Psychiatric Diagnosis Using DSM-5

Definition of a Mental Disorder

A mental disorder is a syndrome characterized by clinically significant disturbance in an individual's cognition, emotion regulation, or behavior that reflects a dysfunction in the psychological, biological, or developmental processes underlying mental functioning. Mental disorders are usually associated with significant distress or disability in social, occupational, or other important activities. An expectable or culturally approved response to a common stressor or loss, such as the death of a loved one, is not a mental disorder. Socially deviant behavior (e.g., political, religious, or sexual) and conflicts that are primarily between the individual and society are not mental disorders unless the deviance or conflict results from a dysfunction in the individual, as described above.

American Psychiatric Association. (2013). Diagnostic and Statistical Manual 
of Mental Disorders DSM-5. Arlington, VA: APA, page 20.

Preparing for the Exam


A. Concentrate on essential diagnostic features and primary symptoms of the primary diagnoses* and on the Glossary of Technical Terms.  Do not try to memorize the entire manual.


B. *Know:  Schizophrenia Spectrum (and other psychotic disorders), the mood disorders, the anxiety disorders (especially Separation Anxiety Disorder), Autism Spectrum Disorder, Anorexia and Bulimia, and the personality disorders (especially Borderline Personality Disorder, Schizotypal Personality Disorder, and Antisocial Personality Disorder). 
C. If you previously studied and used DSM-IV-TR, little has changed. These are some of the major differences you need to know:

· No longer uses 5 Axes and GAF is gone.

· Organized by developmental lifespan.

· Restructured some categories including consolidating Autism, Asperger’s, Childhood Disintegrative Disorder, and Pervasive Developmental Disorder (now Autism Spectrum Disorder) and combining substance abuse and substance dependence categories (now substance use).

· Changed other categories including ADHD, Depressive Disorders, Personality Disorders, and Schizophrenia.
· Recommends use of scientifically validated assessment measures.

· Mental retardation (MR) became ID (Intellectual Disability) or IDD (Intellectual Developmental Disorder).

· Replaced NOS with Other Specified Disorder or Unspecified Disorder.

· PDD now means Persistent Depressive Disorder (rather than Pervasive Developmental Disorder).

· People under age 18 can now be diagnosed with some personality disorders.
Basic Categories and Diagnoses (In addition to the diagnoses listed here, the categories have Other Specified Disorder or Unspecified Disorder as options. Many disorders also have modifiers to indicate things like frequency, severity, onset, and other special features.) 
A. Neurodevelopmental Disorders - include Attention-Deficit/Hyperactivity Disorder, Autism Spectrum Disorders, Communication Disorders, Intellectual Disabilities, Motor Disorders, and Specific Learning Disorder.

B. Schizophrenia Spectrum and Other Psychotic Disorders – include Schizotypal Disorder, Delusional Disorder, Brief Psychotic Disorder, Schizophreniform Disorder, Schizophrenia, Schizoaffective Disorder, Substance/Medication Induced Psychotic Disorder, Psychotic Disorder Due to Another Medical Condition, and three disorders involving Catatonia.

C. Bipolar and Related Disorders – include Bipolar I, Bipolar II, Cyclothymic Disorder, Substance/Medication Induced Bipolar and Related Disorder, and Bipolar and Related Disorder Due to Another Medical Condition.

D. Depressive Disorders – include Major Depressive Disorder, Disruptive Mood Dysregulation Disorder, Persistent Depressive Disorder, Premenstrual Dysphoric Disorder, Substance/Medication Induced Depressive Disorder, and Depressive Disorder Due to Another Medical Condition.

E. Anxiety Disorders – include Generalized Anxiety Disorder, Social Anxiety Disorder, Separation Anxiety Disorder, Specific Phobias, Agoraphobia, Panic Disorder, Selective Mutism, Substance/Medication Induced Anxiety Disorder, and Anxiety Disorder Due to Another Medical Condition.

F. Obsessive-Compulsive and Related Disorders – include Obsessive Compulsive Disorder, Body Dysmorphic Disorder, Hoarding Disorder, Excoriation (Skin-Picking Disorder), Trichotillomania (Hair-Pulling Disorder), Substance/Medication-Induced Obsessive-Compulsive and Related Disorder, and Obsessive-Compulsive and Related Disorder Due to Another Medical Condition.

G. Trauma- and Stressor-Related Disorders – include Adjustment Disorders, Acute Stress Disorder, Post-Traumatic Stress Disorder, Disinhibited Social Engagement Disorder, and Reactive Attachment Disorder.
H. Dissociative Disorders – include Dissociative Identity Disorder, Dissociative Amnesia, and Depersonalization/Derealization Disorder.
I. Somatic Symptom and Related Disorders – include Somatic Symptom Disorder, Conversion Disorder (Functional Neurological Symptoms Disorder), Factitious Disorder, Illness Anxiety Disorder, and Psychological Factors Affecting Other Medical Conditions.
J. Feeding and Eating Disorders – include Anorexia Nervosa, Bulimia Nervosa, Binge-Eating Disorder, Avoidant/Restrictive Food Intake Disorder, Pica, and Rumination Disorder.
K. Elimination Disorders - include Enuresis and Encopresis.
L. Sleep-Wake Disorders – include Insomnia Disorder, Hypersomnolence Disorder, Narcolepsy, Breathing-Related Sleep Disorders (including types of Sleep Apnea and Circadian Rhythm Disorders), Parasomnias (including Non-REM Sleep Arousal Disorders with sleepwalking or sleep terror), Nightmare Disorder, Rapid Eye Movement Sleep Behavior Disorder, Restless Legs Syndrome, and Substance/Medication-Induced Sleep Disorder.

M. Sexual Dysfunctions – include Delayed Ejaculation, Premature Ejaculation, Erectile Disorder, Male Hypoactive Sexual Desire Disorder, Female Orgasmic Disorder, Female Sexual Interest/Arousal Disorder, Genito-Pelvic Pain/Penetration Disorder, and Substance/Medication-Induced Sexual Dysfunction. 

N. Gender Dysphoria - include Gender Dysphoria in Children and Gender Dysphoria in Adolescents and Adults

O. Disruptive, Impulse-Control, and Conduct Disorders – includes Oppositional Defiant Disorder, Intermittent Explosive Disorder, Conduct Disorder, Antisocial Personality Disorder, Pyromania, and Kleptomania.
P. Substance-Related and Addictive Disorders - include Alcohol-Related Disorders, Caffeine-Related Disorders, Cannabis-Related Disorders, Hallucinogen-Related Disorders, Inhalant-Related Disorders, Opiate-Related Disorders, Sedative-, Hypnotic-, or Anxiolytic-Related Disorders, Stimulant-Related Disorders, Tobacco-Related Disorders, and Other (or Unknown) Substance-Related Disorders; each has subcategories for use, intoxication, and withdrawal. There also is the non-substance related Gambling Disorder in this category.

Q. Neurocognitive Disorders - include Delirium and many Major and Mild Neurocognitive Disorders from Alzheimer's Disease, Frontotemporal Lobar Degeneration, HIV Infection, Huntington's Disease, Lewy Bodies Disease, Parkinson's Disease, Prion Disease, Traumatic Brain Injury, Vascular Disease, Another Medical Condition, or substance/medication use/abuse.
R. Personality Disorders - include Paranoid, Schizoid, Schizotypal, Antisocial, Borderline, Histrionic, Narcissistic, Avoidant, Dependent, and Obsessive-Compulsive types. There's also Personality Change Due to Another Medical Condition.
S. Paraphilic Disorders - include Voyeuristic Disorder, Exhibitionist Disorder, Fetishistic Disorder, Frotteuristic Disorder, Pedophilic Disorder, Sexual Masochism Disorder, Sexual Sadism Disorder, and Transvestic Disorder.

T. Medication-Induced Movement Disorders and Other Adverse Effects of Medication – include Neuroleptic-Induced Parkinsonism, Other Medication Induced Parkinsonism, Neuroleptic Malignant Syndrome, Medication-Induced Acute Dystonia, Medication-Induced Acute Akathisia, Tardive Dyskinesia, Tardive Dystonia, Tardive Akathisia, Medication-Induced Postural Tremor, Other Medication-Induced Movement Disorder, Antidepressant Discontinuation Syndrome, and Other Adverse Effect of Medication.
U. Other Conditions That May Be a Focus of Clinical Attention (These used to be referred to as the V codes under ICD-9 and now, under ICD-10, they are called the Z codes.  There are too many to list here so only the subtype headings are shown.) - Relational Problems, Abuse and Neglect, 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 with Counseling and Medical Advice, Problems Related to Other Psychosocial, Personal, and Environmental Circumstances, and Other Circumstances of Personal History.
Possible Topics, Content and Vocabulary for Questions


a. Psychotic symptoms do not necessarily indicate Schizophrenia (or even mental illness).  Other mental disorders in which one might see psychotic symptoms include: mood disorders, substance use disorders, and Borderline Personality Disorder. High fevers, allergic reactions, hormonal changes, poisoning, sleep loss and several physical health conditions/diseases may also induce psychosis. Likewise, many physical health conditions can mimic other mental health problems. For example, hyperthyroidism can mimic symptoms of mania, and hypothyroidism can present with symptoms similar to depression. Be sure to rule out physical health problems early in the assessment process. 


b. Watch out for the term contraindicated which means something is not recommended or safe to use.  For instance, a clinician would not prescribe a medication or treatment that is contraindicated because it could have serious consequences.
c.      Intellectual Disability (ID) aka Intellectual Development Disorder (IDD) requires deficits in adaptive-functioning and cognitive capacity (IQ) assessments. Onset must be in the developmental years. IQ scores of 70 or below are generally unless adaptive functioning is extremely poor. Severity is denoted as Mild, Moderate, Severe, and Profound. To learn more: http://aaidd.org
d. Autism Spectrum Disorder (ASD) has onset in early childhood and requires deficits in two areas: (1) social communication and interaction and (2) restricted, repetitive activities, behaviors, and interests. It is more common in boys than girls (1 in 68 children and 1 in 42 boys). To learn more: https://www.autismspeaks.org/what-autism/facts-about-autism
e. Attention-Deficit Hyperactivity Disorder (ADHD) involves two symptom domains: (1) inattention and (2) hyperactivity/impulsivity. Onset is prior to age 12 and it is evidenced throughout the day – both at home and at school (or work). Behavior rating scales like the Connors’ and the Vanderbilt are often used to screen for ADHD. Both use parent and teacher questionnaires to assist with diagnosis. To learn more: http://www.nimh.nih.gov/health/topics/attention-deficit-hyperactivity-disorder-adhd/index.shtml
f.     Tic Disorders (like Tourette’s) may involve tics that come and go over time but the condition must have been present for at least one year. To learn more: http://www.cdc.gov/ncbddd/tourette/diagnosis.html
g. Schizoaffective Disorder (a type of Schizophrenia) requires either a Bipolar or Depressive mood episode lasting throughout most of the episode. To learn more about Schizophrenia: http://www.nimh.nih.gov/health/topics/schizophrenia/index.shtml
h. Bipolar disorder does not just involve fluctuations in mood. Changes in activity and energy are also important features. To learn more: https://www.nimh.nih.gov/health/topics/bipolar-disorder/index.shtml
i.     Persistent Depressive Disorder (PDD) - a new diagnosis in DSM-5 that covers two conditions - chronic Major Depressive Disorder and Dysthymic Disorder. Another type of depression is Seasonal Affective Disorder (SAD) which comes on during winter months when there is less daylight. To learn more: https://www.nimh.nih.gov/health/topics/depression/index.shtml
j.     Disruptive Mood Dysregulation Disorder is used in children and teens (up to 18) in place of diagnosing them with Bipolar Disorder. To learn more: http://www.childmind.org/en/health/disorder-guide/disruptive-mood-dysregulation-disorder
k. Separation Anxiety Disorder has onset at any age with symptoms present for six months or more. It is one of the most common diagnoses given to children experiencing issues with school refusal (sometimes called school phobia). To learn more: http://www.nimh.nih.gov/health/topics/anxiety-disorders/index.shtml
l.     Panic Disorder and Agoraphobia are now separate and distinct conditions with unique criteria. Lots of people have Agoraphobia and experience intense anxiety/fear but without experiencing panic attacks. To learn more: http://www.nimh.nih.gov/health/topics/panic-disorder/index.shtml and 

http://www.webmd.com/anxiety-panic/agoraphobia
m. Obsessive-Compulsive and Related Disorders share repetitive behaviors and a drive to perform them. These diagnoses include a specifier for insight (e.g., good, fair, poor, absent) and allow for delusional beliefs (but are not psychotic disorders). To learn more: http://www.nimh.nih.gov/health/topics/obsessive-compulsive-disorder-ocd/index.shtml
n. Adjustment Disorders include a specifier (e.g., with depressed mood, with anxiety, with disturbance of conduct) and can be used for individuals of any age following a stressful life event (e.g., death of a loved one, job loss, or relationship breakup). To learn more: http://www.webmd.com/mental-health/mental-health-adjustment-disorder
o. Acute Stress Disorder (ASD) requires a qualifier that indicates whether the person witnessed an event or experienced it (directly or indirectly). It also requires several symptoms be met in categories that include arousal, avoidance, dissociation, intrusion, and negative mood. To learn more: http://www.ptsd.va.gov/professional/treatment/early/acute-stress-disorder.asp
p. Post-Traumatic Stress Disorder (PTSD) has a criterion around how someone experience a “traumatic event” and allows a lower threshold for children six and under. There are four symptom clusters: arousal, avoidance, Persistent negative changes in cognitions and mood, and re-experiencing. To learn more: http://www.ptsd.va.gov/professional/PTSD-overview/index.asp and 

http://www.nimh.nih.gov/health/topics/post-traumatic-stress-disorder-ptsd/index.shtml
q. Reactive Attachment Disorder (RAD) results from social neglect and results in emotionally and/or socially disengaged individuals who have difficulty forming attachments to caregiving adults. To learn more: http://www.mayoclinic.org/diseases-conditions/reactive-attachment-disorder/basics/definition/con-20032126
r.     Dissociative Identity Disorder (DID) involves “two or more distinct personality states” and observable or self-reported identity transitions along with gaps in memory of daily events. The condition cannot be attributed to a medical condition, substance abuse, or any broadly accepted cultural or religious practices. To learn more: http://www.webmd.com/mental-health/dissociative-identity-disorder-multiple-personality-disorder
s.     Somatic Symptom and Related Disorders can be diagnosed along with medical conditions and may or may not be associated with the other conditions. To learn more: http://www.merckmanuals.com/home/mental-health-disorders/somatic-symptom-and-related-disorders/overview-of-somatic-symptom-and-related-disorders
t.     Factitious Disorder can be “Imposed on Self” or “Imposed on Another (by Proxy).” Prior to DSM-5 the disorder was sometimes called Munchausen Syndrome or Munchausen’s Syndrome by Proxy. Medical providers become suspicious when a child has repeated, unexplainable illnesses (which Is considered a form of child abuse). To learn more: https://my.clevelandclinic.org/health/diseases_conditions/hic_An_Overview_of_Factitious_Disorders
u. Anorexia Nervosa criteria focuses on behaviors involving low calorie intake and “significantly low weight.” May include either openly expressed fear of weight gain or simply engaging in behaviors that inhibit chance of gaining weight. To learn more: http://www.nimh.nih.gov/health/topics/eating-disorders/index.shtml
v. Bulimia Nervosa involves binge eating and compensatory behavior (e.g., vomiting or using laxatives) at least once per week over a three-month period. Binge-Eating Disorder involves the same overeating (and distress about it) at least once per week over a three-month period but without the compensatory behavior. To learn more: http://www.mayoclinic.org/diseases-conditions/eating-disorders/symptoms-causes/dxc-20182875
w. Conduct disorders can be childhood-onset type, adolescent-onset type, or unspecified. They may well be a precursor to a diagnosis of Antisocial Personality Disorder (which cannot be used for persons younger than age 18). To learn more: http://www.webmd.com/mental-health/mental-health-conduct-disorder
x. Personality disorders other than Antisocial Personality Disorder can be diagnosed prior to age 18 provided the condition has been present for at least one year. To learn more: http://www.mayoclinic.org/diseases-conditions/personality-disorders/basics/definition/con-20030111
y. Schizoid Personality Disorder is characterized by detachment from social relationships and a restricted range of emotions, activities, and interests. Be careful not to confuse it with Schizotypal Personality Disorder, which also has compromised social relationships but it is often associated with odd beliefs, magical thinking, and suspiciousness/paranoia. To learn more: http://study.com/academy/lesson/cluster-a-personality-disorders-paranoid-schizoid-and-schizotypal.html
z. Enuresis can be diurnal (daytime), nocturnal (nighttime), or both. Encopresis can be with or without constipation and overflow inconvenience. For more information: https://my.clevelandclinic.org/childrens-hospital/health-info/diseases-conditions/hic_Bedwetting  and http://www.mayoclinic.org/diseases-conditions/encopresis/basics/definition/con-20029758
aa. Rett Syndrome – rare genetic disorder involving persistent and progressive developmental regression after a period of normal development.  Onset is usually before the age of 4 (norm is between first and second year).  Associated with stereotypic hand movements, problems with coordination of gait and trunk movements, profound mental retardation, and severe expressive and receptive language development. Seen only in females. To learn more: http://www.mayoclinic.org/diseases-conditions/rett-syndrome/basics/definition/con-20028086
ab. Fragile X Syndrome - a genetic abnormality on an X chromosome that leads to intellectual disability and behavior problems. To learn more: https://fragilex.org/fragile-x/fragile-x-syndrome/
TRAUMA

Social workers often encounter individuals who have experienced traumatic life events. Anytime a person experiences, witnesses or is confronted with an actual or threatened death, serious injury, sexual violence, or damage to physical integrity, stress reactions are common. This is especially true when the person’s response to the event involves intense fear, helplessness, and horror. With time, many trauma victims survive and eventually thrive (as the popular song lyric goes, What doesn’t kill you makes you stronger). 

Psychological first aid, critical incident stress management services like defusing/debriefing, and peer support services are often provided to accident, crime and disaster victims, first responders, disaster relief workers, etc., to help mitigate potential negative consequences of both the direct exposure and the secondary traumatic stress (e.g., vicarious traumatization of helpers). Even with support services, some people will need clinical care and treatment for serious depression and/or anxiety that may result.

Post-Traumatic Stress Disorder (PTSD) 

PTSD criteria include:


1. Exposure

2. Intrusion symptoms

3. Persistent avoidance

4. Negative alterations in cognition and mood

5. Alterations in arousal

6. Duration over one month

7. Clinically significant distress or impaired functioning

8. Cannot be attributed to substance use or another medical condition

Intrusion symptoms:

· Flashbacks—reliving the trauma over and over, including physical symptoms 

like a racing heart or sweating 

· Bad dreams/nightmares   

· Frightening thoughts

Re-experiencing symptoms may cause problems in a person’s everyday routine. They can start from the person’s own thoughts and feelings. Words, objects, or situations that are reminders of the event can also trigger re-experiencing.

Avoidance symptoms:

· Staying away from places, events, or objects that are reminders of the experience 

· Feeling emotionally numb 

· Feeling strong guilt, depression, or worry 

· Losing interest in activities that were enjoyable in the past 

· Having trouble remembering the dangerous event.

Things that remind a person of the traumatic event can trigger avoidance symptoms. These symptoms may cause a person to change his or her personal routine. For example, after a bad car accident, a person who usually drives may avoid driving or riding in a car.

Arousal symptoms

· Anger/irritability

· Being easily startled 

· Hypervigilance

· Poor concentration

· Feeling tense or “on edge” 

· Sleep disturbance

· Reckless and/or self-destructive behavior

Hyperarousal symptoms are usually constant, instead of being triggered by reminders of the traumatic event, and can make the person feel stressed and angry. These symptoms may make it hard to do daily tasks, such as sleeping, eating, or concentrating.

Acute Stress Disorder

It’s natural to have some of these symptoms after a stressful event. Sometimes people have very serious symptoms that go away after a few weeks. This is called Acute Stress Disorder (ASD). When the symptoms last more than a month and become an ongoing problem, they might be PTSD. Some people with PTSD don’t show any symptoms for weeks or months.

Psychosocial Stress

Psychosocial stress is the result of a cognitive appraisal of what is at stake and what can be done about it. More simply put, psychosocial stress results when we look at a perceived threat in our lives (real or even imagined), and discern that it may require resources we don't have. Psychosocial stress may include: 

· threat to our social status, social esteem, respect and/or acceptance within a group

· threat to our self-worth

· threat a person has no control over

All of these threats can lead to a stress response in the body.  When psychosocial stress triggers a stress response, the body releases a group of stress hormones including cortisol, epinephrine (or adrenalin) and dopamine, which lead to a burst of energy as well as other changes in the body. The changes brought about by stress hormones can be helpful in the short term, but can be damaging in the long run. 

· Cortisol can improve the body’s functioning by increasing available energy (so that fighting or fleeing is more possible), but can lead to suppression of the immune system as well as a host of other effects. 
· Epinephrine can also mobilize energy, but create negative psychological and physical outcomes with prolonged exposure. 

Important to:

· Manage psychosocial stress so the stress response is only triggered when necessary .

· Learn stress relief techniques to effectively reverse the stress response as to not experience prolonged states of stress, or chronic stress.

Fight or flight response: The body’s response to perceived threat or danger. During this reaction, certain hormones like adrenalin and cortisol are released to:

· Speed up the heart rate

· Slow down digestion

· Divert blood flow to major muscle groups

· Change other autonomic nervous functions to give the body strength
· heart functioning
· digestive functioning 
· glandular functioning

Originally named for its ability to physically fight or run away when faced with danger, it’s now activated in situations where neither response is appropriate, like in traffic or during a stressful day at work. 

When the perceived threat is gone, systems are designed to return to normal function via the relaxation response, but in today’s society of chronic stress, relaxation doesn’t happen enough, causing damage to the body.

Secondary Traumatic Stress

Charles R. Figley, author of many books and articles on this topic, warns “there is a cost to caring.” Compassion fatigue, secondary victimization, and vicarious traumatization are names used to describe the risks helping professionals and caregivers face as a direct result of our exposure to personal narrative stories of the traumatic events in our clients’ lives. Simply hearing their detailed and graphic descriptions of what they saw, heard, smelled, felt, hoped and feared opens us up to the same stress reactions the clients experience through their own direct exposure to traumatic life events

To survive a career in social work, it is important to learn more about this topic. Social workers need to routinely practice self-care skills and to develop a strong peer-support network. 

To learn more traumatic stress, self-awareness and self-care: 
http://www.eyeofthestorminc.com/self-care
To view/download a document with 22 self-care tips: 
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Key Concepts for Behavioral Health Questions





Rule out physical health conditions that can cause behavioral health symptoms.


Safety first – watch out for danger to self/others.


Look for significant patterns of behavior, changes and loss of functioning.


Age matters – same symptoms may yield different diagnoses in different age groups.


How long has this been going on? – Different length of time since onset of symptoms yields different diagnoses.


Consider the least restrictive alternative for treatment.


Accept that social workers operate within a medical model and that use of medications is the best practice for some conditions.
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