynamics of
disorders such as schizophrenia (Lehmann &
Ban, 1997). Researchers took great interest in
the role that neurotransmitters such as serotonin
and dopamine, as well as noradrenaline, acetyl-
choline, and glutamate, had in establishing a
biological basis for schizophrenia (Bishara &
Taylor, 2009). For example, the autopsied brains
of individuals who suffered from schizophrenia
showed that the D-4 (dopamine) receptors
(members of the G-protein family that bind
with antipsychotic medications) were six times
denser than in others’ brains (Hong et al., 1997).

In turn, this discovery led to the biological or
dopamine D-4 hypothesis of schizophrenia
(Lehmann & Ban, 1997).

Regardless of the exact relationship, a con-
nection between schizophrenia and the neuro-
chemical dopamine is clear. This connection
remains ambiguous because many of the medi-
cations to treat the disorder can also increase
dopamine receptor density. However, even
never-medicated patients with schizophrenia,
in particular, still show elevations in the dopa-
mine receptors (Walker et al., 2008). Studies on
the structure and function of the amygdala and
anterior segment of the hippocampus, basal gan-
glia, and thalamus have noted differences in
individuals with schizophrenia and their siblings
versus the control group (Qiu et al., 2009). Qiu
and colleagues concluded that there may be a
schizophrenia-related endophenotype. Neuro-
endocrinology studies have oftered another per-
spective on the etiology of schizophrenia. These
studies focus on the workings of the pituitary
gland as related to the hypothalamus and the
central nervous system (CNS). These studies
have looked at growth hormone (GH) and
thyroid-releasing hormone (TRH), but results
linked directly to a causal interpretation have
been mixed (Keshavan, Marshall, Shazly, & Paki,
1988; Lieberman et al., 1992).

Neuroimaging studies, first introduced in the
1970s, have been helpful in identifying possible
causative factors for schizophrenia (Raz & Raz,
1990). These studies are helpful in exploring both
the functional and the structural changes in the
brains of individuals who suffer from schizophre-
nia. Through these studies (e.g., magnetic reso-
nance imaging [MRI] or cerebral blood flow
[CBF)), specific areas of the brain can be identified
and studied (Gur & Pearlson, 1993; Keshavan
et al., 1997). For example, MRIs used to look
specifically at individuals who sufter from schizo-
phrenia revealed decreased frontal, temporal, and
whole-brain volume (Lawrie & Abukmeil, 1998).
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The hippocampus has consistently been identified
as where people with schizophrenia can be dif-
ferentiating from people without it (Crow,
Chance, Priddle, Radua, & James, 2013). Some
researchers believe that a genetic link contributes
to the subsequent risk of developing schizophre-
nia (Brzustowicz, Hodgkinson, Chow, Honer, &
Bassett, 2000; Kendler & Diehl, 1993; Nauert,
2007; Tsuang, 2004). Researchers conducting
studies in the United States, Germany, Greece,
and Ireland affirm findings that schizophrenia
strongly runs in families (Baron et al., 1985;
Kendler et al.,, 1993; Kendler, Gruenberg, &
Tsuang, 1985; Maier, Hallmayer, Minges, &
Lichtermann, 1990; Tsuang, 2004).

Twin studies also appear to support genetic
transmission of schizophrenia; however, not all
individuals with a genetic predisposition will
experience symptoms of schizophrenia (Ken-
dler & Diehl, 1993). Several accounts for this
discrepancy have been posited, including the
interplay of genetic and environmental consid-
erations, where a biological child of an individual
with schizophrenia has a similar risk for devel-
oping the disorder whether the child grows up in
a home with that parent or not (Altschule et al.,
1976; Gottesman, 1991). Brzustowicz et al.
(2000) found a susceptibility point on a particular
gene for schizophrenia, which lends support to
the theory that schizophrenia is related to genetic
as well as environmental factors.

Environmental issues are highlighted by fam-
ily response to a person diagnosed with schizo-
phrenia and how soon the person relapses
following hospitalization. It appears that relapse
occurs most quickly if there is a hostile family
environment that is nonsupportive or overcon-
trolling (Weisman, 1997). Research on the brain
supports neurodevelopmental damage during
childhood as a possible antecedent to the diagnosis
of schizophrenia in children, adolescents, and
adults (Dutta et al., 2007; Hollis, 1995; Mental
Health America, 2009). These environmental

events associated with developmental delays or
permanent neurological damage can increase the
occurrence of schizophrenia, as well as the possi-
bility of an individual being most susceptible to
developing other mental illnesses.

Nonetheless, it is fairly well accepted that
genetics may be a necessary, but not a sufficient,
cause for schizophrenia (Kendler & Diehl, 1993).
To acknowledge this link between the individual
and the family, the term schizophrenia spectrum was
added to the DSM-I1’-TR (APA, 2000) under the
familial pattern section. Schizophrenia spectrum
represented the range of mental disorders that are
more likely to occur in family members of indi-
viduals with schizophrenia, such as schizoaftective
disorder and schizotypal personality disorder. In
DSM-5, this term was expanded to include the
types of disorders that fall into this category that
often have a genetic component linking them.

IMPORTANT FEATURES RELATED
TO THE PSYCHOTIC DISORDERS

When preparing for the diagnostic assessment
and the appropriate diagnosis, the practitioner
must first be aware of the key features prevalent
in the psychotic disorders that are used to con-
stitute the diagnosis. Creating any diagnostic
impression and the treatment plan to follow
always requires a delicate balance of ground-
breaking research and the practitioner’s judg-
ment and experience (Schore, 2014). Starting
this process requires familiarity with applying the
five primary characteristics of each of the disor-
ders listed in this chapter: delusions, hallucina-
tions, disorganized thinking and speech, grossly
disorganized or
(including catatonia), and negative symptoms.

abnormal motor behavior

Delusions

A primary feature of many of the diagnoses in
this area is delusions. Simply stated, a delusion is a
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belief held with extreme conviction, although
others do not believe it; when compared with
evidence to the contrary, the belief is clearly
incorrect or unfounded. The individual suffering
from delusions often becomes anxious or angry
when the delusion is challenged. The individual
often holds on to the false belief with what is
sometimes referred to as delusional conviction.
Whether delusions can be addressed when chal-
lenged is debatable, and more research in this
area is needed (Wong, 2013). What is most
evident is the frustration and sense of hopeless-
ness that many clients feel.

In the glossary section, DSM-5 identifies
several types of delusions (APA, 2013). (See

Quick Reference 5.1.) This chapter further
defines the most common types of delusions
and gives examples of each. The most common
fixed delusions are persecutory, referential, gran-
diose, erotomanic, nihilistic, and somatic. In
completing the diagnostic assessment, establish-
ing the difference between a delusion and strong
culturally held belief can be difficult. The easiest
way to differentiate between them is to break the
thought patterns into two classes: fixed and
bizarre. In fixed delusions, the person is con-
vinced, no matter how contrary the evidence,
that what he or she believes is accurate. In the
bizarre type, even when compared with indi-
viduals of the same cultural group, their thoughts

Fixed Belief Delusions

unusual meaning.

her.

Bizarre Thoughts

Types ofF DELUSIONS

®  Persecutory delusions: The self or someone close is being conspired against.
m  Referential delusions: Related to an event or an object in the person'’s life situation
that holds what others in a similar situation would term as having an incorrect or

®  Grandiose delusions: Places extreme self-importance on their own existence and
what is forthcoming from their contributions.
®  Erotomanic delusions: The individual believes falsely another person loves him or

Nihilistic delusions: Belief a major catastrophe will occur.
Somatic delusions: Related directly to bodily concerns or images.

®  Thought withdrawal: The individual becomes convinced that someone or some-
thing is removing ideas from their head that he or she cannot stop from happening.

®  Thought insertion: The individual becomes convinced that someone or something
is planting ideas in his or her head from which he or she cannot escape.

®  Thought broadcasting: The individual feels his or her own thoughts are being
revealed and others can hear their most personal and private thoughts.

Bizarre Thoughts That Lead to Dysfunctional Behaviors

®  Delusions of control: The individual believes someone or something has mental
control that is so strong it can affect the individual's daily functioning and the
resulting social or occupational behaviors.
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and behaviors still are reportedly outside the
norm.

The most common of the fixed delusions is
termed persecutory. In persecutory delusions, the
individual or someone close to the individual is
being conspired against. As in most delusional
thinking, the frustration level increases, as the
individual really believes this is happening. To
avoid potential harm, the individual will try almost
anything because he or she feels so powerless to do
anything to prevent it. The thoughts are so over-
whelming that the individual cannot escape from
them; when the problem is discussed with others,
the person is often not believed. Frustration builds;
there appears to be no way to improve or stop the
situation. The person is often desperate and over-
whelmed with feelings of impending doom from
which no escape seems possible.

In referential delusions, the false belief held
with delusional conviction is related to an event or
an object in the person’s life situation that holds
what others in a similar situation would term as
having an incorrect or unusual meaning. In delu-
sions of reference, an individual may fear that
everyone is out to get him or her and so interpret
normal everyday events as tied to his or her own
life. These types of delusions are linked to impor-
tant aspects or objects in a person’s life, and it is
difficult to escape from its influence. Referential
delusions can become so severe that they stop an
individual from performing daily activities and
basic functioning; the individual applies special
meaning to objects or events recurring in his or
her life, thereby creating an inescapable cumula-
tive effect directed personally.

Grandiose delusions are often related to
inflated self~worth or self-esteem. The person
may see himself or herself as a famous person or
connected to a deity. In grandiose delusions, the
individual places extreme self-importance on his
or her own existence and contributions.

In erotomanic delusions, the individual is con-
vinced that another person loves him or her. This

belief is not reciprocated, and the individual with
the delusional belief can become completely
engrossed in a fantasy relationship. The belief is
so strong that it becomes difficult for the person to
see what is real and what is not.

In nihilistic delusions, there is a belief that a
horrible catastrophe is about to come. The indi-
vidual continually talks about it and prepares for
the worst, and this preoccupation may prevent
completing current requirements needed to
maintain his or her current situation.

Somatic delusions relate directly to the body
or concerns with bodily function. The individual
may focus on an imagined body flaw and not be
able to see himself or herself positively because
of it.

The second classification of delusions is
bizarre. Delusions that fall into this category
and involve thought content seem strange to
everyone, including those with similar beliefs in
a similar cultural group. Delusions of this type
include problems with basic cognitive pro-
cesses: thought insertion, thought withdrawal,
and thought broadcasting. In thought insertion,
the individual becomes convinced that some-
one or something is planting ideas in his or her
head from which he or she cannot escape.
There is a constant nagging feeling that the
thoughts are really not of the person’s thinking
them, but rather put there and influenced by
somebody or something else. This thought is so
powerful the individual cannot function with-
out taking it into account. In thought withdrawal,
the individual becomes convinced that some-
one or something is removing ideas from his or
her head that the person cannot stop from
happening. In thought broadcasting, the individ-
ual feels his or her own thoughts are being
revealed, and others can hear the most personal
and private thoughts. To the person experienc-
ing thought broadcasting, his or her general
and most intimate thoughts cannot be pro-
tected from others’ knowledge. This causes
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the individual to withdraw from any social
situations where this could occur.

The third classification is delusions of control.
In this bizarre type of delusion, the individual
believes he or she is mentally controlled by
another, and this control is so strong it can affect
the physical behaviors that result. The individual
believes this outside force has tremendous con-
trol of him or her and escape from this mind-
behavioral control is not possible.

Hallucinations

Hallucinations are sensory experiences that hap-
pen without the support of the appropriate
stimuli (Woo & Keatinge, 2008). The majority
(70-90%) of hallucinations exhibited are audi-
tory. For the practitioner, measuring them can be
difficult as people’s self-report may be clouded
cognitively by the mental disorder being expe-
rienced (Wong, 2013). The DSM-5 limits dis-
cussion in the text to the auditory hallucinations
simply because they are the most prevalent in the
schizophrenia spectrum and other psychotic
related disorders. Other types can also be noted.
Rarer forms of hallucinations are visual, olfactory
(related to smell), gustatory (related to taste), and
tactile (related to touch). Visual hallucinations
may exist in the schizophrenia spectrum and
other psychotic disorders but are extremely
rare. When a client is experiencing visual hallu-
cinations, an assessment to rule out other poten-
tial causes should be conducted. For example,
could the visual hallucinations be related to
organic damage to the brain, substance use or
abuse, or any other medical conditions? For
hallucinations other than auditory, a drug test
should be considered. After the drug test results
are received, a complete assessment by a medi-
cally trained professional is always warranted.
The least common forms of hallucinations in
schizophrenia, the psychotic disorders and in
some cases of bipolar disorder are the tactile,

gustatory and olfactory sensations (Lewandowski
et al., 2009). Tactile hallucinations may also be
indicative of an organic problem. In some cases,
clients may report feeling tactile misperceptions,
such as bugs crawling on them. In this case, a
simple rule is that clients’ reports of bugs on them
may be related to “drugs” including substance
use and abuse. Substance misuse can be a prob-
lem in schizophrenia, and when it co-occurs
with the disorder, negative consequences can
influence all aspects of the treatment process
(Green, 2007). In these cases, a client should
immediately be referred for a drug screen, phys-
ical examination, or both to determine if the
resulting psychosis is related to the side eftects of
prescription medications, drug abuse, or a related
type of delirium. Gustatory hallucinations result
in the perception that something tastes a certain a
way that others would not agree or recognize
and is often perceived as unpleasant. For exam-
ple, a client may report that the food he or she is
eating is poisoned and therefore tastes rotten or
bitter. Reasons for the development of these
types of hallucinations can vary but generally
an assessment to address possible medical causes
such as seizures should always be explored.

Olfactory hallucinations sometimes referred
to as phantosmia, occur when individuals per-
ceive smells that do not actually exist in their
environment. The smells can vary and there are
multiple medical causes for this such as seizures,
brain tumors, or migraines and these are seldom
related to a mental disorder.

Disorganized Thinking and Speech

The disorganized dimension of a client’s behavior
can be seen in his or her disordered patterns of
speech. Disordered speech can be expressed in a
variety of ways. Clients may make loose associa-
tions and jump from one topic to another, or their
speech may be tangential or even incoherent. The
disorganized speech may be so pronounced that it
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is referred to as word salad: There is marked
incoherence, and the practitioner is not sure
what the client is trying to say or how to interpret
it because it sounds like unconnected, irrelevant
gibberish. The individual may also make up words
and when added to other features of this grossly
disorganized speech it may become almost
impossible to understand what the client is trying
to say. The disorganized dimension of a client’s
thought process relates to the primary symptoms
most relevant with linking to speech to better
understand the occurrence of problematic behav-
iors. For the mental health practitioner, these
symptoms are often obvious and easy to detect
in the diagnostic assessment process.

Negative Symptoms

In completing a general mental status exam,
positive and negative symptoms are often at the
forefront. In schizophrenia spectrum and the
other psychotic disorders, negative symptoms
can be not only difficult to assess but also
difficult to treat with medications. The negative
symptoms seen in these disorders are often
more common than the positive symptoms,
although they remain harder to detect. Nega-
tive symptoms involve behaviors that should be
present but are absent. For example, one symp-
tom is a flat or blunted affect characterized by
diminished emotional expression. In diminished
emotional expression, there can be restrictions
in the range or intensity of facial expressions,
initiation of speech, and other types of delayed
movements. Additional negative symptoms
include anhedonia (decreased ability to experi-
ence pleasure), avolition (lack of goal-directed
behavior), and asociality (lack of interest in social
interactions and emotional withdrawal), as well
as poor rapport, passivity, apathy, social with-
drawal, difficulty in abstract thinking, lack of
spontaneity, and stereotyped thinking patterns.
In addition, the DSM-5 includes a negative

symptom termed alogia (APA, 2000), which
deals primarily with the fluency and productiv-
ity of speech.

Because the negative symptoms are typically
more common but subtler than the positive
symptoms, inability to control these symptoms
often prevents clients from leading fruitful and
productive lives (Malhotra, Pinsky, & Breier,
1996). Negative symptoms often overlap with
symptoms of individuals who are depressed, such
as reduced appetite, lack of energy, lack of
pleasure, and inattention. Medications appear
to be most helpful in controlling the positive
symptoms and less effective in controlling the
negative ones (Dziegielewski, 2010).

In summary, these disorders share symptoms
such as delusions, hallucinations, and disorgan-
ized speech and behavior, as well as numerous
negative symptoms. Differentiating overlapping
of symptoms between mood and affect is critical.
One simple way to think of this relationship is
that mood can be considered the general feeling
experienced (i.e., the climate) and affect is
how it’s shown (i.e., the weather). (See Quick
Reference 5.2.)

DSM-5: ASSESSMENT OF SYMPTOMS
MEASUREMENT

One particularly helpful addition to DSM-5 that
highlights both the dimensional approach and
the crosscutting of symptoms is the newly intro-
duced Clinician-Rated Dimensions of Psychosis
Symptom Severity, a scale included in Section III
(p- 743). This scale is a dimensional assessment
measure that addresses the primary positive and
negative symptoms of schizophrenia spectrum
and the psychotic disorders. As first introduced in
Chapter 2, this dimensional measurement may
be particularly helpful in supporting the diag-
noses related to schizophrenia spectrum and
other psychotic disorders because it measures
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QUICK REFERENCE 5.2

Positive Symptoms

Hallucinations—misperceptions

Negative Symptoms
Diminished emotional expression

Asociality

Anhedonia

Avolition

Alogia

Other factors for assessment include:
Poor rapport

Apathy

Difficulty in abstract thinking
Stereotyped thinking patterns
Passivity

Lack of spontaneity

PsycHoTic CHARACTERISTICS AND SYMPTOMS

Delusions—strong beliefs held in spite of strong evidence to the contrary

Disorganized speech—affecting thought content and delivery

the degree of cognitive or neurobiological fac-
tors related to an illness. This particular assess-
completing a
comprehensive assessment by identifying the
multiple dimensions of psychosis outlined in
the preceding paragraphs, including positive
symptoms (delusions, hallucinations, and disor-
ganized speech), abnormal psychomotor behav-
ior (such as catatonia), and negative symptoms
(restricted emotional expression or activity). The
scale measures eight specific domains, addresses
symptom severity over the past 7 days, and is
completed by the clinician. It uses a 5-point
scale, rating symptoms from no symptoms = 0
to severe = 4. It can be used as a repeated
measure to regularly measure progress.

ment can help in more

In addition, it can clarify the presence of
each domain, quantifying symptoms such as
hallucinations, delusions, disorganized speech,
abnormal negative
symptoms (avolition and restricted emotional
affect), impaired cognition, depression, and
mania. The scale is completed by the practitioner
upon initial assessment and can be reassessed as
needed in each following 7-day period. Scores
consistently high in a particular area can help the
practitioner to target interventions. For example,
noting the initial score and any changes can
quantify beginning levels of delusional thinking
and whether subsequent treatment appears to be
decreasing them. This standardized measure can
be used to keep track of these thoughts and

psychomotor behavior,
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behaviors in a disorder that is prone to difference
and fluctuates over time.

Catatonia

One of the most significant changes made to the
diagnosis of schizophrenia was the elimination
of the five subtypes of schizophrenia discussed
further in this chapter. One of the subtypes,
catatonic type, that was deleted provided symp-
tomatology that helps to better explain behav-
iors. It also helped to outline psychomotor
presentations that could be connected to several
different disorders. Because these types of behav-
iors could be seen in conditions other than
schizophrenia, it was decided in the DSM-5
revision that a re-introduction with a clearer
presentation was needed. In the revision, these
symptoms were identified and related back
directly to the parent diagnosis and the cause.
Although catatonia is not recognized as a diag-
nosis by itself, it was included as related to the
mental and medical disorder in which it mani-
fests. Disorders that may either involve catatonia
or result in it include several disorders in this
chapter, as well as in several other chapters, such
as the neurodevelopmental disorders, bipolar
disorders, depressive disorders, and medical con-
ditions (First, 2014; Tandon, 2012).

To address the importance of identifying
catatonia and the symptoms it represents, 12 psy-
chomotor symptoms were identified as charac-
teristic of the condition: stupor, catalepsy, waxy
flexibility, mutism, negativism, posturing, man-
nerism, stereotypy, agitation, grimacing, echola-
lia, and echopraxia (APA, 2013). Catatonia is
then defined as the presence of three or more of
the 12 identified psychomotor features. One
prominent symptom of this disorder is stupor,
in which the individual presents with limited
psychomotor activity. When questioned, the
client often does not respond, nor does the
individual respond appropriately to other factors

in his or her environment. Others may report
that the person appears to be in a sleepy daze,
making communication difficult.

Catalepsy and waxy flexibility are two symp-
toms of catatonia that are often confused because
both refer to posture. In catalepsy, the individual
assumes a posture that is difficult to hold and goes
against gravity, whereas in waxy flexibility the
individual assumes the position but with some
resistance can be positioned by the examiner. For
example, while working with the state hospital
system, I was assigned a client who had catatonic
teatures and often exhibited both catalepsy and
waxy flexibility. Each morning I would visit my
client, who was in the hospital unit. She had the
diagnosis of schizophrenia. Rapport was devel-
oped with the client, and often she would assume
odd positions, such as standing with her hands
reaching upward (catalepsy) for long periods of
time. When attempts were made to get her to sit
down, she would not move. Since she was so
resistant, we had several sessions with her in that
position until she decided to change her posture
and sit. At times, she would look at me and assume
an odd-looking facial grimace while leaning over.
She often assumed an unusual posture that looked
uncomfortable, referred to as posturing. When she
became restless in a session, she would walk
around the room; her movements resembled a
toy soldier and were stereotypy in nature, having no
purpose for the repetitive movements that could
be considered normal walking. If T tried to get her
to sit down, she would stand firm in her position
and resist being repositioned (waxy flexibility).
Often, although capable of speech, she would
not speak and exhibited mutism. At other times
during the session, she would stare off into space in
a stupor and not exhibit any movement or
responses to my prompts.

One morning the client came to my office
for an unscheduled visit as [ was rushing off to a
meeting. I explained that I had to leave and I
would be back. She was standing there with both
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hands in the air and appeared quite agitated as she
mumbled what sounded like someone had taken
her blanket from her bed. I touched her hand as I
went past, and she responded to my touch by
barely shaking my hand. When I returned to my
office about an hour later, the client was still
standing in the same position as when I left, with
her hand extended as if we had just finished
shaking hands. When I later asked other staft
members about the position of the client outside
my door, they stated that when they questioned
her as to why she was there, she would not move
or respond. When [ returned, however, she
immediately walked into my office and again
muttered what she wanted my help with. It
became obvious to me that she was waiting
for me to return, and the waxy flexibility was
evident in her retention of the exact position for
an extended period of time. Although this client
did not display them, two other symptoms of
catatonia are echolalia (parrotlike representation
of someone else’s speech) and echopraxia (parrot-
like repetition of someone else’s speech and
movements).

In summary, catatonia by itselfis not a mental
disorder, nor is it any longer considered a subtype
of schizophrenia. In assessment the initial task is to
determine whether this syndrome is present (First,
2014). Catatonia has to be linked to the parent
mental or medical disorder and coded appropri-
ately. As described later in this chapter, the three
diagnoses related to catatonia are catatonia associ-
ated with another mental disorder (catatonia spec-
ifier), catatonic disorder due to another medical
condition, and unspecified catatonia.

OVERVIEW OF SCHIZOPHRENIA
SPECTRUM AND OTHER PSYCHOTIC
DISORDERS

The DSM-5 provides the standardized classifica-
tion system for psychiatric disorders across the

United States. Using the criteria for the mental
disorders as outlined in the DSM-5 allows stan-
dardization across disorders and quick, standard-
ized, effective determinations of individual
psychopathology (Schmidt, Norr, & Korte,
2014). According to the DSM-5, the primary
psychotic disorders are schizotypal personality
disorder, delusional disorder, brief psychotic dis-
order, schizophreniform disorder, schizophrenia,
schizoaffective disorder, substance/medication-
induced psychotic disorder, psychotic disorder
due to another medical condition, catatonia
associated with another mental disorder, catato-
nia associated with another medical disorder,
unspecified catatonia, other specified schizo-
phrenia spectrum or other psychotic disorder,
and unspecified schizophrenia spectrum or other
psychotic disorder. The characteristic symptom
of psychosis experienced by clients is being out of
touch with reality, and it is characterized by
behavioral problems and issues noted in one of
the five following domains: “delusions, halluci-
nations, disorganized thinking (speech), grossly
disorganized or abnormal motor behavior
(including catatonia) and negative symptoms”
(APA, 2013: p. 87). Although defining all psy-
chotic disorders is beyond the scope of this
chapter, a brief definition of criteria for each is
in Quick Reference 5.3.

Those familiar with DSM-IV" and DSM-IV/-
TR will note that this chapter has been reor-
ganized to reflect the gradient of psycho-
pathology of the disorders listed, ranking them
from least to most severe. In addition, all of the
severity dimensions have been updated. Also,
although schizotypal personality disorder is
explained in depth in the chapter on personality
disorders, it is listed in this chapter because of its
relationship to schizophrenia spectrum. A dis-
order termed attenuated psychosis syndrome was
added to Section III as an area for further
study. This potential disorder has the possibility
of delusions, hallucinations, and disorganized
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QUICK REFERENCE 5.3

TYPES OF ScHIZOPHRENIA SPECTRUM AND OTHER PsycHoTic DISORDERS

Schizotypal personality disorder: Individuals often exhibit odd and eccentric behav-
ior. For a complete definition of this personality disorder, see the chapter on personality
disorders in both this book and DSM-S.

Delusional disorder: An individual suffers from one or more delusions that last
approximately 1 month or longer; however, the criteria for schizophrenia has never
been met.

Brief psychotic disorder: A time-limited disorder in which the symptoms generally last
at least 1 day (24 hours) but no longer than 1 month. Sudden onset may or may not be
linked to a psychosocial stressor. Once the disorder ends, the client returns to a fully
functioning state similar to what was present before the brief psychotic episode.

Schizophreniform disorder: Diagnosis is usually considered provisional because it
generally refers to the first episode of psychosis that has lasted at least 1 month, and two
or more symptoms must be present, with at least one of them being delusions,
hallucinations, or disorganized speech. When the active phase of the episode extends
beyond 6 months and the other criteria for schizophrenia are met, the diagnosis is
changed accordingly.

Schizophrenia: Individuals suffer from characteristic psychotic symptoms and a noted
deterioration in adaptive functioning. Two or more from a list of symptoms must be
present, with at least one of them being delusions, hallucinations, or disorganized
speech. The time frame is an active phase of the disorder lasting approximately
1 month and these symptoms, with possibly less intensity, continuing for a duration
of at least 6 months.

Schizoaffective disorder: The individual suffers from the signs and symptoms preva-
lent in both schizophrenia and mood disturbance (major depressive episode or manic),
with the symptoms of schizophrenia remaining prevalent.

Substance/medication-induced psychotic disorder: The psychotic symptoms an indi-
vidual is experiencing are related directly to drug abuse, a medication, or toxin
exposure.

Psychotic disorder due to another medical condition: The psychotic symptoms an
individual is experiencing are related directly to a medical condition.

Catatonia associated with another mental disorder: This disorder and catatonia are
not considered independent and should be documented with the mental disorder that
accompanies it (neurodevelopmental, psychotic disorder, bipolar, depressive, or other
mental disorder).

Catatonia associated with another medical disorder: Catatonia is not considered an
independent diagnosis, and the medical disorder that accompanies it—cerebral folate
deficiency, rare autoimmune (abnormal immune response against substances and

(continued)
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tissues in the body), or paraneoplastic disorders (related to consequence of cancer in
the body)—has to be indicated.

Unspecified catatonia: Symptoms of catatonia cause significant distress, but the
underlying mental or medical disorder is not clear.

Other specified schizophrenia spectrum or other psychotic disorder: The psychotic
symptoms and client’s presentation of them do not meet all the criteria for any of the
specific psychotic disorders, or the information needed to confirm a clear diagnosis is
either inadequate or contradictory. The specific reason is documented following the
condition.

Unspecified schizophrenia spectrum or other psychotic disorder: The psychotic
symptoms and the client’s presentation of them do not meet all the criteria for any
of the specific psychotic disorders, or information to confirm a clear diagnosis is either
inadequate or contradictory. The specific reason is documented following the
condition.

Source: Summarized criteria from the Diagnostic and Statistical Manual of Mental Disorders, Sth

ed. Copyright 2013 by the American Psychiatric Association.

speech that can cause distress or disability, but the
occurrences are not nearly as intense as in a
psychotic episode (Woods & McGlashen, 2011).

Schizotypal Personality Disorder

In schizotypal personality disorder, individuals
often exhibit odd and eccentric behavior. For a
complete definition of this disorder, see the chap-
ter on personality disorders. This diagnosis is dual
listed in DSM-5because itis considered to be most
like the diagnosis of schizophrenia, although the
symptoms exhibited are significantly less severe.
Also, this disorder is listed first in the schizophre-
nia-related disorders because developmentally it is
most likely to have its onset in childhood. When
the symptoms for schizotypal personality disorder
first manifest in childhood or adolescence and
continue into adulthood,
enough to disturb functioning, diagnosing this
personality disorder may be considered.

remaining severe

Delusional Disorder

Delusional disorder is diagnosed when the client is
experiencing one or more delusions with a dura-
tion of at least 1 month. This diagnosis is imme-
diately differentiated from schizophrenia for two
reasons. First, the time frame is 1 month but does
not have to continue for 6 months as in schizo-
phrenia. Second, the only symptom required is
delusions, and none of the other characteristics
consistent with schizophrenia is required. As the
name indicates, delusional disorder is character-
ized by persistent delusions that may or may not
seem believable or bizarre. The delusions gener-
ally take on a theme and can fall into seven
delusion-based subtypes. Identifying a subtype
in this disorder helps to clarify the diagnosis
when the phenomenological criteria of the delu-
sional thinking are mutually exclusive and
exhaustive (APA, 2013). In addition, subtyping
the kinds of delusions allows for homogeneous
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groupings of disorders. The subtypes are easy to
recognize in documenting because the coding
starts with specify whether. The subtypes for this
disorder are erotomanic type, grandiose type,
jealous type (belief that spouse or partner is
unfaithful), persecutory type, somatic type, mixed
type (multiple delusional themes present), and
unspecified type (cannot determine specific type).

In delusional disorder, the subtypes are fol-
lowed by specifiers. The specifiers are not mutu-
ally exclusive and exhaustive and can add
information beyond the subtypes. This disorder
has two types of specifiers possible, and when
applicable, both are coded with specify if. The first
is providing a specifier that the delusions are of a
bizarre nature. When bizarre content is used as a
specifier, the delusional beliefs are so implausible
that no one would accept them to be real. For
example, a woman who was pregnant stated that
she was having another woman’s baby. The
woman wanted to have a child with her husband
but believed that he did not want to have a child
with her. This led to another woman taking her
child and replacing it with the one she was now
carrying. In describing this, she was adamant that
no one else knew, but she did; she could feel the
difference inside her and was convinced she knew
exactly when it happened and who the other
woman was who took and replaced her child.
This is considered a bizarre delusion in that any-
one hearing it would immediately see it as
implausible. In situations such as this, it would
be properly classified with bizarre content and
written accordingly.

Specify if: With bizarre content

Utilizing this diagnosis in DSM-5 also
requires outlining a second specifier related to
the episode being experienced. This specifier,
however, can be used only if the individual has
had the course of the illness for at least 1 year.
When relevant for application, this specifier is
divided into eight potential categories that relate
directly to the onset of the episode exhibited

when the diagnosis is first placed. The first three
specifiers relate directly to the onset and course
of the illness and can be labeled either acute,
partial remission, or in full remission. These three
specifiers relate to the occurrence of the first
episode. An acute episode is defined as meeting
the criteria of the disorder over a certain time
frame. Partial remission means improvement is
noted; in full remission requires that no previous
symptoms be present.

Specify if: First episode, currently in acute
phase

Specify it: First episode, currently in partial
remission

Specify if: First episode, currently in full

remission.

Otbher specifiers include more than one epi-
sode and do not focus on just the first episode’s
onset. When noting multiple episodes, link to the
same pattern description of whether the course
is acute, partial, or in full remission. The last
two specifiers can be labeled continuous or
unspecified. In the continuous specifier, the crite-
ria thresholds can appear confusing, as they remain
through the majority of the course of the illness.
However, during certain periods the presentation
may vary and may not meet the thresholds. In the
unspecified category, the thresholds are not met,
and the course of the illness, although present,
remains difficult to quantify in terms of first
episode or course. (For complete definitions of
these specifiers, see DSM-5, page 91.)

Specify if: Multiple episodes, currently in
acute phase

Specify if: Multiple episodes, currently in
partial remission

Specify if: Multiple episodes, currently in full
remission

Specify if: Continuous

Specify if: Unspecified
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This diagnosis also requires specifying the
current level of severity. The DSM-5 suggests
using the Clinician-Rated Dimensions of Psy-
chosis Severity Scale mentioned earlier for symp-
tom rating, but it is not required.

In terms of functioning, these individuals
often perform well at work or in certain situations
where the delusional beliefs can be controlled.
However, when something happens to change
this situation or disturb the individual’s usual
coping styles, problems with social or occupational
functioning often result (Munro & Mok, 2006).
For the most part, this disorder usually starts late in
life. Although it does not generally cause problems
with intellect or work-related deterioration, it
does cause frequent domestic problems. Family
members close to the client may constantly listen
to the delusional train of thought and become
frustrated because, although in the nonbizarre
delusions it may sound believable to some, they
know it is not true. Efforts to convince the client
suffering from the disorder generally fall on deaf
ears because the delusional thinking, although it is
not bizarre, is a critical part of the client’s belief
system than cannot be shaken. Based on their
strong beliefs, these clients are often involved in
litigation within the legal system for what they
believe are crimes committed against them. When
the delusions are psychosomatic and they believe
what has happened to them is medically related,
they may have endless medical tests.

Chronic reduction of sensory input (e.g.,
blindness or deafness) may contribute to mis-
interpretations and the eventual development of
what seem to be hallucinations and delusions. In
addition, further misinterpretations may occur in
conjunction with the client’s experiences, espe-
cially when there is social isolation, as when an
immigrant tries to adjust to a different culture. Be
sure to consider a drug test to assess for substance
use or misuse, as well as a consult with a medi-
cally trained professional to determine whether
the symptoms are medically related.

Brief Psychotic Disorder

The key feature of a brief psychotic disorder is that
the disturbance is the result of a sudden onset of at
least one of the first three listed psychotic symp-
toms: delusions, hallucinations, markedly disor-
ganized speech (e.g., frequent derailment or
incoherence). Although not required to always
be present to confirm the diagnosis, grossly dis-
organized or catatonic behavior is still part of
Criterion A. An episode of the disturbance lasts
at least 1 day but less than 1 month, and the
individual eventually has a full return to the
premorbid level of functioning (Criterion B). In
addition, the signs and symptoms of the disorder
are not better accounted for by another related
mental disorder (e.g., major depressive or bipolar
disorder with psychotic features or another psy-
chotic disorder such as schizophrenia). Nor should
the symptoms displayed be attributable to catato-
nia, the direct physiological effects of a substance
(e.g., a hallucinogen), or another medical condi-
tion (Criterion C) (APA, 2013, p. 94).

The condition of brief psychotic disorder
may at first be confused with the condition of
schizophreniform or schizophrenia because of
the overlap of criteria, but there is a difference
in duration. For this disorder the duration must
be at least one day but cannot extend beyond
one month. Carefully assessing the symptoms for
this disorder and differentiating it from other
psychotic disorders, depression or mania is cen-
tral as it can occur across the lifespan with the
majority of the cases occurring at approximately
age 35. Awareness of this diagnosis is significant
because it can also develop further into another
psychotic disorder, and since it has no prodromal
period it may be immediately assessed as sub-
stance-related which results case closure neglec-
ting the need to alert practitioners that an
underlying cause of the psychosis is not clear.
Also, when coding the diagnosis of brief psy-
chotic disorder according to the DSM-5 criteria,
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the practitioner should specify whether it is with
or without marked stressors and whether it is
occurring with postpartum onset. Individually
documenting the stressor or whether there are
multiple stressors is central to better understand-
ing the diagnosis. It is also expected that onset
during pregnancy or within 4 weeks postpartum
should be documented.

Specify if: With marked stressor(s)
Specify if: Without marked stressors(s)
Specify if: With postpartum onset

A second specifier with this diagnosis is
related to catatonia and whether 3 of the 12 char-
acteristic symptoms of the condition exist. To
apply catatonia as a specifier to this mental
disorder, the 12 characteristic symptoms must
be examined: stupor, catalepsy (rigid posture),
waxy flexibility (resistance to positioning by the
examiner), mutism, negativism, posturing, man-
nerism, stereotypy (repetitive non-goal-directed
movements), agitation, grimacing, echolalia
(mimicking the speech of another), and echo-
praxia (mimicking the movement of another).
‘When three of these symptoms co-occur and the
criteria for this disorder are met, the specifier can
be used.

Specify if: with catatonia.

Once this is complete, the current severity
level of the disorder is indicated. Similar to
delusional disorder, the Clinician-Rated Dimen-
sions of Psychosis Severity Scale mentioned ear-
lier should be considered for assessing the severity
of the symptoms. However, in DSM-5, a sever-

ity specifier is not required for this diagnosis.

Schizophreniform Disorder

The diagnosis of schizophreniform is used to
describe clients who recover from the symptoms
of psychosis completely within the 6-month
period and have no residual effects. The criteria

for schizophreniform disorder are the same as
those for schizophrenia (Criterion A) except for
two differences: the total duration of the illness
(including prodromal, active, and residual phases)
and impaired social or occupational functioning
during some part of the illness, which is not
required, although it may occur. In addition, in
schizophreniform there is a specifier with good or
without good prognostic features (good premor-
bid functioning and the absence of blunted or flat
affect). Like brief reactive psychosis, it can also
receive the specifier of with catatonia if 3 of the 12
criteria are met. Similar to brief psychotic disorder
using the Clinician-Rated Dimensions of Psycho-
sis Severity Scale for assessing the severity of the
symptoms is recommended but not required, as
the diagnosis can be made without using the
severity specifier.

One major difference between this disorder,
brief psychotic disorder, and schizophrenia is the
time frame needed for meeting the diagnostic
criteria. The duration requirement in schizo-
phreniform disorder is considered intermediate;
it bridges the time frame between the two other
disorders. In brief psychotic disorder, the time
frame for the active symptoms is less than
1 month; in schizophreniform, it is less than
6 months; and in schizophrenia, it is 6 months
ormore (APA, 2013). Because the time frame for
the symptoms of brief reactive psychosis has been
exceeded but not met for schizophrenia, this
diagnosis is generally considered provisional.
The expected course of symptoms should be
monitored, and when and if the time frame is
met and the symptoms persist, the diagnosis
should be changed to schizophrenia. In these
cases, schizophreniform characterizes the begin-
ning phase of schizophrenia.

Because so many mental health practitioners
confuse brief psychotic disorder, schizophreni-
form disorder, and schizophrenia, these disorders
are differentiated with a brief case example.
When approaching a client who may suffer
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from one of these disorders, look carefully at the
time frame in which the client experienced the
active problematic symptoms for each disorder:

®m  Brief psychotic disorder: less than
1 month.

m  Schizophreniform disorder: less than
6 months

®  Schizophrenia: more than 6 months

Wong (2013) reminds practitioners that this
6-month time frame is arbitrary and not based on
research. Using the time frames may be helpful in
separating these disorders, but the clinical rele-
vance is questionable. In brief psychotic disorder,
the symptoms are often severe but generally are
brief, lasting at least 24 hours but less than
1 month. When the symptoms subside, the client
generally returns to the premorbid level of func-
tioning. In addition to the time frame criterion,
in brief psychotic disorder there may or may not
be a stressor, although if there is a precipitating
stressor, it should be clearly identified. Onset of
brief psychotic disorder is sudden and accompa-
nied by positive symptoms such as hallucinations,
delusions, or disorganized speech. In schizophre-
niform disorder, the symptoms are very similar to
schizophrenia; however, this provisional diagno-
sis 1s usually applied to the first psychotic break.
In a diagnosis of schizophreniform disorder, the
criterion of 1 month has been met, but the 6-
month period has not. There is no requirement
in schizophreniform disorder, as in the criteria for
schizophrenia, for a decline in either social or
occupational functioning during some point in
the illness. Schizophreniform disorder is consid-
ered primarily a provisional diagnosis because if
the criteria and the time frame of 6 months
are met, the diagnosis will be changed to
schizophrenia.

To highlight the relationship of these three
psychotic disorders, a brief clinical case example
is provided of a military recruit. It is not

uncommon for a recruit to experience his or
her first psychotic breakdown during military
basic training. In this 6-week intensive training
experience, new recruits are placed under con-
siderable stress, and extreme pressure is applied to
change their usual style of coping and patterns of
behavior. Recruits are forced to abruptly learn
and adopt an entirely new lifestyle. Emphasis on
the individual is negated in an effort to have
recruits form a group identity. This pressure to
conform is so intense that some new recruits
experience what would appear to be a psychotic
break. In this case, a female recruit became
hysterical and actively delusional. When told
that she would have to take a shower in a
communal setting with other female recruits,
she experienced auditory hallucinations that
told her that others were plotting against her.
She became so uncontrollable and volatile that
after weeks of trying to calm her within the unit,
she was referred for inpatient admission and
evaluation. After the initial evaluation was com-
pleted, it was clear that she met the criteria for
schizophreniform except that there was no
documented history of this disorder. She had
been experiencing the symptoms for over one
month but the 6-month period had not been
met. Thus, the diagnosis of schizophreniform
seemed most appropriate.

There was clearly a severe stressor related to
the incident; within several hours after she was
placed in an inpatient setting and after problem-
solving the situation, her delusional thinking
(positive symptoms) subsided. In the in-patient
setting she was allowed to shower alone in her
own private facility and within 1 week, all
previous discomfort was resolved. A diagnosis
of schizophrenia or schizophreniform would be
inappropriate because of the short time frame
and the complete remission. The recruit’s symp-
toms supported neither diagnosis. In addition to
duration of symptoms, cultural factors should
always be taken into account when making a
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diagnosis (Woo & Keatinge, 2008). This partic-
ular client, during an interview, stated that she
was always taught that the naked body was sacred
and should be viewed only by her mate. The
recruit believed that by taking a communal
shower, she would be violating this sacred trust
and tainting her physical body, which she was
saving for marriage. When she was permitted to
take showers alone, the symptoms disappeared.
Nevertheless, one additional condition that may
be the focus of clinical attention in this case is
acculturation difficulty (coded V62.4 or Z60.3).
According to the DSM-5 (APA, 2013), this
category can be used when the focus of clinical
attention is adjustment to a different culture. In
the example, the recruit’s difficulties occurred
because of adjustment problems related to rapid
integration into the military culture. Once the
stressor was resolved, and the expectation which
violated her own cultural norms was addressed,
so were the symptoms.

If the client had been diagnosed with schiz-
ophrenia (at that time it was military policy to do
s0), she would have immediately been processed
for discharge. However, by carefully looking at
her symptoms and taking into account environ-
mental and cultural factors, it was determined
that a diagnosis of brief reactive psychosis,
schizophreniform, and/or schizophrenia was
inappropriate. This is an excellent example of
how the mental health practitioner’s clinical
judgment always has to include examining the
criteria for a diagnosis, along with a mixture of art
and science.

SCHIZOPHRENIA

Since schizophrenia was first inltroduced in the
DSM, many changes have occurred in practice
related to this disorder, requiring revisions in the
DSM. The DSM-IV (APA, 1994) and the DSM-
IV-TR (APA, 2000) combined three sections

(schizophrenia, delusional disorder, and psychotic
disorder not elsewhere classified) that were listed
separately in the DSM-III-R (APA, 1987). In the
DSM-IV and the DSM-IV-TR, the essential
features of schizophrenia were divided into five
subtypes (paranoid type, disorganized type, cata-
tonic type, undifferentiated type, and residual
type), and, in DSM-5, based on research that
did not support them, the previous five subtypes
were eliminated. The DSM-5 (2013) reports the
typical age of onset is late teens to the mid-30s,
with the first episode of schizophrenia in the early
to mid-20s for men and the middle to late 20s for
women. Children may be diagnosed with schiz-
ophrenia, but the condition is rare; they would be
expected to meet the same criteria and time frames
as an adult.

In DSM-5, the diagnosis is based on a mix-
ture of five characteristic signs and symptoms
(delusions, hallucinations, disorganized speech,
grossly disorganized or catatonic behavior, and
negative symptoms such as diminished emo-
tional expression and avolition) (Criterion A).
To meet the diagnostic criteria for schizophrenia,
the individual must have at least two of the five
symptoms, and at least one of those two must be
delusions, hallucinations, or disorganized speech.
The magnitude of the symptoms must be
enough to impair occupational and social func-
tioning, interfering with activities such as work
or interpersonal and social relationships (Crite-
rion B). Furthermore, the duration of the symp-
toms must be at least 6 months and include a
period of 1 month with active-phase symptoms.
This period can be less than 1 month if the client
is successfully treated with medication and may
include periods of prodromal or residual symp-
toms (Criterion C). Documenting this 1 month
criterion is different from older versions of the
DSM, which listed it as 1 week. Other condi-
tions such as schizoaffective and bipolar with
psychotic features must be ruled out (Criter-
ion D), and what the client is experiencing
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cannot be related to a substance abuse problem
or another medical condition (Criterion E).
When there is a history of autism spectrum
disorder (ASD) or a communication disorder,
the relationship between these disorders and
whether there are any overlapping symptoms
must be clarified. For example, in schizophrenia,
it must be determined that in addition to other
related symptoms similar to ASD, the client must
also be experiencing hallucinations and/or delu-
sions (Criterion F).

Although in DSM-5 there are no subtypes
for the disorder, multiple specifiers can be uti-
lized. Similar to the criteria for delusional dis-
order, the first group of specifiers is related to the
course of the illness and cannot be used unless the
illness has been present for at least 1 year. Because
of the variability of this disorder, these specifiers
are designed to better display the course of the
illness and the symptoms. The first three specifi-
ers discuss the first manifestation of the disorder
and how it has progressed for at least 1 year. They
are designed to help identify how the course of
the illness is progressing and whether the client is
actively in an acute phase (displaying active
symptoms) of the disorder. For example, the
first three specifiers relate to the occurrence of
the first episode and require that the individual
has had the illness for at least 1 year. An acute
episode is defined as meeting the criteria for the
disorder for the past year and now actively
displaying the full symptoms of the disorder
once again. This is referred to as the first episode,
and the individual is currently in the episode. In
the first episode, partial remission means
improvement is noted, and in full remission
the previous acute episode has resolved and no
current disorder-specific symptoms are being
displayed. Those familiar with DSM-IV-TR
may be reminded of the term in-remission. In
DSM-5, this is further clarified with the use of
these specifiers. (For complete definitions of
these specifiers, see DSM-5, page 99-100.)

Specify if: First episode, currently in acute

phase

Specify if: First episode currently in partial
remission

Specify if: First episode currently in full
remission.

In schizophrenia, when the term multiple
episodes 1s used, it means the client has had a
series of acute episodes in which the criteria for
the disorder have been met. In multiple episodes,
the current status of the condition for the client
can be rated.

Specify if: Multiple episodes, currently in
acute phase

Specify if: Multiple episodes, currently in
partial remission

Specify it: Multiple episodes, currently in full

remission

Two additional specifiers can help explain
the condition’s course.

Specify it: Continuous (symptoms of the
illness remain constant)
Specify if: Unspecified

A second option for using specifiers for the
diagnosis of schizophrenia is to specify whether it
is with catatonia. As described earlier, catatonia by
itself is not a diagnosis, but the symptoms that
occur when accompanying a mental or medical
diagnosis could allow placement of a specifier
related to it or a separate diagnosis relating it
directly to the medical condition. Catatonia is
described in more depth later in this chapter as it is
related to the possible mental health and medical
diagnoses that could accompany it. With the
diagnosis of schizophrenia, making this distinction
is important because many of the symptoms
displayed in catatonia overlap the symptoms of
schizophrenia. If the occurrence of catatonia is
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comorbid rather than complicated by it, a separate
code for the catatonia can be used.

Specify if: With Catatonia

Like the other disorders in this section, rating
the symptoms and the severity is essential to the
proper diagnosis. In addition, given the variable
course of this disorder, although not required,
the Clinician-Rated Dimensions of Psychosis
Severity Scale should be considered to assess
the severity of the symptoms. In DSM-5, a
severity specifier is not required for this diagnosis.

Regarding children, the prevalence of schiz-
ophrenia is rare prior to age 12, and the diagnosis
increases 50-fold for those older than 15 (Clark,
2006). In adults, the prevalence of schizophrenia
1s reported to range from 0.3% to 0.7% of the
population, with variations noted among certain
population groups, geographic locations, and
immigrant status (APA, 2013). Each of the age
groups has different indicators associated with the
onset of schizophrenia. The psychosis related to
schizophrenia develops gradually in children,
without the sudden psychotic break that may
happen 1n adolescents and adults. The behavior
of children with this illness may change over time
and, in fact, often does.

Childhood-onset schizophrenia (COS) research
has confirmed that those with -early-onset
schizophrenia experience a more complicated,
clinically severe problem than those with the
adult-onset disorder. The COS continues into
adulthood yet manifests with special develop-
mental and social challenges (APA, 2013). For
this reason, COS is often chronic, persistently
debilitating, and overwhelming to support sys-
tems. It affects the client’s quality of life unless
closely followed by combined medical, physi-
cal, social, and environmental treatments. Glick
(2005) presented an etiologic pathway of tar-
geted features of schizophrenia that discusses
intervention at every level. He asserts that there
is a hopetul picture for the natural course of the
disease and that it tends to stabilize with age.

Although childhood schizophrenia is rarely
diagnosed, several antecedent neurodevelopmen-
tal issues seem to be related to the condition
(Mental Health America, 2009; Weiner, 1987).
These neurodevelopmental antecedents include
developmental delays in speech and motor devel-
opment, problems with behavior and social devel-
opment, emotional problems, and reports of
psychotic-like experiences (Hollis, 1995; Laurens,
Hodgins, Maughan, Rutter, & Taylor, 2009;
Weiner, 1987).

In adolescents, schizophrenia may develop
over time or have a rapid onset. Assessment of
the adolescent for a diagnosis of schizophrenia must
include a discussion of the adolescent’s history and
current functioning, such as disorganized thinking;
poor interpersonal skills; inability to control ideas,
behavior, and emotions; and impaired reality per-
ception (Weiner, 1987). All adolescents have spe-
cific life circumstances and experiences that
contribute to the symptoms they may experience
in the development of schizophrenia.

Schizoaffective Disorder

The description of schizoaffective disorder
clearly distinguishes it from the other psychotic
disorders, and it is increasingly assigned to indi-
viduals in clinical settings. Schizoaftective dis-
order addresses individuals who have prominent
features of both schizophrenia and either depres-
sive or manic symptoms. Prior to DSM-III, this
diagnostic category was often used to classify
anyone who had
incongruent psychotic features, together with
signs of an affective disorder (Woo & Keatinge,
2008). Clients suffering from this disorder were
considered to have a subtype of dementia prae-
cox, yet they experienced good premorbid
adjustment, rapid recovery, and subsequent
achievement of good social and occupational
function (APA, 2000). To clarify this disorder,
the DSM-III-R identified it in relation to the

symptoms of mood-
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timing and duration of the mood episodes that
accompany the psychotic symptoms (APA, 1987).

In DSM-IV and DSM-IV-TR, the individ-
ual was expected to meet the criteria for the
occurrence of both the psychotic and the affec-
tive symptoms. Symptomatology for both dis-
orders (schizophrenia and the mood disorder)
had to be clear, but schizophrenia was always
prominent, while it met the criteria for a manic,
mixed, or depressive episode (APA, 2000). In
DSM-5, some of the diagnostic considerations
have been met with one substantial change. In
DSM-5, the symptoms related to the manic or
depressive episodes must be evident through the
entire course of the illness as opposed to just the
assessment phase, as specified in DSM-IV. Also,
attempts were made to clarify the longitudinal
nature of the disorder (Tandon, 2012).

According to DSM-5, the symptoms required
for the diagnosis of schizophrenia (listed in crite-
rion A of that disorder) need to be met. Once this
is established, a major depressive or manic episode
must also be present and continuous throughout
the period of the illness. In addition, the diagnosis
of schizophrenia would remain prominent as
specified in criterion B, and either delusions or
hallucinations for 2 or more weeks without the
symptoms of either the depressive or manic symp-
toms must be noted. This must occur throughout
the duration of the illness (criterion C) and not just
during the assessment phase, as was expected in
DSM-1V. Similar to the other disorders in this
category, criterion D requires that the effects of
substances (medication or otherwise), along with
potential medical conditions that could cause the
situation, need to be assessed.

In diagnosing schizoattective disorder, the
importance of documenting the subtype is cen-
tral to the diagnosis. Because the symptoms of
schizophrenia are prominent in this diagnosis,
the criteria for that diagnosis are evident. To
facilitate this diagnosis, however, the subtypes
may be of great assistance. The first subtype is

related to whether the symptoms apply to the
criteria for what would be considered a manic
episode. In this subtype, the manic episode is
predominant in the presentation, although there
may be depressive symptoms that either meet or
do not meet the criteria as outlined.

Specify whether: Bipolar type

A second subtype that is seen more com-
monly in women is the depressive type. In this
subtype, the presence of major depressive epi-
sodes is part of the presentation. There should
not be any symptoms related to a hypomanic or
manic episode, and the presentation is depressive
symptoms coexisting with schizophrenia.

Specify whether: Depressive type

The additional classifications for the specifi-
ers are identical to those for schizophrenia, and
the specifiers can relate to the first episode,
multiple episodes, continuous, and unspecified.
Symptom severity rating can be completed by
using the same measurement instrument as the
other diagnoses in this category. For this dis-
order, however, the diagnostic characteristics for
schizophrenia must be met and the specifier
applied before any further specifications can be
made. Also, to complete a comprehensive diag-
nostic assessment, be sure to monitor the disorder
for the required time periods and watch the
display of symptoms accordingly. For the depres-
sive subtype in particular, be sure the episode
meets the full criteria for the depressive episode,
as some of the negative symptoms are prominent
in the diagnosis of schizophrenia as well. This fact
makes it difficult to tell if the depressive symp-
toms actually coexist, as depression may be a co-
occurring condition.

The DSM-5 prevalence information states
that schizoaffective disorder is about a third as
common as the occurrence of schizophrenia
(APA, 2013). A clear diagnostic history is
needed, and careful attention should be given
to the occurrences of the disorder and whether
the individual actually meets the criteria of
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1 year. For example, if the individual has a 4-year
history of schizophrenia but does not meet the
criteria for the affective/mood symptoms (manic
or depressive), the diagnosis should not be given
(APA, 2013, p. 107). Again, to place this diagnosis,
monitoring the individual and the symptoms
displayed over a course of time is required, and
this may allow for the use of either a provisional
diagnosis (see Chapter 3) or the specified or
unspecified category to be discussed later in this
chapter. One of the biggest concerns with this
diagnosis is the overlap of symptoms and the
confusion that can occur when putting these
two major clinical syndromes into one (Woo &
Keatinge, 2008). The practitioner is left to ques-
tion whether the psychosis and affective compo-
nents of these two conditions are really separate
and how best to treat them to address all aspects of
the condition and the symptoms being experi-
enced. More research is needed in this area to
attain a better focus on the treatment options for
this group and how best to take into account the
positive symptoms characteristic of this disorder,
along with the affective component, which can
clearly affect mood and presentation.

Substance/Medication-Induced
Psychotic Disorder

In diagnosing substance/medication-induced
disorder, the individual is expected to suffer
from either hallucinations or delusions. In addi-
tion, an adequate history of what was taken is
needed. In criterion B, the substance medication
causing the condition must be confirmed by
history, physical exam, or lab result. The indi-
vidual also needs to experience the symptoms
soon after ingestion or with resultant intoxica-
tion or withdrawal from the substance. Once the
information is gathered, especially by history or
physical exam, it needs to be confirmed that the
substance taken is capable of displaying the side
effects that resulted. Similar to other diagnoses in

this area, it is central to determine that the
substance is not related to another mental health
condition such as delirium and that the symp-
toms are indicative of the substance ingested and
not something else (criteria C and D). As with
any diagnosis, the disturbance has to be severe
enough to interfere with social, occupational, or
other important areas of functioning, resulting in
impairment or distress. The DSM-5 outlines
specific time frames that should be followed.
In addition, this disorder requires the speci-
fication of the onset and whether it is during
intoxication or onset during withdrawal. The
symptom severity rating scale is recommended
for measurement of the severity of the symp-
toms. For this disorder, however, the hallucina-
tions or delusions must be present, and
attribution to the substance must be carefully
supported and defined. Also, careful considera-
tion and awareness of what constitutes a sub-
stance use disorder are important. Ifitis related to
a substance use disorder and the hallucinations
and delusions are not directly related to this
disorder, the substance disorder should be utilized.

Psychotic Disorder Due to Another
Medical Condition

Similar to the criteria for substance/medication-
induced disorders, the individual is expected to
suffer from either hallucinations or delusions
(criterion A). In addition, there needs to be direct
evidence from an adequate history, physical
exam, or lab result that makes the connection
to the medical condition causing it. For any
medical condition, the nonmedically trained
practitioner has to work collaboratively and
consult with a medically trained practitioner
skilled with identifying and addressing the med-
ical condition that is causing the symptoms.
Once the information is gathered, especially
by history or physical exam, it must be confirmed
that the medical condition is the cause, it is not
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based on a mental health disorder, and it is not
occurring during the course of delirium (criteria
C and D). As with any diagnosis, the disturbance
has to be severe enough to interfere with social,
occupational, or other important areas of func-
tioning, resulting in impairment or distress. The
DSM-5 requires that the name of the medical
disorder be documented before this particular
mental health disorder or any other mental
health disorders. This disorder does require
determining subtypes and whether the halluci-
nations or the delusions are prominent. The
symptom severity rating scale is recommended
for measurement of the symptoms. A wide
variety of central nervous system diseases, from
both external poisons and internal physiologic
illness, can produce symptoms of psychosis. The
numbers of medical conditions that can cause or
induce a psychotic disorder are many. To be
classified as a psychotic disorder due to a another
medical condition, however, the psychotic
symptoms an individual is experiencing must
be related directly to a medical condition.

Catatonia Associated With Another
Mental Disorder (Catatonia Specifier)

When catatonia is related to a mental disorder,
this is the diagnosis (referred to as catatonic
specifier) that is to be used and recorded along-
side the mental disorder. In listing the diagnoses,
the mental disorder that is the principal diagnosis
is listed first. To utilize this diagnosis, catatonia is
listed first and then the mental health disorder
following a pattern similar to the title. There is
only one criterion (criterion A) needed to meet
the criteria for the diagnosis. To correctly utilize
this as a diagnosis, the 12 possible symptoms
reflective of catatonia are reviewed, and when
at least three are present, the diagnosis can be
made (criterion A). Mental disorders that can be
linked to catatonia include several schizophrenia
spectrum  disorders such as brief psychotic

disorder, schizophreniform disorder, schizophre-
nia, and schizoaffective disorder. Other mental
disorders that can be affiliated with catatonia
include neurodevelopmental disorders, bipolar
disorders, and major depressive disorder.

Catatonic Disorder Due to Another
Medical Condition

Like catatonia associated with another mental
disorder, this disorder utilizes the same criteria
for criterion A. In criterion A, from the 12
possible symptoms of catatonia, only three or
more need to be present for the diagnosis to be
made. Since this condition involves a medical
disorder, it also requires evidence of the medical
disorder through history, physical exam, or labo-
ratory findings that confirm the condition (crite-
rion B). In addition, it is not better explained by a
mental disorder (criterion C), nor can it occur
exclusively during the course of delirium (crite-
rion D). And, (criterion E) the symptoms of the
catatonia must cause significant impairment in
multiple areas of functioning. According to ICD,
with this diagnosis and others of this type, the

medical condition is always listed first.

Unspecified Catatonia

This category applies to both mental and medical
disorders when there is insufficient information
available to make a confirmatory diagnosis. In
addition to not only being able to confirm the
parent (medical or mental) diagnosis, the full
criteria for catatonia are not met. This would
often be used in an emergency room setting or
where there is not a clear link to the actual cause.

Other Specified or Unspecified
Schizophrenia Spectrum and Other
Psychotic Disorder

The application of either of these diagnoses
requires that the symptoms characteristic of
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the schizophrenia spectrum and the psychotic
disorders be present. These two disorders both
require persistent hallucinations in the absence of
any other features. Delusions may also be pres-
ent, and these severe thought patterns can be
confusing to assess because they can overlap the
symptoms of a manic or depressive episode. Also,
it is important to distinguish the specified or
unspecified schizophrenia spectrum from atten-
uated psychosis syndrome, which is a condition
listed in DSM-5 under areas for further study.
Attenuated psychosis syndrome is suggested to
require symptoms similar to brief reactive psy-
chosis, although the duration is over a 1-week
period, and the individual’s reality testing
remains intact. Distinguishing the delusional
content from delusional disorder is valuable.
Generally, in this disorder there may also be
contradictory information or disorders with psy-
chotic symptoms that do not meet the criteria for
any specific psychotic disorder.

Professionals choose this category for symp-
toms or syndromes that do not meet the criteria
for any of the disorders previously described in
this chapter. It is generally used when there is
inadequate information to assign a diagnosis, or
the professional can assign it but simply chooses
not to. The primary difference between the
specified and the unspecified disorder is that in
the specified disorder the practitioner documents
the reason that it does not meet the criteria. The
unspecified disorder is often used in a crisis
situation or an emergency room setting or simply
if the practitioner does not see the immediate
benefit of listing the reason a formal diagnosis is
not to be placed.

BEGINNING THE DIAGNOSTIC
ASSESSMENT

Better understanding the schizophrenia spec-
trum and the other psychotic disorders requires

examining the risk factors and symptoms, the
diagnostic criteria, the problems identifying the
disorder, and the different interventions that
have been used to treat persons with this dis-
order. The case example and the rest of this
section focus specifically on the condition of
schizophrenia from a personal, community,
and societal perspective. Based on this informa-
tion, a treatment plan and practice strategy is
developed that can efficiently embrace, identify,
and eftectively treat individuals who suffer from
psychotic disorders such as schizophrenia.

A diagnosis of schizophrenia is commonly
based on the presence of positive symptoms in
juxtaposition with impaired social function and
the absence of significant mood symptoms. To
support a comprehensive diagnostic assessment,
the practitioner should always make sure that a
physical exam has been conducted to rule out any
recognizable neurological illness or substance use
that can account for the psychotic symptoms.
Working collaboratively with a medically trained
professional is always recommended.

Since the first onset of almost all the schizo-
phrenia spectrum and the psychotic disorders
occurs in the late teens, taking developmental
responses into account is always critical. There
may also be an overlap with other disorders, and
diagnosing schizophrenia in particular may be
complicated because of the overlapping symp-
toms mentioned earlier in this chapter. It can also
be problematic that the time frames (active
symptoms of 1 month for a continued period
of 6 months) are arbitrary and not based in
research (Wong, 2013). Recent research has
begun to show connections between the etiol-
ogy and the disease boundaries between schizo-
health
disorders. For example, recent genetic research
involving studies of the brain supports similar
causes for schizophrenia, autism spectrum disor-
ders, and mental retardation (currently renamed
intellectual disability) (Guilmatre et al., 2009).

phrenia and several other mental
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Continuous research and development of a data-
base to keep up with the various studies and
findings hold much promise for the care of these
clients.

Characteristically, schizophrenia is a distur-
bance in perception, thought, emotion, affect,
and social relatedness. The potential severity of
schizophrenia spectrum disorders and its associ-
ated problems makes the information gathered in
the diagnostic assessment and treatment plan
crucial for an accurate diagnosis, especially iden-
tification of environmental factors that are
important in the early assessment, prevention,
and treatment of this disorder. Situation report-
ing and cognitive functioning in individuals with
these disorders may be clouded; collateral infor-
mation from others close to the individual is
essential. Individuals who suffer from schizo-
phrenia and members of their support system
can all benefit from educational interventions
and other intervention programs. The majority
of individuals experience some type of prodro-
mal phase, characterized by the slow and gradual
development of several signs and symptoms.
Most studies report that the course of schizo-
phrenia may be inconsistent, with some experi-
encing exacerbation and remission of the disease
and others remaining chronically ill (APA, 2013).

SCHIZOPHRENIA AND FACTORS
FOR CONSIDERATION IN THE
DIAGNOSTIC ASSESSMENT

In starting the diagnostic assessment for this
disorder, two factors must be clearly understood:

1. Identification of a single disorder: Schiz-
ophrenia is probably not a single dis-
order (Woo and Keatinge, 2008). In
professional practice, mental health
practitioners quickly realize that the cli-
ent with a single problem does not exist,

nor does the client who clearly and
concisely fits perfectly into an identified
diagnostic category. Clients often have
multiple problems that require a multi-
faceted approach to intervention. The
same can be said for clients with schizo-
phrenia who have multiple mental health
problems and difficulties (Dziegielewski,
2010). Some of these problems can easily
overlap other mental health conditions,
such as the affective disorders (bipolarand
depression) or the dementia- or delirium-
based disorders. Because the etiology of
schizophrenia is not yet fully understood,
medications as a treatment modality
should always focus on controlling the
symptoms. As understanding of the
causes and origins of schizophrenia and
the psychotic disorders increases, so will
the ability of mental health professionals
to better treat this illness.

Cultural considerations: Because the
diagnostic assessment will serve as the
foundation for intervention with an
individual who has schizophrenia, it is
imperative to consider the cultural back-
ground and experiences of the client and
how the client’s culture may influence
or affect subsequent behavior (Dutta
et al,, 2007; Locke & Bailey, 2014).
Research suggests that there is a better
prognosis for schizophrenia in develop-
ing societies than in more industrial
societies (Cohen, Patel, Thara, & Gureje,
2008). Furthermore, some theorists have
postulated that cultural factors can be
directly involved in acculturation and
adjusting to a new culture (Locke &
Bailey, 2014). At times these cultural
mores and cultural beliefs can be linked
to misperception of either positive or
negative symptoms (Dassori et al,
1998; Weisman, 1997).
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Ethnic group identity, religion, and spiritu-
ality can help to establish culturally sanctioned
behaviors that appear to be different from behav-
iors demonstrated in the dominant culture. For
the practitioner, Lum (2011) notes that taking
into account the cultural context or knowledge
of the cultural environment is a critical factor in
determining how one evolves as a cultural being.
For example, there was an assumption that those
who practice Catholicism in the Latino culture
and suffer from mental health or medical con-
cerns would first seek or confer with indigenous
healers (curanderos or espiritistas). Organista (2007)
questions this assumption, believing that they are
often just as likely as others to seek medical care
in a more traditional way. Furthermore, Locke
and Bailey (2014), referring to African Americans
but applying to all cultural groups, note that all
individuals need to be taught that deviations
from what is considered normal by the dominant
culture does not indicate that what they believe
is abnormal. The Cultural Formulation Inter-
view (CFI), as described in Chapter 3, is very
important. This interview format allows evalua-
tion of the way the individual approaches and
responds to the culture from a cultural perspec-
tive. In addition, the third appendix of the
DSM-5 contains some of the best-studied cul-
turally related syndromes and idioms of distress
that may be encountered in clinical practice.
Being aware of these idioms of distress can
help the practitioner be inclusive of the culture,
as well as identify what could be considered
problematic behaviors identified or communi-
cated in more understandable cultural terms. In
completing a comprehensive diagnostic assess-
ment, the CFI and awareness of the cultural
concepts of distress, especially when clients
report problems with nerves, being possessed
by spirits, multiple somatic complaints, and a
sense of inexplicable misfortune, can be explored
further. In these cases, unwarranted labeling of
pathology can be avoided, and behaviors can be

explored in relation to norms of the client’s
cultural reference group.

As times change and cultures become more
blended, racial differences may blend, too. Stan-
dard definitions continue to be questioned, as
evidenced by Paniagua (2014), who suggests
eliminating the
Regardless of the current definition, cultural
factors are central to both the diagnostic assess-
ment and the intervention plan. Cultural factors
always need to be identified and taken into

term  minorify  altogether.

account when working with individuals. The
CFI may be particularly helpful in formulating a
concrete measure to explore the definition of the
problem, as well as past and current helping
strategy. The ways cultural factors can affect or
contribute to problematic behavior should not
be underestimated. Grigorenko (2009) provides
an excellent edited resource for assisting practi-
tioners in making culturally sensitive assessments.

Special Concerns in Placing the
Diagnosis for Schizophrenia

The diagnosis of schizophrenia is often compli-
cated by the fact that symptoms remain suscep-
tible to change during subsequent assessment.
Depression and the symptoms relevant to it
occur in 25% of the cases in which there is clear
documentation of schizophrenia (Siris, 2000).
To provide the best care, mental health practi-
tioners need to realize that negative symptoms
can overlap and be easily confused with other
mental health conditions, such as depression
(Woo & Keatinge, 2008).

Generally, most individuals who suffer from
schizophrenia experience a characteristic deteri-
oration in adaptive functioning that accompanies
the psychotic symptoms. The first psychosis, or
break with reality, usually occurs between ages
17 and 30 in men and 20 and 40 in women
(Carpenter, Conley, & Buchanan, 1998). The
course and variation of schizophrenia remain
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extremely variable. The first episode of this illness
should always be assessed carefully because, after
one episode, some individuals may not become
psychotic again. The majority of individuals with
schizophrenia improve after the first episode but
continue to manifest symptoms and remain
unpredictable with future occurrences.

Schizophrenia can have either a gradual and
insidious onset or a rapid and sudden onset. As
noted earlier, for a diagnosis of schizophrenia to
be given, the active phase must last approxi-
mately 6 months and the person must present
with psychotic symptoms for a significant por-
tion of time during a 1-month period, or less if
the client responds to treatment. If the time
period is shorter, the individual should be diag-
nosed with schizophreniform disorder or brief
psychotic disorder.

Mood disorders, substance abuse, and med-
ical conditions can imitate schizophrenia and
must be ruled out. Individuals who sufter from
schizophrenia can also abuse alcohol and other
drugs. Since substance abuse can reduce effec-
tiveness of treatment, a clear and comprehensive
assessment to rule out co-occurring conditions
and complicating factors must be conducted.

Concerns Regarding Misdiagnosis and
Treatment

Over the years, misunderstandings surrounding
schizophrenia have resulted in individuals being
treated primarily by trial and error with a variety
of supposed remedies to alter body states. Some
examples include substances such as cocaine,
castor oil, turpentine oil, sulfur oil, and barbitu-
rates; the injection of animal blood; carbon
inhalation; methods
designed to induce convulsions (Lehmann &
Ban, 1997).

Schizophrenia has a lifelong chronic preva-
lence, with 20% to 30% showing continuing
moderate-level symptoms for the rest of their

dioxide and various

lives (Walker et al., 2008). It is estimated that
50% of individuals with this diagnosis will sufter
from relapse within the first year of their most
recent episode, regardless of whether they are
taking medication. In fact, relapse occurs so often
that sufferers can expect to be in the hospital 15%
to 20% of their lives. If a person with schizophre-
nia stops taking his or her medication, relapse
tends to be longer, and most do not return to
previous baseline functioning (Ayuso-Gutierrez &
del Rio Vega, 1997). This finding is complicated
further by what is often referred to as treatment-
resistant schizophrenia. From 10% to 30% of
patients prescribed antipsychotic medications
have little if any response, and an additional
30% have only a partial response (APA, 2004).
This makes using medication alone problematic
and the use of supportive care essential. Many
individuals with schizophrenia, especially those
with treatment resistance, may have such poor
responses to medications that they may be des-
tined to suffer chronic yet variable courses of
illness.

The chronic course of treatment and the
high relapse rate make care for the individual
who suffers from schizophrenia extremely costly
within the health care system (Ayuso-Gutierrez
& del Rio Vega, 1997). In the United States, it is
estimated that mental health disorders are one of
the costliest health care expenditures (Soni,
2009). According to the Medical Expenditure
Panel Survey (MEPS), from 1996 to 2006, the
expenses in this area rose from $19.3 million to
$36.2 million (Soni, 2009). Mental disorders
have been linked to the loss of $193 billion
annually in terms of lost wages (Kessler et al.,
2008).

In summary, clients who sufter from schizo-
phrenia and other psychotic disorders are usually
thought to be out of touch with reality and to
have an impaired ability to evaluate the environ-
ment around them. Often these clients are not
receptive to the intervention the mental health
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practitioner tries to provide, even though they
require help. Schizophrenia remains a very com-
plex disease that can manifest itself in numerous
ways. Overall, the general understanding of
schizophrenia and the related psychotic disorders
has improved; however, schizophrenia and the
psychotic disorders still remain a significant chal-
lenge to those who try to provide therapeutic
treatment. To achieve a current, ethical, and
efficacious practice, mental health practitioners
must have a general understanding of the condi-
tion of schizophrenia and the resulting behaviors
to accurately complete or facilitate the diagnostic
assessment.

Use of the Dimensional Assessment

One essential part of the DSM-5 is the switch
from what would be considered a categorical
diagnostic assessment to a dimensional one. In
these disorders, the hope of introducing cross-
cutting of symptoms and the dimensional assess-
ment rests in the fact that schizophrenia spectrum
disorders are complicated. They require careful

assessment to identify the presenting symptoms
an individual is experiencing. The dimensional
assessment is intended to get a better under-
standing of the conditions across this spectrum
and to better differentiate them. Given the spe-
cific criteria presented for each diagnosis, it is
clear that the criteria to make the diagnosis have
been tightened up. For example, two or more of
the five symptoms identified in criterion A must
be present, with at least one of them involving
hallucinations, delusions, or disorganized speech.
Firming up the criteria for each of the diagnoses,
coupled with the specifiers, defines distinct stages
and dimensions of the illnesses described
(Tandon, 2012). This clarity that helps to for-
mulate the diagnostic assessment assists in devel-
oping the symptom-specific treatment that will
need to follow.

Completion of the Diagnostic
Assessment

The diagnostic assessment starts with identifying
a client’s initial symptoms. To facilitate the

CASE EXAMPLE - CASE OF JACOB

Jacob is a 58-year-old divorced White man. He is of large build and tall, with brown hair and brown
eyes. He is unshaven, with long, greasy hair, and appears to care little about his personal hygiene, as
evidenced by his dirty and disheveled appearance and layers of sloppy clothing. Jacob was recently
released from jail after being arrested for vagrancy and resisting arrest. Currently, Jacob states he
was evicted from his apartment by his landlord several weeks ago and has been homeless and living
on the streets.

Upon interviewing Jacob, he appeared guarded and suspicious of the police and his previous
landlord. While in jail, Jacob had gotten into a fight with another inmate and suffered a black eye and
two broken ribs. Officers in the jail referred him for an evaluation, as he appeared to have limited insight
and judgment. He also stated that the prisoner who beat him up was taking orders from the devil. When
they did a drug screen, Jacob did not show positive for any substances, including marijuana.

Upon arrival at the crisis stabilization unit, Jacob displayed suspiciousness and refused to answer
any questions that could reveal any personal information about himself or his behaviors. He
appeared agitated, showed bizarre posturing, and appeared unpredictable in terms of his reactions
and movement. Upon admission, Jacob was given a drug screen, for which he again tested negative,
and a basic physical did not reveal any pending medical concerns that needed to be addressed.

(continued)
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CASE EXAMPLE - CASE OF JACOB
( Continuep)

When left alone for a few moments, Jacob was observed talking to himself. When he was finally able
to talk, Jacob told the practitioner that he played as backup musician for Bob Dylan in the 1960s. Jacob
stated that his being locked up in jail was a plot to keep him away from his real brother in music, Elvis,
who was really not dead, as everyone thought. He also stated that he wished he could turn off the
voices in his head. Once he started to feel more comfortable with the interviewer, he stated that he
could hear two voices during the interview in particular, a man and a woman both telling him he was
never going to be successful.

Atfter permission was obtained from Jacob to call his family, his father related that Jacob had along
history of mental illness since age 25 and had been previously diagnosed using in DSM-IV criteria with
schizophrenia, paranoid type, and it was chronic. Jacob had reportedly been in and out of the state
mental hospital, the Veterans Administration hospital, his parents’” house, and various assisted living
facilities for the past 15 years. Recently, Jacob had been doing so much better that he was discharged
from an assisted living facility and moved into his own apartment. According to his father, around this
time Jacob started hanging around with the wrong crowd and sharing his cigarettes. It was also reported
he would drink wine and smoke marijuana. His new friends would help him cash his disability check;
they would buy wine and then drink the wine and smoke the cigarettes Jacob had bought. According to
his father, Jacob constantly reported that he could not sleep, as he often had nightmares of bombs
exploding. Jacob's father suspected that Jacob had stopped taking his antipsychotic medication shortly
after he got into his apartment, but he could not be sure of exactly when. After Jacob failed to pay his rent,
his landlord threw him out. This led to Jacob being on the street and his subsequent arrest for vagrancy.
According to his father, Jacob had become quite paranoid and frightened in jail. Jacob had never had
any legal problems prior to being arrested for vagrancy.

Jacob is a veteran who did not have direct combat experience but spent a great deal of time on
tactical training maneuvers. His father insists that Jacob was fine until he was discharged from the
military at age 21. After leaving the military, Jacob had gradually increasing symptoms, particularly
hearing voices. Jacob told family and friends that he was discharged from the military because he
was caught trying to help prisoners of war being held in the United States. After the military
discharge, he began to stay in his room all of the time, and his hygiene became very poor. Jacob
began to express bizarre and paranoid thoughts. The family tried to ignore Jacob's behavior until one
night when he had a psychotic episode and threatened to stab his mother with a kitchen knife, while
alternating between cries for help and fiendish ranting. After this incident, Jacob was hospitalized
numerous times with delusions and hallucinations.

Jacob was married for 6 months to another patient he met during one of his hospitalizations. Jacob
said they divorced after her parents protested the marriage. Between his times in the hospital, Jacob
has usually lived with his parents or alone. He has no children. Jacob's last hospitalization was 1 year
ago. His father states that Jacob feels overwhelmed and does not know what to do. Jacob's father is
elderly and legally blind, and he feels that he cannot handle Jacob anymore. He asked if permanent
placement in the state hospital could be an option for Jacob because, if it was, then he would know that
Jacob was safe. After a 3-day course of antipsychotic medication, Jacob presents as friendlier and
more cooperative, although his affect is flat and he complains of being sleepy. Jacob says that he
knows he is a worry to his father but begs not to be put back in the state hospital. He wants to get his
own apartment back and asserts that he goes off his medication because it has such terrible side
effects, and then he smokes and drinks in an attempt to self-medicate.
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Table 5.1 Mental Status Description
Higher-Order
Presentation Mental Functioning Abilities Thought Form/Content
Appearance: Unkempt Simple Calculations: Mostly Judgment: Thought Process:
accurate Impulsive Disorganized and
tangential

Mood: Anxious
Attitude: Guarded
Affect: Blunted/flat Speech:

Guarded
Motor Activity: Restless

Remote Memory: Intact

accurate

Orientation: Fully oriented

Serial Sevens: Accurate

Immediate Memory: Intact

Delusions: Paranoid
Hallucinations: Auditory

Insight: Poor

Intelligence:
Low to average

General Knowledge: Mostly

Proverb Interpretation: Refused

Similarities/Differences: Refused

interview, a complete mental status exam was
conducted. Basic information related to Jacob’s
presentation, mental functioning, and higher-
order abilities and thought form and content
was gathered. (See Table 5.1 for an example
of a mental status description.)

At the initial interview, Jacob’s symptoms
seemed consistent with four negative symptoms
that are important for determining and influenc-
ing the intervention process (Woo & Keatinge,
2008). The first consideration is that Jacob
appeared to be suffering from associative distur-
bances that were related directly to how he
interacts within the environmental context.
Very often he is unsure of the best way to relate
to others, as evidenced by his behaviors with his
new friends. To win their friendship, he would
either try to buy their allegiance or withdraw
from all social contact. He also would not allow
his mother or father to touch or hug him and,
according to his father he would often think
nothing of getting up in their faces when he
wanted something. Talking with Jacob’s family
makes it understandable how disturbing these
behaviors seem. Jacob’s behaviors have become
so dysfunctional that they clearly disturb his

social and occupational functioning and have
resulted in his isolation from others within his
environmental context.

The second associated feature relative to
Jacob’s assessment is related to affective distur-
bances. Jacob often exhibits unpredictable
moods and emotions, and at times he appears
to have a splitting of affect. In this type of
splitting, Jacob exhibits polarities in showing
his emotions. Although his overall mood appears
depressed, he can be angry one minute and
laughing the next. The incongruence between
the emotions Jacob is exhibiting and the actual
situation alarms his family and friends. This
unpredictability of actions led to Jacob’s eventual
hospitalization and his parents’ reluctance to let
him live with them in their home.

The third associated feature, in addition to
associative and affective disturbances, is that
Jacob also suffered from autistic-like symp-
toms—a separation or lack of responsiveness to
the reality surrounding him. This makes it diffi-
cult to communicate with him and to determine
exactly how much he is able to comprehend.
Jacob’s father describes him as being in a world of
his own; he cannot communicate with Jacob or
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get him to respond appropriately to conversation
or requests needed to facilitate his personal care.

Jacob also appeared extremely ambivalent,
with a great deal of difficulty in making decisions
or adhering to structure in terms of completing
his own activities of daily living. During admin-
istration of the WHODAS, however, he was
able to maintain conversation and contact for
approximately 5 minutes. Similar to when he
requested to try the WHODAS, he consistently
expressed willingness to do something but
moments later changed his mind and refused
to go somewhere or participate in an activity.
For Jacob, simple tasks, such as dressing himself
or deciding whether to go outside, appeared to
be daunting. He also repeatedly changed his
mind about taking his medicine, getting out of
bed, or where to walk in the yard.

For Jacob, the delusions he experienced
included many beliefs that he felt were true
despite evidence to the contrary. He was so
convinced that people were out to get him
that this belief clearly disturbed his daily func-
tioning ability. Jacob believed that the police, his
family, and his friends were against him and he
could never trust any of them, often refusing
their efforts to help him. Jacob also appeared to
be having auditory hallucinations, as evidenced
by his talking to himself. He suftered from what
are often referred to as delusions of reference. In
this type of paranoid delusional thinking, he was
convinced that others were out to get him—
even his mother, who he believed tried to poison
him. It is important to differentiate the delusions
of reference, so common in schizophrenic con-
ditions, from ideas of reference as experienced in
some of the personality disorders. For example,
in the schizotypal personality disorder, there is
often social withdrawal from family and friends,
accompanied by ideas of reference.

An idea of reference is different from a
delusion of reference in that the idea of reference

is much more individualized. An 1idea of

reference often refers to a specific, individual
event or item that can be surrounded by magical
thinking or involve a certain degree of exagger-
ated importance. An example of an idea of
reference is the client who believes that because
his father had a heart attack, he will also have
one, regardless of his state of health. However,
other areas of the client’s life are not affected by
such beliefs. This is very different from the more
extensive condition known as schizophrenia, in
which the client can exhibit delusions of refer-
ence. Jacob, in the case example, suffered from
delusions of reference: Police, family, and friends
were all out to get him. Delusions of reference
are much more pervasive and affect almost every
part of the client’s life.

Most often medications are used to help
clients gain control of this aspect of the illness,
and it is important to determine how long Jacob
had not been taking his antipsychotic medica-
tions. In schizophrenia, it appears that auditory
hallucinations (e.g., inaccurately hearing spoken
speech or voices) are the most common, almost
70% of all reported hallucinatory symptoms
(Hoffman, 2000). This means that Jacob often
struggles with addressing these auditory halluci-
nations and how the voices relate to what he is
experiencing. Jacob did not report being com-
manded by these voices to engage in certain
behaviors, but this area needs further assessment.

Many clients like Jacob report experiencing
disturbances in motor behavior, such as bizarre
posturing, catalepsy (a state of stupor), and waxy
flexibility. For example, in waxy flexibility, a
client may appear somewhat rigid and may seem
to be stuck in certain positions or stay frozen in
these positions for a long time. Waxy flexibility
and catalepsy are both characterized by a state of
continual and unusual muscle tension (Moore &
Jetterson, 1997). Clients in this position appear to
be stuck and unable to move on their own. This
type of behavior can frighten inexperienced
mental health practitioners, family, or friends.



Schizophrenia Spectrum and the Other Psychotic Disorders 181

The bizarre nature of the behavior often results
in the client posturing and being unable to
respond. This may be so fear-provoking to
family members that they withdraw support.
When this occurs, it is essential to educate the
client, his or her family, and professionals about
the condition of schizophrenia, the possible signs
and symptoms, and the interventions that work
best to address them.

For Jacob and so many other individuals
who suffer from schizophrenia, the symptoms
tend to be so arbitrary and susceptible to change
that the course of the
unpredictable. The mental health practitioner
must be aware of current and past symptoms
and anticipate changes in symptoms that may
develop during the intervention process, as well
as in the future course of the illness. This under-
standing of schizophrenia becomes particularly
important when a practitioner is gaining an

illness can remain

increased knowledge about the disease process
and the mechanisms that lead to development of
difficulties (Flaum, 1995).

CASE APPLICATION OF THE
DIAGNOSTIC ASSESSMENT

Given the behaviors that Jacob has exhibited and
his past history, as well as the symptoms that he is
now experiencing, Jacob’s diagnosis, according
to the DSM-5, similar to DSM-IV/, continues to
be schizophrenia. Because the subtype paranoid
type has been dropped, his principal diagnosis
and reason for visit is now:

Schizophrenia (reason for visit)

295.90 (ICD-9CM) or F20.9 (ICD-10CM)

The assignment of schizophrenia is sup-
ported by the long chronic history of positive
and negative symptoms. These symptoms have
lasted for a period of at least 6 months and
have been clearly displayed for approximately
1 month unless Jacob was given antipsychotic

medication (APA, 2000). Of the two or more
symptoms needed for criterion A, Jacob has delu-
sions, hallucinations, and disorganized speech. He
also has negative symptoms including diminished
emotional expression and avolition (alack of goal-
directed behavior). Criterion B is met, as he is
clearly having difficulties with interpersonal rela-
tions and self-care. He has had signs of the distur-
bance since his diagnosis in his middle 20s, initially
met the minimal criteria for the diagnosis, and
since its onset has had periodic episodes of the
disorder ever since (criterion C). From gathering
his history and listening to his father, he has no
reported history of depressive episodes or manic
ones, which would rule out schizoaffective dis-
order and depressive or bipolar disorder
(criterion D). Although he has been using sub-
stances such as marijuana, it appears this usage may
be limited, and he tested negative for any drugs,
including cannabis, on a recent drug screen (cri-
terion E). He does not have a history of autism
spectrum disorder (criterion F). It appears that
Jacob clearly meets the criteria for schizophrenia as
his principal diagnosis.

Although in DSM-5 there are no subtypes
for the disorder, multiple specifiers can be uti-
lized. The next step is to examine whether he
qualifies for a specifier and, if so, what ones.
Starting with the first group of specifiers related
to the course of the illness, the variability of the
symptoms displayed that are characteristic of the
disorder makes selecting the appropriate specifier
essential. In Jacob’s situation, this is not the first
manifestation of the disorder, and he has had
multiple admissions related to this problem. In
looking back over the past year to help identify
the course of the illness, it appears that Jacob is
having an acute episode, as he is now actively
displaying the full symptoms of the disorder once
again. Since he has had multiple episodes and is
having a series of acute episodes in which the
criteria for the disorder are met, the following
specifier is selected:
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Specify if: Multiple episodes, currently in
acute phase

It appears that an additional specifier related
to whether the symptoms remain constant
should also be used. In Jacob’s case, although
it is possible that he has had periods of remission,
it appears that the course is continuous in nature.

Specify if: Continuous

In schizophrenia, there is also the possibility of
specifying whether he has catatonia. As described
earlier, catatonia by itself is not a diagnosis, but
regardless he does not appear to have the symp-
toms required nor is there a medical disorder that
needs to be accounted for. Because many of the
symptoms of catatonia can overlap, the diagnosis
of decreased motoractivity and decreased engage-
ment is not enough to place the diagnosis.

Similar to the other disorders in this section,
the rating of the symptoms and the severity is
important to support the proper diagnosis. Given
the variable course of this disorder, the Clinician-
Rated Dimensions of Psychosis Severity scale
mentioned earlier is used. The initial assessment
using the scale is completed with the expectation
it will be done again in 7 days to measure
progress and any changes.

This scale can help identify the positive
symptoms Jacob is experiencing, as well as the
frequency and intensity of symptoms such as
hallucinations, delusions, disorganized speech,
and abnormal psychomotor behavior. For exam-
ple, the most common form of hallucinations in
the schizophrenia spectrum disorders is auditory,
and this is what Jacob is experiencing. He reports
the auditory hallucinations are of the persecutory
and command nature, telling him he will not be
successful. He states that he wishes the voices
would stop. Using the rating scale from 0 (not
present) to 4 (present with severe pressure to
respond to the voices that cannot be avoided) on
domain I, Jacob is given a 4. He is also experi-
encing delusional thinking, as he believes Elvis is
his brother and so forth. This area (domain II) is

also given a 4. Domain III relates to disorganized
speech. At times during the interview, it was
hard to understand Jacob as his speech was
rambling and disorganized. This was given a 2.
He did not display any abnormal psychomotor
behaviors (domain IV). On domain V, which
outlines the presence of negative symptoms such
as restricted emotional expression and avolition,
this was present at the mild level; although he
showed decreased facial expressions and self-
initiated behavior, he was able to control it
and regain the conversation most of the time,
with semiappropriate affect to the conversation.
This domain was rated as present but mild and
given a 2. Domain VI relates to impaired cogni-
tion. He did appear to have some of these
symptoms, as evidenced by his inability to pro-
cess basic thoughts and link them to appropriate
actions. This level was also given a 2, noting the
symptoms were present but mild, as he could
relate when needed. Domain VII is related to
depression, which did not seem present, nor was
mania, so both were rated as 0 (not present).
Jacob’s total score was 14, scoring the highest on
hallucinations and delusions,
impairing his ability to function.

This scale may help to identify the window of
symptom presence and the intensity essential to
identifying the active phase of a disorder. It is
expected the scale will be given every 7 days for as
long as possible while Jacob is at the facility and
upon discharge follow-up to monitor changes. To
establish the meaning of this score, Jacob’s age and
socioeconomic status (SES) can be taken into
account. Once age and SES are addressed, his
functioning is compared with what would be con-
sidered average and the degree to which it goes
outside the normal range of variation and deviates
from the average (mean) level of functioning.

Clinician-Rated Dimensions of Severity
Scale Rating:

Severe, hallucinations and delusions
highest scores.

which were
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The clinician-rated dimensions of severity
scale seems particularly relevant to the measures
of the positive symptoms but more limited in
terms of the negative ones. To measure the
negative symptoms, other scales may be consid-
ered. One recent scale that shows promise is the
Scale for the Assessment of Negative Symptoms
(SANS) (Lyne et al., 2013). This scale measures
the most common negative symptoms in the
disorder, such as affect flattening, alogia, avolition,
anhedonia, and asociality, as well as attention.

In terms of other diagnoses in addition to the
principal diagnosis, the diagnosis of posttraumatic
stress disorder (PTSD) could be given provision-
ally, but there does not appear to be enough
information to determine whether some of his
behaviors may be related to stressors that originally
surfaced from his military experiences or just life
experiences in general. In speaking with the
client, Jacob said that he had never been diagnosed
with or treated for PTSD, nor has he had any
actual combat-related experience. It is possible,
however, thatalthough Jacob presents with symp-
toms that seem indicative of schizophrenia, some
of the symptoms he is experiencing could be
heightened by his military experiences. Due to
the lack of information related to this disorder, it
was decided not to list it as a second diagnosis or as
a provisional diagnosis at this time.

There is concern noted that he is drinking
wine with his friends, although he and his father
both deny that alcohol or marijuana is a problem.
He has had several negative drug screens, and if
he was smoking marijuana, it would most likely
have shown up in at least one of his drug screens
either at the jail or in the unit. Jacob and his
father both say that when Jacob buys wine, his
friends generally drink it, not him, which appears
likely based on his behavioral patterns. Jacob
reports the wine could be poisoned, and he
generally will not eat or drink anything that
his father has not prepared. Based on this infor-
mation, indicators of substance abuse for alcohol

and/or marijuana is not warranted at this time. It
does not appear that Jacob has any medical
problems, and he has recently had a physical
exam that did not reveal any significant results, so
none are recorded.

His psychosocial stressors include problems
with primary support (strained family relations),
problems related to the social environment
(recent arrest for vagrancy, fighting, and resisting
arrest), housing problems (recent eviction), and
economic problems (inability to manage dis-
ability income). These stressors need to be listed
as other conditions that may be the focus of
clinical attention. These were previously
addressed on Axis IV of the DSM-IV/, and this
specific designation was eliminated; careful and
comprehensive assessment should not overlook
the need for their continued use. For inclusion,
they should be added as supportive information.

After examining Chapter 22 of the DSM-5
and the other conditions that may be a focus of
clinical attention, the following were selected for
inclusion.

A significant problem for Jacob is strained
family relations and lack of family support. It is
not that the family—in this case, Jacob’s father—
does not care about Jacob; rather, it appears he is
tired and frustrated with Jacob’s repeated prob-
lems and his unsuccessful attempts to help in the
past. Also, his father has his own medical condi-
tions and is unable to provide any more support
than he already has. In looking at the relational
problems identified in this section, none appears
to clearly represent Jacob’s situation. Jacob is not
a child but in many ways behaves as one in terms
of the supervision and oversight he needs to
complete his daily activities. Unfortunately,
the lack of options in this revised chapter of
the DSM limits the coding possible to better
explain Jacob’s situation in regard to his family.
In the absence of a stronger, more relevant
category related to family relationships, the cat-
egory other circumstances of personal history, with the
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subcategory other personal risk factors, 1s identified.
No description applies for this category, so clar-
ification of its use is delineated by Jacob’s lack of
family support and lack of a current support
network that can help him better meet his
own independent and social needs. Counseling
involving his father will be recommended, as
there appears to be a definite, although markedly
strained, bond between the two. In addition,
Jacob will need help in building other healthy
social relationships, particularly learning to rec-
ognize and avoid befriending people who have
taken advantage of him in the past.

Other Circumstances of Personal
History

V69.9 (Z272.9) Problem Related to Lifestyle

Jacob was arrested for problems related to his
mental disorder and does not appear to have any
other criminal history or intent. He does now,
however, have involvement with the legal sys-
tem and has recently been incarcerated for his
unsupervised behaviors and his actions while
homeless. Jacob has little insight into his role
in the incarceration and will need support to
ensure that he has a more supervised environ-
ment where he is better able to meet his own
needs. Consequences of his behavior will need to
be examined to avoid any future problems with
the legal system.

Problems Related to Crime or Interac-
tion with the Legal System

V62.5 (265.2) Problems Related to Other
Legal Circumstances

(Recent arrest for vagrancy, fighting, and
resisting arrest)

Jacob has had previous problems living in a
residential facility. Most of these problems
revolve around his inability to manage his
own affairs or let others he can trust do it for
him. He has been homeless in the past and is now
homeless again. Efforts to secure adequate hous-
ing are central to further treatment and discharge
planning. If adequate housing is not secured,

regardless of the treatment plan successes that
result, Jacob will again find himself in a similar
situation. He also has a lack of family support; as
his father ages, he has become frailer and is now
legally blind and reports he cannot handle his son
anymore. The father feels he needs to concen-
trate on his own medical needs and at his doctor’s
request is no longer capable or willing to assist in
managing Jacob’s finances. Exploring supervised
placement options will allow Jacob the maxi-
mum level of independence possible. Because
these types of placement options may be limited,
advance planning in this area has to be addressed
early in the treatment phase. He will also need
some type of assistance to manage his disability
income. With reports of his being taken advan-
tage of in the past when he has managed his own
affairs, addressing his resistance to helping efforts
will be approached in the treatment planning
process. Efforts to help him learn to manage his
money better are needed, as well as learning to
accept help and supervision from others in regard
to his financial planning.

Housing and Economic
(recent eviction)

V60.0 (Z56.82) Homelessness

V60.1 (Z56.9) Other Problem Related to
Employment

Economic Problems (inability to man-
age disability income)

V60.9 Unspecified Housing or Economic
Problem

(Has difficulty managing his own funds and
budgeting)

Specifically concerning Jacob’s independent
functioning and disability level, a global measure
of disability, the WHO Disability Assessment
Schedule (WHODAS, version 2.0), was consid-
ered. This instrument replaced the GAF utilized
in DSM-11-TR. The WHODAS is based on the
International Classification of Functioning, Dis-
ability and Cognitive Health (ICF) and can be
used with adults and (in a separate version) with

Problems



Schizophrenia Spectrum and the Other Psychotic Disorders 185

caregivers. For Jacob, the adult version, a 36-
item, self-administered measure for those age 18
and older, is most appropriate. It can measure
disability across six domains.

The expectation was to complete the care-
giver version, but Jacob seemed interested in
completing the self~administered one. Because
Jacob does not have a caregiver who could com-
plete this scale and measure his performance over
the past 30 days, the social worker decided to give
ita try and offered to help him with it. Jacob stated
he was capable; however, he asked the social
worker to provide assistance in examining each
domain. Discussing these domains might provide
fertile ground for the treatment plan to follow, as
well as establish the client’s level of insight and
awareness of his own behaviors.

In the first domain, six questions related to
understanding and communicating are designed
to measure an individual’s cognitive domain.
The questions can be rated from none to so
extreme that at its most severe point, cognitive
functioning can prohibit performance.

When reviewing these questions with the
social worker, Jacob rated all those that explore
concentrating, remembering, analyzing, under-
standing, and maintaining conversations as severe
(rating 4). He did not, however, see his learning a
new task as problematic and gave it a 2. He cited
being able to work with the social worker in
using this scale as an example and smiled.

The second domain of the scale has five
questions on how well Jacob can get around
and complete tasks. It follows a similar scoring
format with questions that assess for problems
with standing, moving, or walking inside and
outside the home. He does not see any of these
areas as a problem in terms of standing for long
periods, standing up, moving, getting out, or
walking a long distance. Neither did the social
worker, so he rated them as none. He did state
that “he gets around good” but “trouble always
finds me.” When this was discussed, he stated

that he was “innocent of any wrongdoing and
falsely accused.” He also complained that the
voices in his head often interfere and tell him
where to go, even if he does not want to.

The third domain is performance of self-care
and how capable Jacob is with basic skills
required for grooming, such as washing and
dressing, and the degree to which self~feeding
is possible. Jacob is in the acute phase, and all of
the scores in this area are in the severe range.
Jacob, however, did not see them as problematic
and listed them as none (scored as 0) stating that
“people need to just leave me alone as I can self-
clean internally with the push of a button.”

The fourth domain involves getting along
with people and how Jacob interacts with people
in hissupport system, as well as how he makes new
friends and interacts with people he does not
know. At this point, Jacob began to get distracted.
It was obvious to the social worker that he was
losing attention, and she did not press him to
continue the report instrument any further.

The social worker hopes to use this instru-
ment again with Jacob when he starts to feel
better, as it would be a good way to discuss some
of the problems Jacob is having with interactions.
The fifth domain on the scale involves comple-
tion of household tasks, how the individual feels
about addressing these tasks, and perceived abil-
ity, as well as school and work, gathering infor-
mation related to the appropriate life situation.

In the last domain are eight questions on
how the individual sees his or her role in society,
along with any concerns or preoccupations with
health.

For Jacob, using this scale proved interesting.
It started discussions and provided information
for the treatment plan. However, after giving
it a good try Jacob was unable to continue
after completing and discussing the first few
sections. On this first attempt, completion of
the WHODAS self-administered version was
not possible. The scale on the first attempt
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was noted as inability to complete, but it will be
tried again prior to discharge and after discharge
to examine changes in individual perceptions
and functioning. For this inpatient evaluation,
the caregiver version was used to measure the
behaviors he was able to complete on the unit.

WHODAS Score: Unable to Complete

TREATMENT PLANNING AND
INTERVENTION STRATEGY

Once the initial assessment is complete and the
diagnostic assessment is formulated, assigning
either the principal or a provisional diagnosis,
the next step involves the treatment planning to
follow. To start the process, a general statement
of Jacob’s goals and objectives for the treatment
process are outlined in Quick Reference 5.4.
With the information gathered during the diag-
nostic assessment, these goals and objectives
provide the starting point for treatment, includ-
ing the intervention plan that allows for applica-
tion. As part of the intervention process, problem
behaviors are clearly identified and related
directly to the stated goals and objectives. Treat-
ment should be provided in a continuum of care
that allows flexible application of modalities

based on a cohesive treatment plan. In develop-
ing the treatment plan for Jacob, the practitioner
will need to gather a comprehensive history,
including information about medical conditions.
Because Jacob has difficulty recalling his treat-
ment history, supplemental information is
needed from family and others in his immediate
support system. Information about whether
Jacob has had a recent medical exam is vital
because he does not appear motivated for self-
care. It is not known whether he is eating and
sleeping; Jacob’s overall nutritional status is ques-
tionable. In addition, a referral for a blood test
should be considered to detect use or abuse of
drugs or hormonal problems.

For individuals diagnosed with schizophre-
nia, planned and early intervention can offer the
client a better chance for considerable improve-
ment. Often intervention with individuals diag-
nosed with this mental disorder requires a
comprehensive approach that combines individ-
ual therapy, case management, family support,
and medication management.

Acute Treatment Plan and Intervention

To best assist a client diagnosed with schizophre-
nia such as Jacob, two treatment plans are

least restrictive environment possible.

Objectives

activities of daily living (ADL).

To help Jacob manage his own affairs.

Jacos’s IDENTIFIED GOALS

To help Jacob stabilize with a plan that allows him to return to the most appropriate and

To help Jacob reduce his feelings of agitation and paranoia.

To help Jacob get control of his behaviors and independently complete his own

To help Jacob find an appropriate place to live upon discharge.
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recommended. The first is an acute care plan,
and the second is to assist with the client’s
transitional or continued care needs. In the acute
care plan, the primary goal is stabilization. The
initial acute care plan will serve as the transitional
plan for the client when he or she is discharged.
Some type of long-term supervised care or
community case management that assists the
client with necessary linkages for a successful
return to the community should follow this.
At discharge, the decrease in or elimination of
the client’s agitation, paranoia, and incoherence
needs to be documented. Also, as the client
stabilizes (before discharge), the mental health
practitioner needs to meet with the client to
discuss discharge plans and to plan the transition
care part of the treatment plan (see Sample
Treatment Plans 5.1 and 5.2).

Transition Care, Treatment Planning,
and Strategy for Jacob

With his permission, while Jacob was still hospi-
talized, the mental health practitioner began to
make telephone calls to family members and
various assisted living facilities. After an honest
and comprehensive presentation of Jacob’s case
to the representative of the potential services,
Jacob was accepted into a community-based
program provided by the mental health center
in his area. This program offered a stepwise
approach designed to assist individuals with
chronic mental health problems, allowing the
client to return to the community. In this pro-
gram, clients such as Jacob start out in a more
restrictive atmosphere and go through stages of
training that allow for less restrictive facilities
until they end up in apartments, either alone
or with a roommate, operated by the center. If
Jacob fails to meet the goals for a particular level
of care, he will remain at the best one that he can
achieve until he is ready to progress further. It is
highly recommended that the client and his

family make arrangements to visit the program.
Jacob’s father agreed to visit him and to lend
support while Jacob is in the program.

General Considerations for Chronic
Care Treatment Planning and Practice
Strategy

Treatment planning for people with schizophre-
nia requires a combination of medication, psy-
chosocial intervention, and development of
adequate social support (Grohol, 2006). Bola
(2006) suggests, however, that before immedi-
ately starting a course of medication therapy,
especially in acute early-episode psychotic disor-
ders such as schizophrenia, developing and imple-
menting a psychosocial treatment might provide a
safe alternative to medication intervention. When
the disorder progresses and the client needs more
supervised placement, other facilities that offer
more supportive and intensive levels of care
may need to be considered. When a client is
placed in these more restrictive residential settings,
a case manager is expected to monitor the client
once a month. By the time the client is on the last
level, the case manager is helping with only
minimal problems, such as medication monitor-
ing and facilitating community linkage. If Jacob’s
medication compliance is still a problem, an
injectable medication with a longer-lasting effect
would be suggested. In addition, medication
monitoring would include suggesting adjustments
or changes if the client is not receiving the desired
effect. The client would be monitored for medi-
cation-related conditions, such as tardive dyski-
nesia, as well as side effects, such as dystonia and
akathisia. If these conditions are present, newer
antipsychotic medications would be considered,
and an evaluation for PTSD would be recom-
mended. A referral to attend Alcoholics Anony-
mous (AA) or Narcotics Anonymous (NA) may
also be considered if the drinking or substance use
becomes increasingly problematic.



188

DiagNoOsTIC AND TREATMENT APPLICATIONS

SAMPLE TREATMENT PLAN 5.1

Sample Acute Care Goals and Intervention Provided

Goal
To stabilize Jacob for discharge to the least restrictive environment.

Objectives

To help Jacob reduce agitation and paranoia.

To help Jacob get control of his behaviors and activities of daily living (ADL).

To help Jacob find an appropriate place to live upon discharge.

To help Jacob manage his own affairs and the course of the symptoms he is experiencing

to the best of his ability.

Treatment Provided

Psychiatric evaluation and consultation.

Prescribed medication and monitoring for mental status and side effects. Nursing
assessment and ongoing nursing care.

Contacts with clinician for counseling to address skill building.

Participation in therapeutic and psychoeducational group meetings as scheduled.
Observation and, as needed, other care by the treatment team.

Sample Application of Acute Plan

Medication compliance.

Objective: Monitor and evaluate medication effectiveness, side effects, and compliance,
and report observations to social worker once a month.

Stabilization of schizophrenia.

Objective: As client moves up the levels in the program, he will take progressively more
responsibility for making sure that he takes his medication.

Linkage with community resources.

Objective: During the next month, the client will phone a self-help group for individuals
suffering from schizophrenia in the area and inquire about meetings. He will report back
to the social worker on this task when they meet.

Development of a support system.

Objective: The client will phone and inquire about a day treatment program run by the
facility and decide if he wants to participate in the program (1-month time frame).
Education about medications.

Objective: The client will attend all psychoeducational group meetings at the facility and
meet with his social worker once a month for counseling.

Objective: The client will be prepared to discuss with the social worker these objectives
and the progress he has made during the month.

Continual assessment for suicidal thoughts et al., 2008). The media provide a disservice
and ideation is necessary. Although this wasnota ~ when they present mentally ill persons as dan-
direct consideration for Jacob, suicide is the  gerous individuals; in reality, people without
leading cause of death in schizophrenia (Walker  such illnesses commit 95% of all homicides
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SAMPLE TREATMENT PLAN 5.2

Treatment Plan Development Topic: Schizophrenia

Definition: Two or more characteristic symptoms (delusions, hallucinations, disorganized
speech, grossly disorganized or negative symptoms) with at least one of the first three
required. The symptoms must persist for at least 6 months, 1 month of which must include the
characteristic symptoms, and the person must experience a decline in two or more areas of
functioning. Symptoms may not be associated with a general medical condition, schizo-
affective, mood disorder, substance abuse, or withdrawal. If a pervasive developmental
disorder exists, a diagnosis of schizophrenia can be made only if the symptoms are prominent
and are present for at least 1 month (and last more than 6 months).

Signs and Symptoms

Delusions.

Hallucinations.

Disorganized speech.

Grossly disorganized behavior or catatonic behavior.

Negative symptoms (diminished emotional expression or avolition).

One or more areas of functioning are disturbed (self-care activities, work, social, and
academic).

®  [nappropriate affect.

Goals

1. Client will not pose danger to self or others.

2. Client will independently perform self-care activities.

3. Client will maintain prescribed medication regimen after discharge.
4. Client will increase adaptive functioning.

Objectives Interventions

1. Identify and control symptoms of psychosis (hallu-  Psychiatric staff to record behaviors associated with
cinations, delusions, and disorganized speech), as  hallucinations or delusions in chart every day.
measured by observations of psychiatric staff and
self-reports by client, during the course of treatment
and after release.

2. Increase cooperation (with taking prescribed Clientwill take his medication as prescribed each day.
medications) from zero compliance before
hospitalization (self and family reported) to full
cooperation (taking medications as prescribed),
as reported by hospital staff in client’s chart.

3. Increase performance of self-care activities from Clinician to contract with client specific self-care
OperdaytoSperday, asmeasured by staffbehavior  behaviors to be learned and performed daily.

count, by the end of treatment. Clinician to apply a cognitive-behavioral approach

to teach/train client to perform self-care activities
(brushing teeth, combing hair, bathing, dressing,
etc.).

(continued)
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SAMPLE TREATMENT PLAN 5.2 (Conftinved)

4. Maintain taking prescribed meds after discharge,
as evidenced by record of full compliance in case
management record and family reports
(indefinitely).

5. Increase social functioning from a score of 15 at
pretest to ascore of 55 by the end of treatment on the
Social Adjustment Scale for Self-Report (SAS-SR).

6. Family members will show an increase in adaptive
functioning, as measured by a score of 55 to a
posttest score of 250 by the end of treatment on the
Social Behavior and Adjustment Scale (SBAS).

7. Family of client will increase existing household
income by $500/month through SS Disability to help
care for client in the home, within 6 months.

Clinician will work with client and family of client to
reinforce, maintain, and expand on self-care activi-
ties when client is released from the hospital.

Case manager will monitor client's compliance with
medication protocol through two times/week contact
with client and family members.

Client will receive positive reinforcement from family
members and clinician for behaving in a socially
positive way.

Client will participate in at least 12 weeks of social
skills classes.

Client's family will participate in a 6-week
educational program about schizophrenia.

Client's family will network with other families who
share similar stressors.

Family of client will be assisted in filing for SS
Disability for client's special needs.

(Ferriman, 2000). Those with schizophrenia are
more likely to harm themselves than someone
else. Furthermore, this tendency to harm them-
selves may be based in the guilt many clients feel
for the burdens they put on their family; many
clients blame themselves for their illness. The
negative portrayal by the media has only recently
started to change (Frese, Knight, & Saks, 2009).

Generally, the individual treatment pro-
vided for people who sufter from schizophrenia
is supportive in nature. Other methods, how-
ever, are being tried and explored. For example,
Lukoff (2007) advocates a spiritually focused
recovery model to empower persons with schiz-
ophrenia to manage their own rehabilitation plan
and attempt to achieve their treatment goals.
Other programs have focused on intensive treat-
ment milieus with minimal use of medications
(Bola & Mosher, 2002; Calton & Spandler, 2009;
Ciompi & Hoffman, 2004). The Soteria project
sponsored two programs in the United States

(Bola & Mosher, 2002) and one program in
Switzerland (Ciompi & Hoffman, 2004) with
significant results at the 2-year follow-up. Par-
ticipants in the Soteria program demonstrated
significant improvement in global psycho-
pathology; combination outcomes including
social functioning, employment, and indepen-
dent living; and fewer readmissions to inpatient
settings when compared with the control group
(Bola & Mosher, 2003).

Other alternative therapies suggested to treat
schizophrenia include acupuncture, magnetic
field therapy, naturopathic medicine, sound
therapy, and traditional Chinese medicine
(Chopra, 1994). In addition to those of Lukoft
(2007), other approaches to the treatment of
schizophrenia incorporate spirituality and reli-
gion in treatment (Huguelet, Mohr, & Borras,
2009). An aspect of spirituality and religion is the
cultural lens through which clients understand
illness or disease, and the way the client responds
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often follows this cultural expectation. None of
the alternative therapy methods described should
be attempted without the supervision and spec-
ification of a licensed health practitioner.

Family and Support Systems

Special attention and emphasis should always be
given to building the client’s family and commu-
nity support systems. Schizophrenia is a disease
that can cause its victims to feel lonely and isolated,
and on account of its unpredictable course, this
chronic illness can manifest behaviors that alienate
family and friends. It is important to ensure that
the family does not burn out or withdraw support
from the client. Support groups can help family
members see that they are not alone and that
others are also struggling. Family members need
to be educated that the condition of schizophrenia
1s real and that their loved one is not just making it
up to gain attention. Learning to identify the
unusual behaviors associated with this condition
may help family members better understand and
accept their loved one’s behaviors (NIMH,
2009c¢). In addition, myths about schizophrenia
in which persons with this illness are portrayed as
menacing figures also need to be addressed,
because these depictions are often violent and
may lead to the belief that all individuals suffering
from schizophrenia are violent (Long, 2000). One
factor that is associated with violence among
persons diagnosed with schizophrenia is substance
abuse comorbidity; however, the risk factor for
those with substance abuse comorbidity is similar
to the substance-abusing population who are not
diagnosed with psychosis (Fazel, Gulati, Linsell,
Geddes, & Grann, 2009; Tracker, 2009).
Family members must be encouraged to
remain part of the support system, and strategies
should be used to keep the family involved (e.g.,
case management support, community residen-
tial placement). Most of the therapeutic inter-
ventions used with individuals suffering from

schizophrenia are intended to be supportive.
For example, in the case of Jacob, most of the
practitioner’s goals were directed toward helping
him develop and sustain his social support sys-
tem. Supportive therapy may provide the client
with friendship and encouragement; it may also
give the client practical advice about how to
access community resources, information on
how to develop a more active social life, voca-
tional counseling, suggestions for minimizing
friction with family members, and, above all,
hope that his or her life circumstance will
improve (Long, 2000).

Medication as a Treatment Modality

Opver the years, treatment for the individual who
suffers from schizophrenia has been primarily
supportive therapy, family and community sup-
ports, and psychopharmacology. In schizophre-
nia, the mystery surrounding what the disease
entails has led to its being treated by trial and
error with a variety of supposed remedies that
can assist to control behaviors and alter body
states (Lehmann & Ban, 1997). For the most part,
medications used as the primary treatment
modality for individuals who suffer from schizo-
phrenia focus on controlling symptoms.

Older Typical Neuroleptic Medica-
tions The primary medications used for this
condition were first introduced in 1952. One of
the first documented cases was how the medica-
tion chlorpromazine (Thorazine) was used acci-
dentally as an antipsychotic (neuroleptic)
medication (Bishara & Taylor, 2009). This medi-
cation is a combination of narcotic, sedative, and
hypnotic drugs and was used with a client suffer-
ing from schizophrenia in Paris (Lehmann & Ban,
1997). Often referred to as the typical antipsy-
chotic medications, this older group of drugs was
labeled neuroleptics because of the side effects on
the nervous system. Chlorpromazine (Thorazine)
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QUICK REFERENCE 5.5

OLDER OR TYPicAL ANTIPSYCHOTIC MEDICATIONS IN SCHIZOPHRENIA

Medications Used With the Psychotic Disorders
Antipsychotic Drugs (Neuroleptic Drugs)

Used to treat severe psychotic disorders (e.g., schizophrenia). Generally, symptoms
include hallucinations, delusions, psychotic behaviors, and a depressed, flat affect.
Peak concentrations occur between 2 and 4 hours. Generally, two antipsychotic
medications are not prescribed at the same time. After discharge, wait approximately
3 to 6 months before considering changing the medication to ensure that the client has
gotten the tull affect.

OId or Typical Antipsychotic Medications

Chlorpromazine/Thorazine
Thioridazine/Mellaril
Trifluoperazine/Stelazine
Fluphenazine/Prolixin
Haloperidol/Haldol
Loxapine/Loxitane

Thiothixene/Navane

was followed by the development of other neu-
roleptics, such as trifluoperazine (Stelazine), hal-
operidol  (Haldol), fluphenazine (Prolixin),
thiothixene (Navane), and thioridazine (Mellaril)
(WebMD, 2009). As the first medications intro-
duced in this area, these traditional or typical
antipsychotics became the state of practice. These
medications worked directly as dopamine inhibi-
tors that block other neurotransmitters, including
acetylcholine, histamine, and norepinephrine.
After 30-plus years of use, this group of older
neuroleptic drugs started to fall from favor, and
today they are no longer considered the first line
of treatment for schizophrenia and the psychotic
disorders. The primary reason that these medica-
tions lost their favor within the medical commu-
nity was the complicated side effect profiles and
feelings of tiredness. These pervasive side effects
often disturbed client performance, motivation,

or emotional responsiveness (WebMD, 2009).
(See Quick Reference 5.5.)

Extrapyramidal symptoms (EPS), which
affect the motor system, are a common side
effect with these medications. Dystonia, charac-
terized by sudden and painful muscle stiffness
(National Alliance on Mental Illness [NAMI],
2003), may present as grimacing, difficulty with
speech or swallowing, oculogyric crisis (upward
rotation of the eyeballs), muscle spasms of the
neck and throat, and extensor rigidity of the back
muscles (Carpenter et al., 1998). These reactions
often occur within the first few days of treat-
ment. Akathisia is less obvious than dystonia,
although it is the most common form of EPS.
It is an extreme form of motor restlessness that
may be mistaken for agitation (NAMI, 2003).
The individual feels compelled to a constant state
of movement, and many times clients report an
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inner restlessness, evidenced by a shaking leg or
constant pacing. During assessment, these clients
cannot sit still and often exhibit restless legs or
uncontrollable foot tapping.

Another form of EPS, which results from
long-term treatment with these older antipsy-
chotic medications, is tardive dyskinesia (TD).
This condition involves pronounced involuntary
movements of any group of muscles, most com-
monly the mouth and tongue (NIMH, 2009d).
This syndrome generally occurs with elderly
individuals, especially women (NIMH, 2009c¢).
[t is a negative consequence of long-term use of
conventional antipsychotic medications, with
intervention duration the primary developmen-
tal factor (Carpenter et al., 1998). Awareness of
the development of TD is particularly important
because preventing it is far more desirable than
treating it; it can be irreversible (NAMI, 2003).
One way to address this issue is to prescribe the
medication in lower doses, but for chronic
schizophrenia, this may not be an option. (See
Quick Reference 5.6.)

These typical, older antipsychotics tend to
have a high potential for developing EPS side
effects (Lambert, 1998). The medications often
prescribed to decrease or control movement-

related side effects are referred to as anti- Parkinson
medications. When a client is receiving a traditional
or typical antipsychotic medicine, it is critical to
determine if another medication has been pre-
scribed to assist and counter the side effects that
might result. (See Quick Reference 5.7.) Special
care should be taken, as some clients might con-
sider selling these medications on the streets,
particularly benztropine and trihexyphenidyl,
which may have a high potential for abuse.
When the potential for abuse is suspected, the
practitioner needs to share this information with
the treatment team or the prescriber and consider
an over-the-counter medication, such as diphen-
hydramine, to help control the symptoms of EPS.

Newer Atypical Neuroleptic Medica-
tions The 1990s saw the development of sev-
eral new drugs to treat schizophrenia and other
psychotic disorders. These are known as atypical
or nontraditional antipsychotic medications
(NIMH, 2009c¢). These medications have gained
popularity because they appear to have lower
side effect profiles than the traditional antipsy-
chotic medications. Also, they clearly helped
clients feel less sleepy while assisting with
thought clarity and interpreting emotion more

QUICK REFERENCE 5.6

sleepiness.

side effects.

GeNERAL CONDITIONS AND SIDE EFFECTS WITH ANTIPSYCHOTIC MEDICATIONS

Most common side effect with the older antipsychotic medications is drowsiness or

General Conditions Related to Medication Use
Parkinsonian or Extrapyramidal Symptoms (EPS) Include:
Dystonia—Acute contractions of the tongue (stiff or thick tongue).
Akathisia—Most common form of EPS (e.g., inner restlessness).

Tardive dyskinesiac—A permanent neurological condition that can result from using
the older antipsychotic medications and not taking anything to help control the EPS
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Selected Anti-Parkinson Medications
Generic Name (Brand Name)

Benztropine (Cogentin)
Biperiden (Akineton)
Diphenhydramine (Benadryl)
Trihexyphenidyl (Artane)

accurately (Lambert, 1998). For these reasons,
they are often used as the first line of treatment.
(See Quick Reference 5.8.)

The oldest medication in this category is
known by the brand name Clozaril (clozapine).
Because of documented deaths attributed to
secondary to clozapine-induced
agranulocytosis, this medication was at one
time withdrawn from unrestricted use (Davis &
Casper, 1977). This unfortunate side effect
caused a severe reduction in the number of
granulocytes, a type of white blood cell. Without
these granulocytes, the body is unable to fight
life-threatening infections. Today, when this
medication is used, strict monitoring is required
to be sure this condition does not develop. This
medication is primarily used for treatment-

infections

resistant schizophrenia, and this strict monitoring
of blood levels has been required since the Food
and Drug Administration (FDA) approved it for
use in the United States in 1990 (NIMH, 2009a).
Other atypical antipsychotic medications that
soon followed include risperidone (Risperdal),
olanzapine (Zyprexa), quetiapine (Seroquel),
ziprasidone (Geodon), aripiprazole (Abilify),
and paliperidone (Invega).

Risperidone (Risperdal) was introduced as
one of the first official atypical antipsychotic
medications in 1992 (Schulz, 2000). In studies,
risperidone seemed more effective in reducing
positive and negative symptoms than older,
more traditional medications such as Haldol
(Armenteros, 1997). Risperidone has been used
with schizotypal personality disorder to decrease

QUICK REFERENCE 5.8

Clozapine (Clozaril)
Risperidone (Risperdal)
Olanzapine (Zyprexa)
Quetiapine (Seroquel)
Ziprasidone (Geodon)
Aripiprazole (Abilify)

Newer or Atypical Antipsychotic Medications

Paliperidone (Invega) Generic Namers are listed first.
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the psychotic-like, or positive, symptoms of the
condition as well as negative symptoms, such as
cognitive impairment (Saklad, 2000). Another
atypical antipsychotic, olanzapine (Zyprexa),
appears to be well tolerated and readily accepted
by clients, especially because of its low incidence
of EPS and its ability to address the negative
symptoms of schizophrenia when given at higher
doses. All practitioners should be aware, however,
that olanzapine and any of the other newer
atypicals may increase blood glucose levels in
individuals with diabetes (Physicians’ Desk Refer-
ence, 2009). Quetiapine (Seroquel) is an atypical
antipsychotic medication that was introduced in
the United States in 1998. It has fewer side effects
than some of the other antipsychotic medications
but does cause considerable sedation in the early
stages of treatment (Schulz, 2000). Newer atyp-
icals include ziprasidone (Geodon), aripiprazole
(Abilify), and paliperidone (Invega). Two addi-
tional medications in this area approved by the
FDA in 2009 are iloperidone (Fanapt) and ase-
napine (Saphris) (Drugs.com, 2009a). The side
effects associated with iloperidone include dizzi-
ness, dry mouth, fatigue, nasal congestion, a sud-
den decrease in blood pressure (orthostatic
hypotension), sleepiness, rapid heart rate (tachy-
cardia), and weight increase. The side effects for
asenapine include the inability to sit motionless
(akathisia), a decrease in oral sensitivity (oral
hypoesthesia), and drowsiness (somnolence)
(Drugs.com, 2009a, 2009b).

The FDA has issued a public health advisory
regarding an increased incidence of death with
elderly individuals who suffer from dementia.
Therefore, these medications are to be prescribed
with caution to elderly clients who have prob-
lematic behavioral symptoms and dementia
(NIMH, 2009d).

Discussion of all the medications used to
treat the psychotic disorders is beyond the scope
of this chapter; for a more comprehensive
review, see Drziegielewski (2006, 2010). For

the most part, these medications enable people
to stabilize symptoms, return to their homes, and
live within their community of origin (WebMD,
2009).

Mental health practitioners must educate
clients and their family members that taking
these medicines will not result in a quick fix.
Depending on the specific medication, peak
concentrations in the system can vary, resulting
in varied time periods before therapeutic effects
can be detected. Also, the relief gained from the
use of antipsychotic medications does not cure
but only helps to control the symptoms. Further,
although the side effect profiles associated with
these medications show a lower incidence of
EPS, there can be other disturbing side eftects.
Medications play a prominent role in manage-
ment of psychosis, and it is beyond the scope of
this chapter to cover all the potential medications
used and their side eftect profiles. Dziegielewski
(2010) presents psychopharmacological informa-
tion to the nonmedically trained practitioner.

SPECIAL TOPICS

Deletion of Shared Psychotic Disorder
From DSM-5

Many experienced practitioners familiar with
DSM-1V and DSM-IVV-TR may wonder what
happened to the diagnosis shared psychotic dis-
order that was removed in DSM-5. Historically,
shared psychotic disorder was presumed to be
extremely rare. The disorder was once called
induced psychotic disorder, double insanity, or
folie a deux (French for “madness of two”).
Shared psychotic disorder was dramatic and
inherently interesting because it usually involved
two people sharing the same delusional system.
In addition, it was believed that as many as four
people or an entire family, generally living in
close proximity or the same household, could be
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involved (Oshodi, Bangaru, & Benbow, 2005).
It was believed this diagnosis developed within
families, although it was unclear whether there
was a genetic connection.

It was believed that shared psychotic dis-
order appeared to develop in clients with a
history of social isolation. These individuals
slowly disconnected from family, friends, and
anyone who may threaten or challenge the non-
bizarre delusions that were present and guided
their daily routines. In individuals who shared
this disorder, the delusional system of one indi-
vidual influenced the other party, such that the
other person would grow to share the primary
individual’s delusional beliefs. In such cases, one
individual grows in prominence and power
within the relationship and is said to be primary
or the leader, and the other individual increas-
ingly takes on a secondary role. The primary
individual leads the secondary; often the second-
ary does not originally believe the delusional
themes of the primary. Eventually, however,
the secondary compromises and accepts it as
an accurate perception. Often the secondary
has some form of cognitive impairment or
may simply become vulnerable to repeated,
unchallenged, delusional themes that later result
in acceptance and compromise (Woo & Kea-
tinge, 2008). If the secondary is removed from
the situation, he or she may be able to remit the
delusional thinking patterns and recover. The
primary has a much harder time in treatment
because the convictions are so much more pro-
nounced (Munro, 1999).

This system  was
believed to protect the individuals and keep
them in isolation. An example might be two
sisters living alone, one of whom believes that
the neighbors and the landlord are sneaking into
the house when they leave it and are touching
and rearranging things. The primary continually
tells the other sister (the secondary) that this is
happening. At first, the secondary disputes the

nonbizarre delusional

claims; then later she slowly and progressively
begins to accept them as real. Eventually, the
sister in the secondary role compromises and
accepts this is happening. To avoid it happening
again, they must barricade their home to keep
out all intruders who may sneak in during the
night. To protect themselves, they isolate them-
selves inside the home.

Aside from the delusions, the thoughts and
behaviors of those with shared psychotic disorder
are usually quite normal. This normalcy in some
areas may confuse others regarding the serious-
ness of the situation. The cause of shared psy-
chotic disorder has yet to be identified, but stress
appears to play a key role. Being in and main-
taining isolation can also contribute to the devel-
opment of this disorder. People who have shared
psychotic disorder simply grow to share the same
delusional system. These delusions are not the
result of any other mental health disorder, a
medical condition, or drug taking (either pre-
scribed or illegal) (First, 2014). It was believed
that these delusions and patterns of coping
behavior would grow and strengthen and these
individuals would rarely seek treatment because
they do not see their behavior as problematic. In
examining this behavior and clarifying the crite-
ria in DSM-5, early discussions of the revisions
focused on deleting this diagnosis (Cardinal &
Bullmore, 2011). With the publication of
DSM-5, this disorder was eliminated and some
of the criteria related to the delusional content
was maintained in other diagnoses in the chapter.

SUMMARY AND FUTURE DIRECTIONS

Although great strides are being made in under-
standing the psychotic disorders, particularly
schizophrenia, we are only at the beginning of
what can be learned. Schizophrenia spectrum
and the psychotic disorders present a varied
course that often means chronic and disabling
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illnesses that separate the individual from reality,
and treating the symptoms holds little promise
for cure. Management of clients suffering from
the psychotic disorders generally includes
psychopharmacological and psychosocial appro-
aches. These types of treatments need to provide
a broad array of services addressing housing and
other social support needs. Looking specifically
at females with the diagnosis, Landgraf, Blume-
nauer, Osterheider, and Eisenbarth (2013)
believe such services may also help clients avoid
legal difficulties and incarceration. Furthermore,
many clients suffering from psychotic symptoms
get limited relief. When medication and coun-
seling together are not enough, clients suffering
from these disorders are often termed partial
responders (Dziegielewski, 2010). Unfortun-
ately, many individuals are not helped substan-
tially by the traditional courses of supportive
therapy or medication intervention.

In mental health practice, the debate con-
tinues as to what constitutes relief or good
outcomes for the client who suffers from a
psychotic disorder. The ultimate goal of inter-
vention when treating any of the psychotic
disorders is to free the client from the usual
debilitating problems that accompany symptom
occurrence. In addition, intervention is designed
to help the client feel better and be more pro-
ductive in dealing with life expectations and
tasks. The skills of the mental health practitioner
need to be directed toward helping clients gain
some semblance of control over life events and
tasks. In addition to improvements in medication
use, recent developments in the treatment of
psychotic symptoms have led to a sincere interest
in using diagnostic information to assist both
professionals and family members in understand-
ing these often-devastating conditions. Despite
the advent of new medications and the greater
understanding of how these disorders can affect
the individual, there is still much to be learned.
The role of mental health practitioners is essential

in ensuring that quality-of-life issues are consid-
ered; their primary duties cannot be focused on
how to measure and cut costs.

When working with individuals who sufter
from any of the psychotic disorders, especially
schizophrenia, practitioners need to directly con-
front the stigma often associated with this illness.
According to Krajewski, Burazeri, and Brand
(2013), the stigma can be both an attribute
and a cause of the disease. In turn, this negative
perception could be perceived as a second dis-
order. Practitioners can help clients and their
families avoid the negative stereotypes associated
with the schizophrenia spectrum and the psy-
chotic disorders by addressing the problematic
life circumstances that surround relapse. Educa-
tion with the avoidance of blame-seeking behav-
ior can support making productive life changes
that form the basis of the intervention provided.
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CHAPTER

Bipolar and Related Disorders

SopHIA F. DzIEGIELEWSKI AND OLGA MOLINA

INTRODUCTION

Families and communities pay a heavy toll when a
disorder involving an individual’s mood is not
recognized and treated. For so many individuals
who suffer from bipolar and the related disorders,
the mood swings can create problems with family
relations and support systems. There is also an
increased potential for suicide. Children, adoles-
cents, and adults who suffer from a bipolar disorder
often incur employment or school difticulties that
have devastating effects on the individual and his
or her family, with the eventual involvement of
the judicial system. Promptly recognizing the signs
and symptoms of a bipolar disorder in children,
adolescents, and adults isimperative. Furthermore,
no single medicine, treatment, or therapy holds
the key to success, and all options should be used to
assist this population.

This chapter presents a brief overview of the
bipolar and related disorders listed in the Diag-
nostic and Statistical Manual of Mental Disorders,
Fifth Edition (DSM-5; American Psychiatric
Association [APA], 2013), including bipolar I
disorder, bipolar II disorder, cyclothymic dis-
order, substance/medication-induced bipolar
and related disorder, bipolar disorder due to
another medical condition, and other specified
and unspecified bipolar and the related disorders.
Specific attention is given to bipolar disorders in
adults. Discussion of the bipolar disorders from a
community and societal perspective identifies
how critical it is for mental health practitioners
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to complete a thorough diagnostic assessment,
treatment plan, and practice strategy. Effective
treatment of the bipolar and related disorders in
children and adults requires attempting to reduce
the magnitude of disturbances these disorders can
have on the individual and his or her support
systern.

Starting with a comprehensive diagnostic
assessment is the key to identifying the symptoms
required to place the diagnosis. The focus of this
chapter is that fluctuating mood disturbances
remain difficult to define and that not just one
method of treatment works for all clients.
Knowledge of multiple methods allows the
most comprehensive treatment. An individual-
ized diagnostic assessment, treatment plan, and
implementation of the practice strategy are
essential for improving an individual’s function-
ing in society and helping that person to once
again become able to enjoy life.

TOWARD A BASIC UNDERSTANDING
OF THE BIPOLAR AND RELATED
DISORDERS

Bipolar disorder, the most common of the
bipolar and other disorders, is sometimes referred
to as manic-depressive illness. When characterized
in lay terms, it can be referred to as mood swings
in which the individual suffers from repeated ups
and downs. These mood fluctuations, however,
are not consistent with everyday responses and
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are severe mood shifts. According to the National
Institutes of Health (NIH) (n.d.), there is no single
cause for this illness, and many factors, when
present and acting together, increase the risk of
developing this illness.

Two significant factors in a better understand-
ing of the disorder are genetics and brain structure
and functioning. Concerning genetics, cognitive
dysfunction may be a core feature related to the
strong genetic component (Samame, 2013). This
genetic link is similar to the depressive and the
schizophrenia spectrum disorders in that the men-
tal disorder is most likely to also occur in a parent
or sibling. Although the exact genetic connection
or linkage remains unknown, searches for a similar
hot spot that could better explain these complex
disorders, taking into account environmental fac-
tors, provide fertile ground for present and future
research (NIH, n.d.).

The second factor is brain structure and
functioning, and the newer brain-imaging tools,
such as functional magnetic resonance imaging
(fMRI) and positron emission tomography
(PET), bring us much closer to understanding
this connection (see Quick Reference 6.1).
These advanced radiological techniques can

help identify changes in the brain (Arden &
Linford, 2009). Thus, actual changes in the brain
exist, and similarities between schizophrenia
spectrum disorders and the bipolar disorders
have been identified (Crow, Chance, Priddle,
Radau, & James, 2013). Although helpful, how-
ever, these imaging studies can represent a client
only at a particular point in time (Childress,
2006). As a supplement to the diagnostic assess-
ment, these procedures should be considered.
Unfortunately, the cost of these imaging studies,
regardless of the information they contribute,
can be prohibitive. In the diagnostic assessment,
utilizing tests like these can assist in what is
sometimes referred to as defensive medicine,
designed to firm the diagnosis and protect
both the client and the prescriber (Titolo, 2008).

In the United States alone, 10 million indi-
viduals are estimated to be affected by the bipolar
disorders (Torpy, 2009). The symptoms charac-
teristic of the disorder may be especially frustrat-
ing because the complaints reported generally
result in negative medical workups. Thus,
addressing these multifaceted disorders creates
misunderstandings and frustration on the part
of both health care providers and their clients

QUICK REFERENCE 6.1

brain.

NEUROIMAGING

Functional magnetic resonance imaging (IMRI) is a specialized type of MRI; this form of
neuroimaging has gained in popularity since the 1990s because it is less invasive and
has less radiation exposure than previous versions. This technique examines neuronal
activity within the brain influenced by increased blood flow to the local vasculature. It
provides the ability to observe structures within the brain, helping to identify which
structures are actually related to what function.

Positron emission tomography (PET), which was introduced in the mid-1970s, is
used to monitor neuronal activity by utilizing radioactive injected tracers that enter the

Source: Definitions summarized from Dziegielewski (2010).
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(National Institute of Mental Health [NIMH],
2000). To further complicate this scenario, about
90% of individuals with bipolar disorder expe-
rience recurrences during their lifetimes, often
within 2 years of an initial episode, and the
consequences of recurrent illness for individuals
are substantial (Perlis et al., 2006).

UNDERSTANDING INDIVIDUALS WHO
SUFFER FROM BIPOLAR AND
RELATED DISORDERS

The diagnostic assessment of an individual suf-
fering from any type of bipolar disorder shows
the presence of two primary symptoms: a
depressed mood and an elevated mood. Display-
ing both symptoms can confuse both families and
practitioners. When clients report the symptoms
of depression, it may lack clarity, and there may
be problems in semantics related to defining
what is experienced. When they experience a
bipolar episode and the energy returns, optimism
may rise, only to have it extinguished as the lift in
mood becomes uncontrollable and destructive
to the expected purpose.

With fluctuations in mood, feelings of
depression or mania can frequently be overstated
or understated. These feelings can also be influ-
enced by the definition and normalcy standards
set within an individual’s unique social and
environmental context. For many individuals,
depression can mean feeling sad, blue, or down
in the dumps; for others, it can involve anger and
agitation that reflect consistent patterns, signs,
and symptoms relative to the bipolar episode.
Furthermore, mood changes are expected, and
some form of depression (also referred to as
dysphoric mood) characteristic of the mood
disorders is present in almost all mental health
conditions, with the only possible exceptions
being some forms of mania, schizophrenia, and
dementia (Klap, Unroe, & Unutzer, 2003).

Adults with bipolar disorder seem in some
ways more unfortunate than those who suffer
from recurrent major depression because more
than 90% of those who have one manic episode
go on to have further episodes (APA, 2000).
Overall, the probabilities of full recovery for
bipolar and unipolar disorder are equally discour-
aging; about 60% of individuals experience
another manic episode within 2 years after an
acute episode, and at least 50% experience sig-
nificant interepisode symptoms (Miklowitz,
George, Richards, Simoneau, & Suddath, 2003).

To better understand the bipolar and related
disorders, the first step is becoming aware of the
different mood episodes that characterize the
disorders. One major source of confusion for
beginning professionals has been the assumption
that the mood episodes actually constitute a
mental disorder, although they do not. In the
DSM-1V and the DSM-1V-TR, like DSM-5, the
mood episodes are not considered diagnostic
conditions. A simple way to think of these
episodes is that they are the basic ingredients
or the building blocks for the disorders that
follow.

Bipolar Disorders: The Episodes
and the Specifiers

A thorough understanding starts with defining
the mood episodes that are the ingredients of the
bipolar and related disorders. The types of mood
episodes that make up the mood disorders are
manic, hypomanic, and major depressive epi-

sodes (APA, 2013). (See Quick Reference 6.2.)

Manic Episode

In a manic episode, the client’s mood is persist-
ently elevated, expansive, and irritable, but the
predominant mood disturbance is irritability,
especially when others do not fulfill the client’s

wishes or meet his or her expectations.
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QUICK REFERENCE 6.2

Types of Mood Episodes

Manic episode: Present mood is persistently elevated, irritable, and expansive, with
severe mood disturbance, and leading to impaired functioning. There must be at least
three of these symptoms: pressured speech, increased psychomotor agitation, flight of
ideas, decreased need for sleep, increased involvement in goal-oriented activities,
distractibility, and inflated self-esteem or grandiosity. There is also excessive involve-
ment in pleasurable activities, which have the potential for high risk and negative
consequences. The time frame for the episode is at least 1 week. If hospitalization to
control or address behaviors occurs, the 1-week time frame is not needed.

Hypomanic episode: Similar to manic, but all features and symptoms are less severe,
although they still interfere with functioning. Criteria for hypomanic include a distinct
period of persistently expansive, irritable, elevated mood that lasts at least 4 days but
less than 1 week. There must be present at least three symptoms (whereas four
symptoms are required if there is predominantly an irritable mood): pressured speech,
increased involvement in goal-oriented activities, psychomotor agitation, distractibil-
ity, decreased need for sleep, and inflated self-esteem or grandiosity. There is also
excessive involvement in pleasurable activities, which have the potential for high risk
and negative consequences.

Major depressive episode: Depressed mood for at least 2 weeks or a loss of interest or
pleasure in nearly all activities, plus at least five additional symptoms experienced by
the client almost daily for the same 2-week period. Associated features include
sleeping and appetite disturbances (very common symptoms); fatigue or decreased
energy; changes in sleep; changes in psychomotor activity; reduced ability to think,
concentrate, or make decisions; feelings of worthlessness or guilt; morbid ideation or
suicidal ideation, plans, or attempts; and irritable mood.

Source: Summarized criteria from the Diagnostic and Statistical Manual of Mental Disorders, Fifth
Edition, Copyright 2013 by the American Psychiatric Association.

According to DSM-5 the manic episode requires
4 specific criteria be examined (A-D). Criterion
A outlines the time frame of the disorder along
with the frequency and intensity. In this criterion
assessment involves clearly identifying changes in
behavior that result in persistently elevated
mood, energy levels with increased goal-directed
behavior which often may not be socially or
occupationally productive. The active time frame
should last at least one week. One exception to

this criterion is if the individual is hospitalized and
when this is the case no time frame is required.
Frequency and intensity information is docu-
mented when the individual reports feeling for
at least a week, increased activity and energy
nearly every day almost all day.

Criterion B, during the active phase of one
week along with elevated mood, the client must
also exhibit at least three or more of the seven
identified symptoms: inflated self-esteem and



206 DiagNoOsTIC AND TREATMENT APPLICATIONS

grandiosity; a decreased need for sleep and can
sleep as few as 3 hours a night and not feel the need
for more; increased or pressured speech with an
intense desire to keep talking; distractibility, diffi-
culty concentrating and easily directed and redir-
ected making it difficult to follow patterned and
sequenced thought; increased goal-related acti-
vities and psychomotor agitation; and pre-
occupation and subsequent involvement in
completing tasks that constitute high risk behaviors
that could have harmful results or painful conse-
quences. When the client presents primarily with
irritable mood at least four of the seven symptoms
are required to adequately meet the criterion
(APA, 2013, p. 124). When documenting the
behaviors consistent with this disorder a client in
this active phase often shows little restraint and
may exceed the limits on their credit cards, spend-
ing extravagantly. They may show little regard for
the safety of others and drive recklessly. They may
also act indiscriminately, engaging in sexually
promiscuous behaviors and perhaps unsafe sexual
practices. In documenting criterion B, these types
of problematic behaviors should be listed.

In criterion C, the behaviors must be clinically
severe and impair social and occupational func-
tioning. For those suffering from this disorder the
severity can easily result in hospitalization to
control the excessive behaviors and to ensure
no harm to others or personal safety. In this active
phase the individual may also experience psy-
chotic-like behaviors that further impair the inter-
pretation of events and how they communicate
and respond to others around them. In criterion
D, it needs to be clear that the episode being
suffered is not related directly to another mental or
medical condition, nor is it related to substance or
other types of drug-induced responses.

Hypomanic Episode

In a hypomanic episode, the symptoms initially
may appear similar to the manic episode, as it

involves persistently elevated, expansive, or irri-
table mood. In a hypomanic episode, the client’s
mood is persistently elevated, expansive, and
irritable, but the predominant mood disturbance
is irritability, especially when frustrated with
activities of daily living or social or occupational
tasks. According to DSM-5 the hypomanic
episode requires 6 specific criteria be examined
(A-F). Criterion A outlines the time frame of the
disorder along with the frequency and intensity.
Utilizing criterion A requires clearly identifying
changes in behavior that result in persistently
elevated and expansive mood, with energy levels
and increased goal-directed behavior that are
often not socially or occupationally productive.
The active time frame should last at least 4 days
with individuals reporting increased activity
nearly every day almost all day.

In criterion B', over the 4-day period along
with elevated mood, the client must also exhibit
at least three or more of seven potential symp-
toms: inflated self-esteem and grandiosity; a
decreased need for sleep and can sleep as few
as 3 hours a night and not feel the need for more;
increased or pressured speech with an intense
desire to keep talking; distractibility, difficulty
concentrating and easily directed and redirected
making it difficult to follow patterned and
sequenced thought; increased goal-related a
ctivities and psychomotor agitation; and pre-
occupation and subsequent involvement in
completing tasks that constitute high risk behav-
iors that could have harmful results or painful
consequences. When the client presents primar-
ily with irritable mood at least four of these
symptoms are required to adequately meet the
criterion. When documenting the behaviors
consistent with this disorder a client in this active

! Although criterion B is not a direct quote, it is summa-
rized from the DSM-5 dimensional criteria. For complete
and abbreviated listing of the criteria, see the appropriate
section of the DSM-5. To assist the reader, page numbers
are provided in this text.
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phase often shows little restraint and may exceed
the limits on their credit cards, spending extrav-
agantly. They may show little regard for the safety
of others and drive recklessly. They may also act
indiscriminately, engaging in sexually promiscu-
ous behaviors and perhaps unsafe sexual practices.

In criterion C, the behaviors are clearly
uncharacteristic of the individual. Criterion D
outlines how others who are familiar with the
individual clearly see this as not normal behavior
for that person and express that it constitutes a
clear change in previous types of behaviors and
functioning. In criterion E, the behaviors and the
resulting mood disturbance can impair function-
ing but are not nearly as severe as those occurring
in the manic phase. If in this hypomanic phase
the behaviors are severe enough to be hospital-
ized, it would not constitute a hypomanic epi-
sode. In criterion F, it needs to be clear that the
episode being suffered is not related directly to a
substance or other types of drug-induced
responses (APA, 2013, pp. 124-125).

In summary, this period of abnormal mood is
accompanied by a minimum of three additional
symptoms from a selected list: nondelusional gran-
diosity, inflated self-esteem, pressured speech, a
flight of ideas, and increased involvement in goal-
directed activities or psychomotor agitation (APA,
2013). There is often a decreased need for sleep,
and the individual reports trouble either falling or
staying asleep. These individuals may take on
projects and tasks that keep them very busy,
although they may become distracted and not
finish the commitments originally made. Similar
to the manic episode, during a hypomanic episode
the individual also may engage in high-risk behav-
iors that he or she finds pleasurable while ignoring
the potential harmful consequences. Clients often
report experiencing a euphoric mood. Although
some interactions may involve sarcasm, overall the
individuals appear cheerful. Often while in the
hypomanic episode, individuals may report feeling
self-confident and good.

The time period for this mood episode to last
is approximately 4 days, and during this time it is
clear that the individual is exhibiting signs that
are uncharacteristic of previous levels of func-
tioning. Individuals experiencing a hypomanic
mood episode would not need to be hospital-
ized; although the symptoms may impair func-
tioning, and marked impairment is not noted.
‘What difterentiates the hypomanic episode from
the manic episode is the absence of sophisticated
and pronounced delusional thinking. Further-
more, individuals experiencing a hypomanic
episode do not show evidence of psychotic
features, even though others interacting with
them are aware that the behaviors they are
exhibiting are uncharacteristic.

Major Depressive Episode

According to the DSM-5, criteria for the diag-
nosis of the third type of mood episode, the
major depressive episode, requires three charac-
teristic criteria (A-C). Criteria A involves five or
more signs, in addition to the first sign of
depressed mood or loss of pleasure and interest.
In this episode one or the other must be present
in addition to the five or more additional signs.
Depressed mood involves feelings of sadness or
hopelessness that cannot be controlled or
avoided. In addition, there may also be a clear
loss of interest or pleasure in nearly all activities.
Like many other mental disorders, the diagnostic
criterion of depressed mood and loss of interest
must be significant enough to interfere with
individual functioning and his or her perform-
ance of usual activities. In addition, criterion A
requires that five or more additional symptoms
must be present. There are nine symptoms that
need to be considered of which five are required
to meet the criterion A. The first of the nine
symptoms includes documented incidents rele-
vant to depressed mood. It must be clear how
often these episodes occur, denoting the frequency
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and intensity to be evident daily happening almost
all of the time. This depressed mood will need to
be substantiated by self-report where the individ-
ual states he or she is expressing feelings of sadness,
haplessness, and hopelessness. Or if the individual
cannot communicate his or her feelings the
depressed mood can be observed and noted by
others. Others may report that the individual has
no energy, cannot complete previously capable
tasks, or is tearful most of the time. Of important
note is that depression in children and adolescents
can often manifest itself differently from adults and
the resultant picture can be quite different than the
depressed, quiet, and subdued adult. Oftentimes
when children and adolescents are depressed they
get openly angry, and frustration is how they
display their sadness and discontent.

In the second potential symptom the individ-
ual shows a lack of interest or pleasure in almost all
activities that he or she previously found pleasur-
able. When there isa markedly diminished interest
or pleasure in activities that are usually pleasurable
it is referred to as anhedonia. The third potential
symptom involves appetite. Often individuals suf-
fering from a major depressive episode report
appetite disturbances that occur on almost a daily
basis. At times these eating patterns involve con-
suming too much food, resulting in weight gain
(5% of body weight in 1 month); if they involve
eating too little, they may result in weight loss.
The weight loss has to be significant, and a specific
amount is outlined. To facilitate the assessment of
this symptom, these questions are suggested: Has
the client gained or lost weight recently (focusing
on the last month)? If so, how much weight has
been lost or gained? The answers to these ques-
tions help the practitioner determine if the client is
suffering from anorexia (eating less) or hyperpha-
gia (overeating) to cope with the depressive feel-
ings. The fourth area is related to sleep disturbance,
where the individual is either sleeping too much
(hypersomnia) or experiencing an inability to sleep
or disturbed sleep patterns (insomnia). This pattern

of sleep disturbance needs to happen nearly every
day. To facilitate the assessment of this symptom,
these questions are suggested: s the client sleeping
at night? If so, for how long? How does the client
feel when he or she wakes up? Does he or she
report feeling refreshed? When the third and
fourth potential symptom exist, these disturbances
in eating and sleeping, which are common in this
disorder, are often assessed first. Eating and sleep-
ing are considered basic for survival. Referring
specifically to insomnia and the loss of appetite, the
term used to describe these symptoms is vegetative.
‘When it involves oversleeping (hypersomnia) and
overeating (hyperphagia), it is referred to as reversed
vegetative symptoms.

The fifth symptom results in psychomotor
agitation (uncontrolled restlessness) or retarda-
tion (slowed and feeling exhausted), where the
individual cannot seem to escape these feelings
and behavioral manifestations as they occur
almost every day, and do not appear to subside
even for a short period of time. The sixth
symptom results in inescapable fatigue and
energy depletion, where it is not uncommon
for the individual to feel as if the energy has been
“sucked out.” The seventh symptom involves
feelings related to disturbances in mood where
the individual reports excessive and unfounded
feelings of guilt blaming the self for the illness
experienced or the inability to escape feelings of
dread and doom. Cognitive disturbances are
outlined in symptom eight where there is a
decreased ability to think and concentrate. Simi-
lar to the other symptoms in the list, this one as
well seems to occur every day almost all day,
making planning the simplest of cognitive tasks
almost impossible. Lastly is the possibility for
recurrent thoughts related to death and dying.
These thoughts can preoccupy the individual
and often suicidal ideations (the idea to kill
oneself) become prominent. This symptom
can be very dangerous as the individual may
actually develop and formulate a plan to commit



Bipolar and Related Disorders 209

suicide (suicidal intent). When this symptom is
present a clear plan to assess and plan for any
subsequent intervention needs to be clear and
direct.

Criterion B, requires that the symptoms dis-
played cause clinically significantdistress thatimpair
social and occupational functioning. Criterion C
requires that the symptoms displayed and the diag-
nosis placed not be attributable to another medical
condition or the effects related to substance use,
intoxication, or withdrawal (APA, 2013, p. 125).

In summary, those suffering from a major
depressive episode will often experience daily
bouts of depressed mood, psychomotor agitation
or changes in psychomotor activity, agitation or
retardation nearly every day, fatigue or loss of
energy, feelings of worthlessness or guilt, and
difficulty thinking, concentrating, or making
decisions. Because there are so many different
characteristics that can affect mood and result in
depression, it is important to assess for the possi-
bility of a grief reaction, especially when related to
the death or loss of a loved one. In these cases the
practitioner needs to gather a comprehensive
picture, and when assessing for the presence of
each of the nine symptoms, be sure to also gathera
through history taking into account recent situa-
tional events as well as social and cultural mores
and expectations.

Although it is beyond the scope of this
chapter to discuss all the signs and characteristic
symptoms of all the bipolar disorders, the societal
context and a brief overview of the most com-
mon ones are presented. For specific word-
for-word criteria the reader is referred to the
DSM-5, pages 123-126, which provide a list of
specific criterion for each episode.

Specifiers for Bipolar and Related
Disorders

Making a diagnostic impression related to the
bipolar and other disorders involves assessing

whether a mental disorder exists by gathering
information from collateral sources such as family
and friends. When this is coupled with a strong
and dynamic relationship between the practi-
tioner and the patient, the best types of thera-
peutic assessments result (Frances, 2013). In the
bipolar and related disorders, similar to most of
the other disorders, in the DSM-5, a disorder
may not clearly fit into distinct diagnostic cate-
gories (Garland & Howard, 2014), or the bipolar
or related disorder tends to follow a similar or
recognized pattern. In cases such as this, a subtype
or coutse specifier may be warranted.

In the DSM-5, for the bipolar disorders there
are no subtypes to clarify a diagnosis where the
phenomenological criteria are mutually exclusive
and exhaustive (APA, 2013). A subtype is used,
however, for the diagnosis of schizoaftective dis-
order (discussed in Chapter 5). The reason a
subtype is used in that disorder is its close rela-
tionship with the bipolar and related disorders. A
subtype qualifier is used to outline homogeneous
groupings of disorders, such as that seen in schiz-
oaffective disorder. In schizoaffective disorder,
documenting a subtype is always easy to recognize
because itis coded as specify whether. Therefore, in
schizoaffective disorder, it can be characterized
with the subtype bipolar type to indicate that the
criteria required for the manic episode and possi-
bly a depressive episode may also occur during the
course of the schizoaffective disorder. There is also
a second subtype, the depressive type. Like the
other subtype for schizoaffective disorder, the
depressive type applies to the criteria being met
for the schizoaftective disorder while also display-
ing symptoms equivalent to a major depressive
episode.

In the bipolar and related disorders, diagnostic
categories and course specifiers are used to show
how criteria that are similar within this diagnostic
category can lead to homogeneous (or similar)
subgroupings that highlight certain shared fea-
tures. To examine the specifiers in this category,
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nine specifiers are outlined that, when indicated,
may be applied across each of the diagnoses: with
anxious distress, with mixed features, with rapid
cycling, with melancholic features, with atypical
features, with psychotic features, with catatonic
features, with peripartum features, and with sea-
sonal pattern.

With Anxious Distress Often an individual
with a bipolar disorder presents with significant
features related to anxiety. Using the specifier,
coded specify if, with anxious distress allows the
crosscutting of core anxiety-related symptoms
characteristic of the episode of mania, hypoma-
nia, or depression. When this specifier is used,
two or more of the symptoms—feeling keyed
up, unusually restless, difficulty concentrating
because of worry, fear something awful might
happen, and feeling the loss of control—must
occur most days when the client is also experi-
encing the mood episode.

With Mixed Features Another specifier for
this category of disorders is with mixed features.
Mixed features can be further divided into two
types: manic or hypomanic episode with mixed features
and depressive episode with mixed features. Those
familiar with the term mixed as related to
these disorders may be reminded of the mixed
episode that was previously listed and described
in DSM-IV and DSM-IV-TR. In DSM-5, the
mixed episode was deleted as a type of epi-
sode and modified to represent mixed features.
The manic or hypomanic episode with mixed
features 1s designed to address a series of mood-
related features that can happen during the
manic, hypomanic, or the mixed episode. Out-
lined are six characteristic symptoms, and the
individual must suffer from at least three of them
during the last time period when the criteria
were also met for the manic or hypomanic
episode. With mixed features, the individual
may appear to suffer from dysphoria or depressed

mood most evident by others reporting that the
individual is crying and reporting feeling sad or
lost and noting how uncharacteristic these
behaviors are. This is especially noteworthy as
onlookers are also seeing symptoms of the manic
or hypomanic mood. In addition, the remaining
seven characteristics further describe depressive
features such as diminished interest, psycho-
motor retardation, loss of energy, feelings of
worthlessness, and recurrent thoughts of death,
all superimposed on the manic or hypomanic
episode, where such features stand in direct
contrast. When a mixed features qualifier is
added, it must be indicative of a direct change
from the person’s mood and be unusual,
inconsistent behavior noted by others viewing
it. It is essential to ensure that these strange
symptoms are not caused by a substance or a
medical disorder, so a clear history and physical as
well as laboratory tests are always suggested.
The second type of specifier denoted as
mixed feature is the depressive episode with mixed
features. In this specifier, the full criteria for the
major depressive episode are met, although the
individual presents with at least three of the seven
outlined criteria that are characteristic of a manic
or hypomanic episode: elevated and expansive
mood, grandiosity and inflated self-esteem, pres-
sured speech, flight of ideas, increased energy,
and decreased need for sleep. The individual
may also engage in uncharacteristic and high-
risk behaviors that could easily lead to the onset
of interpersonal troubles, disruptions among
family and friends, and other social, occupational,
and/or legal difficulties. All of these symptoms are
very uncharacteristic of the depressive episode and
to onlookers would seem mood-incongruent.

With Rapid Cycling Another specifier for
this category of disorders is with rapid cycling,
which can be used for both bipolar I and bipolar
IT disorder. Rapid cycling is the switch to an
opposite episode, for example, from a major
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depressive episode to a manic episode. There
needs to have been at least four mood episodes
within the past 12 months. These episodes need
to meet the same criteria of duration and
symptom numbers as the criteria for a major
depressive, manic, or hypomanic episode and
be either in a period of remission or a switch to
an opposite episode. The only difference
between rapid cycling and other episodes is
the frequency of the episodes. To distinguish
rapid cycling from episodes caused by a sub-
stance, a medical history, laboratory tests, and a
physical are suggested.

With Melancholic Features The specifier
with melancholic features is characterized by a
loss of pleasure in activities previously considered
pleasurable. The loss or lack of pleasure needs to
be present during the most severe period of the
episode. In addition, three or more of the fol-
lowing six symptoms must be present: a distinct
depressed mood or empty mood, depression that
is worse in the mornings, early-morning awak-
ening (at least 2 hours earlier than usual), psy-
chomotor retardation or agitation, significant
weight loss or anorexia, and excessive guilt.
Melancholic features are noted at the most severe
stage of the episode, where there is almost a
complete absence of pleasure, and even in posi-
tive circumstances, the mood does not improve.
These features are seen most frequently in the
inpatient setting because of the severe loss of
pleasure in almost all activities. The numbness
often experienced is more characteristic of the
most severe stages of the disorder and is more
likely in individuals with psychotic features.

With Atypical Features Another specifier
is with atypical features, which is more common
than the name implies. With atypical features,
the mood is brightened with the occurrence of
positive events. In addition to this characteristic,
at least two of the following symptoms are

necessary: significant weight gain or increase in
appetite, hypersomnia (increase in sleep), leaden
paralysis (heavy feelings in arms or legs), and
sensitivity to interpersonal rejection that affects
social or occupational functioning. With atypical
features, the mood may remain brightened for an
extended period if events are favorable. There
can be an increase in food intake that leads to
weight gain. There may also be leaden paralysis,
which is characterized by a heavy sensation in the
arms or legs. Sensitivity to rejection from others
is present even when the client is not in a
depressed episode.

With Psychotic Features The specifier with
psychotic features is characterized by delusions or
hallucinations during the episode. There are two
types: mood-congruent and mood-incongruent
features. With mood-congruent, the content of the
delusions and hallucinations is consistent with the
manic episode of grandiosity and invulnerability
and may also include paranoia. With mood-
incongruent features, the content of the delusions
and hallucinations is inconsistent with the themes
of the episode, or there is a mixture of mood-
congruent and mood-incongruent features.

With Catatonic Features The specifier
with catatonic features can be present in either
a manic or depressive episode. The criteria for
catatonic features are in Chapter 5.

With Peripartum Feature The specifier
with peripartum onset is applied if symptoms
occur during pregnancy or 4 weeks postdelivery.
This specifier is used for manic, hypomanic, or
major depressive episodes in both bipolar I and
bipolar II disorders. An estimated 3% to 6% of
women experience the onset of a major depres-
sive episode during pregnancy or during the
weeks following delivery. There are severe
symptoms of anxiety and sometimes panic
attacks during this period.
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The peripartum specifier can be with or
without psychotic features. One of the psychotic
features can be infanticide,
women experience commanding them to kill
the infant or delusions that the infant is possessed.
Women with a prior history of depressive or
bipolar disorders are at an increased risk of a
postpartum episode with psychotic features.
Once there has been a postpartum episode
with psychotic features, the risk of recurrence
is between 30% and 50% for future deliveries.

a hallucination

With Seasonal Pattern One last specifier
for this type of disorder is with seasonal pattern.
This feature is characterized by a recurring sea-
sonal pattern of at least one type of manic,
hypomanic, or depressive episode. If a depressive
episode occurs during the winter months, it does
not mean that a manic or hypomanic episode
will also occur seasonally. This specifier applies
only for bipolar I and bipolar II disorder. Sea-
sonal mood patterns should always be distin-
a psychosocial
occurs regularly at the same time of the year

guished from stressor  that
(e.g., summer unemployment), which would
not be proper use of this specifier.

The seasonal pattern episodes commonly
begin in the fall and last to the spring. Summer
episodes are less common, and in either case, the
pattern of onset needs to be present for at least a
2-year period, without any non-seasonal epi-
sodes during this time frame. Symptoms that are
common during major depressive episodes with
seasonal pattern are hypersomnia, overeating,
weight gain, and craving for carbohydrates. A
seasonal pattern appears more likely in bipolar IT
disorder than in bipolar I disorder.

Specifiers Related to Remission and
Current Severity

In the bipolar and related disorders, the coding
allows specifying if there is partial remission or

full remission. The term remission is particularly
useful to the practitioner when the criteria for a
past disorder are not currently met, yet the
practitioner’s clinical judgment is that the criteria
will shortly be met and the condition is dormant
but still there and could soon match what has
occurred before. With the bipolar and related
disorders, this specifier requires that symptoms of
the manic, hypomanic, or depressive episode are
present but full criteria are not met, or there is a
period of less than 2 months without significant
symptoms of mania, hypomania, or depressive
episode. In full remission, no significant symp-
toms are present. The use of specify current symp-
foms can be further quantified and listed after the
diagnosis with severity, such as mild, moderate,
and severe.

In mild, there are few symptoms, if any, and
the symptoms create only a minor social or occu-
pational impairment. In moderate, the number
and intensity of the symptoms are between mild
and severe and have a moderate impact on social
or occupational functioning. In severe, the num-
ber of symptoms is substantial, and they markedly
interfere with social or occupational functioning.

When applying any of the additional quali-
fiers or specifiers, the practitioner needs to make
sure the application is related to the current level
of problem behavior and must clearly document
the frequency, intensity, and duration of why the
specifier was noted. Diagnostic codes, usually
three to five digits, are often utilized to report
statistical information and to facilitate retrieval of
information. The fourth and fifth digits of the
code can be assigned to the subtype. Careful
coding of these specifiers is noted.

OVERVIEW OF THE BIPOLAR AND
RELATED DISORDERS

Bipolar disorder is a severe, recurrent psychiatric
illness characterized by extreme fluctuations in
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mood with vacillating episodes of major depres-
sion and mania (Basco, Ladd, Myers, & Tyler,
2007). Bipolar disorder was often referred to as
manic depression or bipolar affective disorder. In
DSM-1V and DSM-IV-TR, the combined chap-
ter termed the mood disorders was eliminated. In
DSM-5, the information previously in this chap-
ter is now divided into two chapters that separate
the bipolar disorders from the depressive disor-
ders. Actually, the placement of these disorders is
quite deliberate in that schizophrenia spectrum,
bipolar disorder, and the depressive and anxiety
disorders are listed next to each other to create a
bridge between the disorders.

The DSM-5 is unique over the previous
versions as the chapter sequencing now allows
noting overlapping symptoms, as well as cross-
cutting, where symptoms from one disorder are
also relevant for another. For the most part in
DSM-5, the criteria for the bipolar disorders
episodes remained unchanged, with the only
exception being the mixed episode, which was
replaced with a specifier to address rapid cycling.
The bipolar disorders continue to consist of
several primary disorders.

According to Leahy (2007), the bipolar dis-
orders afflict 3% to 5% of the U.S. population.
What particularly concerns mental health pro-
fessionals is that the rates for completed suicide
for persons suffering from bipolar disorder are 60
times higher than in the general population,
making bipolar disorder a chronic, devastating,
and often underdiagnosed mental health disorder
(Leahy, 2007).

When suftering from one of the bipolar
disorders, clients can experience recurrent psy-
chiatric episodes with high levels of hospitaliza-
tion, long-term morbidity, comorbidity, and
disability (Baldessarini, Perry, & Pike, 2007).
Multitudes of symptoms can occur in quick
succession (Farrelly, Dibben, & Hunt, 2006).
Despite the availability of psychotropic medica-
tions and increased research supporting treatment

efficacy, the majority of people with bipolar
disorder are not able to maintain long-term
remission (Vieta et al.,, 2008). Even with
good medication maintenance, 75% of people
with bipolar disorder are estimated to relapse
within 5 years (Williams et al., 2008). There
may also be an increase in dangerous behaviors.
These high-risk behaviors can result in car
accidents and other tragic events, making indi-
viduals who suffer from bipolar disorder a major
concern for public safety and law enforcement
as well as the health care system (Baldessarini
et al.,, 2007). A further complication is that
controlling the symptoms can be difficult, and
those who suffer from the bipolar disorders are
responsible for 5% to 15% of new and longer
psychiatric hospitalizations (Miasso, Cassiani, &
Pedrao, 2008).

In all of the bipolar disorders, individuals
suffering from them have at least one symptom
related to mania or hypomania, in contrast to
those who suffer from the depressive or unipolar
disorders. The episodes, as stated earlier, are
classified as depressive, manic, or mixed, coin-
ciding with the predominant features. Even
when a client initially presents with only manic
or hypomanic symptoms, it is assumed that if a
bipolar disorder exists, the depressive episode
will eventually occur.

The symptoms of the depressive form
of bipolar disorder are usually clinically in-
distinguishable from those exhibited in the major
depressive disorders, although psychomotor
retardation and hypersomnia may also occur in
the depressed phase of bipolar disorder. The
essential difference between the depressive dis-
orders and the bipolar and related disorders is that
the depressive episodes have only a depressive
component (thus the term unipolar), whereas the
bipolar disorder has both phases (thus the term
bipolar). Manic or hypomanic episodes either
immediately precede or immediately follow a
depressive episode. In some cases, the manic and
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depressive episodes are separated by intervals of
relatively normal functioning (APA, 2000).
Harel and Levkovitz (2008) state that “although
abnormal mood elevation is the cardinal diag-
nostic feature that distinguishes bipolar disorder
from recurrent major depressive disorder,
depression more than mania is the leading cause
of impairment and death among patients” suf-
fering from a bipolar disorder (p. 121).
According to the DSM-5, there are seven
primary types of bipolar and related disorders:
bipolar I disorder, bipolar II disorder, cyclothy-
mic disorder,
bipolar and related disorder, bipolar and related

substance/medication-induced

disorder due to another medical condition,
unspecified bipolar and related disorder, and
unspecified bipolar disorder. (See Quick Refer-
ence 6.3).

The DSM-5 identifies seven subgroups of
bipolar and related disorders. Each of these sub-
groups includes criteria to determine if a client is
experiencing a single manic episode or hypo-
manic episode, along with the depressive epi-
sodes, and starts with highlighting the most
recent episode. In addition, there are specifiers
that mental health practitioners can use to
describe the episode recurrence. Each diagnosis
has its own group of potential specifiers and is

QUICK REFERENCE 6.3

DescripTION OF BipoLAR MoobD DISORDERS

Bipolar I Disorder: This disorder is considered the most severe and is characterized by
at least one manic episode and a history of hypomanic or a depressive episode.
Specific criteria for the number of symptoms required for each manic, hypomanic, or
depressive episode must be met.

Bipolar II Disorder: This disorder is characterized by one or more depressive episodes
with at least one hypomanic episode: a period of elevated or irritable mood with
increased activity, lasting at least 4 consecutive days and present throughout each day
most of the time.

Cyclothymic Disorder: This disorder is characterized by a persistent mood disturbance
lasting at least 2 years (1 year in children and adolescents), and the individual must not
be without the symptoms for 2 months. This disorder, although considered more
chronic because of the duration of the symptoms, is less severe because the symptoms
experienced do not meet the criteria for either the full hypomanic or depressive
episodes.

Substance/Medication-Induced Bipolar and Related Disorder: This disorder is char-
acterized by a disturbance in mood that clinically predominates and includes symp-
toms of elevated or irritable mood, with or without depressed mood, or diminished
interest or pleasure in all or most activities. A physical exam and laboratory tests are
needed to confirm that the symptoms developed during or soon after substance
intoxication or withdrawal or after taking a medication as evidence that the sub-
stance/medication produces the mood symptoms. The disorder is not better explained
by a bipolar or related disorder that is not induced by substances/medications, does
not occur only during a delirlum, and causes significant impairment in social,
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occupational, or other areas of functioning. Categories of the substances include
alcohol, phencyclidine, other hallucinogen, sedative, hypnotic or anxiolytic, amphet-
amine or other stimulant, cocaine, other, or unknown substance.

Bipolar and Related Disorder Due to Another Medical Condition: This disorder is
characterized by a period of elevated or irritable mood with abnormally increased
activity or energy that is presented clinically. Results from laboratory tests and physical
exams show evidence of another medical disorder. The disturbance is not explained by
another mental disorder and does not occur exclusively during a delirium. The
disorder must cause significant impairment in social, occupational, or other areas
of functioning to meet this diagnosis. It is indicated to specify with manic features, with
manic or hypomanic features, or with mixed features.

Other Specified Bipolar and Related Disorder: This disorder is characterized by
impairment in social, occupational, or other significant areas of functioning but
does not meet full criteria for any of the other categories of bipolar and related
disorders. This diagnostic category can apply to the following four clinical presenta-
tions: short-duration hypomanic episodes (2-3 days) and major episodes, hypomanic
episodes with insufficient symptoms and major depressive episodes, hypomanic
episode without prior major depressive episode, and short-duration cyclothymia
(less than 24 months).

Unspecified Bipolar and Related Disorder: This disorder presents with symptoms
characteristic of bipolar and related disorder but does not meet the full criteria for any
of the bipolar and related disorder category. The unspecified bipolar disorder category
used when there is insufficient information to place a more formal diagnosis and may
be used in settings such as emergency rooms.

Source: Summarized criteria from the Diagnostic and Statistical Manual of Mental Disorders, Fifth
Edition. Copyright 2013 by the American Psychiatric Association.

listed earlier in this chapter and individually with
each diagnosis. (See Quick Reference 6.4.)

Bipolar I Disorder

Bipolar I disorder can involve depressive, hypo-
manic, or manic episodes (Maxmen, Ward, &
Kilgus, 2009). The expected course results in a
clearly defined manic episode that comes as the first
episode and it can be followed by hypomanic or
depressive episodes (APA, 2013). To diagnosis

bipolar I disorder, however, according to DSM-5
there are two criteria that must be met (A-B).
Criterion A requires that at least one manic episode
be present. See earlier in this chapter for the specific
criteria relative to the manic episode. In criterion B,
the potential for hypomanic and depressive epi-
sodes exists, but the full criteria for the manic and
major depressive episodes must be met and are
not better explained by another mental disorder
such as selected schizophrenia spectrum and the
psychotic disorders (APA, 2013).
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Four Subgroups of Bipolar I Disorder

1. Bipolar I Disorder, Most Recent Episode Manic (Mild, 296.41), (Moderate, 296.42),
(Severe, 296.43). With psychotic features (296.44), In partial remission (296.45), In full
remission (296.46), Unspecified (296.40).

Currently (or most recently) in a manic episode.
There has previously been at least one major depressive episode.

2. Bipolar I Disorder, Most Recent Episode Hypomanic (296.40, for cases not in
remission). Severity and psychotic specifiers do not apply. With psychotic features
(NA). In partial remission (296.5). In full remission (296.46), Unspecified (296.40).

Currently (or most recently) in a hypomanic episode.
There has previously been at least one manic episode or mixed episode.

3. Bipolar I Disorder, Most Recent Episode Depressed (Mild 296.51), (Moderate,
296.52), (Severe, 296.53). With psychotic features (296.54), In partial remission
(296.55), In full remission (296.56), Unspecified (296.50).

Currently (or most recently) in a major depressive episode.
There has previously been at least one manic episode or mixed episode.

4. BipolarIDisorder, Most Recent Episode Unspecified 296.7 (Severity, psychotic, and
remission specifiers do not apply).

Criteria, except for duration, are currently (or most recently) met for a manic,
hypomanic, or major depressive episode.
There has previously been at least one manic episode or mixed episode.

In addition to these subgroups, practitioners should also write as many of the
following specifiers as apply to the current or most recent episode (these do not have
codes):

With anxious distress

With mixed features

With rapid cycling

With melancholic features

With atypical features

With mood-congruent psychotic features
With mood-incongruent psychotic features
With catatonia

With peripartum onset

With seasonal pattern

Source: Summarized criteria from the Diagnostic and Statistical Manual of Mental Disorders, Fifth
Edition. Copyright 2013 by the American Psychiatric Association.
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Since the manic episode must be documented
by history or must exist at the present time, be sure
to note the time frame and whether it has lasted at
least 1 week, and is present almost every day. The
exact time frame is not given in DSM-5 as to what
constitutes almost all day, every day but approxi-
mately 75% to 100% of the time appears to be a
safe estimate. Criterion A for the hypomanic
disorder is similar in terms of the frequency and
intensity; however the time frame is at least 4
consecutive days. In criterion B, for both the
manic and the hypomanic episodes three or
more (or four or more if the mood is noted as
irritable) of the characteristic symptoms need to be
present. For both episodes criterion B involves
inflated self-esteem or grandiosity, decreased need
for sleep, increased talkativeness or pressured
speech, flight of ideas, distractibility, increased
goal-directed activity or psychomotor activity,
and excessive involvement in activities that
have a high potential for painful consequences,
such as unrestrained buying sprees (APA, 2013).
Subsequent criteria for the manic episode extend
from criteria A-D, whereas the hypomanic epi-
sode requires fulfillment of criteria A-E. The
depressive episode, defined earlier in this chapter,
requires experiencing criteria A-C, involving a
longer time frame of at least 2 weeks and a clear
change from previous mood exhibiting either
depressed mood or a loss of interest or pleasure
in what was previously considered pleasurable
(APA, 2013).

When working with clients in the active
phase the mood in a manic or hypomanic epi-
sode can be characterized as euphoric and cheer-
ful or it can turn to agitated and angry.
Therefore, usually a persistent irritable mood
can quickly turn into an elevated one. Regardless
of the mood of the initial presentation the
resultant ideas and behaviors are usually excessive
and may involve increased sexual promiscuity
and unsafe, unrestricted sexual activity. Individ-
uals engage in multiple projects with the

increased energy level they have at this time.
There may also be a preoccupation with religious
activities.

When identifying three or more of the
following symptoms (or four if the mood is
only irritable) the following may be evident
and represent a change from their usual behavior:
(1) Self-esteem is typically inflated, and individ-
uals can have delusions of grandeur, thinking
they are famous or wealthy; (2) commonly,
individuals have a decreased need for sleep,
waking up several hours earlier than they usually
do and feeling rested and energetic; the onset of a
manic episode is often this decreased need for
sleep; (3) individuals are increasingly talkative,
often interrupting others when they speak and
engaging in conversations with strangers; speech
may be rapid, pressured, and loud; (4) flight of
ideas or racing thoughts that cannot be expressed
through speech and are characterized by accel-
erated speech changing from topic to topic; (5) a
high level of distractibility where things such as
background conversations may make it difficult
for an individual to stay focused; (6) an increase
in goal-directed activity, including sexual, occu-
pational, political, or religious; (7) a marked
impairment in judgment leading to buying sprees
on credit cards, unplanned trips, reckless driving,
and poor investments. Usually a manic episode
results in a hospitalization to prevent harm to self
or to others.

Practitioners should keep in mind that cli-
ents with bipolar I disorders frequently report
depressive episodes as well as symptoms such as
agitation and hyperactivity that often are associ-
ated with it. Between episodes, 20% to 30% of
clients continue to suffer from labile mood
(mood lability or fluctuations) that is significant
enough to disturb interpersonal or occupational
relations. In some cases, psychotic features may
develop. When this happens, subsequent manic
episodes are more likely to have psychotic
features.
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The manic episodes characteristic of bipolar I
disorder, when compared to the hypomanic
ones, tend to be extreme, with a significant
impairment of occupational and social function-
ing. A person who experiences a manic episode
has a marked elevated, euphoric, and expansive
mood, frequently interrupted by outbursts of
irritability or even violence, particularly when
others refuse to go along with the manic person’s
antics and schemes. For a manic episode to exist,
the mood must persist for at least 1 week. In
addition, three of these symptoms must also
occur in the same time period.

1. There is a notable increase in goal-
directed activity, which sometimes may
appear to be a nonrelievable restlessness.

2. Thoughts and mental activity may
appear to speed up, so that the individual
appears to exhibit a flight of ideas or
thoughts that race through the brain.

3. Distractibility, high levels of verbal out-
put in speech or in writing, and a
severely decreased need for sleep may
also occur.

4. Inflated self~esteem is common and,
when severe, becomes delusional, so
that the person harbors feelings of enor-
mous grandeur and power.

5. Personal and cultural inhibitions loosen,
and the person may indulge in activities
with a high potential for painful conse-
quences, such as foolish business ven-
tures, major spending sprees, and sexual
indiscretions (APA, 2013).

Bipolar II

In bipolar II, a clinical course is characterized by a
current or past major depressive episode, accom-
panied by at least one hypomanic episode. The
presence of a manic episode precludes the diag-
nosis of bipolar II disorder. The presence of the

hypomanic episode as opposed to the manic
episode is a critical factor for differentiating
between these two conditions.

Bipolar II disorder is generally characterized
by one or more depressive episodes with at least
one hypomanic episode that generally lasts
approximately 4 days. Similar to bipolar I, it
also requires three (or four for those with irritable
mood) of the seven symptoms: inflated self-
esteem or grandiosity, decreased need for sleep,
more talkative than usual, flight of ideas (racing
thoughts), distractibility (to external stimuli), psy-
chomotor agitation, and excessive involvement in
activities with a high potential for painful conse-
quences (shopping sprees, sexual promiscuity).

In bipolar II, the symptoms must cause
clinically significant distress or impairment in
social, educational, or occupational functioning,
although in some cases the hypomanic episodes
themselves do not cause impairment. Often this
impairment results from major depressive epi-
sodes or from chronic patterns of unpredictable
mood. According to the DSM-5, bipolar II
disorder, which was previously thought to be
gender-related, now based on new research
evidence appears mixed. The occurrence of
the disorder also reports mixed results when
comparing women and men; however, women
may be at risk of developing subsequent episodes
related to postpartum hypomania. (See Quick
Reference 6.5.)

WhatbipolarI and bipolar II disorders have in
common is the presence of the major depressive
episode with the same associated five symptoms
from the list of nine. Persistent depressed mood,
loss of interest in activities, poor concentration,
feelings of hopelessness, and changes in eating and
sleeping patterns characterize the depressive
phase. In contrast, the hypomanic client usually
exhibits increased levels of energy, irrtability,
decreased need for sleep, changes in eating pat-
terns, increases in activities (including spending),
and increases in pressured verbalization. Because
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Diagnostic Criteria for Bipolar Il Disorder (296.89)

®  Presence (or history) of one or more major depressive episodes.

m  Presence (or history) of at least one hypomanic episode.

®  There has never been a manic episode.

m  The mood symptoms in Criteria A and B are not better accounted for by schiz-
oaffective disorder and are not superimposed on schizophrenia, schizophreniform
disorder, delusional disorder, or other specified or unspecified schizophrenia
spectrum and other psychotic disorders.

®  The symptoms cause clinically significant distress or impairment in social, occu-
pational, or other significant areas of functioning.

Specify current or most recent episode:

Hypomanic or Depressed.

Specify if:

With anxious distress

With mixed features

With rapid cycling

With mood-congruent psychotic features

With mood-incongruent psychotic features

With catatonia

With peripartum onset

With seasonal pattern

Specify course if full criteria for a mood episode are not currently met:

In partial remission or in full remission.

Specify severity if full criteria for a mood episode are currently met:
Mild, Moderate, or Severe.

Source: Summarized criteria from the Diagnostic and Statistical Manual of Mental Disorders, Fifth
Edition. Copyright 2013 by the American Psychiatric Association.

of the increase in energy and activities, many
individuals become quite creative during these
spurts and later experience the depressive trend.
Individuals with bipolar II disorder are at higher
risk for suicide and usually have a strong family
history of bipolar or depressive disorders
(Oquendo, Currier, & Mann, 2006).

Cyclothymic Disorder

According to the DSM-5, clients with a diagnosis
of cyclothymic disorder have milder symptoms
than those who suffer from the other types of
bipolar disorders, although the symptoms are
more consistent and last for approximately 2
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years. According to the DSM-5, criterion A-F
must be met to place this diagnosis (APA, 2013).
To meet the criteria for cyclothymic disorder,
criterion A and B require that the symptoms be
continuous, and the individual suffering from
this disorder cannot be without hypomanic and
depressive symptoms for a period of 2 months
(APA, 2013). Within this time frame there will
be times when the disorder does not meet the
criteria for the full hypomanic or major depres-
sive episode and at least half of the time period
the symptoms are displayed. This is why
although this is a milder type of a bipolar dis-
order, Austrian (2005) referred to it as chronic.
What makes this disorder difterent from bipolar
11 1s that according to criterion C the full criteria
of the three episodes consistent with these dis-
orders (manic, hypomanic, and depressive) have
never been met. Furthermore, in criterion D it
cannot be better attributed by another disorder
such schizophrenia spectrum and other psy-
chotic disorders. Criterion E suggests that a
complete medical work-up be conducted to
rule out medical conditions such as hyper-
thyroidism that can clearly mimic the symptoms
of these disorders as well as the effects of
substance experience, subsequent use, intoxica-
tion, and withdrawal. In criterion F, the cycling
and the mood changes that occur must be
severe enough to cause social and occupational
problems that affect daily functioning and pro-
ductivity levels.

Lastly, if an individual experiences only a
clear major depressive episode without a hypo-
manic one, this diagnosis should not be used. In
the diagnostic assessment, the time frame is
reduced to 1 year in children and adolescents
rather than 2, asneeded in adults. Also, in children
and adolescents the presentation of depression
does not always match that of adults and the child
and the adolescent may show the feelings of
depression in an agitated state. When working
with children and adolescents examining the

criteria for DMDD, listed earlier in this chapter,
may be of most help.

Substance/Medication-Induced Bipolar
and Related Disorder

In substance/medication-induced bipolar and
related disorder that is characterized by elevated
or expansive mood, there may or may not be
evidence of a depressive mood episode. In this
disorder, it must be clear that the disorder-
related symptoms appeared after the client
ingested the substance or during intoxication
or withdrawal. This category also covers the
substances of abuse, prescribed medications, and
possible medical conditions that can produce
maniclike symptoms. The symptoms cause
clinically significant distress or impairment in
social, occupational, or other important areas of
functioning.

Bipolar and Related Disorder Due to
Another Medical Condition

In bipolar and related disorder due to another
medical condition, the linkage to the medical
illness causing this disorder must be clear, and
thus the symptoms displayed must easily be
connected back to the illness. In this condition,
the disturbance the client is experiencing cannot
be better explained by another mental disorder
and does not occur during the course of a
delirium. Similar to all diagnoses, the symptoms
must cause clinically significant distress or
impairment in social, occupational, or other
principal areas of functioning. In addition, the
disturbance may necessitate hospitalization to
prevent harm to self or others and may include
psychotic features. In coding the disorder, it can
be specified as: with manic features, with manic-
or hypomanic-like episode, or with mixed fea-
tures. Bipolar Disorder NOS was replaced with
unspecified bipolar disorder.
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Other Specified Bipolar and Related
Disorder

In this disorder, there are symptoms of bipolar
and related disorders that cause impairment in
social, occupational, or other significant areas of
functioning but do not meet full criteria for any
of the other categories of bipolar and related
disorders. This category can apply to the follow-
ing four clinical presentations:

1. Short-duration hypomanic episodes (2—
3 days) and major depressive episodes. In
this clinical presentation, individuals
present with two or more episodes of
hypomania that last only 2 or 3 days.

2. Hypomanic episodes with insufficient
symptoms and major depressive epi-
sodes. In this clinical presentation, the
individual experiences one or more epi-
sodes of hypomania but does not meet
the criteria of at least 4 consecutive days
of elevated mood and at least two other
symptoms of a hypomanic episode.

episode
major depressive episode. In this clinical
presentation, one or more hypomanic
episodes have never met the full criteria
for a major depressive or manic episode.

4. Short-duration cyclothymia (less than
24 months), where multiple hypomanic
symptoms do not meet the full criteria
for hypomanic episode and major
depressive episode that lasts less than
24 months (less than 12 months for
children and adolescents). The hypo-
manic or depressive symptoms last at
least 2 months at a time and cause
significant impairment in functioning.

3. Hypomanic without prior

Unspecified Bipolar-Related Disorder

This disorder presents with symptoms character-
istic of bipolar and related disorders but does not

meet the full criteria for any disorder in the bipolar
and related disorder category. The unspecified
bipolar disorder category is used when there is
insufficient information for a more specific diag-
nosis, such as in emergency rooms. It can also be
used if the practitioner decides not to place the
reason the disorder does not meet the criteria,
which could include a multitude of reasons.
When this disorder is given, however, it is
expected that the symptomatology present will
be monitored so the symptoms indicative of the
diagnostic category can be identified.

SUMMARY OF BIPOLAR DISORDERS

The most helpful aspect of the updates made to
DSM-5 criteria for the bipolar and related dis-
orders is recognition that anxiety can occur in
multiple mental health disorders. The crosscut-
ting and the wide array of specifiers outlined
earlier in this chapter for each diagnosis allow the
inclusion of anxiety, mixed features, with rapid
cycling and other specifiers and documenting
not only the presence of these features but also
the severity. Anxiety can be measured as it relates
to the symptoms exhibited by the client regard-
less of the diagnostic category. This allows each
disorder that is accompanied by some type of
anxiety dimension to rate the symptoms of
anxiety from O (no anxiety) to 4 (severely anx-
ious with five symptoms and motor agitation).
The ranking for the dimension of anxiety follows
the traditional scale listed earlier.

In addition, the dimensional assessment and
the crosscutting of symptoms encourage the rating
of suicide potential, especially as it relates to the
substance use dimension. Each disorder category
also lists the conditions that may be comorbid with
it. For example, in bipolar I disorder, it is common
to assess for possible comorbidity with the anxiety
disorders, ADHD and the disruptive impulse
control disorders, and alcohol use disorder,
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especially since half of all patients diagnosed with
bipolar disorder also have a substance use disorder
that can complicate any treatment provided. It
also lists medical conditions; for example, in
bipolar I disorder, there is a high indication of
metabolic syndrome and migraines, whereas in
bipolar II, there is a higher prevalence of the eating
disorders, such as binge eating disorder (BED), as
well as cyclothymic disorder and the substance
and sleep-related disorders. Paris (2013) states that
the new DSM-5 and recognition of overlapping
symptoms allows further definition of the bipolar
disorders and the linkage that can be made to
schizoaffective disorder, recognizing the overlap
of symptoms resulting in each.

In terms of treatment, since bipolar disorder
may worsen over time, the treatment plans must
remain as flexible as the disorder. Treating the
symptoms needs to take into account the vast
array of psychosocial domains and the problems
that can occur with fluctuating moods and vac-
illating energy levels.

DIAGNOSTIC ASSESSMENT IN ADULTS
WITH BIPOLAR DISORDER

Regardless of the type of bipolar disorder, remem-
ber that variability in the client’s behavior and
actions is expected and that these changes in
behavior and energy level can occur gradually
or quite suddenly. One factor to consider during
the assessment phase is whether the client is
experiencing uncharacteristic behaviors that
require the addition of a specifier such as rapid
cycling. Some clients with bipolar disorder may
show symptoms of mixed features that may qualify
for either the manic or hypomanic mixed or the
depressed mood specifier that is indicative of
uncharacteristic concurrent depressive, manic,
or hypomanic symptoms. For those individuals
who have mixed-state presentations, rapid cycling
can be prominent and affect approximately 33% of
people with bipolar II. Rapid cycling isa risk factor

for recurrence, suicidal behavior, comorbidity,
poor outcome, decreased functioning, and resist-
ance to lithium treatment (Hajeka et al., 2008).
When a diagnosis of bipolar disorder is
confirmed using the DSM-5 criteria (APA,
2013), attention focuses almost immediately
on determining whether the client meets the
criteria for depressive, manic, or hypomanic
episodes. In addition, every mental health prac-
titioner should assess for critical symptoms that
could reflect other mental health problems and
how these exogenous factors can influence the
resulting episode. The complex and multifaceted
symptoms can be complicated with other psy-
chiatric problems that also require attention and
treatment. For example, priority is given to
identifying substance-related disorders important
during the assessment phase and continuing
through the treatment phase. When there is a
history of alcohol and drug use, special attention
must be paid to prescribing medications for
treatment of this disorder. Failure to obtain
substance use information at the point of assess-
ment can become harmful if the client uses
medications while taking these substances.
Once the diagnosis has been confirmed,
assessments include suicide potential, history
and risk of violence, psychotic symptoms, risk-
taking behaviors that can include sexual acting
out, and substance and alcohol abuse (Sublette
et al., 2009). Suicide assessment is critical, as the
risk for suicide is 37 times higher when the client
is in the combined mixed state followed by the
depressive state and 18 times higher when the
client is in the depressed state (Valtonen et al.,
2008). For example, in their study of 176 indi-
viduals with bipolar disorders I and II, Valtonen
et al. (2008) found that over an 18-month
period, females were more than twice more
likely to attempt suicide than males. In addition,
those with bipolar disorder II were twice as likely
to attempt suicide as those with bipolar I. Other
risk factors related to increased suicide were
anxiety disorders and comorbid personality
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disorders. Because research has demonstrated
that depressive episodes usually follow manic
phases (Mitchell & Malhi, 2004), watching for
this trend can lessen the high risk of suicidal
thoughts and attempts at suicide. Clients who
already rely on alcohol and drugs have easy access
to substances that can be used in a suicide
attempt.

The immediate plan for the bipolar client
who appears to be a danger to self or others should
be to assess rapidly what appears to be occurring,
to protect the client from harm, to begin a
medication regimen, and to stabilize the danger-
ous symptoms. Hospitalization is usually recom-
mended because it ensures an environment where
these objectives can be met and where the client
can continue therapeutic work. Furthermore,

allowing time to adjust medications in a super-
vised setting may contribute to continued medi-
cation compliance and management upon
discharge to a less restrictive environment. The
period of hospitalization can also serve as a time
when clients and family members become edu-
cated about the nature of the illness and the
treatment alternatives. Having family understand-
ing and support can facilitate discharge.

To facilitate and provide direct application of
the diagnostic assessment with an adult, an in-
depth biopsychosocial analysis of a case involving
a male client with bipolar disorder is presented.
(See the following Case Example.) Issues critical for
the diagnostic assessment are outlined that examine
the best way to elicit key factors that affect treat-
ment planning and intervention strategy.

CASE EXAMPLE - CASE OF DAN

Dan, a 50-year-old White male who owns his own landscaping business, was brought to a crisis
assessment unit by the police because he was found naked in a neighbor’s yard. When the police
questioned him as to what he was doing, he told them "he was God and fertilizing the ground."” Per the
police report, it was documented that Dan was found planting a tree in his neighbor's yard, without
permission, at midnight, under a spotlight in the nude. The neighbor’s adult daughter also told police
that from the window she saw him masturbating in the hole he had dug to plant the tree. When the
police arrived on the scene, the neighbor told them that he did not want to press charges and that Dan
was a nice guy most of the time. He and his family just wanted to see him get help. The police stated
that Dan did not resist arrest, and his bizarre ramblings led them to believe he needed mental health
treatment rather than being arrested and sent to jail.

At his interview in the crisis unit, Dan reported that he felt great and his neighbor had contracted
with him to plant some trees for him earlier in the week. His speech would start out coherent, and then
he would begin rambling. The content of his speech was pressured as he started to describe how he
was Johnny Appleseed and then begin to talk about time factors and other hard-to-follow irrelevant
information. At times, he would make jokes, laugh at them, and be very surprised that the social
worker doing the interview was not laughing, too. He became easily distracted by the slightest noise
in the hallway, and these distractions disturbed his train of thought. When the social worker
completing the initial assessment tried to bring him back on task, he became irritated and asked
bluntly, "Do you have a brain?” He reported no suicidal ideation or intent, but his judgment and
insight were impaired. When asked what he would do when he left the unit, he said he would plant
more trees as he wanted to take care of the world and make it a better place. When asked about his
previous behavior, he stated that he saw nothing wrong with spreading a little love seed with his love
tool. He then asked the social worker if she wanted to see it. She said, “"No, thank you” and told him that

(continued)
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CASE EXAMPLE - CASE OF DAN
( Continuep)

was unacceptable behavior. He replied with “Sorry, just trying to loosen you up a little as you are way
too serious.” When told that hospitalization was recommended and asked if he would sign himself in
voluntarily, he agreed and said he would just have to bring his cheer to the inpatient unit. The social
worker phoned the psychiatrist on call, and Dan was admitted to the unit, with a plan to stabilize him
again on lithium.

Several weeks later, Dan was brought to the unit again but this time by his brother. His brother said
that he was very concerned about Dan as he had refused to eat for the past 2 days and was not willing to
getout of bed. He said his brother’'s employees from the nursery called and told him to check on Dan. The
employees stated that just the week before, Dan opened the nursery store and started giving away
plants, telling customers their purchases were on the house. After he gave away numerous expensive
plants and refused to take money that was offered, his employees questioned his behavior. He
threatened to fire them if they interfered. Later in the same day, he offered them early Christmas
bonuses because business was improving so much. Further, after staying at work for a couple of hours
that day, he told them all to take the day off and celebrate life. They had not seen him since, and that was
aweek ago. An employee who often ran the nursery went by to check on him and noticed his car was at
his home but no one answered the door. He reported this to Dan's brother and asked him to check on
Dan. When his brother went to the house and knocked on the door, no one answered. Dan lives alone,
but his brother had a key. When he opened the door and entered the house, Dan was sitting on the floor
with his head in his hands. He was surrounded by boxes of seeds and other packages of items he must
have purchased at a local store. His brother was frustrated as he described the situation to the intake
social worker, stating that he has no idea how his brother is going to pay his credit card bills and
commenting that he had unopened boxes for six (on-sale) brand-new electric can openers.

This time in the clinical interview, Dan presented a very different picture. His mood was clearly
depressed, his affect was flat, and he suffered from alogia (poverty of speech). He made no eye contact
and refused to respond to questions from the social worker or his brother. He muttered very softly in a
low, monotone voice, “I wish I was dead . . . I wish I was dead.” When asked if he would harm
himself, he said yes, he would shoot himself if he had a gun. When asked if he had a gun at home, he
said no, but when his brother was asked outside the individual interview with Dan, his brother said
that Dan had several guns. The social worker explained to the brother that she was going call the
psychiatrist for an assessment and medication evaluation, get the on-staff nurse practitioner to
provide a medical clearance, and seek inpatient admission for his brother. In addition, the social
worker told the brother to make sure that the inpatient unit mental health practitioner was aware that
his brother had guns at home so this could be addressed at discharge. The social worker would be
sure to also pass this information along in her report and ask that the client be placed on suicide watch
and precautions be taken for his safety upon admission to the unit.

Completion of the Diagnostic required in the assessment. As with any disorder,
Assessment for Dan basic facts to obtain and consider about the

individual include age, culture, gender, socio-
A complete understanding of the biological,  economic status, marital status, family history,

psychological, and sociocultural perspectives is  developmental or childhood history, incidence
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QUICK REFERENCE 6.6

Mental Status Description

Presentation Mental Functioning
Disheveled Average intelligence
Unkempt

Mood: depressed Affect: flat

Motor Activity: Thought, Form, &

Somewhat restless Content
Distractible and
preoccupied

Attitude: guarded Immediate Memory:

Intact

Serial Sevens:
Accurate

Simple Calculations:
Mostly accurate

Higher-Order Abilities
Some difficulty with
abstracts

Judgment: impaired

Delusions: Not at present
time
Hallucinations: None

Remote Memory: Intact

Proverb Interpretation:
Confused, frustrated

General Knowledge:
Mostly accurate

Insight: poor

Speech: hesitant
Clarity: normal

Intelligence: average

Orientation: Fully
oriented

of abuse or neglect (including domestic vio-
lence), and educational status. Level of motiva-
tion for starting treatment is an important factor
because it sets the stage for what is to come.
Other factors to assess include attitudes of family
and others, recreational activities, composition of
social circle, availability of substances, mental
health disorders issues (e.g., depression, anxiety,
disability), medical issues, possible substance-
related issues, and how these relate to mental
status (e.g., orlentation to person, place, time,
and situation). There are no apparent personality
disorders or present.
There are no other medical conditions noted
on this assessment or during his past psychiatric
hospitalization. The psychosocial
include problems with primary support (strained
family and employee/work relations), problems
related to the social environment (recent inci-
dents with the police), and occupational prob-
lems, as he is the boss with his employees. To
start the diagnostic assessment, a mental status
exam is conducted. (See Quick Reference 6.6.)

intellectual disabilities

stressors

Given the behaviors that Dan exhibited on
intake at the crisis unit, hospitalization became
necessary. For Dan, his principal diagnosis is:

Bipolar I Disorder, Current and Most Recent
Episode Depressed.

With the elimination of the multiaxial diag-
nosis used in DSM-IV and DSM-IV-TR, the
information previously provided on Axis IV
and Axis V is no longer a requirement. Elimi-
nation of these axes, however, should not result
in the exclusion of essential supportive informa-
tion. When including this information, pay spe-
cial attention to Chapters 21 and 22 of the
DSM-5. Chapter 21, The Medication-Induced
Movement Disorders and Other Adverse Effects
of Medication, and Chapter 22, Other Condi-
tions That May Be a Focus of Clinical Interven-
tion, are not mental disorders. Rather, they are
conditions that may assist in outlining and further
documenting the supportive information central
to the diagnosis.

In the case of Dan, the information provided
in Chapter 22 may be of the most help. There are
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several supportive factors that need to be taken
into account that can support the diagnostic assess-
ment. The first are the biopsychosocial stressors
(especially those related to the family situation and
key relationships). It is clear that Dan has impaired
insight and does not see his role in many of the
problems that are facing him. He has isolated
himself from his employees, family, and mostly
his brother, who seems to be his strongest sup-
porter. His financial problems are building
because of his mismanagement of his funds.

Dan clearly has strained family relationships.
Unfortunately, the revised conditions updated in
DSM-5 do not appear comprehensive enough to
describe Dan’s particular situation and how it can
affect his diagnosis. This makes documenting a
specific code to match the supporting informa-
tion difficult. Dan and his brother’s relationship
remains strained and since there is no specific
coding the general term is used to describe the
situation:

Other Problems Related to Primary Support
Group: No Specific Category

Dan is having problems with his business,
which is his employment. The closest of the other
conditions that may be a focus of clinical attention
that can be coded to represent his situation is:

1'62.29 (Z56.9) Other Problem Related to
Employment

In summary, Dan denies any problems with
his medications, and to further assess his medical
condition, a history, a physical, and a medication
evaluation referral is planned. When making this
diagnostic impression, it appeared that there was
at least one manic episode documented 2 weeks
earlier by the same social worker at the crisis unit.
This previous episode also resulted in hospital
admission. In gathering history from his brother,
it does not appear that Dan has a history of
schizophrenia or any other psychotic disorder.
Per his brother, only during these episodes of
bizarre behavior is he most concerned. His
brother states that for the most part, Dan is a

solid businessman and his employees really like
him. His brother says sometimes he can go a year
or more and be normal, even when he knows his
brother is functioning without his lithium, and
then something will happen. He is not sure what
triggers it; it could be a call from his ex-wife or
visiting his biological adult son, who is diagnosed
with bipolar II disorder.

When Dan started to feel better, a more
extensive history was gathered. At that time,
Dan reported that for the past 10 years he has
been admitted several times to the inpatient unit
and stabilized upon discharge. He has a regular
psychiatrist and reports taking lithium “only when
he has to asit makes him too thirsty.” He states that
his moods can change, and sometimes he feels as if
he is going to fall oft the edge of the earth and
prefers his previous elevated mood to his more
depressed ones. When asked about treatment and
it he is taking medications to help with his
reported feelings of highs and lows, he says that
he has a medicine cabinet full of medications. He
states that he prefers exercise to medications and
therapy. Dan reports that he does not take his
medications regularly because of various side
effects and an inability to tolerate many of the
medications prescribed. According to Dan, it
appears that many of the antipsychotics and
mood stabilizers sedate him and make him so
depressed he has no energy. He keeps repeating
how good he felt last week and really does not
want to take anything to change that. He said one
time when he was given a selective serotonin
reuptake inhibitor by his general medicine physi-
cian, he became very excited. He is convinced he
triggered his own manic episode.

When Dan feels extremely energetic, the
mania has manifested itself with delusions, com-
pulsions, argumentative behavior, paranoia, dis-
sociation, anxiety, and obsessions. Dan reports
that the first severe symptoms presented at around
age 30; this is confirmed in his documented
medical history. Medications that have been
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prescribed that have not stabilized him include
lithium (which he still takes), valproic acid (Depa-
kote), amitriptyline (Elavil), quetiapine (Sero-
quel), citalopram (Celexa), fluoxetine (Prozac),
paroxetine hydrochloride  (Paxil), sertaline
(Zoloft), nefazodone hydrochloride (Serzone),
mirtazapine (Remeron), bupropin hydrocholor-
ide (Wellbutrin), gabapentin (Neurontin), alpra-
zolam (Xanax), and zolpidem (Ambien) (for
sleep).

Once the initial information about the cli-
ent’s symptoms has been obtained, it should
guide the diagnostic assessment process. When
completing an assessment with clients who suffer
from a mood disorder, special attention needs to
be given to identifying the mood episodes that
are being exhibited. Once the mood episode is
established, the criteria are later applied to the
existence of a mood disorder. When determin-
ing whether the criteria for a mood episode are
met, the disturbance in mood must be severe
enough to affect many areas of an individual’s
functioning. Current and past behaviors must be
considered when identifying a mood episode.

While the DSM-5 provides technical defi-
nitions of manic and hypomanic episodes, it is
helpful for the practitioner to know the kinds of
symptoms such clients regularly present. During
the assessment process, to confirm the presence
of a manic or hypomanic episode, the mental
health practitioner should elicit information
about changes in these areas: sleeping and eating
habits/patterns, levels of energy and restlessness,
increase in activities (especially those considered
risk taking or destructive), problems concentrat-
ing, and when the client becomes easily dis-
tracted. Mood changes include instances of
extreme feelings of happiness and laughing
inappropriately (usually accompanied with agi-
tation). The client may become very talkative,
and speech takes on a pressured quality, with
racing thoughts; the client reports that he or she
cannot keep up with the influx of ideas. Other

factors include assessing for impaired judgment,
grandiose thinking, inflated self-esteem, increased
irritability and impatience with others, easy excit-
ability, and indications of violent behavior.
Disorientation, incoherent speech, and bizarre
hallucinations are not uncommon, and often
individuals have impaired social relationships
characterized by a lack of interest.

For clients with a poor history of treatment
compliance, a history of substance abuse may
turther complicate the diagnostic or intervention
process. Always ask the client what substances are
used and the date of first and most recent use. In
this case, Dan denied any and all substance use or
experimentation besides experimentation with
marijuana and sporadic use of alcohol. A sample
chart may help to organize this information (see
Quick Reference 6.7).

In the diagnostic assessment, it is critical to
get a complete medical and medication history.
Ask the client questions about health conditions,
as well as using medical records and previous
history and physicals to substantiate information
received. When gathering the medical history,
ask if clients have any specific allergies and write
them down so you can alert the team.

For his socialization and support system
resources, Dan states he has very few friends,
and his employees do not associate with him
outside work. He reports numerous relationships
with women, but these relationships never last; he
believes they use him for his money. He reports
that he has an undeserved reputation of being
deceitful and misleading and as a result has diffi-
culty keeping and maintaining relationships with
others. Dan reports that he feels dumped by his last
four relationships. He is unable to identify any
social or recreational interests. When discussing
sociable manners and involvement with others, it
became clear that Dan frequently feels inferior
when socializing with people, except for his
brother. It is also clear that Dan’s inappropriate
delusional behavior during the manic episodes
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QUICK REFERENCE 6.7

SussTaNce Use/Asuse For Dan
Drug Age of First Date of Last
Substance Use Frequency Usual Amount Use
Marijuana 13 Occasionally One to two joints 12/2013
Alcohol 12 One to two times per One to two wine coolers/  1/27/2014

week beer

Hallucinogens 17 Once 2008
Amphetamine 19 Once 2005
Cocaine NA
Ecstasy 22. Once 2010
Nicotine 12 Weekly Pack a week Regular

and suicidal thoughts during the depressive epi-
sodes create stressors in social situations. Dan
appears very suspicious of different social circum-
stances and is unwilling to enter into situations
where friendships can result. When asked about
excessive spending, Dan agrees that he compul-
sively goes on shopping binges, which frequently
prevent him from paying his bills. Dan’s legal
history involves being arrested once for writing
a check with insufficient funds that was settled
with the receiver and the bank without legal
involvement, and no other arrests thus far. Law
enforcement, however, has been called numerous
times to his home over the years due to reports of
bizarre behavior. The police in his neighborhood
all know him for that reason, but he has never
become violent to self or others.

Because of the instability of the client’s
moods, a suicide assessment is needed. At the
last interview, when Dan started to feel better, he
reported that he was currently not feeling suici-
dal. On this admission, however, he admitted
suicidal ideation and probable intent. As part of
the discharge plan, the mental health practitioner
needs to inquire whether he has access to weap-
ons, and if he does, a safety plan needs to be put

in place. As a result, Dan may agree to give the
weapons for safekeeping to a trusted family
member or friend prior to returning home. Since
Dan has a very good relationship with his
brother, permission from Dan will be obtained
to invite his brother to participate in any available
family-group support sessions.

Upon discharge, it is documented that his
appetite has increased and he has gained several
pounds while in the hospital. He states he has had
problems with insomnia for years. The mental
status exam revealed that Dan is aware of his name
(orientation to person), where he is (orientation to
place: city, state, name of the facility), what day
and time itis (orientation to time: time, day, day of
week, month, year), and spatial or situational
orientation (his current situation, serial sevens,
spell word backward, medications taken, age,
year born, last meal, count backward from 10,
three-object recall, etc.). He was thus oriented
times four (oriented x4). His eye contact strayed
often and was fair. On this third assessment prior
to discharge, his motor activity was normal, and he
denied suicidal ideation and intent. Speech was
still somewhat pressured but more goal-directed.
There was no abnormality of thought content,
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ideas of reference, or obsessions/compulsions. His
concentration is adequate to the interview. In
general, his insight still appears to be poor.

Treatment Planning and Intervention
Strategy for Dan

A complete treatment plan for Dan with goals,
objectives, and practice strategy is shown in
Sample Treatment Plan 6.1. With the informa-
tion gathered during the diagnostic assessment as
the basis of treatment, the intervention plan
allows for application. As part of the intervention
process, problem behaviors must be clearly
identified and related directly to the stated goals
and objectives. Treatment should be provided
in a continuum of care that allows flexible

application of modalities based on a cohesive
treatment plan. In developing the treatment plan
for Dan, the practitioner needs to gather a
comprehensive history, which includes informa-
tion about how he feels during the manic epi-
sode and the depressive episodes (see Quick
Reference 6.8). Once treatment planning is
complete, options for counseling strategy will
be outlined, taking into account these identified
factors (see Quick Reference 6.9).

Since Dan has difficulty recalling his treat-
ment history, supplemental
needed from family and others in his immediate
support system. Information about whether Dan
has had a recent medical exam is important,
especially since upon this admission he does
not appear motivated for self-care. It is not

information 1is

SAMPLE TREATMENT PLAN 6.1

BipoLar I DisorpER, MosT RECENT EPiSODE DEPRESSED-MODERATE

Definition of the Disorder:

This disorder is considered the most severe and is characterized by at least one manic
episode and a history of hypomanic or depressive episode. Specific criteria for the number of
symptoms required for each manic, hypomanic, or depressive episode must be met.

Signs and Symptoms to Note in the Record

Inflated self-esteem or grandiosity when in the manic episode.

Decreased need for sleep when in the manic and the depressed episodes.

Pressured speech in the manic episode; alogia in the depressed.

Flight of ideas or racing thoughts in the manic episode.

Distractibility in both the manic and the depressed episodes.

Psychomotor agitation in the manic episode; retarded and delayed in the depressed.
Excessive involvement in pleasurable activities that may have harmful consequences,

such as sexual promiscuity or impulse buying in the manic episode and severe
depressed response to this behavior when in the depressed phase.

Goals

1. Help client become aware of triggers for the manic episode, thereby allowing a return to
a normal activity level; increase good judgment.
2. Reduce agitation, impulsive behaviors, and pressured speech, and increase sensitivity

to consequences of behaviors.

3. Cope with underlying feelings of low self-esteem and fears of rejection or abandonment.
4. Increase controlled behavior, achieve a more stable mood, and develop more deliberate

speech and thought processes.

(continued)
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SAMPLE TREATMENT PLAN 6.1 (Continued)

Objectives

Efforts and Interventions by Practitioner

1. Cooperate with a psychiatric evaluation and
ongoing treatment, and take medications as
prescribed.

2. Reduce impulsive behaviors, and establish a clear
safety plan to reduce the potential for harm to selfor
others.

3. Decrease grandiosity and express self more
realistically.

4. Discuss behaviors and recognize triggers for the
start of a mood episode.

5. Speak more slowly and maintain focus on one
subject at a time.

6. Address feelings of low self-esteem and fear of
rejection with an effort to expand his support
system.

Arrange for a psychiatric evaluation for psychotropic
medications and follow-up to monitor client’s reaction
to the medication.

Develop a clear no-harm, no-risk agreement and
safety plan. This will involve the client as well as others
in his support system with a focus on recognizing
triggers that will require psychiatric support and fol-
low-up, as well as inpatient admission.

Confront the client's grandiosity through supportive
counseling, and reinforce more realistic self-
statements.

Discuss with client triggers that lead to expansive
behaviors and what to do when this occurs.

Provide structure for the client’'s thought processes and
actions by directing the course of the conversation and
developing plansfor the client'sbehaviors. Plan willbe
simple and focus on identifying triggers and calling for
help when triggers occur. In this case, client will call
brother first as agreed on by both.

Psychotherapy to explore the psychosocial stressors
that are precipitating the client’s manic behaviors.

QUICK REFERENCE 6.8

CHARACTERIZATIONS, SYMPTOMS, AND BEHAVIORS FOR DAN
During periods of manic episodes, Dan has shown the following symptoms:

Inflated self-esteem and delusional behavior.

®  Periods of decreased need for sleep, difficulty falling asleep, and other times has
inexhaustible energy and goes without sleep for several days (evidenced by his
delusional activity at night).

®  Periods of being more talkative than usual with a need to keep talking.
Inappropriate conversations with pressured speech and irrelevant joking.

®  During communications with others, there is flight of ideas, and his speech
becomes disorganized and incoherent.

m  Fasily distracted and does not take into account rules and social expectations,
evidenced by his bizarre behaviors.

®  Increase in bizarre goal-related activities at work and at home.
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m  Excessive involvement in pleasurable activities with high potential for painful
consequences.

B Frequently does not accept responsibility for his behaviors or see a problem with
exhibiting them; lack of insight.

m  Sexual interest is excessive with poor impulse control, resulting in public and
private masturbation attempts.

®  No medical conditions noted that influence behavior.

During depressive episodes, Dan has shown the following symptoms:

m  Depressed all day, nearly every day, as evidenced by reports of feelings of
sadness and observed by others.

®  Marked diminished interest or pleasure in all, or almost all, activities most of the

day, as evidenced by inability to answer his door or perform basic activities of

daily living (ADLs).

Insomnia or hypersomnia nearly every day.

Experiences fatigue and loss of energy every day.

Experiences feeling worthless with suicidal ideation on admission.

Diminished ability to think or concentrate and is indecisive.

Suicidal ideation with possible intent and guns at home. Denies danger to others.

QUICK REFERENCE 6.9

COUNSELING STRATEGIES FOR COGNITIVE THERAPY FOR DAN

®  [dentify with Dan the cognitive distortions that occur in the manic and depressive
phases and are factors for his development and maintenance of mood disorders.

®  Examine mania-related behaviors, especially those that trigger delusional think-
ing and inappropriate sexual acting out.

m  Discuss negative distortions related to expectations of the environment, self, and
future that contribute to depression.

®  Examine Dan's perceptions of the environment and activities that are seen as
unsatisfying or unrealistic. Review work- and social-related behaviors, identifying
why they are problematic and developing a plan to address them.

®m  Identify dysfunctional patterns of thinking and behaving, and guide the client to
evidence and logic that test the validity of the dysfunctional thinking.

®  Assist Dan in understanding automatic thoughts that occur spontaneously and
contribute to the distorted affect (e.g., personalizing, all or nothing, mind reading,
discounting negatives), looking specifically at situations, thoughts, and conse-
quences. If this technique is not helpful or does not work for Dan, help him to
understand and explore other possibilities.

m  Help Dan use “I” statements in identifying feelings and reactions.

(continued)
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Peer Support Group Therapy

This type of therapy will help Dan develop social relationships and provide a
format for learning how to better communicate and increase social interaction.
Also, this group will help Dan in discussing medication-related issues and serve as
an avenue for promoting education related to the affective disorder and its treatment.
Dan often stops taking his medications and does not like the side effects; discussion
regarding the danger and the consequences of this behavior can be outlined.

Family Therapy for Depression and Mania

Involve Dan's brother in treatment planning designed to formulate a therapeutic
plan to resolve symptoms and restore or create adaptive family- and work-related

Build an alliance with the client and the family members. It is important to establish
a positive working relationship between the client and his family.

Provide education on using both psychotherapy and pharmacotherapy. This is
especially important because of the variable and small therapeutic window of

|
function.
|
|
effectiveness with lithium use.
u

Obtain the brother's view of the situation and specify problems; clarify each
individual's needs and desires. Allow family members to vent about the chronic
burden they have experienced and problem-solve ways to address this.
Decrease the use of coercion and blaming.

Increase cooperative problem solving.

Increase each member’s ability to express feeling clearly and directly and to hear

others accurately.

known whether he is eating and sleeping, and
Dan’s overall nutritional status is questionable. In
addition, a referral for a blood test should be
considered to detect use or abuse of drugs and
monitor his lithium levels. Careful evaluation of
the medications he is taking and has taken in the
past needs to be ongoing.

GENERAL INTERVENTION STRATEGIES:
MODELS AND TREATMENT
MODALITIES FOR THE BIPOLAR
DISORDERS

Bipolar disorder generally worsens over time,
and as a chronic illness, the severity and

frequency of episodes can increase. Individuals
with bipolar disorder potentially lose 14 years of
effective living and die 9 years early (Jones,
Sellwood, & McGovern, 2005). The bipolar
disorders present with a variety of symptoms
that often cause major functioning problems
across a vast array of psychosocial domains.
This leads to frustration for the individual, the
family, and other support systems (Jones, 2004).
Clients with this disorder are often overwhelmed
by the symptoms associated with their fluctuat-
ing moods, wvacillating energy levels, and
repeated disruptions when trying to complete
the tasks of daily living. The client who suffers
from bipolar disorder is faced with the challenge
of understanding and tracking two separate sets
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of symptoms within one illness: those that arise
during a manic state and those reflected in the
depressive phase (Jones et al., 2005).

For many clients with bipolar disorders, the
challenge is learning how to determine whether
their cheery disposition or depressed states are
within normal limits or indicative of a manic
swing or a depressive downtrend. The client may
not be able to depend on his or her own assess-
ment to detect the changes in mood, but relatives
and friends can be very helpful in identifying the
mild mood fluctuations and changes that appear
to represent an unusual state for the client.
Although support systems can become taxed
by these behaviors, collateral supporting reports
are always helpful. These clients commonly
become resistant to seeking and maintaining
treatment, especially those who are in the manic
or elevated high states of the illness. There is a
high degree of comorbid disorders, such as per-
sonality disorder, generalized anxiety, panic dis-
order, and substance abuse (Leahy, 2007). In a
study of 429 individuals with bipolar disorder,
32.9% reported having discontinued all medica-
tions for the disorder at some point in the past
without informing the physician (Baldessarini
et al., 2007). Clients in the manic phase of the
illness often avoid or refuse support. When social
workers understand the differences that can
occur in mood states and the specific criteria
that characterize each of the bipolar disorders,
they are in a better position to assist clients and
their families in accepting, monitoring, and treat-
ing this form of mental illness. Understanding
and managing this symptomatology medically
can be difficult for clients, their relatives, and
other support systems.

A thorough assessment that leads to an accu-
rate diagnosis is only the beginning phase of the
intervention. It can be difficult to convince a
client with a bipolar disorder that he or she is in
fact experiencing serious changes in mood states
and that help is necessary. Other reasons for

treatment nonadherence include psychiatric
and substance abuse use comorbidities and the
client’s attitudes toward the treatments and med-
ications (Sajatovic, Valenstein, Blow, Ganoczy, &
Ignacio, 2007). Miasso et al. (2008) report that
nonadherence can be directly related to how
clients perceive taking medication and the social
stigma, as well as the side effects of the medica-
tions that can affect their overall performance.

Prescription Medications and Other
Psychotherapeutic Agents: Lithium

In both children and adults, the main goal of
psychological and psychopharmacological treat-
ment is to prevent relapse and improve psycho-
social functioning. Medications are frequently
utilized as either the sole treatment strategy or
as a supplemental treatment strategy for the
bipolar disorders in adults, adolescents, and chil-
dren. The same medications are often used for
the disorder regardless of a client’s age. Miklo-
witz (2008) warns, however, that “despite sig-
nificant strides in pharmacological treatment of
bipolar disorder, most bipolar patients cannot be
maintained on drug treatments alone” (p. 1408).
Of the bipolar disorders, bipolar I is recog-
nized as the easiest to treat with medications; the
other types of the disorder present a much
greater challenge for health care providers
(Fountoulakis, 2008). Individuals with bipolar
disorder experience significantly greater impair-
ment from depressive episodes and take longer to
recover than from manic episodes. Due to the
limited efficacy of pharmacotherapy, adjunctive
psychosocial  treatments are
(Miklowitz et al., 2007).
Because bipolar disorders are recurring ill-
nesses with remissions and relapses or recurrences
of both depressive and manic or hypomanic

often utilized

episodes, clients often require an ongoing
regimen of medication. Most people with
bipolar disorder may have to take medications
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throughout their life. The goal of medication
therapy is to (a) stabilize the depressive or manic
symptoms, (b) prevent relapse of depressive or
manic episodes, (c) reduce subthreshold symp-
toms, (d) decrease suicide risk, (e) reduce cycling
frequency, and (f) improve overall functioning
(Usery, Lobo, & Self, 2008). Various categories
of psychotropic medications are used in the treat-
ment of bipolar disorders, yet the majority of
individuals with bipolar disorder need to be moni-
tored carefully, as many are not able to maintain
remission in the long term (Vieta et al., 2008).

The medications used to treat bipolar dis-
order fall into four groups: (1) mood stabilizers,
(2) atypical antipsychotics, (3) anticonvulsants,
and (4) antidepressants. Of these medications, the
most common are mood stabilizers (Dulcan,
2006), yet their efficacy can be limited, and
they often produce side effects. The oldest of
the mood stabilizers and still the most commonly
prescribed is lithium (Eskalith or Lithobid). The
antipsychotic medication risperidone (Risperdal)
for the treatment of acute mania in children and
adolescents with bipolar disorder appears to hold
promise (Haas et al., 2009). It is beyond the
capacity of this chapter to discuss all of these
medications categories; for a more comprehen-
sive review for the nonmedically trained, see
Dziegielewski (2006, 2010).

Lithium is used with all ages; however, cau-
tion is stressed when used with children and
adolescents. Dulcan (2006) recommends a course
of only up to 2 years. Over the last few years, this
medication has been used with children and
adolescents to control behavioral outbursts or
rage. When it is used for this purpose, the medi-
cation is generally prescribed only until more
appropriate ways to control the child’s anger
(such as problem-solving and coping skills or a
safer medication) can be found (Dulcan, 2006).

Lithium can assist the client by providing
symptomatic control of both the manic and
depressive phases of bipolar disorder and in

long-term prophylaxis against condition recur-
rence (Culver, Arnow, & Ketter, 2007). Lithium
is less effective in treatment of acute depressive
episodes than for manic episodes (Keck, 2005).
Despite the side effects, lithium remains among
the most widely used medications, along with
antidepressants, for depression. Lithium can
reduce impulsivity and aggression, thus reducing
suicidal behavior. It is established as having efti-
cacy against recurrent manic or depressive epi-
(Goldberg, 2007). Although lithium
should diminish manic symptoms in 5 to 14

sodes

days, it may take months before the condition
is fully controlled (Dulcan, 2006). Because lith-
ium has a short half-life, it is rapidly excreted
from the system. Caution should be used, as the
drug is highly toxic and must be monitored
regularly by medically trained professionals. Fur-
thermore, with its high toxicity and excretion
rate, lithium can be particularly problematic in
older people (Physicians’ Desk Reference
[PDR], 2009), who should take it only if they
have normal sodium intake and normal heart and
kidney function. Since the therapeutic range for
lithium is limited, there is a fine line between the
therapeutic dose and a toxic one (Usery et al.,
2008). Maintaining a safe and therapeutic dose
requires routine monitoring of lithium levels and
at minimum an established baseline between
other recommended tests (white blood cell,
calcium, kidney function, thyroid function,
etc.) (Dulcan, 2006). It is beyond the scope of
this chapter to describe all the side effects of this
medication; the National Institute of Mental
Health (2009) gives a very comprehensive and
simple-to-understand summary.

With lithium, as with any medication rou-
tine, a complete medical history needs to be
taken to ensure that other factors, such as poten-
tial thyroid or renal problems and possible preg-
nancy, have been assessed (NIMH, 2009).
Concerning women of childbearing years,
Einarson (2009) believes many psychotropic
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drugs are generally safe; however, he states
strongly that a woman with a serious psychiatric
disorder should always be considered high risk,
and both she and the fetus should be monitored
carefully during and after pregnancy. In addition,
there should be monitoring of potential prob-
lems every 2 to 3 months while a client is taking
lithium. Overdosing with lithium can be fatal
(PDR, 2009), and the need to properly educate
clients and family members to the dangers of
using this medication cannot be overemphasized.

Counseling Strategy

Several types of counseling are frequently con-
sidered for working with individuals who sufter
from the mood disorders. A complete diagnostic
assessment can help the mental health practi-
tioner decide what problem behaviors are most
prominent and how to address what is identified.
Leahy (2007) recommended eight lessons essen-
tial for clinicians working with clients who suffer
from bipolar disorder:

1. Leamn to adequately diagnose hypoma-
nia and mania prior to the client taking
medications.

2. Bipolar has a high genetic component,
which helps to medicalize the problem,
normalize the use of medication, and
reduce moralization.

3. Realize that psychological therapy in-
volves recognizing and treating the
specific episode while working toward
treatment maintenance over the long
term.

4. Pharmacological treatment can assist
with the mood swings for the individual
suffering from bipolar disorder.

5. A psychoeducational component is nec-
essary so the client understands the illness.

6. Mental health practitioners should work
closely with the prescribing psychiatrist

in identifying and addressing the specific
problems of the current episode.

7. Despite the strong genetic component
to bipolar disorder, life events, coping
skills, and family environment may play
a part in the expression of depressive and
manic episodes.

8. Cognitive therapy can help clients
understand aspects of both their depres-
sive and manic episodes.

Electroconvulsive Therapy for
Depression and Mania

Electroconvulsive therapy (ECT) is a form of
treatment for depression and other mental ill-
nesses that involves the introduction of a series of
brain seizures in the patient (Pandya, Pozuelo, &
Malone, 2007; West, Prado, & Krystal, 1999).
The fact that ECT has such an undeservedly bad
reputation can deter its use as an effective treat-
ment for a number of mental health disorders
(Pandya et al., 2007). To date, there is no
definitive explanation as to how or why ECT
works. Yet there have been more than 100
theories, including neurochemical,
endocrine, and neurophysiologic reasons, con-
cerning this matter during the 70 years ECT has
been available (Payne & Prudic, 2009). It is
known that it is not the electrical shock that
causes the therapeutic effect but rather the result-
ing seizure, which is a rapid firing of neurons in
the brain (Fischer, 2000).

An estimated 1 million ECT treatments are
performed globally each year. In the United
States, the number of treatments is estimated at
300,000 annually (McCall, 2001). Usage has
increased during the past two decades because
of its efficiency and the resulting shorter hospital
stay (Payne & Prudic, 2009). However, society’s
stigma against ECT has inhibited its use. Not only
do many public and rural hospitals not offer it as a
treatment but also many doctors are never taught

neuro-
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how to perform the procedure. Asaresult, ECT is
considered a treatment of last resort.

The ECT procedure is not without its risks,
and, similar to medications, side effects are pos-
sible. There are no absolute contraindications for
ECT; however, a complete medical workup is
always indicated. “The cardiovascular, central
nervous, and pulmonary systems carry the high-
est risk from general anesthesia and the induction
of generalized seizure activity” (Pandya et al.,
2007, p. 680). According to Payne & Prudic
(2009), adverse eftects of ECT may include
apprehension or fear, headache, muscle soreness,
nausea, cardiovascular dysfunction, prolonged
apnea, prolonged seizures, and emergent mania.
The most troubling of these affects is cognitive
dysfunction, which often entails memory loss for
a period of time before and after the procedure.
This memory loss frequently lasts several weeks
but can extend up to 6 months. In some cases,
the memory loss persists longer. Research has
shown that the cognitive dysfunction caused by
ECT does not adversely affect functions not
associated with memory, such as intelligence
and judgment, in any lasting way. According
to Payne & Prudic (2009), approximately 80% of
patients report side effects; memory impairment
is the most frequent, with a range of responses
including fear, humiliation, increased compli-
ance, failure, worthlessness, betrayal, lack of
confidence, and degradation, as well as a sense
of having been abused and assaulted.

According to McCall (2001), despite all the
controversy surrounding ECT, the APA has
determined that ECT is an effective treatment
option for people suffering from the mood dis-
orders, as well as several of the psychotic disor-
ders. It can also be used with affective disorders
and psychotic depression, which is seldom
responsive to medications. In addition, ECT
can lead to significant improvement of patients
with severe affective disorders. Reid, Keller,
Leatherman, and Mason (1998) found that

90% of all patients they reviewed who had
undergone ECT had been diagnosed with a
severe mood disorder and the remaining 10%
had schizophrenia. With the research supporting
the effectiveness of ECT for mood disorders,
specifically bipolar disorder and depression, ECT
can be viewed as an appropriate treatment option
(Fischer, 2000).

The ECT procedure is eftective with clients
who are acutely suicidal and in the treatment of
severe depression, particularly in those clients
who are also experiencing psychotic symptoms
and those with psychomotor retardation in sleep,
appetite, and energy. It is often considered for
treatment only after a trial of therapy with anti-
depressant medication has proved ineftective
(Griswold & Pessar, 2000). Although ECT is
still considered an effective treatment for the
mood disorders, other neuromodulatory treat-
ment techniques are being explored. Pandya
et al. (2007) report that the popularity of several
other treatments used in this area is increasing,
but these treatments are often not considered
unless several unsuccessful trials with an antide-
pressant medication have been used. Promising
treatments on the horizon include vagus nerve
stimulation (an implanted pacemaker-like device
that stimulates the vagus nerve), deep brain
stimulation (electrodes implanted in precise areas
of the brain), and repetitive transcranial magnetic
stimulation (uses an induction coil delivered in
brief daily sessions). For a brief description and
further information regarding the future of these
treatments, see Pandya et al. (2007).

SPECIAL TOPICS
Bipolar Disorder in Childhood and
Adolescence

Following the developmental perspective out-
lined in DSM-5, childhood disorders are always



Bipolar and Related Disorders 237

listed first in each chapter. Given the prevalence
of the disorder, however, this chapter lists the
bipolar and related disorders in adults first. The
number of children and adolescents with this
disorder is growing.

Between 10% and 15% of adolescents with
recurrent major depressive episodes may later
develop bipolar disorder. With the average age
of 20 for the onset for bipolar disorder, a client
can have a differential diagnosis of attention-
deficit hyperactivity disorder (ADHD), conduct
disorder, and schizophrenia. Also, bipolar symp-
toms may be easily misunderstood if there are no
distinguishing symptoms of risk-taking behavior
from the reckless nature of manic symptoms of
the adolescent. If agitation is prominent in
bipolar disorder, hypomanic symptoms may be
misunderstood as reflecting an anxiety state
(APA, 2000). When the diagnosis of bipolar
disorder in children is presented, careful atten-
tion to more common conditions, such as
ADHD or conduct disorder, can present with
similar symptoms (Rowland, Lesesne, & Abra-
mowitz, 2002). For additional information on
existing co-conditions and complications, see
Chapter 3.

The existence of the mania episode of
bipolar in children and adolescents remains con-
troversial. In the data that are available, bipolar
disorder resembling the adult form of the illness is
rare in prepubertal children, yet if an expanded
phenotype is accepted, this disorder may be more
common. Until these questions are answered or
resolved, identifying bipolar in children will
remain controversial (Faedda, Baldessarini, Glo-
vinsky, & Austin, 2004). Recent research on
bipolar disorders in children and adolescents
appears to support an increased prevalence of
this disorder. In several studies, most adults diag-
nosed with bipolar disorders in the United States
experienced the onset of illness in their teen years
or before. Bipolar disorder has frequently been
misdiagnosed as ADHD or oppositional defiant

disorder (ODD), conduct disorder (CD), or
depression. Until recently, a diagnosis of bipolar
disorder was rare in childhood, yet the best
chance for children with emerging bipolar symp-
toms is early identification and intervention
(NIMH, 2000).

Although the DSM-5 (APA, 2013) does not
indicate separate criteria for diagnosing bipolar
disorder in children and adolescents, it considers
developmental parameters when using the adult
criteria of the disorder in children (Kronen-
berger & Meyer, 1996; Netherton, Holmes, &
Walker, 1999). For example, Kronenberger and
Meyer (1996) state that “mixed episodes occur
when a child meets the criteria for a manic
episode and a major depressive episode ‘nearly
every day’ for 1 week or more, with marked
impairment in functioning” (p. 156). When
working with children and adolescents, Foun-
toulakis (2008) warns that a diagnosis is often
difficult because the symptoms they experience
can manifest periodically. When the symptoms
of the disorder constitute repeated occurrences
and result decline,
bipolarity should be suspected. Symptoms often
exhibited in this population include marked
decline in school performance; restlessness; pull-
ing or rubbing hair, skin, and clothes; excessive
complaining and shouting; crying; aggressive
outbursts; and antisocial behaviors.

Adults and children may both present with
grandiosity, but the way these symptoms present
can differ. For example, adults often engage in
behaviors like excessive spending, inflated self-
esteem, and inappropriate attire. Children and
adolescents who are grandiose may exhibit these
symptoms by being argumentative and bossy and
showing attitudes of superiority to other children
and adults (Hamrin & Pachler, 2007). Further-
more, according to Fountoulakis (2008), these
children may initially present as quite personable
and well liked by friends despite the grandiose
and overconfident behaviors.

in obvious however,
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Generally, adolescents over the age of 13 are
more commonly diagnosed with bipolar disor-
ders (Axelson et al., 2006). In a study of 255
children and adolescents with bipolar disorder,
Axelson et al. (2006) found that the mean age of
onset was 12.9 years. For adults, the median age
of onset has been documented as approximately
18 years, with a range from 18 to 22.7 years of
age (Colom et al., 2005; Goldberg & Garno,
2009). Nevertheless, there has been a 40-fold
increase in pediatric diagnosis of bipolar disorder
(Baroni, Lunsford, Luckenbaugh, Towbin, &
Leibenluft, 2009). Furthermore,
with a person-in-situation stance, social workers
should ensure that a diagnosis is not reached too
quickly, that it is not based solely on behaviors
exhibited in isolation, and that the behaviors are

consistent

not more extreme variations of symptoms asso-
ciated with ADHD, conduct disorder, anxiety,
or aggression. An accurate diagnostic impression
is critical because if a child or adolescent is
misdiagnosed with ADHD instead of bipolar
disorder and a stimulant is given, the clinical
picture might worsen considerably (Fountoula-
kis, 2008).

SUMMARY AND FUTURE DIRECTIONS

Dealing with any form of mental illness is a major
challenge for clients, mental health practitioners,
and family members. Bipolar disorders, with
their varying changes in mood, present a unique
challenge because the symptoms experienced
may not be addressed until clients reach acute
episodes of mania. In addition, clients with this
disorder often present with coexisting psychiatric
disorders that require concurrent attention. The
assessment process in diagnosing bipolar disorder
is an essential component of treatment. Assessing
the client for critical or harmful problems such as
suicidal ideation during a depressive episode may
require addressing these problems first as a way of

securing the client’s safety. Assessment also
includes the appropriate use of the criteria pro-
vided by the DSM-5 and the inclusion of medi-
cation as the first priority in treatment strategy.

Mental health practitioners need to be well
versed in the signs and symptoms identified in
the DSM-5 and be able to use this manual to
facilitate the diagnostic assessment, treatment
planning, and intervention that follow. If a
mental health practitioner suspects that any cli-
ent, regardless of age, may suffer from bipolar
disorder, it is critical to confirm this diagnosis
using the DSM-5 criteria (APA, 2013). Doing
this requires determining that the client meets
the criteria for one of the mood states of bipolar
disorder. In other words, does the client meet
criteria for depressive, manic, or hypomanic
episodes? In addition, every practitioner should
also assess for critical symptoms reflective of
other mental health problems that a client can
exhibit; these overlapping symptoms can confuse
the diagnostic impression.

Given the unique and different presentations
of the disorder, the bipolar disorders in particular
can be complex and difficult to assess and treat.
More research is needed to establish the best
evidence-based practices. Also, with the changes
in the DSM-5 and elimination of the multiaxial
system, particularly Axis IV, the assessment of
supporting information remains limited. With
the development of these disorders and the sus-
pected linkage to supportive/environmental cir-
cumstances (NIH, n.d.), it is clear that a more
comprehensive diagnostic system will be needed;
DSM-5 now falls short in addressing this impor-
tant aspect of mental health diagnosis, assessment,
and treatment. In addition, more research is
needed in the area of children and adolescents.
Accurate measurements of problem behaviors and
social problems provide fuel for the most com-
prehensive approaches to high-quality client care.

Mental health practitioners are in a unique
position not only to provide services to those
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with bipolar disorders but also to advocate for the
needs of the client that are going unmet. Families
with an individual suffering from bipolar and
related disorders need the support of the com-
munity, physicians, and mental health organiza-
tions. Support groups for both client and family
can provide low-cost assistance. The legal justice
system and medical society red tape need to be
removed or simplified to expedite aid and assist-
ance to clients with bipolar and related disorders.
Finally, in the diagnostic assessment, mood vari-
ability makes it imperative to teach individuals in
the client’s support system to be aware of suicidal
indications. Mental health practitioners spend a
great deal of time with clients; it is critical that
they understand the intricate nature of mood
disorders as they teach clients and their families
about the disorder and help clients accept inter-
vention efforts.
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CHAPTER

Depressive Disorders

SopHIA F. DZIEGIELEWSKI

INTRODUCTION

The depressive disorders, particularly major
depressive disorder, have been referred to as the
common cold of mental health (Durbin, 2013).
Families and communities pay a heavy toll when a
disorder involving an individual’s mood is not
recognized and treated. For so many individuals
who suffer from these disorders, problems with
family relations and support systems are common,
as well as the potential for suicide. In children,
adolescents, and adults who suffer from a depres-
sive disorder, lack of desire to function can lead to
employment and school difficulties. These feel-
ings of depressive mood can have devastating
effects on the client and his or her family. It is
imperative to promptly recognize what would be
considered a normal depressive reaction and what
constitutes a depressive disorder in children, ado-
lescents, and adults. Furthermore, no single med-
icine, treatment, or therapy holds the key to
success, and all options should be used to assist
individuals suffering from these disorders.

This chapter presents a brief overview of the
mood disorders listed in the Diagnostic and Statis-
tical Manual of Mental Disorders, Fifth Edition
(DSM-5;  American Psychiatric  Association
[APA], 2013) to better understand and assess
these conditions. It is beyond the purpose of
this chapter to explore in detail all of the diag-
noses in the depressive disorders or the treat-
ments that can be applied. Rather, the purpose of
this chapter is to introduce the reader to the
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primary disorders listed in DSM-5, including
disruptive mood dysregulation disorder, major
depressive disorder, persistent depressive disorder
(dysthymia), premenstrual dysphoric disorder,
substance/medication-induced depressive dis-
order, depressive disorder due to another medi-
cal condition, other specified depressive disorder,
and unspecified depressive disorder.

The application section of this chapter pro-
vides a case example of an individual suffering
from disruptive mood dysregulation disorder,
with specific recommendations for completing
the diagnostic assessment and the subsequent
treatment plan. The extent, importance, and early
predictors of problem behaviors and symptoms
are explored. The various aspects of the disorder
are presented, with a case application that high-
lights diagnostic assessment, treatment planning,
and evidence-based treatment strategy. In addi-
tion, the latest practice methods and newest
research findings are highlighted to further the
understanding of these often-devastating illnesses.
Discussion of the depressive disorders from a
community and societal perspective helps to iden-
tifty how critical it is for mental health practitioners
to complete a thorough diagnostic assessment,
treatment plan, and practice strategy. Helping
individuals also has to take into account the
magnitude of disturbances these disorders can
have on the individual and his or her support
system, and strategies to assist are covered. The
focus of this chapter is that depressive disorders can
be difficult to define and, once clarified, require
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professionals to realize that one method of treat-
ment does not work for all clients. Each client and
the symptoms he or she experiences require
awareness of different methods for developing
an individualized treatment plan. These individ-
ualized plans need to take into account a client’s
current situation and support structure to help the
client to improve functioning.

TOWARD A BASIC UNDERSTANDING
OF THE DISORDERS

According to the DSM-5, several disorders fall
into this category. The most prominent charac-
teristic shared is the cognitive, somatic, and
emotional changes reflecting feelings of extreme
sadness or irritability. The duration, timing, and
presumed cause of the illness differentiate the
disorders. The effects experienced can be so
severe that they affect an individual’s ability to
function (APA, 2013). According to the Morbid-
ity and Mortality Weekly Report, a recent survey
showed that among 235,067 adults representing
45 states, the District of Columbia, Puerto Rico,
and the Virgin Islands, 9.1% met the criteria for
depression and reported significant symptoms of
depression during the 2 weeks prior to the survey
(Centers for Disease Control and Prevention,
2010). An earlier study by the World Health
Organization (WHO, 2009) reported that 121
million people worldwide were affected by
depression and that the depressive disorders were
the leading cause of disability, 33% of those living
with a disability. Furthermore, throughout the
world, especially in low- and moderate-income
countries, mental health services remain limited.
For many mental health practitioners, clients
who report symptoms of depression are common-
place and it is often one of the most ambiguous to
define (Barnhill, 2014). When these feelings
become pervasive and disturb almost every aspect
of functioning, clinically depressed mood is noted.

In this type of depressive symptomatology, an
individual’s basic needs are affected, including
disturbances in sleeping and eating, loss of interest
or pleasure in previously satisfying situations and
activities, feelings of guilt, low self~worth, poor
concentration, and depressed mood. The term
unipolar 1s used to identify the specific mental
health conditions that are characterized by occur-
rences of depressed mood.

Nearly 30 million U.S. adults are affected
with major depressive symptoms, with one-third
of them classified as severely depressed (Nemer-
oft, 2007). It is estimated that 16% of the popu-
lation will suffer from depression at some point in
their lives (Capriotti, 2006; Hansen, Gartlehner,
Lohr, Gaynes, & Carey, 2005). Depression linked
to suicide results in approximately 850,000 lives
lost each year worldwide (WHO, 2009).

In terms of onset of the disorder, age is a
significant variable that can denote the course and
symptomatology of an illness, particularly anxi-
ety and suicide risk (Wikowska-Chmielewska,
Szelenberger, & Wojnar, 2013). This stresses
the importance of diagnosing this disorder as
early in the course as possible. Two percent to
6% of children and adolescents suffer from depres-
sion (Whittington et al., 2004). About 25% of
people over the age of 65 with a chronic medical
illness suffer from depressive symptoms, and 15%
suffer from major depressive disorder (Sheikh
et al.,, 2004). Reports of depressive symptoms
in older adults range from 10% to 25% in com-
munity and primary care settings and 50% in
nursing homes and medical settings (Skultety &
Zeiss, 2006). Treatment for unipolar illness is
lacking. According to WHO (2009), fewer
than 25% of those with severe depressive symp-
toms have proper access to care. Of the clients
who seek treatment to address their depression,
50% to 80% go unrecognized or misdiagnosed
(Higgins, 1994).

Undetected depression in primary care set-
tings ranges from 30% to 70%; of those whose
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depression is detected, less than 50% receive
adequate treatment (Liu et al., 2006). Yet depres-
sion remains a common problem. Research
indicates the rate of depression is 5% to 10%
for patients with multiple health care issues in
primary care and 10% to 14% for patients under
general hospital care (Timonen & Liukkonen,
2008). African Americans are one-third less
likely to receive medication treatment for
depression and anxiety than White Americans
(Gonzalez et al.,, 2008). In males, depressive
symptoms can be masked in angry responses,
and depression may be assessed as less severe
despite serious deficits in functioning.

These clients may be especially frustrating to
help because their complaints (generally somatic)
usually result in negative medical workups and
laboratory tests, leaving those in the medical field
at a loss for how to help. Given the prevalence
and diverse presentation of symptoms, addressing
these multifaceted disorders leads to misunder-
standings and frustration on the part of both
health care providers and clients (National Insti-
tute of Mental Health [NIMH], 2000). To
further complicate this scenario, about 70% of
the individuals who have suffered from depres-
sion once can expect a recurrence (Resnick &
Carson, 1996). Therefore, creating a compre-
hensive assessment involves a delicate balance of

clinical judgment and the latest research (Schore,
2014).

IMPORTANT FEATURES RELATED
TO THE DEPRESSIVE DISORDERS

When the mental health practitioner is complet-
ing the diagnostic assessment of an individual
who suffers from a mood disorder, depression is a
common symptom that overlaps symptomatol-
ogy with many other disorders. In addition,
when clients report feelings of depression, a
lack of clarity and problems in semantics in

defining what is actually being experienced in
terms of magnitude and frequency can be prob-
lematic. Feelings of depression are frequently
overstated or understated, influenced by the
definition and normalcy standards set within
an individual’s unique social and environmental
context. For many, depression can mean feeling
sad, blue, or down in the dumps; for others, it has
clearly established criteria with consistent pat-
terns, signs, and symptoms of a mood disorder.
Furthermore, some forms of depression (also
referred to as dysphoric mood) overlap other
mental health conditions. Therefore, in under-
standing the depressive disorders, the first step is
becoming aware of the different types of depres-
sive disorders listed in DSM-5.

Problems With Self-Reporting
of Symptoms

One reason this lack of proper assessment of
symptoms is so problematic is the symptoms
that clients self-report. Much of what we
know about a client suffering from depres-
sion—or any mental health condition, for that
matter—comes from self-report. How the client
interprets and reports the symptoms being expe-
rienced can be misleading because feelings of
depression can be easily overstated or under-
stated. The client’s subjective experience is being
reported; this interpretation reflects the defini-
tion and standards of normalcy within his or
her social, cultural, and environmental context
(Paniagua, 2014).

The symptom of anhedonia, a complete loss
of pleasure in all activities, may aftect self-report.
Anhedonia clearly affects how events and symp-
toms are perceived and expressed. Because
depressed individuals
capacity for experiencing pleasure (Woo &
Keatinge, 2008), the degree to which this
impression affects self-report can vary. This
can make the reporting of symptoms confusing:

often maintain some
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Is the individual feeling pleasure from certain
activities or not? Is he reporting what he is feeling
now or what he remembers feeling in the past?
To address this variability in the reporting of
symptoms, the first step toward effective treat-
ment is identifying a clear, concise, psychosocial
criteria-based diagnostic standard.

Taking into account the influence of life
factors on self-report is essential. Reported symp-
toms are always influenced by many factors,
including current or past relationship problems,
irritability with the situation, and work-related
conflicts. All diagnostic interpretations must be
sensitive to the influence of cultural and stress-
related environmental and social factors (Paniagua,
2014). Some ethnic minority groups are exposed
to tremendous contextual stressors that can affect
the presentation in depression, including poverty,
poor and rundown neighborhoods, acculturation,
and loss associated with “never going home again”
(White, Roosa, Weaver, & Nair, 2009). Similarly,
the social context of immigrants needs to be
assessed, as their depressive symptoms may stem
from a conflict of values from their country of
origin and American customs and values, prob-
lems with speaking the English language, parent-
ing stress, and conflict between children’s and
parents’ beliefs and customs.

Therefore, in assessing depression, the prac-
titioner must consider not only what symptoms a
client reports but also the cultural influences
and complexities of the client’s cultural identity
(McGoldrick, Giordano, & Garcia-Preto, 2005).
McGoldrick et al. (2005) point out that ethnicity
is not the only dimension of culture but it is a
necessary component of understanding an immi-
grant’s adjustment to his or her new life and any
change or loss experienced in the process. Social
workers must also be willing to consider how
gender, socioeconomic status, social class, geog-
raphy, race, religion, and politics influence that
adjustment; how important these factors are in
accurately assessing depression; and how to best

use a client-oriented support system as part of the
treatment process (Locke & Bailey, 2014).

Clients suftering from depression can become
frustrated with medical providers because the
complaints reported are somatic and no physical
causes are revealed. In turn, providers can also be
frustrated for the same reason. In research on the
opinions of general practitioners, Krupinski and
Tiller (2001) discovered that assessment was lim-
ited to a specific set of symptoms: sleep distur-
bances, insomnia, early wakening, loss of appetite,
overeating, weight changes, depressed mood,
hopelessness, and sad and gloomy feelings. Being
depressed is characterized by a combination of
emotional, somatic and cognitive experiences that
can lead to compounded feelings of hopelessness,
each as varied as the situation that surrounds it
(Garcia & Petrovich, 2011).

In addition, often the subjective problems
clients report result in negative findings on the
mental status exam. Symptoms such as feeling
sad, blue, or down in the dumps are difficult to
quantify. From a professional perspective, clearly
establishing the criteria that reflect consistent
patterns, signs, and symptoms of the mood dis-
order can be difficult. This is further complicated
by the overlapping symptoms of depression
present in other mental health conditions with
few exceptions (mania, hypomania, and certain
forms of schizophrenia and dementia). For these
reasons, enhancing self-report is important,
requiring clear, concise, psychosocial criteria-
based diagnostic standards, as well as gathering
collateral information and perceptions of signifi-
cant others, family, coworkers, and friends
(Woo & Keatinge, 2008). This need for addi-
tional supportive information to quantify the
symptoms experienced can be frustrating for
both client and practitioner. Clients may com-
plain about the number of self-report measures
utilized. Practitioners can become frustrated with
the number of measures and symptom checklists
used and question how helpful they are and
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whether they are the best use of therapeutic time
(Rizq, 2012).

ENDOGENOUS AND EXOGENOUS
DEPRESSION: MAKING A DISTINCTION

Two types of serious depression are severe forms
of depressive illness. The first is often referred to
as endogenous or melancholic depression (Woo &
Keatinge, 2008). In this type, symptoms of
depressed mood are related directly to internal
biologic factors, such as neurotransmitter dys-
function (Sadock & Sadock, 2008). People who
experience this type of depression often report a
loss of pleasure in almost all their usual activities
and symptoms of severe anhedonia, hopelessness,
and inappropriate guilt. Suicidal symptoms may
become a concern (Woo & Keatinge, 2008).
Electroconvulsive therapy (ECT), referred to
historically as shock treatment, is often consid-
ered an endogenous treatment. It involves direct
(biologic) stimulation of the neurotransmission
process. Antidepressant medications also are suc-
cessful in lifting endogenous depression; how-
ever, they affect the neurochemical pathways
chemically rather than electrically (Maxmen,
Ward, & Kilgus, 2009).

In the second type of serious depression,
there is a primary relationship between personal
character-related factors or neurotic responses
and precipitating events. This form of exogenous
or environmental depression is sometimes
referred to as reactive depression; the signs and
symptoms manifested relate directly to life stress-
ors or other psychosocial factors, such as divorce,
unemployment, or injury (Tierney, McPhee, &
Papadakis, 1997). Depressive factors such as
decreased psychomotor speed, attention, and ver-
bal memory may also be directly related to
reactive life circumstances such as unemployment,
even when the depressive condition is in remis-
sion (Shimizu et al., 2013).

Bettmann (2006) conceptualized under-
standing by utilizing attachment theory: In
response to stressors, clients experience depres-
sion through isolating themselves from social
contact. They feel unlovable and unworthy
and show this insecurity by withdrawing.
When a traumatic experience with loss or grief
occurs, they do not know how to reach out to
others in their support system. For the most part,
grief and sadness are normal responses to loss,
whereas severe depression is not. In depression,
the survivor feels a marked sense of worthlessness
and guilt, but with grief, individual self-esteem
remains intact. Also, grief reactions and experi-
ences can be relative to a certain culture (Vaz-
quez & Rosa, 2011). Despite some similarities,
there are often significant differences that could
easily be misinterpreted by a practitioner who is
not aware of the client’s cultural relationships,
mores, and expectations (Paniagua, 2014;
Locke & Bailey, 2014). For this reason, Vazquez
and Rosa (2011) cautioned mental health prac-
titioners to differentiate between normal symp-
toms of grief, which at first may resemble a
mental disorder, and actual depression symptom-
atology. To better understand exogenous factors,
practitioners need to be skilled in determining
what constitutes clinical depression that requires
treatment and what is indicative of normal
bereavement and grief (Friedman, 2012).

Symptoms include anxiety, chronic ner-
vousness, insomnia, agitation, restlessness, and
physical symptoms (Capriotti, 2006), and the
signs of depression can be confused with anxiety
or bipolar disorder. When physical signs mask
depression, assessing depressive factors beyond
the anxiety and worry and beyond the head-
aches, chronic pain, fatigue, and eating problems
may uncover the emotions an individual is feel-
ing inside.

Whether depression is endogenous (related to
internal causes), exogenous (related to external or
environmental causes), or a combination of both,
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the first clinical feature usually presented in major
depression is dysphoria (a disturbance in mood) or
anhedonia (a loss of pleasure or interest in normally
enjoyable activities) (Maxmen et al, 2009).
Besides dysphoria or anhedonia, depressed indi-
viduals present with a wide range of complaints
that include feelings of guilt, inability to concen-
trate, feelings of worthlessness, somatic com-
plaints, feelings of anxiety, chronic fatigue, and
loss of sexual desire (Woo & Keatinge, 2008). As
with any mental health problem, an accurate
diagnosis of major depressive disorder requires
clear documentation of the client’s cognitive,
behavioral, and somatic complaints. Although it
isbeyond the scope of this chapter to discuss all the
signs and characteristic symptoms of all the mood
disorders, the societal context and a brief overview
of the most common ones are presented here.

OVERVIEW OF THE DEPRESSIVE
DISORDERS

Somatic, cognitive, and emotional concerns
identified in the DSM-5 are the predominant
teatures linking the disorders. In addition, these

disorders all share depressed mood with subse-
quent changes in eating, sleeping, and energy
levels; impairments in executive function and
attention; and changes in self-awareness and
perception. When depressed clients experience
a loss of interest or pleasure in activities and
difficulty concentrating, these symptoms can
lead to problems with performing activities of
daily living (ADLs) and making decisions.
Although some types of mixed presentations
in depression exist, the DSM-5 focuses primar-
iy on the depressive ones (Koukopoulos,
Sani, & Gahaemi, 2013). For a diagnosis, how-
ever, these problems must be severe enough to
affect occupational and social functioning.
When suftering from depressive disorders, all
individuals experience some degree of depres-
sive symptoms, although the duration, time
frame, and etiology may vary (APA, 2013).
(See Quick Reference 7.1.)

Those familiar with DSM-IT" and DSM-I1-
TR will note several changes with these disor-
ders, the biggest being separating the depressive
disorders into their own chapter. The primary
reason for this was to assist with moving away
from the categorical response to a more

QUICK REFERENCE 7.1

documented in this text.
®  Major Depressive Disorder

DEePReSSIVE DISORDERS: BRIEF DEFINITIONS

®  Disruptive Mood Dysregulation Disorder (DMDD)

DMDD has 11 specific criteria (ranging from A to K) that must be met. The core
feature is irritability that is persistent for at least a year and maintains a severe and
continuous course that is not related to a developmental phase. The behaviors are
not consistent with the precipitating event and involve either verbal or behavioral
manifestations toward people or property. Temper outbursts must be continuous,
occurring at least three or more times over a 7-day period. Other criteria are

There are nine primary symptoms, and the individual must have at least five of
them. In addition, the symptoms must all occur during the same 2-week period,

(continued)
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and the individual who suffers from major depressive disorder must have either a
depressed mood or a loss of interest or pleasure in daily activities consistently for
the 2-week period. Of the nine symptoms, at least one must be depressed mood or
loss of interest or pleasure.

Persistent Depressive Disorder (dysthymia)

This is a milder yet more chronic form of the disorder, requiring a 2-year history
of depressed mood. The individual suffering from this disorder is not without the
symptoms for more than 2 months at a time. The disorder is considered less severe
than major depressive disorder but is constant for a period of 2 years, during which
the individual experiences some symptoms related to the disorder almost every
day.

Premenstrual Dysphoric Disorder (PMDD)

This new condition to the DSM-5 occurs in women who have severe depressive
symptoms, irritability, and tension that occur before menstruation.
Substance/Medication-Induced Depressive Disorder

Meet the criteria for major depressive disorder and document the substance/
medication taken, confirmed by history, physical exam, or lab result. The individ-
ual needs to experience the symptoms soon after ingestion or with resultant
intoxication or withdrawal from the substance. In addition, that the substance
taken is capable of displaying the side effects that resulted has to be confirmed.
Depressive Disorder Due to Another Medical Condition

Similar to the criteria for substance/medication-induced disorder, the individual
is expected to suffer from a persistent depressed mood, accompanied by dimin-
ished interest and pleasure in activities that once were pleasurable. There also
needs to be direct evidence from an adequate history, physical exam, or lab result
that makes the connection to the medical condition causing it.

Other Specified Depressive Disorder or Unspecified Depressive Disorder

The diagnosis of either of these disorders requires the symptoms characteristic of
the depressive disorders. The three specifiers are recurrent brief depression, short-
duration depressive episode, and depressive episode with insufficient symptoms.
The primary difference between the specified and the unspecified disorder is that
in the specified disorder, the practitioner documents the reason that it does not
meet the criteria.

Source: Summarized criteria from the Diagnostic and Statistical Manual of Mental Disorders, Fifth
Edition. Copyright 2013 by the American Psychiatric Association.

dimensional one that could note different
degrees of severity. It can also better take into
account the crosscutting of overlapping symp-
toms and, in the clearer cases where comorbidity
is suspected, related diagnostic criteria for anxiety

and mania (Moran, 2013). While there are still
overlapping symptoms between the depressive
and the bipolar disorders, differences in clinical
presentation, history, and treatment can be sig-
nificantly different and based on this information
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warranted separation in DSM-5 into separate
chapters (Barnhill, 2014).

Besides adding the specified and unspecified
depressive disorders to this chapter, two other
new disorders were included. Disruptive mood
dysregulation disorder is new to the DSM, and
premenstrual - dysphoric disorder was taken from
the area for further study. All are defined in
the next section of this chapter. Therefore, the
depressive disorders listed in the DSM-5 are
disruptive mood dysregulation disorder, major
depressive disorder, persistent depressive disorder
(dysthymia), premenstrual dysphoric disorder,
substance/medication-induced depressive dis-
order, depressive disorder due to another medi-
cal condition and other specified depressive
disorder, and unspecified depressive disorder.

Disruptive Mood Dysregulation Disorder

Disruptive mood dysregulation disorder (DMDD)
1sanew diagnosis added to the DSM-5 that was not
listed in the previous edition. It was originally
added to this category to address the increased
incidence of bipolar disorder in children and ado-
lescents since 2001 (Moran, 2013). This disorder is
said to be 40 times more common than it was in the
past. To help address this phenomenon, this new
diagnosis was created and can be applied to children
between the ages of 7 and 18.

The DMDD has very specific criteria, with
the core feature being irritability that is persist-
ent, severe, and continuous rather than cyclic.
Those that qualify for this diagnosis have
persistently irritable and angry mood that tran-
scend age-appropriate temper tantrums (Wood,
2014). In criterion A, taking into account the
developmental age of the child, the behaviors
exhibited must be significantly out of propor-
tion to the precipitating event and involve
either verbal outbursts and rage or behavioral
manifestations physical aggression
toward people or property. The key factor in

such as

meeting criterion A is that all resulting behav-
iors indicative of the diagnosis must be severe
and clearly outside of what would be expected
relevant to the situation. Crierion B, defines the
extent of these outbursts further by relating it
directly to the developmental age as well. The
events should be documented, and when both
verbal and behavioral outbursts occur, both
should be noted. In addition, the age of the
child must always be compared with what types
of behaviors would be considered normal at
that age. To determine criterion B, the practi-
tioner needs to be versed in what is considered
normal for the age range. The documented
behaviors must be inconsistent with the devel-
opmental level. In criterion C, the temper
outbursts must be continuous and occur at least
three or more times over a 7-day period. In
addition to the temper outbursts, the angry and
irritable mood must be consistent, even when
outbursts are not occurring. This angry and
irritable mood is so prominent that others
notice, and when the practitioner gathers col-
lateral information, parents, teachers, and others
close to the child are quick to state the concern
related to mood (criterion D).

In criterion E, the time frame is reinforced.
The symptoms must be monitored over 12 or
more months. Therefore, documentation of the
symptoms must be clear, and a history of past
behaviors over the past year has to be gathered
and verified. Also, in looking back over that year
and documenting the agitated behavior, there
can be no points of remission that lasted 3 or
more months. Documentation of the symptoms
must also take into account the settings in which
they occur, such as home, school, or with peers.
The behaviors must occur in at least two of the
three settings to meet criterion F. In terms of age
of onset, which outlines criterion G, the diag-
nosis should not be given prior to age 6 or have a
first onset after age 18. To document the dis-
order, criterion H requires that the symptoms
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listed previously should occur before age 10. In
criterion I, the full conditions for a manic or
hypomanic episode should not be met and when
symptoms do resemble these episodes it should
not last longer than a day. With the overlap of
symptoms that can occur, caution needs to be
exercised to address the possibility of confusing
hypomanic or manic episodes with the chronic
verbal or physical outbursts characteristic of this
disorder. In criterion J, the symptoms being expe-
rienced cannot be better explained by another
mental disorder, such as an episode of major
depressive disorder. Other related disorders to
be ruled out are autism spectrum disorder
(ASD), posttraumatic stress disorder (PTSD), sep-
aration anxiety disorder, or persistent depressive
disorder, previously referred to as dysthymic dis-
order. In criterion K, the symptoms cannot be
better explained by a substance or another medical
or neurological condition (APA, 2013, p. 156).

In summary, for the most part, the agitation
characteristic of this disorder is continuous. The
severe verbal or physical outbursts occur three or
more times a week and are grossly out of pro-
portion in intensity and/or duration to the situ-
ation. Also, this diagnosis requires that the
behaviors and outbursts are not developmentally
appropriate. One reason this diagnosis, new to
DSM-5, is in this chapter, rather than the chapter
with the bipolar disorders, is that as individuals
with these symptoms age, they are more likely to
develop depressive or anxiety disorders rather
than bipolar disorders, as originally thought
(Barnhill, 2014).

Major Depressive Disorder

According to the DSM-5, there are nine primary
symptoms, and the individual must have at least
five of them. In addition, the symptoms must all
occur during the same 2-week period, and the
individual who suffers from major depressive
disorder must have either a depressed mood or

a loss of interest or pleasure in daily activities
consistently for the 2-week period as one of the
five symptoms noted to meet criterion A (APA,
2013). The criteria must represent a change from
the individual’s normal mood and be significant
enough to be reported by the client and noticed
by others close to him or her.

The APA (2013) for major depressive dis-
orders requires identifying five symptoms from
the list of nine:

1. Depressed mood: Depressed mood most of
the day, nearly every day. Clients self-
report these symptoms by stating that
they are feeling sad, lost, and alone.
Often they might appear sad and tearful
while discussing simple unassociated
events or issues. In children or adoles-
cents, similar to DMDD, the presenta-
tion is often angry or irritable, and
although still very sad, the presentation
can be different.

2. Markedly diminished interest or pleasure:
When symptomatic, these individuals
report markedly diminished interest or
pleasure in almost all activities most of
the day, nearly every day. Establishing
the frequency and intensity of this crite-
rion can be done in two ways: self-
report and observation. Documenting
behaviors through client self-report is
central to the diagnostic assessment,
but subjectivity can limit accuracy.
Therefore, it is important to supplement
self-report with observation,
through direct observation or as reported
by collateral contacts. To achieve the
most comprehensive report, both self-
report
mended. When gathering collateral con-

either

and observation are recom-
tacts, be sure to ask the informant about
behaviors specific to the past 2 weeks,
along with the actual changes in behavior
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that differ from his or her previouslevel of
functioning.

Appetite changes: Appetite and weight
loss or gain may occur. To be considered
significant, a clear change in weight is
expected while the individual is not
actively dieting or trying to gain weight.
Over a month’s time, a change of more
than 5% of body weight should be
noted. Eating behaviors and appetite
change need to be examined over a 1-
month time frame as opposed to the 2
weeks relevant to the condition; there-
fore, counting this criterion for the diag-
nosis requires extending the evaluation
beyond the 2-week period. To facilitate
the assessment of this symptom, these
questions are suggested: Has the client
gained or lost weight recently (focusing
on the past month)? If so, how much
weight has been lost or gained? The
answers to these questions will help
the practitioner determine if the client
1s suffering from anorexia (eating less) or
hyperphagia (overeating) to cope with
the depressive feelings.

Sleep disturbance: Symptoms related to
either insomnia or hypersomnia are
noted every day. Sleep is an important
criterion for any disorder, and in insom-
nia, the individual reports either trouble
falling asleep or being unable to obtain
uninterrupted sleep. In hypersomnia, the
individual experiences excessive sleepi-
ness that often occurs during what
would be considered awake hours.
This is especially problematic when it
happens in dangerous situations as while
driving a car. Whether insomnia or
hypersomnia, sleep difficulties should
be clearly documented, along with
how functioning is affected. Given the
prevalence of sleep problems in the

depressive disorders, objective measures
of sleep disturbance should be imple-
mented whenever possible (Castro et al.,
2013). To facilitate the assessment of
these symptoms, the following questions
are suggested: Is the client sleeping at
night? If sleeping nightly, for how long?
How does the client feel when he or she
wakes up? Does he or she report feeling
refreshed? Disturbances in eating and
sleeping are common in this disorder
and are often assessed first. Eating and
sleeping are basic for survival. Therefore,
in referring specifically to insomnia and
loss of appetite, the term used to describe
these symptoms is vegetative. Oversleep-
ing (hypersomnia) and overeating
(hyperphagia) are referred to as reversed
vegetative symptoms.

Psychomotor agitation: Psychomotor agi-
tation often exhibits as extreme restless-
ness, and the individual feels he or she
cannot calm the self internally. Clients
may explain it as their insides are on fire
and they just cannot escape their inner
feelings of excitement or restlessness. To
characterize these internal symptoms of
excitement, they should be clearly
related to the depressive disorder being
evaluated. Careful attention needs to be
given to the onset of the disorder and
whether it could be substance/medica-
tion related or have some other nervous
system causative factor.

Fatigue and loss of energy: This symptom is
often evidenced by clients’ reports that
they just do not have the energy to
complete basic tasks. When coupled
with a loss of desire or feelings of hope-
lessness, the symptoms of fatigue and
lack of energy can be magnified greatly.
The individual is not able to complete
even the most basic of tasks required. In
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cases such as this, the fatigue or loss of
energy needs to be self-reported by the
client as constant, lasting most of the
day, almost every day over the 2-week
period.

Feelings of worthlessness or guilt: When
consistent with major depressive dis-
order, the guilt-related thoughts and
feelings of worthlessness are excessive
or inappropriate to the situation. Often
these thoughts take on a delusional qual-
ity, and the individual holds on to the
irrational thought even with clear evi-
dence to the contrary. With delusional
thinking, the individual remains con-
vinced that his or her thinking patterns
flow logically, even after it is pointed out
that the reaction is beyond what would
be expected for the current situation.
Such guilt and feelings of worthlessness
may be so overwhelming that the indi-
vidual cannot seem to move beyond
those feelings. The intrusive thoughts
are so severe they interfere with daily
routines, causing extreme difficulty in
concentrating on anything unrelated to
the delusional beliefs. When this exces-
sive
thoughts constitute self-blaming, there
may be no escape from the feelings that
dominate the view, clouding life cir-
cumstances and subsequent options.
Diminished  concentration and indecisive
thoughts: Thoughts and the resultant
behaviors are linked. When an individ-
ual can think and function on a certain
level and this becomes impaired, there
is a constant comparison of what the
individual was able to do before and
what he or she is capable of doing now.
For these symptoms to be relevant,
there must be a significant decline in
the individual’s ability to concentrate

preoccupation with delusional

and problem-solve. The indecision
clearly affects problem-solving ability,
and this decline should be evident in
self-report as well as by others close to
the individual. This makes gathering
collaborative communications and input
essential to the diagnostic impression to
be completed.

Recurrent thoughts of death: As noted in
DSM-1Vand DSM-IV-TR, the depressed
individual may often express the idea of
self-harm that may or may not be related
to a specific plan. If an attempt is noted in
the client’s past, the circumstances sur-
rounding it, if known, should be docu-
mented. In treatment, knowing this
information may assist with predicting
future risk. Any suicidal ideation
(thoughts related to suicide) should be
documented. In addition, although not
mentioned in the DSM-5 criteria, humans
are social creatures, and almost all suicidal
thoughts may be associated in some way
with significant other(s). Danger to self
can also involve danger to others. When
an individual is preoccupied with feelings
of his or her own death and death can be
seen as a relief, it can be an irrational but
consistent reaction to link death to aloved
one. In the distorted perception, the indi-
vidual could see it as helping and a relief to
actually harm the loved one. Recurrent
thoughts of death can obscure any
thoughts of the satisfaction in living,
and whether this may relate to other
people should always be assessed when
this criterion is positive. As discussed later
in this chapter, a clear safety plan for all
involved is always recommended in the
treatment process.

Additional criteria for this disorder are

reflected in criterion B, as it must also affect
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social, occupational, educational, or other
important functioning, and the individual must
report distress due to this change in mood. For
children and adolescents, the mood may be
reported as irritable, and the general presentation
therefore often differs from what is seen in an
adult and may be confused with DMDD. How-
ever, in DMDD, the mood is consistently agi-
tated for at least a year and does not take on a
cyclic pattern in which the individual seems
better, as is the case in major depressive disorder.
It should not be diagnosed in young adults older
than age 18.

Like the mental disorders, the
depressed mood in this disorder cannot be caused
by substances such as drugs, alcohol, or medica-
tions (criterion C), and it cannot be caused by or
be part of another mental health disorder, such as
any of the schizophrenia spectrum and other
psychotic disorders such as schizoaftective dis-

other

order, schizophreniform disorder, delusional dis-
order, or other specified or unspecified disorder
in this category (criterion D). In addition, there
cannot be a documented history of manic or
hypomanic episodes. (For a more detailed
explanation of manic and hypomanic episodes,
see Chapter 6.)

In major depressive disorder, the diagnosis 1s
seen as separate from bipolar disorder or any of
the psychotic disorders. Furthermore, careful
consideration should be extended when the
symptoms are accounted for by bereavement.
Bereavement can mimic severe depression but is
related directly to the death of a loved one. The
DSM-5 and the changes made to this section
have been the subject of a great deal of contro-
versy, especially the deletion of the bereavement
exclusion. In DSM-IV-TR, the criteria for major
depressive episode included a specific criterion
(previously criterion E) for exclusion related to
bereavement. This criterion stated: “The symp-
toms are not better accounted for by bereave-

ment” and was summarized to mean that

symptoms related to the death of a loved one
could be counted only when “the symptoms
persist for longer than 2 months or are charac-
terized by marked functional impairment, mor-
bid preoccupation with worthlessness, suicidal
ideation, psychotic symptoms, or psychomotor
retardation” (APA, 2000, p. 356). Therefore,
with the previous criteria, given the death of a
loved one and the symptoms of a major depres-
sive episode, the diagnosis of major depressive
disorder would most often be postponed till after
a 2-month period had lapsed.

Based on the numerous discussions and con-
cerns voiced within work groups and through
feedback, there was a clear movement to delete
the 2-month waiting period in DSM-5. The
potential for exclusion of this criteria gained
attention on many fronts. When describing those
against it, Moran (2013) reported that they felt
that it could medicalize bereavement, a normal
phase oflife transition. Some professionals felt that
the course of bereavement was so unpredictable
that it could take 1 to 2 years for a response. Other
professionals felt that the death could be a trigger
for major depressive disorder, and a delayed diag-
nosis could affect appropriate and timely treat-
ment. Regardless of why the change was made,
bereavement is no longer considered relative to
the 2-month exclusion criteria. When assessing
for major depressive disorder, carefully consider
differentiating the presence of the risk factors
related to bereavement.

The risk factors associated with major
depressive disorder are divided into four areas:

1. Temporal: In the temporal domain,
how an individual relates to his or her
life situation is highlighted. When neu-
roticism is evidenced by negative affec-
tivity, it becomes a strong risk factor for
the development of the disorder, espe-
cially when the negativity is the repeated
response to life stressors. In negative
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affectivity, the individual may have
many fears related to being alone, rejec-
tion, and self-confidence. Therefore,
when life stressors are approached, the
fear of abandonment and separation
insecurity may be very difficult to
overcome.

Environmental: Childhood experien-
ces—especially exposure to extreme
stressors, regardless of the type—can
put someone at higher risk for develop-
ing the disorder. There is a higher risk of
developing depression in families with a
biological relative who also has the
disorder.

Genetic and Physiological: The in-
crease is higher for the disorder (approx-
imately 40% higher than the general
population) when the biological parents
or other first-degree relatives also suffer
from it. This increased risk carries over to
early-onset and recurrent forms. One
primary characteristic that increases the
chance is when the individual, similar to
the parents, also shows a great deal of
neuroticism related to life stressors.
Course Modifiers: When individuals
suffer from any mental disorders and
certain medical disorders, especially
chronic or debilitating medical condi-
tions, the incidence of major depressive
disorder increases.

For documenting major depressive disorder,

the DSM-5 establishes diagnostic codes. In major
depressive disorder (single episode or recurrent),
this coding scheme is used:

For the diagnosis major depressive dis-
order, the first three digits using ICD-9-
CM are always 296.xx, and using ICD-
10, it starts with F3x.x.

Major Depressive Disorder

296.xx (ICD-9-CM) or F3x.x (ICD-

10-CM)
The fourth digit denotes whether it is a
single (denoted with the number 2) or
recurrent (denoted with a 3) majordepres-
sive episode in ICD-9-CM, and it is the
seconddigitin ICD-10-CM. Foradisorder
to be considered recurrent, there must be
at least 2 months from the end of one
episode to the beginning of another.
This means in the period between, the
symptoms of the major depressive episode
are not met. This would be coded:

296.2x single/296.3x recurrent for

ICD-9-CM

F32.x single/F33.x recurrent for ICD-

10-CM
The fifth digit indicates the severity,
presence of psychotic features, and
remission status. There are three levels
of severity: mild, moderate, and severe.
When identifying mild severity, the
criteria for the disorder are met, but
the impairment that results to social
and occupational functioning is consid-
ered minimal. When they are more than
minimal but not meeting the specifier
criteria for severe, it is considered mod-
erate. When the severity specifier severe
is used, the criteria for the disorder have
been met, and many more symptoms
than required cause significant impair-
ment and often require immediate
attention. When the severe severity
specifier is used, interference with
social and occupational functioning is
extremely problematic. Although easy
to remember, Zimmerman (2012) warns
that these specifiers may not be compre-
hensive or descriptive enough to truly
capture the level of severity being expe-
rienced. The severity course specifier
can also be used to denote whether there
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are psychotic features (hallucinations,
delusions, and formal thought disorder)
present. This specifier would be added
and simply written “with psychotic fea-
tures” when the level of severity is also
utilized. Remember in coding that when
the symptoms of psychosis are present,
always document with psychotic fea-
tures. This diagnosis also allows the cod-
ing of partial, full, or unspecified
remission. Keep in mind, however, that
remission specifiers can be used only
when the full criteria for the major
depressive episode are no longer met.

Severity Specifier:

= 296.x1 Mild severity [ICD-9-CM] or
F3x.0 [ICD-10-CM]

= 296.x2 Moderate severity [ICD-9-CM]|
or F3x.1 [ICD-10-CM]

= 296.x3 Severe severity [ICD-9-CM)] or
F3x.2 [ICD-10-CM]

= 296.x4 With psychotic features [ICD-9-
CM)] or F3x.3 [ICD-10-CM]

= 296.x5 In partial remission [ICD-9-CM]
or F3x.4 [ICD-10-CM)|

= 296.x6 In full remission [ICD-9-CM] or
F3x.5 [ICD-10-CM]

= 296.x0 Unspecified [ICD-9-CM] or
F3x.9 [ICD-10-CM]

The other specifiers for major depressive dis-
order—with anxious distress, mixed features, mel-
ancholic features, atypical features, with mood
congruent or mood incongruent psychotic fea-
tures, with catatonia (see Chapter 5), with peri-
partum onset, and with seasonal patterns—cannot
be coded within the numbering system. They are
to be written out and listed after the official diag-
nosis and are linked directly to the current episode.

In summary, in completing a diagnostic
assessment for an individual suffering from a

major depressive disorder, what the disorder
actually is needs to be clear. Normal life situa-
tions and developmental phases can create feel-
ings of sadness or depressed moods in everyone.
A depressed mood becomes pathological only
when the magnitude or duration of the expe-
rience exceeds normal limits, taking into
account the precipitating event. Making the
diagnosis relies on examining the nine potential
symptoms outlined in criterion A and how they
affect the individual’s level of functioning.
Remember that it is not uncommon for indi-
viduals experiencing these symptoms to con-
sider suicide and experience recurrent thoughts
of death (morbid ideation) o