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xxvIntroduction



DSM-5 Clinical Cases is intended to accompany the fifth edition of the Diagnostic and Statistical Manual of Mental Disorders (DSM-5) that is created and published by the American Psychiatric Association. The two books share a basic structure (the titles of this book’s 19 diagnostic chapters are identical to those of the first 19 DSM-5 chapters) and primary purpose (clinical relevance). Both books spell out the criteria for many psychiatric diagnoses. Both books can be used by people outside the mental health field, although both books emphasize that seasoned clinical judgment is often required to differentiate the normal from the pathological in regard to the making of an overall diagnosis, the assessment of specific diagnostic criteria, and the recognition of important comorbidities.


DSM-5 Clinical Cases is, however, fundamentally different from DSM-5 in regard to its presentation of information. Each of its 19 chapters features cases chosen to demonstrate one or more DSM-5 diagnoses, and each of the cases (103 in all) is followed by a short diagnostic discussion. Some cases were chosen to highlight common diagnoses, while others were chosen to highlight the ambiguities and controversies that have made DSM-5 discussions so hotly contested. The case presentations may include a lot of information; they do not necessarily include all of the information that might substantiate a diagnosis. Some patients are transparently honest; others present information that is uncertain, incomplete, misleading, or untrue. Some patients brought themselves for an outpatient evaluation; others were brought in by spouses, friends, or the police. In some instances, a mutually agreed-upon diagnosis can be quickly determined. In others, key bits of information might not be revealed until the end of the presentation. In still others, the diagnosis may not be clear until the discussant has clarified what might have appeared to be inchoate or contradictory bits of information. In other words, the case presentations reflect common clinical experience.


Each of the discussants was asked to act like an “expert on the shoulder,” discussing the thought process that might go into a diagnostic understanding of the patient. The limit of about 1,000 words for the combined case and discussion means that neither is exhaustive, but that same brevity allows the book to highlight the ways in which experienced clinicians convert complex clinical data into a differential diagnosis. It also allows the reader to get a focused learning experience at one sitting.


Each of the discussants was asked to make a diagnosis related to the case. As clarified in DSM-5, the principal diagnosis refers to the diagnosis that appears to be chiefly responsible for the outpatient psychiatric service or the inpatient admission. The discussants were also asked to make whatever comorbid diagnoses seemed likely.


xxviThe individual case discussions address changes from DSM-IV, as do the introductions to the chapters. In addition to changes that affect individual diagnoses, DSM-5 introduces some broader changes related to the classification of disorders. The axial system is gone, for example, although the individual components remain as part of the clinical evaluation. DSM-5 indicates that all pertinent psychiatric and medical diagnoses should be listed together rather than differentiated into Axis I, II, or III. The focus on pertinent psychosocial and environmental problems (DSM-IV’s Axis IV) remains important to the clinical evaluation. To better categorize pertinent psychosocial stressors, DSM-5 makes use of the system developed by the World Health Organization (WHO) in the V Codes listed in ICD-9 and the Z Codes that will be discussed in the not-yet-published ICD-10. Axis V consisted of the Global Assessment of Functioning (GAF), but this instrument suffered from a lack of clarity and questionable psychometrics, which led DSM-5 to instead suggest the use of the WHO Disability Assessment Schedule (WHODAS), which is made available in Section III of DSM-5.


A second broad classification change relates to clustering broad diagnostic categories in a way that corresponds to developmental and lifespan issues. For example, DSM-5 begins with diagnoses thought to reflect developmental processes that manifest in early life (e.g., neurodevelopmental disorders), moves to diagnoses that generally evolve somewhat later (e.g., schizophrenia spectrum, bipolar, depressive, and anxiety disorders) and ends with diagnoses most relevant to adulthood and later life (e.g., neurocognitive disorders). Similar effort was made within each of the diagnostic categories. For example, pica opens the chapter on eating disorders, while the chapter on depressive disorders begins with a discussion of a new DSM-5 diagnosis, disruptive mood dysregulation disorder.


More detailed discussion of DSM-5 changes is outlined within each chapter’s introduction as well as in the individual case discussions.


DSM-5 Clinical Cases is structured to specifically the address diagnoses featured in the first 19 chapters in Section II of DSM-5. (Section I is an introduction.) Issues from the concluding chapters of Section II are discussed in cases throughout this book. For example, the 21st chapter in DSM-5 focuses on adverse effects of medication, such as neuroleptic malignant syndrome or medication-induced dystonia. The 22nd chapter of Section II features conditions that might be a focus of clinical attention but are not mental disorders. These include family, economic, and other psychosocial problems that are detailed with several dozen V codes and Z codes as described above. Like the adverse effects of medications, these psychosocial issues are discussed in appropriate places throughout this book.


While the diagnostic criteria in DSM-5’s Section II have undergone extensive review, the scientific evidence is not yet available to support the widespread use of the tools, techniques, and diagnoses discussed in Section III. Nevertheless, discussions in DSM-5 Clinical Cases do address some of these Section III tools (e.g., the cultural formulation interview) and diagnoses (e.g., new models for the diagnosis of personality disorders, attenuated psychosis syndrome, and nonsuicidal self-injury). DSM-5 concludes with an Appendix, which includes a discussion of some of the changes from DSM-IV to DSM-5, a glossary of technical terms, and a glossary of cultural concepts of distress. DSM-5 Clinical Cases does include xxviiexamples in which these are used, but the reader is encouraged to read DSM-5 for a more detailed discussion of all aspects of psychiatric diagnosis.


People suffer from many types of behaviors, feelings, and thoughts, and our profession’s diagnostic manual, DSM-5, reflects an evidence-based understanding of this complexity. Without clinical wisdom, however, even the best guidebook will not lead to an effective understanding of our patients. DSM-5 Clinical Cases is intended to help us cultivate our own clinical expertise and learn how to make effective use of our profession’s most current understanding of psychiatric diagnosis.


xxviii










xxixA Note About This Book



Central to DSM-5 Clinical Cases are case vignettes and discussions. The cases are grouped to correspond to DSM-5 diagnostic categories, so that a case that features a primary diagnosis of autism would be found in the first chapter, among other neurodevelopmental disorders. Some of the cases were chosen to feature comorbidities, controversies, and ambiguities, but many others were chosen in order to present relatively clear-cut examples of DSM-5 disorders.


The authors of the cases and discussions were asked to work within a set of significant restrictions. The essays had to be short. They had to focus on diagnosis rather than treatment. In addition to demonstrating how DSM-5 criteria applied to the case, authors might decide to explore a differential diagnosis, comorbidities, or a cultural formulation, but they could not hope to exhaust the subject matter when limited to about 500 words. Authors were also asked to make diagnoses based on the case material. Since the cases were short and often purposely incomplete, the diagnostic discussion sometimes concluded with the same sort of tentative certainty that is common in clinical practice. Finally, because the discussions were intended to provoke inquiry, the authors were asked to provide suggested readings rather than references.


The cases are themselves based on actual patients whose identities have been disguised. After the cases and discussions were complete, the editors chose names for all of the patients. Our protocol was to provide names alphabetically, with patients under age 20 receiving only a first name. We made an effort to choose names that reflected the American cultural mosaic and that were not—by random chance—the names of people who might be mistaken for the authors’ actual patients; if any of the names and clinical features happen to resemble those of an actual person, that coincidence would be what we specifically tried to avoid.
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1CHAPTER 1



Neurodevelopmental Disorders


INTRODUCTION



Robert Haskell, M.D.


In its approach to mental illness across the lifetime of a patient, DSM-5 naturally begins with the neurodevelopmental disorders. As a group, these disorders are usually first diagnosed in infancy, childhood, or adolescence. Individually, these disorders have undergone a mix of pruning, reorganization, and clarification, including one of DSM-5’s most controversial changes—to the definition of and diagnostic criteria for autism.


In DSM-5, autism spectrum disorder describes patients previously divided among autistic disorder, Asperger’s disorder, childhood disintegrative disorder, Rett’s disorder, and pervasive developmental disorder not otherwise specified. These are no longer considered to be separate clinical entities. The new criteria include 1) persistent and pervasive deficits in social communication and social interaction and 2) restricted, repetitive patterns of behavior, interests, and activities. As now defined, autism spectrum disorder (ASD) can be subcategorized by the presence or absence of intellectual impairment and/or an associated medical condition. In addition, the identification of three severity levels helps clarify the need for additional social or occupational services. For example, a patient requiring “very substantial support” might display extreme behavioral inflexibility or might possess 20 words of intelligible speech.


Attention-deficit/hyperactivity disorder (ADHD) continues to be subdivided 2 into two symptom dimensions (inattention and hyperactivity/impulsivity), with a core requirement being the presence of at least six symptoms from either or both of the two dimensions. For example, inattention might be noted by the presence of such behaviors as making careless mistakes, failing to follow through with homework, and losing books. Criteria for hyperactivity/impulsivity include fidgetiness, impatience, and garrulousness. The diagnosis of ADHD is generally incomplete without inclusion of dimensional specifiers (predominantly inattentive, predominantly hyperactive/impulsive, or combined). Several of these symptoms must have been present prior to age 12, a change from DSM-IV’s requirement that symptoms causing impairment be present prior to age 7. Another change is a reduction in the number of symptomatic criteria for adults from six to five within a particular dimension. These latter two changes reflect evidence that “loosening” criteria allows for identification of people who have symptoms, distress, and dysfunction that are very similar to those of people already diagnosed with ADHD and who can potentially benefit from clinical attention. As is true throughout DSM-5, it is up to the clinician to diagnose only those people who meet symptomatic criteria and whose distress and dysfunction reach a relevant clinical threshold.


Falling in line with both federal legislative language and the words used by sensitive practitioners, DSM-5 has replaced the term mental retardation with intellectual disability. The three core criteria are unchanged: deficits in intellectual function and in adaptation (in areas such as communication, work, or leisure), as well as an early age at onset. The diagnosis no longer depends, however, on formal intelligence testing. Instead, DSM-5 invites the clinician to make an aggregate assessment of severity, from mild to profound, according to three important life domains: conceptual, social, and practical. For example, a person with severe intellectual disability might have little understanding of concepts like time or money, might use language to communicate but not to explain, and would likely require support for all activities of daily living.


Disorders of communication first observed in childhood include language disorder (formerly divided into expressive and receptive language disorders); speech-sound disorder, in which the patient displays an impaired ability to produce the phonological building blocks of words but has no congenital or acquired medical condition that explains the impairment; childhood-onset fluency disorder (stuttering); and a new diagnosis, social (pragmatic) communication disorder, in which the patient displays persistent difficulties in the social use of verbal and nonverbal communication—very likely a diagnostic home for some of the individuals who have traits of ASD but do not meet full criteria.


Specific learning disorder is a new umbrella diagnosis within DSM-5. Specifiers for reading, written expression, and mathematics are designed to help teachers and parents shine a more focused light on a child’s academic needs.


The chapter on neurodevelopmental disorders culminates with the motor disorders, including developmental coordination disorder, stereotypic movement disorder, and the tic disorders. A tic is a nonrhythmic movement of short duration and sudden onset. Such movements can be divided into motor tics, such as shoulder shrugs and eyeblinks, and vocal tics, including sniffs, snorts, and the spontaneous production of a word or phrase. Tourette’s disorder is the most 3complex of the tic disorders, describing patients who exhibit both multiple motor and at least one vocal tic for more than 1 year that cannot be explained by a medical condition or by the physiological effects of a substance such as cocaine.


Inevitably, the neurodevelopmental disorders share symptoms with a broad range of psychiatric illnesses, and clinicians must sort through the differential diagnosis with an understanding that that differential is much broader for children age 12 and under. Sometimes the neurodevelopmental disorders contribute to the emergence of other disorders; for example, a learning disorder may cause anxiety, and untreated ADHD may make a patient vulnerable to substance abuse. The cases that follow attempt to pull apart some of these diagnostic entanglements and explore the comorbidities that make the treatment of neurodevelopmental disorders among the most challenging tasks in psychiatry.


Suggested Readings


Brown TE (ed): ADHD Comorbidities. Washington, DC, American Psychiatric Publishing, 2009


Hansen RL, Rogers SJ (eds): Autism and Other Neurodevelopmental Disorders. Washington, DC, American Psychiatric Publishing, 2013


Tanguay PE: Autism in DSM-5. Am J Psychiatry 168(11):1142–1144, 2011


CASE 1.1


A Second Opinion on Autism


Catherine Lord, Ph.D.


Ashley, age 17, was referred for a diagnostic reevaluation after having carried diagnoses of autism and mental retardation for almost all of her life. She was recently found to have Kleefstra syndrome, and the family would like to reconfirm the earlier diagnoses and assess the genetic risk to the future children of her older sisters.


At the time of the reevaluation, Ashley was attending a special school with a focus on functional skills. She was able to dress herself, but she was not able to shower independently or be left alone in the house. She was able to decode (e.g., read words) and spell at a second-grade level but understood little of what she read. Changes to her schedule and heightened functional expectations tended to make her irritable. When upset, Ashley would often hurt herself 4(e.g., biting her wrist) and others (e.g., pinching and hair pulling).


In formal testing done at the time of the reevaluation, Ashley had a nonverbal IQ of 39 and a verbal IQ of 23, with a full scale IQ of 31. Her adaptive scores were somewhat higher, with an overall score of 42 (with 100 as average).


By history, Ashley first received services at age 9 months after her parents noticed significant motor delays. She walked at 20 months and was toilet trained at 5 years. She spoke her first word at age 6. She received a diagnosis of developmental delay at age 3 and of autism, obesity, and static encephalopathy at age 4. An early evaluation noted possible facial dysmorphology; genetic tests at that time were noncontributory.


Her parents indicated that Ashley knew hundreds of single words and many simple phrases. She had long been very interested in license plates and would draw them for hours. Her strongest skill was memory, and she could draw precise representations of license plates from different states. Ashley had always been very attached to her parents and sisters, and although affectionate toward babies, she showed minimal interest in other teenagers.


Ashley’s family history was pertinent for a father with dyslexia, a paternal uncle with epilepsy, and a maternal male cousin with possible “Asperger’s syndrome.” Her siblings, both sisters, were in college and doing well.


On examination, Ashley was an overweight young woman who made inconsistent eye contact but often peered out the corner of her eye. She had a beautiful smile and would sometimes laugh to herself, but most of the time her facial expressions were subdued. She did not initiate joint attention by trying to catch another person’s eyes. She frequently ignored what others would say to her. To request a preferred object (e.g., a shiny magazine), Ashley would rock from foot to foot and point. When offered an object (e.g., a stuffed animal), she brought it to her nose and lips for inspection. Ashley spoke in a high-pitched voice with unusual intonation. During the interview, she used multiple words and a few short phrases that were somewhat rote but communicative, such as “I want to clean up,” and “Do you have a van?”


In the months prior to the evaluation, Ashley’s parents noticed that she had become increasingly apathetic. A medical evaluation concluded that urinary tract infections were the most likely cause for her symptoms, but antibiotics seemed only to make her more listless. Further medical evaluation led to more extensive genetic testing, and Ashley was diagnosed with Kleefstra syndrome, a rare genetic defect associated with multiple medical problems including intellectual disability. The parents said they were also checked and found to “be negative.”


The parents specifically wanted to know whether the genetic testing results affected Ashley’s long-standing diagnoses and access to future services. Furthermore, they wanted to know whether their other two daughters should get tested for their risk of carrying genes for autism, mental retardation, and/or Kleefstra syndrome.


Diagnoses




	Intellectual disability, severe


	Autism spectrum disorder, with accompanying intellectual and language impairments, associated with Kleefstra syndrome





Discussion


In regard to diagnosis, Ashley’s cognitive testing and limited everyday adaptive 5skills indicate that she has DSM-5 intellectual disability. In addition, Ashley has prominent symptoms from both of the core symptomatic criteria of autism spectrum disorder (ASD): 1) deficits in social communication and 2) restricted, repetitive patterns of behavior, interests, or activities. Ashley also fulfills the DSM-5 ASD requirement of having had symptoms in the early developmental period and a history of significant impairment. A fifth requirement for ASD is that the disturbances are not better explained by intellectual disability, which is a more complicated question in Ashley’s case.


For many years, clinicians and researchers have debated the boundary between autism and intellectual disabilities. As IQ decreases, the proportion of children and adults who meet criteria for autism increases. Most individuals with IQs below 30 have ASD as well as intellectual disability.


For Ashley to meet DSM-5 criteria for both ASD and intellectual disability, the specific deficits and behaviors associated with ASD must be greater than what would ordinarily be seen in people with her overall intellectual development. In other words, if her deficits were due solely to limited intellectual abilities, she would be expected to have the social and play skills of a typical 3- to 4-year-old child. Ashley’s social interaction is not at all like that of a typical preschooler, however, and never has been. She has limited facial expressions, poor eye contact, and minimal interest in peers. Compared to her “mental age,” Ashley demonstrates significant restriction in both her range of interests and her understanding of basic human emotions. Furthermore, she manifests behaviors that are not seen commonly at any age.


The heterogeneity of autism has led to significant conflict. Some argue, for example, that children with very severe intellectual disabilities should be excluded from ASD. Others argue that more intellectually able children with ASD should be placed into their own category, Asperger syndrome. Research does not support either of these distinctions. For example, studies indicate that children with autistic symptoms and severe intellectual disability often have siblings with autism and stronger intellectual abilities. Much remains to be known about ASD, but IQ does not appear to be the key distinguishing factor.


From a pragmatic perspective, the critical factor is whether an ASD diagnosis offers information that helps guide treatment and the availability of services. For Ashley, the ASD diagnosis encourages a focus on her poor social skills. It calls attention to differences in her motivation and in her need for structure. The ASD diagnosis also underlines the importance of looking carefully for her cognitive strengths (e.g., rote memory and visual representation) and weaknesses (e.g., comprehension, social interaction, and an ability to adapt to change). All of these may play a large role in her efforts to live as independently as possible.


Ashley’s parents are also concerned about the impact of the recent genetic testing results on Ashley’s treatment and on her sisters’ family planning. Hundreds of individual genes may play a role in the complex neurological issues involved in autism, but most cases of ASD lack a clear cause. Ashley’s genetic condition, Kleefstra syndrome, is reliably associated with both intellectual disability and ASD symptoms. When a genetic or medical condition or environmental factor appears to be implicated, it is listed as a specifier, but the ASD diagnosis is not otherwise affected.


Knowledge of the genetic cause for Ashley’s intellectual disability and ASD 6is important for several reasons. It reminds her physicians to look for medical comorbidities that are common in Kleefstra syndrome, such as problems with the heart and kidneys (possibly leading, for example, to her recurrent urinary tract infections). Knowledge of the genetic cause also expands informational resources by connecting Ashley’s family to other families that are affected by this rare syndrome.


A particularly important aspect of this new genetic diagnosis is its effect on Ashley’s sisters. In almost all reported cases, Kleefstra syndrome has occurred de novo, meaning that there is an extremely low likelihood that anyone else in her family has any abnormality in the affected gene region. On rare occasions, an unaffected parent has a chromosomal translocation or mosaicism that leads to the syndrome, but the fact that Ashley’s parents were found to “be negative” implies they are not genetic carriers. Although this is not necessarily true for situations involving other autism-related genetic disorders, this particular genetic diagnosis in Ashley likely indicates her sisters are not at increased risk for having children with autism. Such information can be very reassuring and useful to Ashley’s sisters. The fact remains that although genetics undoubtedly plays a large role in autism and intellectual disability, most cases cannot be reliably predicted, and diagnosis is made through ongoing, longitudinal observation during childhood.
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7CASE 1.2


Temper Tantrums


Arshya Vahabzadeh, M.D.
Eugene Beresin, M.D.
Christopher McDougle, M.D.


Brandon was a 12-year-old boy brought in by his mother for psychiatric evaluation for temper tantrums that seemed to be contributing to declining school performance. The mother became emotional as she reported that things had always been difficult but had become worse after Brandon entered middle school.


Brandon’s sixth-grade teachers reported that he was academically capable but that he had little ability to make friends. He seemed to mistrust the intentions of classmates who tried to be nice to him, and then trusted others who laughingly feigned interest in the toy cars and trucks that he brought to school. The teachers noted that he often cried and rarely spoke in class. In recent months, multiple teachers had heard him screaming at other boys, generally in the hallway but sometimes in the middle of class. The teachers had not identified a cause but generally had not disciplined Brandon because they assumed he was responding to provocation.


When interviewed alone, Brandon responded with nonspontaneous mumbles when asked questions about school, classmates, and his family. When the examiner asked if he was interested in toy cars, however, Brandon lit up. He pulled several cars, trucks, and airplanes from his backpack and, while not making good eye contact, did talk at length about vehicles, using their apparently accurate names (e.g., front-end loader, B-52, Jaguar). When asked again about school, Brandon pulled out his cell phone and showed a string of text messages: “dumbo!!!!, mr stutter, LoSeR, freak!, EVERYBODY HATES YOU.” While the examiner read the long string of texts that Brandon had saved but apparently not previously revealed, Brandon added that other boys would whisper “bad words” to him in class and then scream in his ears in the hall. “And I hate loud noises.” He said he had considered running away, but then had decided that maybe he should just run away to his own bedroom.


Developmentally, Brandon spoke his first word at age 11 months and began to use short sentences by age 3. He had always been very focused on trucks, cars, and trains. According to his mother, he had always been “very shy” and had never had a best friend. He struggled with jokes and typical childhood banter because “he takes things so literally.” Brandon’s mother had long seen this behavior 8as “a little odd” but added that it was not much different from that of Brandon’s father, a successful attorney, who had similarly focused interests. Both of them were “sticklers for routine” who “lacked a sense of humor.”


On examination, Brandon was shy and generally nonspontaneous. He made below-average eye contact. His speech was coherent and goal directed. At times, Brandon stumbled over his words, paused excessively, and sometimes rapidly repeated words or parts of words. Brandon said he felt okay but added he was scared of school. He appeared sad, brightening only when discussing his toy cars. He denied suicidality and homicidality. He denied psychotic symptoms. He was cognitively intact.


Diagnosis




	Autism spectrum disorder without accompanying intellectual impairment, with accompanying language impairment: childhood-onset fluency disorder (stuttering)





Discussion


Brandon presents with symptoms consistent with autism spectrum disorder (ASD), a new diagnosis in DSM-5. ASD incorporates several previously separate disorders, namely autistic disorder (autism), Asperger’s disorder, and pervasive developmental disorder not otherwise specified. ASD is characterized by two main symptom domains: social communication deficits and a fixated set of interests and repetitive behaviors.


It is evident that Brandon has considerable difficulty in his peer social interactions. He is unable to form friendships, does not engage in interactive play, and struggles with reading social cues. People with ASD typically find it challenging to correctly interpret the relevance of facial expressions, body language, and other nonverbal behaviors. He is humorless and “takes things so literally.” These symptoms meet the ASD criteria for social communication deficits.


In regard to the second ASD symptom domain, Brandon has fixated interests and repetitive behaviors that cause significant distress. He seems interested in cars and trains, has little interest in anything else, and has no apparent insight that other children might not share his enthusiasms. He requires “sameness,” with distress arising if his routine is altered. Brandon meets both of the primary symptomatic criteria, therefore, for DSM-5 ASD.


Brandon also stumbles over his words, pauses excessively, and repeats words or parts of words. These symptoms are consistent with stuttering, which is classified as one of the DSM-5 communication disorders, namely childhood-onset fluency disorder. Typically persistent and characterized by frequent repetitions or prolongations of sounds, broken words, pauses in speech, and circumlocutions, childhood-onset fluency disorder may result in significant social, academic, and occupational dysfunction.


Other DSM-5 communication disorders include difficulties in speech production (speech sound disorder), difficulty in use of spoken and written language (language disorder), and difficulty in the social uses of verbal and nonverbal communication (social [pragmatic] communication disorder). Although these difficulties are not noted in the case report, Brandon should be evaluated for each of these, because language impairments are so commonly part of ASD that they are listed as specifiers 9of ASD rather than as separate, comorbid diagnoses.


Prior to DSM-5, Brandon would have met criteria for Asperger’s disorder, which identified a cluster of individuals with core autism features (social deficits and fixated interests) and normal intelligence. Perhaps because he shared autism spectrum symptoms with his own father, however, Brandon was viewed as “a little odd” but without problems that merited specific clinical attention. The lack of a diagnosis contributed to Brandon’s having become the defenseless target of malicious bullying, a not uncommon finding in people with ASD. Without appropriate interventions for both his core autism symptoms and his stuttering, Brandon is at serious risk for ongoing psychological trauma and academic derailment.
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CASE 1.3


Academic Difficulties


Rosemary Tannock, Ph.D.


Carlos, a 19-year-old Hispanic college student, presented to a primary care clinic for help with academic difficulties. Since starting college 6 months earlier, he had done poorly on tests and been unable to manage his study schedule. His worries that he was going to flunk out of college were leading to insomnia, poor concentration, and a general sense of hopelessness. After a particularly tough week, he returned home unexpectedly, telling his family that he thought he should quit. His mother quickly brought him to the clinic that had previously helped both Carlos and his older brother. The mother specifically wondered whether Carlos’s “ADHD” might be causing his problems, or whether he had outgrown it.


Carlos had been seen at the same clinic when he was age 9, at which time he had been diagnosed with attention-deficit/hyperactivity disorder (ADHD), predominantly combined type. Notes 10from that clinical evaluation indicated that Carlos had been in trouble at school for not following instructions, not completing homework, getting out of his seat, losing things, not waiting his turn, and not listening. He had trouble concentrating except in regard to video games, which he “could play for hours.” Carlos had apparently been slow to talk, but his birth and developmental histories were otherwise normal. The family had immigrated to the United States from Mexico when Carlos was age 5. He repeated first grade because of behavioral immaturity and difficulty learning to read. The ease with which Carlos learned English, his second language, was not noted.


During the evaluation when Carlos was age 9, a psychoeducational assessment by a clinical psychologist confirmed reading problems (particularly problems in reading fluency and comprehension). Carlos did not, however, meet the school board criteria for learning disability, which required evidence of a 20-point discrepancy between IQ and achievement scores. Thus, he was not eligible for special education services. Carlos’s primary care physician had recommended pharmacotherapy, but the mother did not want to pursue medication. Instead, she reported taking on an extra job to pay for tutors to help her son “with concentration and reading.”


Since starting college, Carlos reported that he had frequently been unable to remain focused while reading and listening to lectures. He was easily sidetracked and therefore had difficulty handing in his written assignments on time. He complained of feeling restless, agitated, and worried. He described difficulty falling asleep, poor energy, and an inability to “have fun” like his peers. He reported that the depressive symptoms went “up and down” over the course of the week but did not seem to influence his problems with concentration. He denied substance use.


Carlos said that he’d had some great teachers in high school who had understood him, helped him get the meaning of what he read, and allowed him to audiotape lectures and use other formats (e.g., videos, wikis, visual presentations) for final assignments. Without this support at college, he said he felt “lonely, stupid, a failure—unable to cope.”


Although advised by his high school teacher to do so, he had not registered with the university’s student disability services office. He preferred not to be seen as different from his peers and thought he should be able to get through college by himself.


Carlos’s family history was positive for ADHD in his older brother. His father, who died when Carlos was age 7, was reported to have had “dyslexia” and had dropped out of a local community college after one semester.


On examination, Carlos wore clean jeans, a T-shirt, and a hoodie that he kept pulling down over his face. He sat quietly and hunched over. He sighed a lot and rarely made eye contact with the clinician. He often tapped his fingers and shuffled in his seat but was polite and responded appropriately to questions. His command of English appeared strong, but he spoke with a slight Hispanic accent. He often mumbled and mispronounced some multisyllabic words (e.g., he said “literalchure” instead of “literature” and “intimate” when he clearly meant “intimidate”). He denied any suicidal thoughts. He appeared to have reasonable insight into his problems.


Carlos was referred to a psychologist for further testing. The psychoeducational reassessment confirmed that Carlos’s reading and writing abilities were substantially and quantifiably below 11those expected for his age. That report also concluded that these learning difficulties were not attributable to intellectual disability, uncorrected visual or auditory acuity, psychosocial adversity, or lack of proficiency in the language of academic instruction. The report concluded that Carlos had specific difficulties with reading fluency and comprehension as well as spelling and written expression.


Diagnoses




	Attention-deficit/hyperactivity disorder, with predominantly inattentive presentation, of mild to moderate severity


	Specific learning disorder, affecting the domains of reading (both fluency and comprehension) and written expression (spelling and organization of written expression), all currently of moderate severity





Discussion


Carlos presents with a history of ADHD. When he was first evaluated at age 9, DSM-IV criteria for ADHD required six of the nine symptoms listed in either of the two categories: inattention or hyperactivity-impulsivity (as well as an onset before age 12). He had been diagnosed as having the combined type of ADHD, indicating the specialty clinic had found at least six symptoms in each of these spheres.


Carlos now presents at age 19, and the case report indicates that he has five different inattentive symptoms and two symptoms related to hyperactivity-impulsivity. This seems to indicate a symptomatic improvement. Partial remission of ADHD is common with age, especially in regard to hyperactivity symptoms. Under DSM-IV, Carlos’s ADHD would be said to have remitted. DSM-5, however, has a lower threshold of five symptoms in either category, rather than six. Carlos, therefore, does meet this diagnostic criterion for ADHD.


It is important to look for alternative explanations to ADHD, however, and one possibility is that his current symptoms might be better explained by mood disorder. During the past 6 months, Carlos has manifested anxious and depressive symptoms, but his inattention and poor concentration are apparently not restricted to or exacerbated by these episodes. His ADHD symptoms are chronic, and he had an onset during childhood without any concurrent mood or anxiety disorders. Moreover, his presenting symptoms of depression seem to have persisted only about 1 week, whereas his school difficulties are chronic.


Academic problems are common in ADHD even in the absence of a specific learning disorder (SLD), although SLDs are also commonly comorbid with ADHD. Even before his repeat psychological testing, Carlos appeared to have multiple historical issues that increase the likelihood of an SLD. His speech was delayed in his first language, Spanish; his reading was slow in both Spanish and English; and he received (and thrived with) educational accommodations in high school. All of these suggest an SLD, as does his positive family history for learning disability.


Carlos’s previous psychoeducational assessment failed to confirm a learning disorder because he did not meet the required discrepancy between IQ and achievement for diagnosis with an SLD. Based on an additional decade of evidence, DSM-5 has eliminated this discrepancy criterion for SLD. This change has made it reasonable to refer older adolescent patients for reevaluation.


12The repeat psychological testing indicates a moderately severe SLD. Because Carlos’s learning difficulties began when he was school age and continue to cause academic impairment, he meets the DSM-5 diagnostic criteria for SLD. By providing documentation of both ADHD and SLD, Carlos will be able to access academic accommodations that should allow him to more robustly pursue his college studies.
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CASE 1.4


School Problems


Arden Dingle, M.D.


Daphne, a 13-year-old in the ninth grade, was brought for a psychiatric evaluation because of academic and behavioral struggles. She had particular difficulty starting and completing schoolwork and following instructions, and she had received failing grades in math. When prompted to complete tasks, Daphne became argumentative and irritable. She had become increasingly resistant to attending school, asking to stay home with her mother.


Testing indicated that Daphne had above-average intelligence, age-appropriate achievement in all subjects except math, and some difficulties in spatial-visual skills. Several years earlier, her pediatrician had diagnosed attention-deficit/hyperactivity disorder (ADHD) and prescribed a stimulant. She took the 13medication for a week, but her parents stopped giving it to her because she seemed agitated.


At home, Daphne’s parents’ close supervision of her homework often led to arguments with crying and screaming. She had two long-standing friends but had made no new friends for several years. Generally, she preferred to play with girls younger than she. When her friends chose the activity or did not follow her rules, she tended to withdraw. She was generally quiet in groups and in school but bolder with family members.


Beginning in early childhood, Daphne had had difficulty falling asleep, requiring a nightlight and parental reassurance. Recognizing that Daphne was easily upset by change, her parents rarely forced her into new activities. She did well during the summer, which she spent at a lake house with her grandparents. Her parents reported no particular traumas, stressors, or medical or developmental problems. Daphne had started her menses about 2 months prior to the evaluation. Her family history was pertinent for multiple first- and second-degree relatives with mood, anxiety, or learning disorders.


At first meeting, Daphne was shy and tense. Her eye contact was poor, and she had difficulty talking about anything other than her plastic horse collection. Within 15 minutes, she became more comfortable, revealing that she disliked school because the work was hard and the other children did not seem to care for her. She said that she was afraid of making mistakes and getting bad grades and of disappointing her teachers and parents. Preoccupation with earlier failures led to inattention and indecision. Daphne denied that she was good at anything and that any aspect of her life was going well. She wished she had more friends. As far as she could remember, she had always felt this way. These things made her sad, but she denied persistent depressive feelings or suicidal thoughts. She appeared anxious but brightened when discussing her horse figurine collection and her family.


Diagnoses




	Specific learning disorder (mathematics)


	Generalized anxiety disorder





Discussion


Daphne has symptoms of inattention, anxiety, academic difficulties, limited peer relationships, and poor self-esteem that are causing distress and impaired functioning. Biologically, Daphne is experiencing the hormonal changes of puberty against the backdrop of a family history of mood, anxiety, and learning disorders. Psychologically, Daphne is living with the belief that she is inadequate, probably connected with her ongoing difficulties in school. Developmentally, Daphne is functioning at the emotional level of a school-age child. Socially, Daphne has a supportive family environment that has emphasized protecting her, possibly interfering with the acquisition of skills related to independence and autonomy. Meanwhile, the educational system has not provided the necessary support for Daphne to succeed academically.


Daphne’s academic problems can be explained in part by a specific learning disorder in mathematics. She has persistent difficulties in this area, supported by testing that showed her performance to be below her intellectual level and chronological age. Her achievement in other academic subjects and her level of adaptive functioning generally appear to be age appropriate, indicating that her 14global intelligence and adaptive functioning are normal and that she does not have an intellectual disability.


It can be difficult to distinguish between anxiety and mood disorders in children Daphne’s age. In this case, an anxiety disorder is more likely because Daphne’s symptoms have been chronic rather than episodic, as depressive symptoms often are. Daphne’s sadness is related to her sense of failure and worry about her competence. With the exception of a sleep disturbance, she does not have neurovegetative symptoms. Her difficulty with falling asleep sounds anxiety based, as do her social ineptitude, reluctance to comply with school demands, and overreaction when faced with unwelcome tasks. In addition to her anxiety about her capabilities, Daphne appears to have concerns about security, which may explain her tense appearance. Daphne manages her anxieties by avoiding or controlling activities. Although some of her concerns are consistent with other anxiety disorders, such as social anxiety disorder (social phobia) or separation anxiety disorder, Daphne’s worries extend beyond those domains. Given the pervasiveness of her anxiety, the most appropriate diagnosis is generalized anxiety disorder (GAD).


GAD is characterized by persistent, excessive anxiety and worry. Symptom criteria include restlessness, poor concentration, irritability, muscle tension, sleep disturbance, and being easily fatigued. Although three of six criteria are required for adults, a GAD diagnosis can be made in children with only one symptom in addition to the excessive anxiety and worry.


Social difficulties are common among children and adolescents, particularly those with psychiatric disorders. Daphne’s issues are related to her anxiety about being competent and likable. Her academic struggles and anxiety have impeded her development, making her emotionally and socially immature.


Her immaturity might suggest an autism spectrum disorder. She does have difficulty initiating social interactions and engaging in reciprocity with peers (with poor eye contact notable on examination), but Daphne does not have the communication difficulties, rigidity, or stereotyped behaviors associated with autism. Her behavior improves with familiarity, and she expresses interest in her peers.


Similarly, her language, speech, and communication skills also seem developmentally appropriate, making disorders in these areas unlikely.


Oppositional defiant disorder might also be considered because Daphne is resistant and uncooperative in school and at home when it comes to her academic work. However, this attitude and behavior do not carry over to other situations, and her behaviors do not meet oppositional defiant disorder’s requirements for symptom level and frequency. They are better conceptualized as a manifestation of anxiety and an attempt at its management.


Inattention is a symptom that occurs in a variety of diagnoses. Individuals with ADHD have problems with attention, impulsivity, and/or hyperactivity that occur in multiple settings prior to age 12 and cause significant impairment. Although Daphne has several symptoms consistent with inattention, these seem confined to school settings. She also does not appear to have significant problems with behaviors related to impulsivity or activity regulation. ADHD should remain a diagnostic possibility, but other diagnoses better account for Daphne’s difficulties.
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CASE 1.5


Fidgety and Distracted


Robert Haskell, M.D.
John T. Walkup, M.D.


Ethan, a 9-year-old boy, was referred to a psychiatric clinic by his teacher, who noticed that his attention was flagging. At that time, Ethan was a fourth grader at a private regular-education school for boys. The teacher told Ethan’s parents that although Ethan had been among the best students in his class in the fall, his grades had slipped during the spring semester. He tended to get fidgety and distracted when the academic work became more challenging, and the teacher suggested the parents seek neuropsychiatric testing for him.


At home, Ethan’s mother explained, he seemed more emotional of late: “He just looks weepy sometimes, which is unusual for him.” She denied any difficulties at home, and she described her husband, son, 8-year-old daughter, and herself as a “happy family.” She had noticed, however, that Ethan seemed uneasy about being left alone. He had become “clingy,” often following his parents around the house, and he hated being in any room by himself. Ethan had also started climbing into bed with his parents in the middle of the night, something he had never done in the past. Although Ethan had a few good friends in the neighborhood and at school and was glad to have other kids come to his house, he refused to go on sleepovers.


Ethan’s mother agreed that he appeared more fidgety. She had noticed that he often seemed to be shrugging his shoulders, grimacing, and blinking, which she took to be a sign of anxiety. These movements worsened when he was tired or frustrated, and they diminished in frequency during calm, focused activities such as clarinet practice or homework, especially when she was helping him.


His mother also mentioned that Ethan had suddenly become “superstitious.” Whenever he stepped through a 16doorway, he would go back and forth until he touched both doorjambs with his hands simultaneously, twice in rapid succession. She hoped that Ethan’s more conspicuous habits would subside by summer, when the family took its annual vacation. She felt that it was the right year for Disneyland, but Ethan’s father had suggested taking him on a fishing trip (“just the boys”) while mother and daughter visited relatives in New York City.


Ethan’s mother recalled her son as an “easy child, but sensitive.” He was the product of a planned, uncomplicated pregnancy and met all his developmental milestones on time. He had no history of medical problems or recent infections, but his mother mentioned that he had begun to make frequent visits to the school nurse’s office complaining of stomachaches.


On examination, Ethan was a slightly built boy with fair, freckly skin and blond hair. He was somewhat fidgety, tugging at his pants and shifting in his seat. Hearing his mother talk about his new movements seemed to provoke them, and the examiner noted that Ethan also occasionally blinked tightly, rolled his eyes, and made throat-clearing noises. Ethan said that he sometimes worried about “bad things” happening to his parents. His concerns were vague, however, and he seemed to fear only that burglars might break into their house.


Diagnoses




	Provisional tic disorder


	Separation anxiety disorder





Discussion


Ethan presents with declining school performance, which his family seems to attribute to a cluster of anxiety symptoms that are of relatively recent onset. He is uneasy with solitude and reluctant to attend sleepovers, has fears that bad things will happen to his parents, and makes frequent trips to the school nurse. He appears to meet criteria for DSM-5 separation anxiety disorder, the symptoms of which need only persist for 1 month in children and adolescents.


Ethan’s mother also points out that he has become more fidgety. She links his shoulder shrugging, grimacing, and blinking to this recent onset of separation anxiety. Neither the parents nor the teacher appears to recognize these movements as tics, which are nonrhythmic movements of short duration and sudden onset. Ethan appears to have a variety of tics, including those observed by the interviewer: some motor (blinks, shoulder rolls) and some vocal (chirps, grunts, throat clearing, sniffs, clicks). Tics can be simple, meaning that they last only milliseconds, or complex, which are of longer duration or consist of a chain or sequence of movements. Although tics may vary broadly throughout the course of a tic disorder, they tend to recur in a specific repertoire during any given period of the illness.


The specific tic disorder (if any) is determined by the type and duration of movements. In Tourette’s disorder, both motor and vocal tics must be present, whereas in persistent (chronic) motor or vocal tic disorder, only motor or vocal tics are present. Ethan has a mixture of tics, but at this point they have been present for only about 6 months—not the minimum of 1 year required for either Tourette’s disorder or persistent tic disorder. Therefore, Ethan is diagnosed with provisional tic disorder.


Tics occur in 15%–20% of children, and it appears that 0.6%–1.0% develop Tourette’s disorder. On average, tics emerge between ages 4 and 6, reach 17peak severity by age 10–12, and generally decline in severity during adolescence. Tics first observed in adulthood were very likely present but unnoticed in childhood. Tics are typically worsened by anxiety, excitement, and exhaustion and abate during calm, focused activity—which is why that fishing trip with dad may be Ethan’s best bet for a summer vacation.


Anxiety likely explains Ethan’s inattention in the classroom. Although attention-deficit/hyperactivity disorder, inattentive subtype, cannot be ruled out, it seems more probable that tics and anxiety have taken Ethan off task, as he has no early history of inattention or hyperactivity. His success in the fall semester all but rules out a learning disorder, so no testing is indicated. (As a rule, testing should always follow the treatment of a confounding problem such as anxiety.) As for obsessive-compulsive disorder, an illness associated with both anxiety and tic disorders, Ethan’s rituals in the doorway would have to be distressing or impairing before this diagnosis can be entertained.
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19CHAPTER 2



Schizophrenia Spectrum and Other Psychotic Disorders


INTRODUCTION



John W. Barnhill, M.D.


Schizophrenia is the prototypical psychotic disorder. Not only is it the most common psychosis, but schizophrenia tends to involve abnormalities in all five of the emphasized symptom domains: hallucinations, delusions, disorganized thinking (speech), grossly disorganized or abnormal motor behavior (including catatonia), and negative symptoms. Like the DSM-5 neurodevelopmental disorders, schizophrenia is viewed as a neuropsychiatric disorder with complex genetics and a clinical course that tends to begin during a predictable stage of development. Whereas the neurodevelopmental disorders tend to begin during childhood, symptoms of schizophrenia tend to reliably develop during late adolescence and early adulthood.


The schizophrenia diagnosis has undergone some minor revisions for DSM-5. First, because of their limited diagnostic stability, low reliability, and poor validity, schizophrenia subtypes have been eliminated. They had included such categories as disorganized, paranoid, and residual types of schizophrenia.


Long associated with schizophrenia, catatonia remains one of the potential diagnostic criteria for most of the psychotic diagnoses, including schizophrenia, but it can now be designated as a specifier for other psychiatric and nonpsychiatric medical conditions, including depressive and bipolar disorders. “Other specified catatonia” can also be diagnosed when criteria are either uncertain or incomplete for either the catatonia 20or the comorbid psychiatric or nonpsychiatric medical condition.


The DSM-5 schizophrenia diagnosis requires persistence of two of five symptomatic criteria (delusions, hallucinations, disorganized speech, disorganized behavior or catatonia, and negative symptoms). One pertinent change is the elimination of a special status for particular types of delusions and hallucinations, any one of which would previously have been adequate to fulfill symptomatic criteria for schizophrenia. A second change is the requirement for one of the two symptomatic criteria to be a positive symptom, such as delusions, hallucinations, or disorganized thinking.


Criteria for schizoaffective disorder have been significantly tightened. As was the case in DSM-IV, a diagnosis of schizoaffective disorder requires that the patient meet criteria for schizophrenia and have symptoms of either major depressive or bipolar disorder concurrent with having active symptoms of schizophrenia. Also, as was the case previously, there must have been a 2-week period of delusions or hallucinations without prominent mood symptoms. The significant change is that in DSM-5 symptoms that meet criteria for a major mood disorder must be present for the majority of the total duration of the active and residual phases of the overall illness. Therefore, the DSM-5 schizoaffective diagnosis requires more attention to the longitudinal course than was previously the case. Furthermore, the diagnostic requirement that major mood symptoms be present during most of the course of the psychotic disorder (including both the acute and the residual phases) will likely lead to a significant reduction in the number of people who meet criteria for schizoaffective disorder.


Delusional disorder remains focused on the presence of delusions in the absence of other active symptoms of schizophrenia, depressive or bipolar disorders, and pertinent substance use. Bizarre delusions are now included as symptomatic criteria for delusional disorder, whereas delusions that are considered to be part of body dysmorphic disorder and obsessive-compulsive disorder should not lead to a delusional disorder diagnosis but rather to a primary diagnosis of either body dysmorphic disorder or obsessive-compulsive disorder, along with the “absent insight/delusional beliefs” specifier.


Brief psychotic disorder and schizophreniform disorder remain essentially unchanged in DSM-5. They remain distinguished from schizophrenia primarily on the basis of the duration of symptoms.


Not specifically discussed in this text are diagnoses that involve atypical or incomplete presentations or involve situations such as the emergency room setting where information is often incomplete. These include “other specified schizophrenia spectrum and other psychotic disorder,” “unspecified catatonia,” and “unspecified schizophrenia spectrum and other psychotic disorder.”


These “other” diagnoses reflect the reality that humans’ thoughts, feelings, and behaviors lie on a continuum, as do their disorders, and the “other” option is a diagnostic option through much of DSM-5. This diagnostic gray zone is particularly poignant in regard to schizophrenia spectrum illness. For many people who end up with a chronic illness such as schizophrenia or schizoaffective disorder, there exists a period of time in which they begin to show symptoms but are not yet diagnosed. It had been proposed that this issue be addressed in DSM-5 by creating a new diagnosis, attenuated psychosis syndrome. Psychiatrists are not yet able to robustly predict which patients are most likely to go on to develop full-blown psychotic symptoms, but accurate prediction is important enough that the syndrome is mentioned in two places in DSM-5. First, attenuated psychosis syndrome can be used as a specifier within this chapter of DSM-5, where it would be listed as “other specified schizophrenia spectrum and other disorders (attenuated psychosis syndrome).” The condition is also discussed in more detail among the “Conditions for Further Study.”
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CASE 2.1


Emotionally Disturbed


Carol A. Tamminga, M.D.


Felicia Allen was a 32-year-old woman brought to the emergency room (ER) by police after she apparently tried to steal a bus. Because she appeared to be an “emotionally disturbed person,” a psychiatry consultation was requested.


According to the police report, Ms. Allen threatened the driver with a knife, took control of the almost empty city bus, and crashed it. A more complete story was elicited from a friend of Ms. Allen’s who had been on the bus but who had not been arrested. According to her, they had boarded the bus on their way to a nearby shopping mall. Ms. Allen became frustrated when the driver refused her dollar bills. She looked in her purse, but instead of finding exact change, she pulled out a kitchen knife that she carried for protection. The driver fled, so she got into the empty seat and drove the bus across the street into a nearby parked car.


On examination, Ms. Allen was a handcuffed, heavyset young woman with a bandage on her forehead. She fidgeted and rocked back and forth in her chair. She appeared to be mumbling to herself. When asked what she was saying, the patient made momentary 22eye contact and just repeated, “Sorry, sorry.” She did not respond to other questions.


More information was elicited from a psychiatrist who had come to the ER soon after the accident. He said that Ms. Allen and her friend were longtime residents at the state psychiatric hospital where he worked. They had just begun to take passes every week as part of an effort toward social remediation; it had been Ms. Allen’s first bus ride without a staff member.


According to the psychiatrist, Ms. Allen had received a diagnosis of “childhood-onset, treatment-resistant paranoid schizophrenia.” She had started hearing voices by age 5 years. Big, strong, intrusive, and psychotic, she had been hospitalized almost constantly since age 11. Her auditory hallucinations generally consisted of a critical voice commenting on her behavior. Her thinking was concrete, but when relaxed she could be self-reflective. She was motivated to please and recurrently said her biggest goal was to “have my own room in my own house with my own friends.” The psychiatrist said that he was not sure what had caused her to pull out the knife. She had not been hallucinating lately and had been feeling less paranoid, but he wondered if she had been more psychotic than she had let on. It was possible that she was just impatient and irritated. The psychiatrist also believed that she had spent almost no period of life developing normally and so had very little experience with the real world.


Ms. Allen had been taking clozapine for 1 year, with good resolution of her auditory hallucinations. She had gained 35 pounds during that time, but she had less trouble getting out of bed in the morning, was hoping that she could eventually get a job and live more independently, and had insisted on continuing to take the clozapine. The bus trip to the shopping mall was intended to be a step in that direction.


Diagnosis




	Schizophrenia, multiple episodes, currently in active phase





Discussion


Stealing a city bus is not reasonable, and it reflects Ms. Allen’s inability to deal effectively with the world. Her thinking is concrete. She behaves bizarrely. She mumbles and talks to herself, suggesting auditory hallucinations. She lives in a state mental hospital, suggesting severe, persistent mental illness.


DSM-5 schizophrenia requires at least two of five symptoms: delusions, hallucinations, disorganized speech, disorganized or abnormal behavior, and negative symptoms. Functioning must be impaired, and continuous signs of the illness must persist for at least 6 months. Even without any more information about Ms. Allen’s history, the diagnosis of schizophrenia is clear.


Ms. Allen’s psychosis began when she was a child. Early-onset symptoms are often unrecognized because children tend to view their psychotic experience as “normal.” Identifying the symptom (e.g., hearing voices that are not there) and associating this with a milestone (e.g., going to a certain grade or school) can help the adult patient retrospectively identify symptom onset. Although the symptoms and treatments are similar for both, childhood-onset schizophrenia is often more severe than adult-onset schizophrenia. Early psychotic symptoms are highly disruptive to normal childhood development. Florid psychotic symptoms are impairing in and of 23themselves, but they also deprive the young person of the social learning and cognitive development that take place during critical childhood years.


Ms. Allen’s behavior on the bus likely reflects not only the psychosis and cognitive dysfunction that are part of schizophrenia but also her diminished experience in real-life social settings. In addition to treating her psychotic symptoms with clozapine, her psychiatric team appears to be trying to remediate her losses by connecting her to a “friend” and organizing the shopping trip. They are also quite active and involved, as reflected by the psychiatrist’s almost immediate presence in the ER after the bus incident.


Schizophrenia is a heterogeneous disorder, affecting multiple domains. It is likely that there are multiple schizophrenias, differentiated by as yet unknown markers. Because of insufficient evidence about validity, DSM-5 has done away with categories such as schizophrenia, paranoid type. Instead, DSM-5 outlines several ways in which the diagnosis can be subtyped. One way is by overall activity and chronicity of symptoms (e.g., single vs. multiple episodes; in acute episode, in partial remission, in full remission). Another way to categorize is by assessing the severity of each of the five core schizophrenia symptoms, using a 0–4 scale.


For example, Ms. Allen was able to try to travel with a “friend,” and her hospital-based psychiatrist did arrive in the ER very quickly. These might reflect an engaged, active treatment program, but when combined with her apologetic attitude and her stated efforts toward independence, they likely indicate a relative lack of negative symptoms such as anhedonia, reduced social networks, and alogia. Such activity-driven behavior is unusual in patients with schizophrenia and suggests that she is not depressed. It is hard to judge Ms. Allen’s cognitive capacity without testing. Her obvious concrete thinking is represented by a failure to understand the process of paying for her bus ride or abstracting behavioral clues. Whether she has the additional characteristics of a schizophrenia-like working memory disorder or attentional dysfunction is hard to tell from this vignette, but she should be tested.


In addition to assessing the extent of positive symptoms, it is crucial for the field of psychiatry to better understand and categorize the negative symptoms and cognitive dysfunction of schizophrenia. Whereas the most effective interventions for schizophrenia have long revolved around the antipsychotic medications that ameliorate positive symptoms, future treatments will likely focus increasingly on the specific behavioral, cognitive, and emotional disturbances that are also an integral part of schizophrenia.
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24CASE 2.2


Increasingly Odd


Ming T. Tsuang, M.D., Ph.D., D.Sc.
William S. Stone, Ph.D.


Gregory Baker was a 20-year-old African American man who was brought to the emergency room (ER) by the campus police of the university from which he had been suspended several months earlier. The police had been called by a professor who reported that Mr. Baker had walked into his classroom shouting, “I am the Joker, and I am looking for Batman.” When Mr. Baker refused to leave the class, the professor contacted security.


Although Mr. Baker had much academic success as a teenager, his behavior had become increasingly odd during the past year. He quit seeing his friends and spent most of his time lying in bed staring at the ceiling. He lived with several family members but rarely spoke to any of them. He had been suspended from college because of lack of attendance. His sister said that she had recurrently seen him mumbling quietly to himself and noted that he would sometimes, at night, stand on the roof of their home and wave his arms as if he were “conducting a symphony.” He denied having any intention of jumping from the roof or having any thoughts of self-harm, but claimed that he felt liberated and in tune with the music when he was on the roof. Although his father and sister had tried to encourage him to see someone at the university’s student health office, Mr. Baker had never seen a psychiatrist and had no prior hospitalizations.


During the prior several months, Mr. Baker had become increasingly preoccupied with a female friend, Anne, who lived down the street. While he insisted to his family that they were engaged, Anne told Mr. Baker’s sister that they had hardly ever spoken and certainly were not dating. Mr. Baker’s sister also reported that he had written many letters to Anne but never mailed them; instead, they just accumulated on his desk.


His family said that they had never known him to use illicit substances or alcohol, and his toxicology screen was negative. When asked about drug use, Mr. Baker appeared angry and did not answer.


On examination in the ER, Mr. Baker was a well-groomed young man who was generally uncooperative. He appeared constricted, guarded, inattentive, and preoccupied. He became enraged when the ER staff brought him dinner. He loudly insisted that all of the hospital’s food was poisoned and that he would only drink a specific type of bottled water. He was noted to have paranoid, grandiose, and romantic delusions. 25He appeared to be internally preoccupied, although he denied hallucinations. Mr. Baker reported feeling “bad” but denied depression and had no disturbance in his sleep or appetite. He was oriented and spoke articulately but refused formal cognitive testing. His insight and judgment were deemed to be poor.


Mr. Baker’s grandmother had died in a state psychiatric hospital, where she had lived for 30 years. Her diagnosis was unknown. Mr. Baker’s mother was reportedly “crazy.” She had abandoned the family when Mr. Baker was young, and he was raised by his father and paternal grandmother.


Ultimately, Mr. Baker agreed to sign himself into the psychiatric unit, stating, “I don’t mind staying here. Anne will probably be there, so I can spend my time with her.”


Diagnosis




	Schizophrenia, first episode, currently in acute episode





Discussion


Mr. Baker’s case involves an all-too-familiar scenario in which a high-functioning young man undergoes a significant decline. In addition to having paranoid, grandiose, and romantic delusions, Mr. Baker appears to be responding to internal stimuli (i.e., auditory hallucinations) and demonstrating negative symptoms (lying in bed all day). These symptoms have persisted and intensified over the prior year. The history does not indicate medications, substances of abuse, or other medical or psychiatric disorders that could cause these symptoms. Therefore, he meets DSM-5 criteria for schizophrenia. Although a family history of psychiatric illness is not a requisite for his DSM-5 diagnosis, Mr. Baker’s mother and grandmother appear to have also had major mental disorders.


Schizophrenia is, however, a heterogeneous disorder. For example, Mr. Baker’s most prominent symptoms are delusions. Another person with schizophrenia might present most prominently with disorganization of speech and behavior and without any delusions. DSM-5 tries to address this heterogeneity by encouraging a dimensional viewpoint rather than a categorical one. In other words, instead of clarifying whether a patient has “paranoid” or “disorganized” schizophrenia, DSM-5 encourages an assessment of a variety of specifiers. One important specifier, the course specifier, requires a longitudinal assessment to determine whether this is a first episode or one of multiple episodes, and whether it is an acute episode, in partial remission, or in full remission.


DSM-5 also encourages specific ratings of symptoms. For example, is this schizophrenic episode accompanied by catatonia? On a 5-point scale (from 0 to 4), how severe is each of the five cardinal schizophrenia symptoms? DSM-5 also encourages an assessment of cognition, mania, and depression domains. For example, some of Mr. Baker’s behaviors (e.g., interrupting a class to proclaim his identity as the Joker) may seem to be symptomatic of mania, but they are unaccompanied by disturbances in sleep, mood, or level of activity. Similarly, Mr. Baker said he felt “bad” but not depressed. These clinical observations likely distinguish Mr. Baker from other subcategories of people with schizophrenia.


The schizophrenia diagnosis can be made without assessing these severity specifiers. Nevertheless, the use of dimensional ratings improves the ability to assess Mr. Baker for the presence of core symptoms of schizophrenia in a more individualized manner. The inclusion of dimensions that cut across diagnostic categories will facilitate the development of a differential diagnosis that includes bipolar disorder and schizoaffective disorder. These assessments may clarify Mr. Baker’s functional prognosis in major life roles (e.g., living arrangement or occupational status). Finally, repeated dimensional assessments may facilitate a longitudinal understanding of Mr. Baker’s symptomatology, development, and likely responses to treatment.
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CASE 2.3


Hallucinations of a Spiritual Nature


Lianne K. Morris Smith, M.D.
Dolores Malaspina, M.D., M.P.H.


Hakim Coleman was a 25-year-old U.S. Army veteran turned community college student who presented to the emergency room (ER) with his girlfriend and sister. On examination, he was a tall, slim, and well-groomed young man with glasses. He spoke softly, with an increased latency of speech. His affect was blunted except when he became anxious while discussing his symptoms.


Mr. Coleman stated that he had come to the ER at his sister’s suggestion. He said he could use a “general checkup” because of several days of “migraines” and “hallucinations of a spiritual nature” 27that had persisted for 3 months. His headache involved “sharp, shooting” sensations in various bilateral locations in his head and a “ringing” sensation along the midline of his brain that seemed to worsen when he thought about his vices.


Mr. Coleman described his vices as being “alcohol, cigarettes, disrespecting my parents, girls.” He denied guilt, anxiety, or preoccupation about any of his military duties during his tour in Iraq, but he had joined an evangelical church 4 months earlier in the context of being “riddled with guilt” about “all the things I’ve done.” Three months earlier, he began “hearing voices trying to make me feel guilty” most days. The last auditory hallucination had been the day before. During these past few months, he had noticed that strangers were commenting on his past sins.


Mr. Coleman believed that his migraines and guilt might be due to alcohol withdrawal. He had been drinking three or four cans of beer most days of the week for several years until he “quit” 4 months earlier after joining the church. He still drank “a beer or two” every other week but felt guilty afterward. He denied alcohol withdrawal symptoms such as tremor and sweats. He had smoked cannabis up to twice monthly for years but completely quit when he joined the church. He denied using other illicit drugs except for one uneventful use of cocaine 3 years earlier. He slept well except occasional nights when he would sleep only a few hours in order to finish an academic assignment.
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