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Preface

This ninth edition of Study Guide and Self-Examination Review
in Psychiatry stands alone as a separate textbook. In the form of
questionsand answers, it can serve asaguideto theentirefield of
psychiatry and the behavioral sciences. Questions are designed
to examinetheetiology, diagnosis, and treatment of every known
psychiatric disorder. A thorough discussion covers not only cor-
rect answers but al so wrong answers. By carefully studying both
questions and answers, the reader will gain a thorough under-
standing of material useful to prepare for examinations of all
types.

Thisbook was written to meet the needs of medical students,
psychiatric physicians, and mental health professionals from all
fields. It is designed especially to help those preparing for the
United StatesMedical Licensing Examination (USMLE) andthe
American Board of Psychiatry and Neurology (ABPN); it will
also prove of value to all who want to test their knowledge in
psychiatry as part of their continuing medical education.

The authors have added new and different questions to each
edition of Study Guide and modified and updated material from
earlier editions. This Study Guide containsmorethan 1,500 ques-
tions, morethan any other book of itskind, and theformat of each
question is standardized to follow that used by the USMLE and
ABPN. In addition, the allocation of topicsis carefully weighted
with attention to both clinical and theoretical issues.

Theauthors of the last edition of Sudy Guide are particularly
pleased that Pedro Ruiz, M.D., aclose personal and professional
associate and outstanding academician, has joined them as third
author. Dr. Ruiz is Professor and Executive Vice Chairman of the
Department of Psychiatry and Behavioral Sciencesat the Univer-
sity of Miami Miller School Of Medicine. He was past-president
of the American Psychiatric Association and isthe current pres-
ident of the World Psychiatric Association. His contributions to
this edition of Study Guide are immeasurable.

COMPREHENSIVE TEACHING SYSTEM

Study Guide forms one part of a comprehensive system developed by
the authors to facilitate the teaching of psychiatry and the behavioral
sciences. At the head of the system is the Comprehensive Textbook of
Psychiatry, whichisglobal indepth and scope; it isdesigned for and used
by psychiatrists, behaviora scientists, and all other workersin the men-
tal health field. Kaplan & Sadock’s Synopsis of Psychiatry isarelatively
brief, highly modified, original, and current version useful for medical
students, psychiatric residents, practicing psychiatrists, and other mental
health professionals. A special edition of Synopsis, Concise Textbook of

Clinical Psychiatry covers just the diagnosis and treatment of al psy-
chiatric disorders. Other parts of the system are the pocket handbooks:
Pocket Handbook of Clinical Psychiatry, Pocket Handbook of Psychiatric
Drug Treatment, Pocket Handbook of Emergency Psychiatric Medicine,
and Pocket Handbook of Primary Care Psychiatry. These books cover
the diagnosis and the treatment of mental disorders, psychopharmacol-
ogy, psychiatric emergencies, and primary care psychiatry, respectively,
and are compactly designed and concisely written to be carried in the
pocket by clinical clerks and practicing physicians, whatever their spe-
cialty, to provide aquick reference. Finally, Comprehensive Glossary of
Psychiatry and Psychology provides simply written definitions for psy-
chiatristsand other physicians, psychologists, students, and other mental
health professionals. Together, these books create a multiple approach
to teaching, studying, and learning of psychiatry.

HOW TO USE THIS BOOK

Each chapter begins with an introduction that emphasizes areas
of special significance about which the student should be aware.
The authors have a so prepared lists of helpful hintsthat present
key terms and concepts essential to a basic knowledge of psy-
chiatry. Students should be able to define and discuss each of the
terms in depth as preparation for examinations.

The section Objective Examinations in Psychiatry provides
the student with helpful hints on how to take the examinations. If
the student understands how questionsare constructed, hisor her
chances of answering correctly are greatly improved. This book
defines distracters (wrong answers) as well as correct answers
in each discussion.

To use this book most effectively, the student should attempt
to answer all the questions in a particular chapter. By allowing
about 1 minutefor each answer, the student can approximate the
time constraints of an actual written examination. The answers
should be verified by referring to the corresponding answer sec-
tion in each chapter. Pay particular attention to the discussion
of the wrong answers, a feature unique to this book. If further
information is needed, the reader is referred to the current edi-
tions of either the Synopsis of Psychiatry or the Comprehensive
Textbook of Psychiatry.
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Neural Sciences

The human brainisresponsiblefor cognitive abilities, emotions,
and behaviors. During the “decade of the brain” in the 1990s,
major advancesin neural sciences took place, and the brain was
finally recognized as the biological substrate for all normal and
abnormal mental functions. It is possible to conceive a biolog-
ically based diagnostic system for psychiatric disorders. This
approach will also permit and advance brain oriented investiga-
tional efforts to produce better psychiatric treatments and, thus,
improvethe quality of care of psychiatric patients. In most fields
of medicine, diagnoses are based on physical signs, symptoms,
a comprehensive medical history, and laboratory, radiological,
and other relevant tests and procedures. In psychiatry, however,
the diagnoses are based primarily on the clinical impression of
the patient’s interpretation of his or her thoughts and feelings.

If the brain is the site of focus for psychiatric disorders, one
should attempt to develop a classification system on the un-
derstanding of biological factors rather than primarily patient’s
symptoms. Neural sciences focus primarily on brain biology. It
is, therefore, essential that one start to focus more intensively on
the functions of the brain from a mental illness viewpoint. Be-
sides understanding the functions and dysfunctions of lobal re-
gions, basal ganglia, limbic structures, hypothalamus, and other
relevant areas of the brain, one should understand the ultrastruc-
tureof individual brain cells. Of further importancearethe synap-
tic connectivity and the functional organization of the brain, as
well as the behavioral consequences of pathological processes
that take place in the central nervous system (CNS). At the same

time, the role of genetics is very relevant in this regard; par-
ticularly, insofar as psychiatric disorders are concerned. Thus,
knowledge about gene expression, DNA replication, messenger
RNA synthesis and trandation into protein, as well as the out-
comes of mutations at each of these stages are quite relevant in
this context.

Knowledge of clinical psychopharmacology is essential, in-
cluding neurotransmitters, brain location of the biogenic amine
neurotransmitter nuclel, and the distribution of the axonal pro-
jections. The roles of glutamate, y-aminobutiric acid (GABA),
monoamine neurotransmitters, such as serotonin, dopamine,
norepinephrine, epinephrine, histamine, and acetylcholine, as
well as the peptide neurotransmitters such as endorphins and
enkephalins, are al crucia to the understanding of the use of
psychopharmacol ogical agents.

Also of crucia importance is the knowledge of the
major neuroimaging techniques, as well as the clinical limi-
tations of these neuroimaging techniques. They include mag-
netic resonance imaging (MRI), computed tomography (CT),
magnetic resonance spectroscopy (MRS), single photon emis-
sion computed tomography (SPECT), proton emission tomog-
raphy (PET), electroencephalography (EEG), and magnetoen-
cephalography (MEG), aswell as others.

Without question, medical students and psychiatric physi-
cians need to be familiar and have knowledge about the field of
neuroscience. The following questions and answers will permit
them to assess their knowledge in this regard.

» Acetylcholine » Dopamine

» Animacy » Electroconvulsive
» Apoptosis therapy (ECT)
» Ascending pathways » Endophenotypes
» Brocasarea » Epigenetics

» Catecholamines » Genetic factorsin
» Caudate nucleus cognition,

» Chronobiology temperament and
» Circadian Rhythm personality

» Decoding emations » Genome

> Deep brain stimulation » Globus pallidus

(DBYS) » Glutamic acid

HELPFUL HINTS

The student should know the following terms, theoreticians, and concepts.

» Histamine » Receptors
» Limbic system » REM and NREM
» Locusceruleus sleep
» Metabolic syndrome » Repetitive transcranial
» Neuropeptides magnetic stimulation
» Neurotropic (RTMS)
factors Seasonal affective
» Nitric Oxide disorder and
» Norephinephrine and circadian rhythm
Epinephrine Self
» Population genetics Serotonin
» Putamen Substania Nigra




» Subthaamic nucleus
» Syndromes of pain
» Transcriptome

1. Neural Sciences

» Transporters
» Vaga nerve stimulation
(VNS)

> Wakefullness
» y-aminobutyric acid

(GABA)

QUESTIONS

Directions

Each of the questionsor incompl ete statementsbel ow isfol lowed
by five suggested responses or completions. Select the one that
is best in each case.

11

1.2

13

14.

15

The nature of an endophenotypeisbiologically defined on
which of the following?

A. Neuropsychological
B. Cognitive

C. Neurophysiological
D. Biochemical

E. All of the above

Which of the following morphological regionsis apart of
the neuron?

A. Cdl body

B. Dendrites

C. Axon

D. Axonterminals
E. All of the above

A reduced density of interneurons in layer 2 of the pre-
frontal cortex has been observed among patients with

. Bipolar disorder

. Magjor depression
Obsessive-compulsive disorder
. Schizophrenia

. Panic disorder

moow>

The cell bodies of the serotonergic neurons are located in
what region of the brain?

A. Midline raphe nuclei of the brainstem

B. Midbrain substania nigraand ventral tegmental area

C. Locusceruleusand thelateral tegmental noradrenergic
nuclel

D. Thetuberomamillary nucleusof the posterior hypotha-
lamus

E. The basa forebrain complex and the mesopontine
complex

The primary inhibitory neurotransmitter, y-aminobutyric
acid (GABA), in the brain is notably depleted in which of
the following neuropsychiatric disorders?

A. Pick'sdisease

B. Vascular dementia

C. Creutzfeldt-Jakob disease

D. Huntington’s disease

E. Normal pressure hydrocephalus

1.6.

17.

18.

1.9.

1.10.

111

The neuropeptides are primarily related to which of the
following central nervous systems?

A. Serotonin neurotransmitter system

B. Norepinephrine and Epinephrine system
C. Acetylcholine system

D. Hypothalamic regulation system

E. Catecholamines system

The strongest evidence for arole for neurotrophinsin psy-
chiatric diseases has come from the pathophysiology of
which of the following psychiatric disorders?

A. Schizophrenia

B. Panic disorder

C. Major depressive disorder

D. Obsessive-compulsive disorder
E. Antisocial personality disorder

Manipulation of one of the novel neurotransmitters, nitric
oxide, is thought to have a therapeutic effect in which of
the following psychiatric conditions?

A. Mood disorders

B. Addictive disorders
C. Anxiety disorders

D. Personality disorders
E. Dissociative disorders

The potentia role of homeostatic neuronal plasticity as a
therapeutic mechanism in certain psychiatric disordersis
currently explored with the use of which of the following
treatments?

A. Electroconvulsive therapy (ECT)

B. Vagal nerve stimulation (VNS)

C. Repetitive transcranial magnetic stimulation (RTMS)
D. Deep brain stimulation (DBS)

E. All of the above

Deoxyribonucleic acid (DNA) is composed of which of
the following nucleic acids (nucleotides)?

A. Adenine

B. Cystosine

C. Guanine

D. Thymine

E. All of the above

Risk factors associated with the metabolic syndrome in-
clude

A. hyperglycemia
B. visceral obesity
C. hypertension

D. hyperlipidemia
E. al of the above



1.12.

1.13.

1.14.

1.15.

1.16.

117

1.18.

The neuropsychiatric disorder that has been best charac-
terized intermsof theinfluence of the brain ontheimmune
system and vice versais which one of the following?

. Somatization disorder

. Hypochrondriasis

. Factitious disorder

. Major depressive disorder
. Depersonalization disorder

moow>»

Circadian rhythms include

A. deep
B. temperature

C. hormone levels
D. eating
E. al of the above

Research efforts have demonstrated that there are no elec-
troencephal ographic (EEG) abnormalities associated with
the use of which psychopharmacological agent?

A. Olanzapine
B. Clozapine

C. Risperidone
D. Pherphenazine
E. Quetiapine

Structural MRI findings associated with schizophreniain-
clude al of the following except

A. reductionsin cortical gray matter

B. reductionsin cortical white matter

C. risk genesinfluencing MRI findings

D. progressive deviation of regional cortical volumes in
childhood onset cases

E. decreased striatum volume

Recent research has provided a basis for clinical indi-
cations of PET and SPECT radiotracer imaging for the
diagnosis and management of several neuropsychiatric
disorders. Among them, we found al of the following
except

. movement disorders

. schizophrenia

. mood disorders

. anxiety disorders

. antisocia personality disorder

moow>

Populations genetics encompasses al of the following
except

A. quantitative genetics
B. genetic epidemiology
C. genetic demography
D. molecular genetics
E. evolutionary genetics

The most successful application of gene-mapping strate-
gies relates to which of the following psychiatric disor-
ders?

1.19.

1.20.

1.21.

1.22.

1.23.

1.24.

1. Neural Sciences 3

. Alzheimer's disease

. Bipolar disorder

. Schizophrenia

. Panic disorder

. Obsessive-compulsive disorder

mooOw>

Animal models in psychiatric research have proven to be
useful in which one of the following disorders?

A. Anxiety disorders

B. Depressive disorders

C. Substance abuse disorders
D. Eating disorders

E. All of the above

Which of thefollowing conditions combines symptoms of
pain and psychiatric signs and symptoms?

A. Fibromyalgia

B. Migraine

C. Irritable bowel syndrome
D. Chronic fatigue syndrome
E. All of the above

The concept that animacy is a primary milestone of social
perception can be demonstrated by which of thefollowing
observations?

A. At birth, infants preferentialy track moving human
faces.

B. At3months, infantssmile and vocalize moreto people
than objects.

C. At3months, infantsshow preferential attentionto self-
propelled motion.

D. At 9 months, infants understand that animate beings,
not objects, have goal-directed action.

E. All of the above

The Self as a subject (the 1-Self) includes al of the fol-
lowing except

A. self-awareness

B. self-continuity

C. self-coherence

D. me-self

E. sense of ownership

Cells that decrease their firing during NREM sleep and
cease firing altogether during REM sleep are

. nonadrenegeric cells
. cholinergic cells

. histaminergic cells

. dopaminergic cells

. al of the above

mooOw>

Adequate stimuli for the identification of food and initia-
tion of eating in adults include which of the following?

A. Olfactory stimuli
B. Temporal stimuli
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C. Cogpnitive stimuli

D. Social stimuli

E. All of the above
1.25. Primary reinforcement by drugs of abuse engages a
widespread network of the brain’s motivational pathways,
which include all of the following except

. amygdala

. hippocampus

. hypothalamus

. prefrontal cortex
. occipital cortex

mooOw>

Directions

Each group of questions consists of lettered headings followed
by alist of numbered statements. For each numbered phrase or
statement, select the one lettered heading that is most closely
associated with it. Each lettered heading may be selected once,
more than once, or not at all.

Questions 1.26-1.31

. Computed Tomography Scan (CT)

. Functional Magnetic Resonance Imaging (fMRI)

. Magnetic Resonance Imaging Scan (MRI)

. Magnetic Resonance Spectroscopy (MRS)

. Positron Emission Tomography Scan (PET)

. Single Photon Emission Computed Scan (SPECT)

TmO O >

1.26. Used to study levels of lithium concentration in the brain
1.27. Cannot be used in patients with pacemakers or ferromag-
netic metals

Radioactive compounds are used to study dopamine and
serotonin receptors

Detects neuronal activity by measuring brain blood flow
using a glucose analog

Uses fluorine-18 to study brain structures and to detect
neuropsychiatric disorders

Certain tumors may be invisible because they absorb as
much radiation as the surrounding brain

1.28.
1.20.
1.30.

1.31.

ANSWERS

1.1. Theanswer isE (all)

The nature of an endophenotype is biologically defined on the
basisof neuropsychol ogical, cognitive, neurophysiological, neu-
roanatomical, biochemical, and brain data. Endophenotype is
an internal phenotype, which is a set of objective characteris-
tics of an individual that are not visible to the unaided eye. A
given phenotype would not be limited to a patient with a partic-
ular diagnosis; for instance, schizophrenia might also be found
in patients with other diagnoses, such as depression or bipolar
disorder.

1.2. Theanswer isE (all)
The human brain contains approximately 100 billion nerve cells
or neurons. In general, neurons are composed of four morpho-

logicaly identified regions: (1) the cell body or soma, which
contains the nucleus and can be considered the metabolic center
of the neuron; (2) the dendrites, which are processes that arise
fromthe cell body, branch extensively, and serve asthe mgjor re-
cipient zones of input from other neurons; (3) the axon, whichis
asingle process that arises from a specialized portion of the cell
body (the axon hillock) and conveys information to other neu-
rons; and (4) the axon terminals, which are fine branches near
the end of the axon and that form contacts (synapses) generally
with the dendrites or the cell bodies of other neurons, release
neurotransmitters, and provide a mechanism for interneuronal
communication. Most neurons in the human brain are consid-
ered to be multipolar in that they give rise to a single axon and
several dendritic processes.

1.3. Theanswer isD

Research has shown that in asignificant number of patientswith
schizophrenia, the prefrontal cortex exhibits a reduced density
of interneurons in layer 2. Additionally, these patients show an
upregulation of GABA receptor binding, apotential functional
compensation, aswell asarelative deficiency of nitric oxide syn-
thase (NOS)-expressing neurons. These observations have led
to the hypothesisthat schizophreniais due to reduced GABAer-
gic activity. The origin of GABA interneurons from the gan-
glionic eminences and their association with specific patterning
genes raises new genetic models of disease causation and possi-
ble strategies for disease intervention.

1.4. Theanswer isA

The cell bodies of the serotonergic neurons are located in the
midline raphe nuclei of the brainstem. The dopamine neurons
are located in the midbrain substantia nigra and the ventral
tegmenta areas as well as in the periaqueductal gray, hypotha-
lamus, olfactory bulb, retina, and kidney. The norepinephrine
and epinephrine producing neurons are found in the pons and
medullain two major clusters: thelocus ceruleus and the lateral
tegmental noradrenergic nuclei. These neuronsare also foundin
the adrenal medulla. Histaminergic cell bodiesarelocated within
theregion of the posterior hypothalamustermed the tuberomam-
millary nucleus.

1.5. Theanswer isD

This degeneration characteristically results in a depletion of
GABA, the brain’'s major inhibitory neurotransmitter, and
acetylcholine. Huntington's disease is an autosomal-dominant
neurodegenerative disorder characterized by cognitive and phys-
ical decline. Its etiology involves an abnormal expansion of a
trinucleotide repeat on chromosome 4. MR classicaly reveals
bilateral atrophy of the caudate nucleus and putamen of the basal
ganglia. CT scan further reveals aprominence of the lateral ven-
tricles as a result of surrounding atrophy. Huntington’s disease
has a gradual onset between the ages of 30 to 50 years. Key
features of the disease include progressive subcortical dementia,
chorea (rapid, involuntary, dance-like movements), depression,
and psychosis. Dysfunction of GABAergic neurotransmission
has further been implicated in anxiety disorders, schizophrenia,
alcohol dependence, and seizure disorders. Pick’sdiseaseis due
to an accumulation of tau proteins, which lead to degeneration



of the frontal and temporal lobes. Onset of Pick’s disease is
between the ages of 40 to 60 years and initia signsinclude per-
sonality change, language impairment, and memory loss. Vas-
cular or multi-infarct dementia presents acutely with cognitive
decline following a cerebrovascular event and has a stepwise
progression. Creutzfeldt-Jakob disease is a rare spongiform en-
cephal opathy accompanied by rapidly progressive dementiaand
hallucinations. It is caused by an accumulation of prionsleading
to nerve cell death. Normal-pressure hydrocephalus clinically
presents with the triad of dementia, incontinence, and gait dis-
turbance. It isdueto poor reabsorption of CSF and characterized
by widening of the lateral ventricles.

1.6. Theanswer isD

Neuropeptides represent the most diverse class of signaling
molecules in the CNS. They have a role in the hypothalamic
regulation of pituitary hormone secretion. They aso have an
array of direct or neuromodulatory effects, ranging from modu-
lating neurotransmitter rel ease and neuronal firing patternstothe
regulation of emotionality and complex behavior. More than 100
unique biologically active neuropeptides have been identified in
the brain, a subset of which is presented in Table 1.1.

n

Adrenocorticotropin hormone (ACTH)
Angiotensin

Atrial natriuretic peptide

Bombesin

Calcitonin

Calcitonin gene-related peptide (CGRP)
Cocaine and amphetamine regulated transcript (CART)
Cholecystokinin (CCK)
Corticotropin-releasing factor (CRF)
Dynorphin

B-Endorphin

Leu-enkephalin

Met-enkephalin

Galanin

Gastrin

Gonadotropin-releasing hormone (GnRH)
Growth hormone

Growth hormone-releasing hormone (GHRH; GRF)
Insulin

Motilin

Neuropeptide S

Neuropeptide Y (NPY)

Neurotensin

Neuromedin N

Orphanin FQ/Nociceptin

Orexin

Oxytocin

Pancreatic polypeptide

Prolactin

Secretin

Somatostatin (SS; SRIF)

Substance K

Substance P

Thyrotropin-releasing hormone (TRH)
Urocortin (1, 2, and 3)

Vasoactive intestinal polypeptide (VIP)
Vasopressin (AVP; ADH)

Table 1.1
Selected Neuropeptide Transmitters
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1.7. Theanswer isC

The strongest evidence for a role for neurotrophins among
psychiatric disorders has come from the pathophysiology of
depression, especialy depression associated with stress. For
depression, it is believed that there is a fundamental dysregula-
tion of synaptic plasticity and neuronal survival in regions of the
brain, such asthe hippocampus. Inanimal models, restraint stress
leadsto adecreased expression of the brain-derived neurotrophic
factor (BDNF) in the hippocampus. In addition, chronic physical
or psychosocial stress leads to atrophy and death of hippocam-
pus neurons, especially in the CA3 region in rodents and pri-
mates. Also, MRI studies have shown that patients with depres-
sive or post-traumatic stress disorders exhibit asmall decreasein
hippocampal volume. It is unclear though, whether the atrophy
and/or death of these neuronsisdirectly related to the decreased
availability of BDNF.

1.8. Theanswer isA

Recently, it was discovered that gases can function as neuro-
transmitters. In this context, it was found that Nitric Oxide hasa
neurotransmitter property vis-a-vis a few psychiatric disorders.
Mood Disorders is one of the groups of psychiatric illnesses
in which Nitric Oxide has a positive role as a neurotransmit-
ter. NOS-expressing neurons are well represented in areas im-
plicated in depression, including the dorsal raphe nucleus and
prefrontal cortex. A role for Nitric Oxide has been suggested in
anti depressant response as sel ective serotonin reuptake inhibitor
(SSRI) antidepressants can directly inhibit NOS activity.

1.9. Theanswer isE (all)

In recent years, there has been increasing interest in the use
of brain stimulation methods as treatment for psychiatric and
neurological disorders. These methods include electroconvul-
sive therapy (ECT), Vagal Nerve Simulation (VNS), repetitive
transcranial magnetic stimulation (RTMS), and deep brain stim-
ulation (DBS). The development of optimal stimulation param-
eters for these treatments requires knowledge about the effects
of electrical stimulation on neuronal function. With respect to
ECT, a mgjor advance has been the recognition that electrical
stimulation parameters play akey role in determining therapeu-
tic and adverse effects. There is compelling evidence that the
degree to which electrical doses exceed the seizure threshold
is of substantial importance. For bilateral ECT, electrical doses
just above threshold (approximately 1.5 times threshold) result
in a highly effective form of treatment that minimizes cogni-
tiveimpairment. For nondominant hemisphere (unilateral) ECT,
electrical doses that are five to six times threshold are required
to produce a significant benefit.

1.10. Theanswer isE (all)

DNA (deoxyribonucleic acid) is made of four nucleic acids, also
known as nucleotides: adenine, cytosine, guanine, and thymine.
A genomeisdefined as the total complement of DNA replicated
in aliving organism. A critical milestone was reached in 2001
with the completion of the first draft of the human genome.
Currently, there are thousands of genomes sequenced. It is how
evident that there arein total about 25,000 protein-coding genes
in Homo sapiens.
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1.11. Theanswer isE (all)

Metabolic syndrome is a disease characterized by a cluster
of metabolic risk factors, which include hyperglycemia, vis-
ceral obesity, hyperlipidemia, and hypertension. Most notably,
adverse effects of atypical antipsychotics, such as olanzapine
(Zyprexa) and clozapine (Clozaril), include weight gain and
hyperglycemia. However, aripiprazol (Abilify) and ziprasidone
(Geodon) areatypical antipsychoticsthat have minimal effectsin
thisregard. Schizophreniapatientsmay exhibitincreased cortisol
and epinephrine production even when not medicated; therefore,
monitoring protocolsfor patients on atypical antipsychoticsisof
utmost importance. Of note, metabolic syndrome also leads to
insulin resistance and complicates glycemic control in patients
with preexisting diabetes.

1.12. Theanswer isD

The neuropsychiatric disorder that has been best characterized
in terms of the influence of the brain on the immune system
and vice versa is major depressive disorder. For many years,
major depressive disorder was seen as a quintessential example
of how stress-related disorders may decrease immunocompe-
tence. More recently, however, it has become evident that stress
also activates inflammatory pathways, even while suppressing
measures of acquired immunity.

1.13. Theanswer isE (all)

The circadian clock drives many rhythms including behavior,
core body temperature, sleep, eating, drinking, and hormonal
levels. One such circadian-regul ated hormoneistheindolamine,
melatonin. Melatonin synthesisiis controlled through a multisy-
naptic pathway from the CNS to the pineal gland. Serum levels
of melatonin become elevated at night and return to baseline
during the day. Light suppresses elevated melatonin levels, im-
mediately decreasing them to baseline levels. Light also shifts
the phase of circadian rhythms of melatonin synthesis. Because
melatonin can be assayed easily, it provides a convenient win-
dow into the state of the circadian pacemaker. Any perturbation
of the clock isreflected in the melatonin profile; thus, melatonin
offers an output that can be used to study the regulation of the
central circadian pacemaker.

1.14. Theanswer isE

Electroencephalographic (EEG) abnormalities have been re-
ported with the use of clozapine (47 percent), olanzapine
(38.5 percent), trifluoperazine and mesoridazine (about 35 per-
cent), risperidone (28 percent), fluphenazine and thiothixene
(just above 20 percent), pherphenazine, chlorpromazine and
thioridazine (just about 10 percent), and haloperidol (just below
10 percent). There were, however, no abnormalities observed
with quetiapine or loxapine. The clinical significance of EEG
abnormalities associated with psychopharmacological agents,
particularly in the absence of any indications of seizures or en-
cephal opathic effects, remain an open research question.

1.15. Theanswer isE
Structural MRI finding associated with schizophreniado not in-
cludedecreased striatumvolume. Structural MRI hasbeen useful

for characterizing features of the heritable risk for schizophre-
nia. Family members of individuals with schizophrenia show
a pattern of reductions in cortical gray and white matter vol-
ume that resembles, but is milder than, that associated with
schizophrenia. Among healthy individuals and patients diag-
nosed with schizophrenia, risk genes appear to influence MRI
findings. Structural MRI has also provided some insights into
the progressive course of this disorder and the impact of an-
tipsychotic treatment. The most striking findings have been in
childhood onset schizophrenia, where a series of neuroimaging
studies using a variety of MRI approaches have clearly shown
that the development and evolution of schizophrenia are asso-
ciated with a progressive deviation of regional cortical volumes
from those of healthy comparison populations.

1.16. Theanswer isE

Over the past two decades, radio tracer imaging with PET and
SPECT have gained merit astool stoimagebrain functioning and
neurochemistry in living humans and have provided the founda-
tion necessary to begin to identify the neurochemical signatures
and neuropsychiatric disorders that result from abnormal brain
chemistry. Radio tracer imaging can a so help to assessthe rela-
tionship between occupancy of specific various receptorsin the
brain and clinical efficacies of various psychotropic drugs. For
instance, imaging of dopamine D, receptors providescritical in-
formation for the differential diagnosis of movement disorders
and schizophrenia, and also for the assessment of receptor oc-
cupancy by neuroleptic drugs. Imaging of serotonin receptors
and the serotonin transporter is useful in the diagnosis of mood
and anxiety disorders, aswell asthe assessment of antidepressant
efficacy. Imaging of nicotinic acetylcholinereceptorsand acetyl-
cholinesterase may serve as markers of cognitive and memory
impairment.

1.17. Theanswer isD

Population genetics, which deals with the mathematical proper-
ties of genetic transmission in families and populations, can be
subdivided into the partially overlapping fields of evolutionary
genetics, genetic demography, quantitative genetics, and genetic
epidemiology. Theprimary goal of evolutionary geneticsistoun-
derstand changes in gene frequency across generations. Genetic
demography is primarily concerned with differential mortality
and fertility in human populations, while genetic epidemiology
deals with the distribution of disease-associated genes across
human subpopulations. The goa of quantitative genetics is to
partition the observed variation of phenotypes into its genetic
and environmental components.

1.18. Theanswer isA

The most successful application of gene-mapping strategies ap-
plies to Alzheimer’s disease, which is the most common form
of dementia and is characterized by a progressive decline in
memory, aphasia, apraxia, agnosia, and diminished excessive
functioning. Abnormal deposition of beta-amyloid protein and
neurofibrillary tangles are the major pathophysiological charac-
teristics of Alzheimer’s disease. Associated genes include auto-
somal dominant forms of the APOE4 allele on chromosomes 1,



14, 19, and a mutation of the P-App gene (amyloid precursor
protein gene) on chromosome 21. Genetic alterations may bere-
sponsiblefor up to 10 percent of cases of early onset formsof the
disease, often diagnosed between the ages of 30 to 60 years. Ge-
netic testing for APOE iscurrently availableto assesswhether an
individual carries such arisk factor, but cannot predict definitive
development of the disease.

1.19. Theanswer isE (all)

Animal models provide insight into biological mechanisms un-
derlying psychiatric disease pathophysiology and treatment. The
susceptibility to psychiatric disordersisrecognizedtoresult from
highly complex interactions between genetic endowment and
the cumulative effects of innumerabl e environmental influences.
The elucidation of the human genome provides unprecedented
opportunities to understand genetic determinants of behavioral
traitsand psychiatric disease susceptibility. However, the behav-
ioral impact of genetic manipulations cannot be systematically
studied in humans, nor can the effects of many types of environ-
mental stimuli and stressors.

1.20. Theanswer isE (all)

Fibromyalgia, migraine, irritable bowel syndrome, and chronic
fatigue syndrome are some of the most commonly recognized
conditions in which pain is associated with psychiatric symp-
toms. Fibromyalgiaisachronic nonprogressive diseasein which
patients will present with at least 11 musculoskeletal tender
points. Depression and anxiety are frequently diagnosed in pa-
tients suffering from fibromyalgia. Migraines are severe unilat-
eral headaches that often present with throbbing, nausea, vom-
iting, and photophobia. The prodomal phase of a migraine may
include depression, hypersomnia, irritability, and fatigue. Irrita-
ble bowel syndromeis an idiopathic gastrointestinal tract disor-
der in which symptoms of alternating diarrhea and constipation
are commonly preceded by anxiety and depression. Chronic fa-
tigue syndrome is a condition in which patients present with 6
months or more of fatigue not alleviated by rest, compromise
of short-term memory and concentration, insomnia, depression,
and musculoskeletal pain.

1.21. Theanswer isE (all)

Animacy is the inability of the brain to quickly and efficiently
differentiate animate from inanimate objects. The first thing a
brain must do in any healthy social interaction isdetect animacy.
Psychophysical research has shown that our attentional and per-
ceptua systems are uniquely tuned for detecting animate things
versus other object types. Time-consuming mental calculations
would bewasted attempting to predict thethoughts, feelings, and
actions of objects that could not think, feel, or act.

1.22. Theanswer isD

William James made a distinction between two separable but
intimately interrelated aspects of the “self.” The “self” as a
subject is known as the I-Self and “self” as object is known
as the Me-Self. He also identified subcomponents within them.
Components of the I-Self include Self-agency (sense of owner-
ship), self-awareness, self-continuity, and self-coherence. The
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Me-Self included “material me” “social me,” and “spiritual
me.”

1.23. Theanswer isA

Noradrenergic cells from the locus coeruleus project directly
throughout the forebrain and cortex and show their highest dis-
charge rates during wakefulness. These cells decrease their fir-
ing during NREM sleep and cease firing altogether during REM

sleep.

1.24. Theanswer isE (all)

Adequate stimuli for the identification of food and initiation
of eating in adults comprise a bewildering farrago of olfac-
tory, visual, auditory, temporal, circadian, metabolic, cogni-
tive, and social stimuli. Most of them are conditioned stimuli
whose potency depends on individual experience from infancy
onward.

1.25. Theanswer isE

While the mesolimbic dopamine pathway is critical, it must be
noted that primary reinforcement of drugs of abuse engages a
widespread network of the brain’s motivational pathways, in-
cluding cortical regions and limbic structures such as the pre-
frontal cortex, amygdala, hippocampus, and hypothalamus.

Answers 1.26-1.31

1.26. Theanswer isD

1.27. Theanswer isC

1.28. Theanswer isF

1.29. Theanswer isB

1.30. Theanswer isE

1.31. Theanswer isA

Computed tomography (CT) scanners are currently the most
widely available and convenient imaging tools available in clin-
ical practice. They effectively take a serious of head X-ray pic-
tures from all vantage points, 360 degrees around a patient’'s
head. CT scanners allow assessment of structural brain lesions
such as tumors or strokes. However, since CT images are deter-
mined only by the degree to which tissues absorb X-irradiation,
certain tumors may be invisible on CT because they absorb as
much radiation as the surrounding brain.

Magnetic resonance imaging (MRI) scans, however, do not
rely on the absorption of X-rays. MRI is based on nuclear mag-
netic resonance (NMR). MRI scanners collect the emissions
of individual, realigning nuclei and use computer analysis to
generate a series of two-dimensional images that represent the
brain. MRI scans cannot be used for patients with pacemakers
or implants of ferromagnetic metals due to the strong magnetic
fields created during the MRI. The resolution of brain tissue of
even the lowest power MRI scan exceeds that of CT scanning
(Figure 1.1).
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FIGURE 1.1

Comparison of CT and MRI. A. Computed tomography (CT) scan in the axial plane at the level of the third ventricle. The cerebrospinal
fluid (CSF) within the ventricle appears black, the brain tissue appears gray, and the skull appears white. There is very poor discrimination
between the gray and white matter of the brain. The arrow indicates a small calcified lesion in a tumor of the pineal gland. Detection
of calcification is one role in which CT is superior to magnetic resonance imaging (MRI). B. T2-weighted image of the same patient at
roughly the same level. With T2, the CSF appears white, the gray matter appears gray, the white matter is clearly distinguished from the
gray matter; the skull and indicated calcification appear black. Much more detail of the brain is visible than with the CT. C. T1-weighted
image of the same patient at roughly the same level. With T1, the CSF appears dark, the brain appears more uniformly gray, and the skull
and indicated calcification appear black. T1 MRI images are the most similar to CT images. (Reprinted with permission from Grossman
CB. Magnetic Resonance Imaging and Computed Tomography of the Head and Spine. 2" ed. Baltimore: Williams & Wilkins; 1996:101.)

Whereas routine MRI detects hydrogen nuclei to determine
brain structure, magnetic resonance spectroscopy (MRS) can de-
tect several odd-number nuclei. The ability of MRS to detect a
wide range of biologically important nuclei permits the use of
the technique to study many metabolic processes. MRS can be
used to measure concentrations for psychotherapeutic drugs in
the brain. One study used MRS to measure lithium concentra-
tionsinthebrainsof patientswith bipolar disorder and found that
lithium concentrationsin the brain were half those in the plasma
during depressed and euthymic periods but exceeded those in
the plasma during manic episodes.

Functional magnetic resonance imaging (fMRI) detects neu-
ronal activity by measuring brain blood flow using a glucose
analog. Neuronal activity withinthebrain causesalocal increase
in blood flow, which in turn increases the local hemoglobin con-
centration. Functional MRI is useful to localize neuronal ac-
tivity to a particular lobe or subcortical nucleus and has even
been able to localize activity to a single gyrus. Functional MRI
is widely used to study brain abnormality related to cognitive
dysfunction.

Sngle photon emission computed tomography (SPECT)
scansalso provideinformation onthe cerebral blood flow, but un-
likefMRIs, they do not measure neuronal metabolismdirectly. In
SPECT, manufactured radioactive compounds are used to study

regiona difference in cerebral blood flow within the brain. It
records the pattern of photon emission from the bloodstream ac-
cording to thelevel of perfusion in different regions of the brain.
SPECT usescompounds|abel ed with single photon-emitting iso-
topes: iodine-123, technetium-99m, and xenon-133. In addition
to these compounds used for measuring blood flow, iodine-123-
labeled ligands for the muscarinic, dopaminergic, and seroton-
ergic receptor can be used to study these receptors by SPECT.

The isotopes used in positron emission tomography (PET)
decay by emitting positrons, antimatter particles that bind with
and annihilate electrons, thereby giving off photonsthat travel in
180-degree opposite directions. Because detectors have twice as
much signal from which to generate an image as SPECT scan-
ners have, the resolution of the PET image is higher. A wide
range of compounds can be used in PET studies, and the res-
olution of PET continues to be refined closer to its theoretical
minimum of 3 mm, which is the distance positrons move be-
fore colliding with an electron. The most commonly used iso-
topesin PET arefluorine-18, nitrogen-13, and oxygen-15. These
isotopes are usualy linked to another molecule, except in the
case of oxygen-15. PET has been used increasingly to study
normal brain development. Relatively few PET scanners are
available because they require an on-site cyclotron to make the
isotopes.
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Neuropsychiatry and

Behavioral Neurology

Psychiatry discontinued the term “organic” from the official
nomenclature a couple of decades ago, but its significance is
still relevant today because the care of patients with identifi-
able, acquired brain disease (such as epilepsy, movement disor-
ders, and traumatic brain injury) requires the physician to have
expertise, knowledge base, and a familiarity with assessment
and treatment methods not usually required for patients with
primary psychiatric disorders. Patients with organic psychiatric
syndromesarecommonin clinical practice and are often difficult
to manage for most general psychiatrists, even with consultation
from other specialists who may themselves not be expertsin the
mental and emotional phenomena, which often accompany brain
disease.

Neuropsychiatry is the psychiatric subspecialty that deals
with the psychological and behavioral manifestations of brain
disorders. Neuropsychiatry is, therefore, closely allied with
cognitive and behavioral neurology—that is, the neurological
specialty that focuses on psychological phenomena present in
patients with brain disorders. In many ways, neuropsychiatry
can offer a distinctive perspective on idiopathic psychiatric dis-
orders; its limitations in this respect must also be noted. The
limitations include consideration of the multifactorial nature of
many psychiatric diseases—namely, interaction between environ-
mental and genetic factors. To date, no psychiatric disorder has
been completely mapped. The unraveling of a biological basis
for many psychiatric diseasesisanovel aspect of thefield, which
isin itsinception phase.

» Brocasarea
» Brain Circuits
» Demyelinating disorders

» Fibromyalgia
» Hemispheric
lateralization

HELPFUL HINTS

The student should know the following terms, theoreticians, and concepts.

» HIV-assisted dementia
» Human prion diseases
» Limbic system

» Movement disorders
» Neurometabolic
syndromes

QUESTIONS
Directions

Each of the questionsor incompl ete statementsbel ow isfollowed
by five suggested responses. Select the one that is best in each
question.

2.1. Disinhibition is associated with which of the following
brain areas or localizations?

A. Left frontal lobe
B. Third frontal gyrus
C. Right frontal lobe
D. Left hemisphere
E. Leftlimbic area

2.2. The most common mental disorder associated with cere-
brovascular diseaseis

A. Mania

B. Anxiety

C. Psychosis

D. Alcoholism
E. Depression

2.3. The most common site of brain tumorsis

. Frontal lobes

. Occiput lobes

. Diencephalic regions
. Pituitary gland

. Parietal lobes

mooOw>
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2.4.

2.5.

2.6.

2.7.

2.8.

2.9.

2.10.

2. Neuropsychiatry and Behavioral Neurology

Epilepsy patients are prone to have which of thefollowing
psychiatric conditions?

A. Psychosis

B. Depression

C. Personality Disorders
D. Hyposexuality

E. All of the above

Which of thefollowing isthe single greatest risk factor for
traumatic brain injury (TBI)?

A. Male gender

B. Alcohal or drug abuse

C. African American ethnicity
D. Low socioeconomic status
E. None of the above

Which of the following movement disordersis present in
patients with tic disorders?

A. Bradykinesia
B. Hyperkinesia
C. Hypokinesia
D. Akinesia

E. Ataxia

Which of thefollowingisthemost common demyelinating
disorder?

A. Tay-Sachs disease

B. Hurler's syndrome

C. Acquired immunodeficiency syndrome (AIDS)
D. Multiple sclerosis

E. Adrenoleukodystrophy

Which of the following infectious agents have been as-
sociated with the onset of obsessive-compulsive disorder
(OCD)?

. Streptococcal infection
. Borrelia Burgdorferi

. Retrovirus

. Influenzavirus

. Varicellazoster virus

moow>»

Which of the following are human prion diseases?

A. Sporadic Creutzfeld-Jakob disease (sCID)

B. Fatal familial insomnia (FFI)

C. Gerstmann-Straussler-Scheinker (GSS) disease
D. Kuru

E. All of the above

The diagnosis of aprimary headache disorder requiresthe
exclusion of which condition?

A. Vascular malformation
B. Bacterial meningitis
C. Diabetes mellitus

D. Pseudotumor cerebri
E. All of the above

2.11. Psychopharmacological agentsthat appear to help patients
with fibromyalgiainclude

A. Pregabalin

B. Duloxetine

C. SSRiIs

D. SNRIs

E. All of the above
2.12. Prematurity isassociated with which of thefollowing psy-
chiatric conditions?

A. Anxiety

B. Aggression

C. Schizophrenia

D. Conduct disorder

E. All of the above
2.13. A 32-year-old man presents to the emergency department
after suffering a seizure earlier in the day. His history
reveals 3 days of mild headache and fever, but is oth-
erwise unremarkable. The patient’s cerebral spinal fluid
reveals 91 percent lymphocytes and elevated protein. CT
of his head is unremarkable. What is the most likely
diagnosis?

. Meningioma

. Herpes simplex encephalitis
. Subarachnoid hemorrhage

. Intracerebral hemorrhage

. Cryptococcal meningitis

mooOw>

ANSWERS

2.1. Theanswer isC

Although left lateralization of language and right lateralization
of visuospatial function are widely recognized, lateral special-
ization in the prefrontal regionisless obviousbut still of clinical
significance. Frontal lobe degeneration involving the right more
than theleft frontal lobeis particularly associated with disinhibi-
tion. Women tend to show less lateralization of language, so left
hemispherelesionsare lesslikely to produce severeimpairment.

2.2. Theanswer isE

Depressive disorders are probably the most common emotional
disorder associated with cerebrovascul ar disease. Theprevalence
depends upon whether community based samplesor hospitalized
patients are examined or whether patients with acute stroke or
those with chronic stroke are evaluated. Mania and generalized
anxiety disorder (GAD) occur much less frequently than depres-
sion following stroke.

2.3. Theanswer isA

The most common sites of brain tumors are the frontal and tem-
poral lobes. Theleast common sitesarethe occipital lobes, dien-
cephalic regions, pituitary gland, and parietal and infratentorial
areas. Brain tumors are slightly more common in men than in
women.



2.4. Theanswer isE (all)

Epidemiological studies from communities, psychiatric hospi-
tals, and epilepsy clinics report a 20 to 60 percent prevalence of
psychiatric problems among epilepsy patients. Epilepsy patients
are prone to psychosis, depression, personality disorders, hypo-
sexuality, and other behavioral disorders. These problems are
approximately equally divided between those that occur ictally
or peri-ictally and those that occur interictally or are variably
related to the ictus. The percentage of epilepsy patients in psy-
chiatric hospitals was also higher than the general prevalence of
epilepsy and ranged from 4.7 percent of all inpatientsin aBritish
psychiatric hospital t0 9.7 percentinaU.S. Veterans Affairs psy-
chiatric facility.

2.5. Theanswer isB

The single greatest risk for traumatic brain injury (TBI) is alco-
hol and drug abuse. Epidemiological studies have reported that
close to one-third of brain injury patients had identifiable alco-
holism before trauma. Of note, however, males are two to three
times more likely to suffer traumatic brain injuriesthan females.
African Americans also have higher rates of traumatic brain in-
juries, afinding that may be explained by increased firearms ex-
posure. Lower socioeconomic status, especially unemployment,
and lower levels of education also correlate with a higher inci-
dence of TBI. Therisk of experiencing a second brain injury is
three times greater after asingle previous brain injury.

2.6. Theanswer isB

Tics are repeated, uncontrolled, involuntary muscular contrac-
tions or vocalizations. They frequently occur in children and are
more common in boys due to genetic predisposition. Motor tics
result in stereotyped actions that can be voluntarily suppressed
for brief periods of time. They are characterized by hyperki-
nesia or excessive motility. Bradykinesia is defined as slowed
movement. Hypokinesia is a decrease in movement, while aki-
nesia refers to an inability to initiate movement. Bradykinesia,
hypokinesia, and akinesia are all features of Parkinson's dis-
ease. Ataxia refers to a lack in coordination during voluntary
movement, acommon feature of cerebellar and posterior column
lesions. Of note, Tourette's syndrome is a disorder that includes
both motor and vocal tics with an onset before the age of
18 years. Tics can aso occur independently, as motor tic dis-
order or vocal tic disorder.

2.7. Theanswer isD

Theetiology of thedemyelinating disordersisdiverseand largely
conforms to the traditional, binary classification of etiology—
congenital or acquired. Under the congenital disorders are in-
cluded presumed genetic and chromosomal abnormalities. The
chromosomal abnormalities include the ganglioside disorders,
such as Tay-Sachs disease, which usually present in infancy or
early childhood. Another group of congenital disordersincludes
the leukodystrophies, of which there are numerous subtypes,
such as metachromatic, globoid cell, adrenol eukodystrophy, and
Hurler’s syndrome. The acquired demyelinating disorders in-
cludeinfectiousdisease, particul arly acquiredimmunodeficiency
syndrome (AIDYS); trauma, including open and, especially, closed
brain trauma; vascular disorders, including the vascular demen-
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tias; toxins, including acohol and other solvents; and autoim-
mune disorders, the most prominent of which is multiple scle-
rosis. Thislistis certainly not inclusive, and many disease types
may cause a demyelinating encephalopathy. By far, the most
common of these disordersis multiple sclerosis.

2.8. Theanswer isA

Evidence links streptococcal infections with the onset of
obsessive-compulsive disorder (OCD) as well as tic disorders
in children. Borrelia burgdorferi is the spirochete that causes
Lyme disease and may lead to psychosis and cognitive impair-
ment in the late stage of infection. Retroviruses such as human
immunodeficiency virus (HIV) may lead to a host of neuropsy-
chiatric problems, most notably AIDS dementia, which begins
with memory impairment and may progressto aphasiainthelater
stages. Varicella zoster virusmay rarely progressto encephalitis,
especially inimmunocompromised patients. Studies havelinked
Influenza A and Influenza B to the onset of encephalitis (acute
or postinfectious) with a basis in immune modul ation.

2.9. Theanswer isE (all)

Transmissible spongiform encephal opathies (TSEs) are an un-
usua and uncommon group of infectious neurodegenerative
disorders that are caused by conformational changes, mis-
processing, and malfunction of the prion protein (PrP). The
human prion diseases are sporadic Creutzfeldt-Jakob disease
(sCJD), the variant Creutzfeldt-Jakob disease (,CJD), theintro-
genic Creutzfeldt-Jakob disease (;CJD), fatal familial insomnia
(FFI), Gerstmann-Straussl er-Scheinker (GSS) disease, and Kuru
(Table 2.1).

2.10. Theanswer isE (all)

Thediagnosisof aprimary headache disorder requiresthe exclu-
sion of other conditions, which include structural lesions, vas-
cular malformations, viral or bacterial meningitis, encephali-
tis, cerebral contusion, metabolic disorders, vasculitis, brain tu-
mors, sinusitis, and pseudotumor cerebri (acondition of thebrain
that mimics atumor but is caused by swelling or inflammation).
Young, obese femal es are especially prone to pseudotumor cere-
bri, also known as idiopathic intracrania hypertension. One of
themost important findings of the past decadesis evidence point-
ing to an increased risk of ischemic stroke among young women
with migraines. In children, arteriovenous malformations are a
known cause of subarachnoid hemorrhage, which often present
as “the worst headache” of one'slife.

2.11. Theanswer isE (all)

Thereis asignificant overlap and comorbidity between patients
with symptoms of fibromyal giaand other psychiatric conditions,
such as depression, panic and anxiety, and posttraumatic stress
syndromes. The significance of this comorbidity is not under-
stood interms of understanding how the symptomatol ogy arises,
but these secondary psychiatric syndromes can provide thera-
peutic targets for psychopharmacology. Thereis also significant
comorbidity between patients with fibromyalgia and rheumato-
logicarthritis, systemiclupus, and others. Despitethiscomorbid-
ity, the acute symptomatol ogy of fibromyalgiadoesnot correlate
well with disease activity of associated medical diseases. When
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Table 2.1
Human and Animal Prion Diseases

Disease Cause

Distribution/Incidence

Sporadic Creutzfeldt-Jakob disease (;CJD) Unknown

Variant Creutzfeldt-Jakob disease (,CJD)

latrogenic Creutzfeldt-Jakob disease (;CJD) Genetic
Fatal familial insomnia (FFI) Familial
Gerstmann-Strdussler-Scheinker disease (GSS) Genetic

Kuru
Scrapie
BSE (mad cow disease)

Unknown

Exposure to bovine spongiform
encephalopathy (BSE)

Ritual cannibalism

Animal feed with animal body parts,

Global

As of 2006, more than 150 cases of ,CJD
have been recorded and all were
associated with methionine homozygotic
status at codon 129 of PRNP gene

Accidental transmission of CJD to human
hosts through various medical/surgical
procedures, such as tissue transplantation

Rare

Extremely rare

Papua

Europe, Iceland, United States, Canada

Europe, United States

initially from sheep

Chronic wasting disease (CWD)

Transmissible mink encephalopathy Farm-raised

Caged elk and deer

United States, Canada
United States

From Dormont D. Prion disease: pathogenesis and public health concerns. FEBS Lett. 2002;529:17.

such diseases are present, however, varieties of psychotropic
drugs are commonly prescribed for fibromyalgia, especialy an-
tidepressants. The antiepileptic agent pregabalin has recently
been approved by the U.S. Food and Drug Administration (FDA)
for the treatment of pain associated with fibromyalgia. A wide
spectrum of analgesicsis also prescribed for such patients. The
selective serotonin reuptakeinhibitor (SSRI) and serotonin nore-
pinephrinereuptakeinhibitor (SNRI) antidepressant, dul oxetine,
has been reported to be effective in treating patients with this
disorder. However, experience suggests that benefits from such
therapies are neither long lasting nor associated with return to
employment.

2.12. Theanswer isE (all)

A large prospective cohort study of 2,032 adolescents found that
those born premature with low birth weight were 11-fold more
likely to develop a depressive disorder. Prematurity was also
associated with elevated risk of anxiety, social isolation, conduct
disorder, aggression, thought disorders, and schizophrenia.

2.13. Theanswer isB

Herpes Smplex virustype 1 (HSV-1) isthe most common acute
cause of fatal encephalitisin the United States. Lesions are seen
in the temporal lobe area, as revedled by an MRI. EEG will
demonstrate slow waveswith high amplitudes. Polymerasechain
reaction (PCR) analysisof theviral DNA isconsidered thedefini-
tive diagnostic tool and has replaced brain biopsies. Presenta-
tion of HSV-1 encephalitis can include seizures (as in the above
case), atered menta status, hypomania, and amnesia. Kluver-
Bucy syndrome, a constellation of hyperphagia, hypersexuality,
hyperdocility, and hyperorality, may also result asaconseguence
of herpes encephalitis with bilateral amygdala lesions. Crypto-
coccal meningitis is more often seen in immunocompromised
patients. Meningiomas will not result in an increase in lym-
phocytes and generally do not present acutely. Subarachnoid
and intracranial hemorrhages are cerebrovascular lesions that
do not match the CSF finding of lymphocytosis and elevated
protein.
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Contributions of the Psychosocial
Sciences to Human Behavior

The psychosocial sciencesintegrate social sciencesand psychol-
ogy. Psychology is concerned with mental processes and behav-
ior and can be broken down into severa areas. Clinical psychol-
ogy isconcerned with the application of psychological principles
to the prevention, treatment, and understanding of psychopathol-
ogy. Educational psychology isconcerned with the application of
psychological theoriesto teaching. Sociology isthe study of col-
lective human behavior, including the developmental structure
and interactions of their social ingtitutions. Anthropology is the
study of humansin relation to distribution, origin, classification,
and relationship of races, physical characteristics, environmen-
tal relations, socia relations, and culture. Ethology is the study
of animal behavior and is often applied to human behavior. Epi-
demiology isthe study of theincidence, prevalence, control, and
distribution of disease within a particular population.

One of themajor contributionsto psychosocial sciencesisthe
work of Jean Piaget (1896—1980), a widely renowned child (or
developmental) psychologist. He is best known for his work in
the understanding of the way children think and acquire know!-
edge. Piaget is also recognized for his famous theory of the four
stages of cognitive development.

Over time, many other professional s have made contributions
to our understanding of human behavior. Two of the mgjor the-
ories that have stemmed from such contributions are learning
theory and attachment theory. Learning theory developed from
thework of such behavioral researchersas|van Petrovich Pavliov
(1849-1936), John B. Watson (1878-1958), and B.F. Skinner
(1904-1990). Three different types of learning emerged: clas-
sic conditioning, operant conditioning, and socia learning the-
ory. Attachment theory originated in the work of John Bowlby
(1907-1990) who pointed out that the mother—child attachment
was an essential medium of human interaction that had impor-
tant consequences for devel opment and personality functioning.
René Spitz (1887-1974) described anaclitic depression, or hosp-
tialism, in which normal children who were separated for long
periods from adequate caregiving failed to thrive and, therefore,
became depressed and nonresponsive. Ethologists, such as Kon-
rad L orenz (1903-1989) and Harry Harlow (1905-1981), studied
bonding and attachment behaviors in animals, and showed how
studying animal behavior could help illuminate human behavior.

The questions and answers below will help studentstest their
knowledge of the subjects highlighted.

HELPFUL HINTS
The student should know the following terms, theoreticians, and concepts.
» abstract thinking » concrete operations » imprinting » respondent behavior
» acculturation » cross-cultural studies » inductive reasoning » segregation hypothesis
> atruism and syndromes » inhibition > sensory deprivation
» Aplysia » double-blind method » learning theory > separation anxiety
» assimilation » drift hypothesis » object permanence » social learning
» attachment phases > epigenesis » operant and classica > stranger anxiety
» attribution theory » escape and avoidance conditioning » syllogistic reasoning
> aversive stimuli conditioning » positive and negative > systematic
» behaviorism > ethology reinforcement desensitization
» biofeedback » experimental neurosis > preattachment stage » tension-reduction
> biostatistics » extinction > preoperationa stage theory
» cognitive dissonance » flooding and implosion » reciproca » token economy
» cognitive organization » frustration—aggression determinism » trial-and-error learning
» cognitivetriad hypothesis » reciprocal inhibition » vulnerability theory

13
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QUESTIONS 3.3. American psychologist Edward L. Thorndike described
Directions A. drive reduction theory
i ) ) ] B. behaviorism

Each question or incomplete statement below isfollowed by five C. trial-and-error learning
suggested responses or completions. Select the one that is best D. respondent behavior
in each case. E. operant behavior

3.1. Thedrift hypothesis states that 3.4

3.2

A. one'sexperienceasamember of aparticular classleads
to the devel opment of individual differencesin coping
capacity

B. women aredisadvantaged rel ative to men becausetheir
adult roles expose them to chronic stress

C. amental illnessresultsin adeclinein one’'ssocial clan

D. differential exposure to stress explains group differ-
ences in mental illness

E. ethnic minorities and immigrants appear to have more
effective coping skills over nonminorities

A young woman presents with a history of agoraphobia
since adolescence. Her agoraphobia progressed over the
subsequent decade until she was essentially housebound.
She could only leave home accompanied by her mother
or husband and, even in that circumstance, with consid-
erable anxiety. Leaving home alone had, in the past, of-
ten precipitated a panic attack. She had been treated with
various medications and with psychotherapy without sig-
nificant improvement. She was admitted to a clinical re-
search center as part of a study examining the use of so-
cia reinforcement in various phobic conditions. A ther-
apist with whom she had developed a good relationship
delivered reinforcement in the form of praise contingent
on progress. In the baseline period, the patient was en-
couraged to walk as far away from the clinical research
unit as she could. Reinforcement for staying outside the
unit resulted in only a small increase in distance walked
away from the unit. In the next phase, praise for progress
was given on a shaping schedule. For example, if the
patient had been reinforced at a criterion of 100-yards
distance on one trial and walked 150 yards on the next
trial, the criterion would become 125 yards. She would
be praised on the next trial only if she walked 125 yards
or more. In this phase, the distance walked began to in-
crease. When reinforcement was stopped, distance walked
increased dramatically and then decreased. Finally, when
reinforcement was reintroduced, the patient was able to
walk long distances away from the unit. This was then
generalized to the patient’s home environment. (Cour-
tesy of W. Stewart Agras, M.D., and G. Terence Wilson,
Ph.D.)
The therapy used in the above case is an example of

A. Classic Conditioning
B. Operant Conditioning
C. Social Learning

D. Cognitive Learning
E. None of the above

3.5.

3.6.

3.7.

Premack’s principle states that

A. people will attribute other people’s behavior to stabi-
lize their own personality traits

B. high-frequency behaviorscan beusedto reinforcelow-
frequency behavior

C. aperson canlearn by imitating the behavior of another
person

D. themore people feel capable of controlling athreaten-
ing event, the less anxious they will be

E. people will attribute their own behavior to situational
causes

The catharsis hypothesisis the belief that

A. participation in activities such as kickboxing can re-
duce aggressive behavior

B. aggression may be due to alack of basic social skills

C. punishment can be an effective deterrent to overt ag-
gression

D. exposureto signsof pain or discomfort onthevictim’s
part inhibits further aggression

E. humorous materials can often reduce anger

Attribution theory states that

A. behavior results from the interplay between cognitive
and environmental factors

B. persons are likely to attribute their own behavior to
situational causes

C. abehavior engaged in with high frequency can be used
to reinforce alow-frequency behavior

D. an organism changes its behavior to avoid a painful
stimulus

E. ananimal learnsaresponseto get out of aplace where
it does not want to be

Which of the following chromosomal abnormalities has
been implicated as having an influence on aggressive be-
havior?

A. 45-XO
B. 48-XXXY
C. 47-XXY
D. 47-XYY
E. 47-XXX

3.8. Which of the following statistical procedures is used to

evaluate the frequency of eventsin a population?

A. Analysisof Variance (ANOVA)
B. T-test



3.9.

3.10.
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3.12.

3.13.

3.14.
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C. Chi-squared test
D. Discriminant analysis
E. Z-score

Attachment theory states that

A. infants are generally polytropic in their attachments

B. attachment disorders may lead to afailure to thrive

C. attachment occursinstantaneously between the mother
and the child

D. attachment is synonymous with bonding

E. separation anxiety is most common when an infant is
5 months old

Which of the following statements regarding crossover
studiesistrue?

A. It eliminates selection bias.

B. They are avariation of the double-blind study.

C. They contain a treatment group and a control group.
D. They are atype of prospective study.

E. All of the above

Prevalenceisthe

A. risk of acquiring a condition at some point in time

B. ratio of people who acquire adisorder during ayear's
time

C. proportion of a population that has a condition at any
given moment in time

D. standard deviation

E. rate of first admissionsto a hospital for a disorder

In which of the following age groups is the stage of pre-
operational thought present?

A. Birthto 2 years

B. 2to 7 years

C. 7to1lyears

D. 11 through the end of adolescence
E. None of the above

Asian patients seem to achieve a clinical response com-
parable to those of non-Asian patients, even though they
require a significantly lower dose of

A. lithium

B. antipsychotics
C. tricyclics

D. benzodiazepines
E. All of the above

The “choo-choo” phenomenon is associated with
which of the following types of social deprivation in
monkeys?

A. Total-isolation—reared monkeys
B. Mother-only—reared monkeys

C. Peer-only—reared monkeys

D. Partial-isolation—reared monkeys
E. Separation-reared monkeys

Directions

Each set of |ettered headings below isfollowed by alist of num-
bered phrases. For each numbered phrase, select

A. if theitemis associated with A only

B. if theitem is associated with B only

C. if theitem is associated with both A and B
D. if theitem is associated with neither A nor B

Questions 3.15-3.19

A. Behavioral Model of learning
B. Psychoanalytic Model of learning

3.15.
3.16.
3.17.
3.18.

Childhood experiences are the focus of the analysis
Theory is based on experimentation

Subjective methods of interpretation

Testable hypotheses that can be evaluated through exper-
imentation

3.19. Theory is predominantly based on case histories

Questions 3.20-3.25

A. Classical conditioning
B. Operant conditioning

3.20.
3.21.
3.22.
3.23.

lvan Petrovich Pavlov

Instrumental conditioning

B. F. Skinner

Repeated pairing of aneutral stimuluswith onethat evokes
aresponse

Learning occurs as the consequence of action

Learning takes place as a result of the co-occurrence of
environmental events

3.24.
3.25.

Directions

Each group of questions below consists of |ettered headings fol-
lowed by a list of numbered words or phrases. For each num-
bered word or phrase, select the one | ettered heading that is most
closely associated with it. Each lettered heading may be selected
once, more than once, or not at all.

Questions 3.26-3.31

A. Sigmund Freud's theory on aggression
B. Konrad Lorenz's theory on aggression
C. Albert Bandura's theory on aggression
D. John Dollard’s theory on aggression
3.26. The root of human aggression is neither innate violence
nor aggressive drive aroused by frustration.
Aggression stems from the redirection of Thanatos away
from the self and towards others.
Aggression springs from a fighting instinct that humans
share with other organisms.
Aggression aways stems from frustration.
Aggressionisalearned behavior that varies depending on
culture and experience.

3.27.

3.28.

3.29.
3.30.



16 3. Contributions of the Psychosocial Sciences to Human Behavior

3.31. Aggression is a reaction to the blocking or thwarting of
libido.

Questions 3.32-3.36

A. Positive reinforcement
B. Negative reinforcement
C. Punishment

D. Classical conditioning

3.32. Anorexicwoman beginseating and gaining weight in order
to get out of the hospital

3.33. Dog begins salivating to the sound of a bell after learning
food is coming soon after

3.34. A man beginsleaving homeearlier in themorning to avoid
rush hour traffic

3.35. A woman gives her dog a treat every time he sits when
told

3.36. Child has his favorite toy taken away every time he wets
his bed

Questions 3.37-3.40

A. lvan Petrovich Pavlov
B. Eric Kandel

C. Konrad Lorenz

D. Harry Harlow

3.37. Imprinting
3.38. Surrogate mother
3.39. Experimental neurosis

3.40. Aplysia

Questions 3.41-3.44

A. John Bowlby

B. Harry Harlow
C. Mary Ainsworth
D. René Spitz

3.41. “Secure base” effect

3.42. Protest, despair, detachment

3.43. First described anaclitic depression

3.44. Primarily associated with ethological studies

Questions 3.45-3.49

A. Fixed-ratio schedule

B. Variable-ratio schedule
C. Fixed-interval schedule
D. Variable-interval schedule

3.45. Leadsto the most rapid rate of response
3.46. Seen with the use of slot machines

3.47. Associated with scalloping

3.48. Generates an oscillating rate of response
3.49. Seen with the three-strike rule of baseball

ANSWERS

3.1. Theanswer isC

The drift hypothesis states that a mental illness resultsin a de-
cline in one's social clan. Most of the evidence for the drift
hypothesis comes from studies of major mental illnesses, pri-
marily schizophrenia. Those studies show that the early onset of
adisorder can reduce one's chances of socioeconomic achieve-
ment, a fact that seems true for people who become ill before
establishing a career.

A large part of sociological research on psychopathology has
focused on structural correlates of psychiatric illness such as so-
cia class, race, ethnicity, sex, and age. The associations between
these variables and the prevalence of psychiatric disorders are
substantial. The most obvious hypothesis to test in examining
such associations is that differential exposure to stress explains
group differences in mental illness. It is now clear that this hy-
pothesis can be rejected. Although it is true that people in com-
paratively disadvantaged positionsin society areexposed to more
stress than their advantaged counterparts, differential exposure
cannot totally explain their higher rates of anxiety, depression,
and nonspecific distress in general population samples.

Studies have shown that a class-linked vulnerability to stress
accountsfor themajor part of the association between social class
and depression and between social classand nonspecific distress.
Another explanation is that one's experience as a member of a
particular classleadsto the devel opment of moreeffective coping
skills.

A related area of research concerns racial and ethnical dif-
ferencesin mental illness. Oneintriguing and still only partially
understood pattern is that ethnic minority immigrants appear
to have better coping skills over nonminorities that disappear
among second-generation and | ater-generation minorities.

Another area of sociological interest concerns gender differ-
ences in anxiety and mood disorders. There are severa lines of
research to pursue gender differencesin nonspecific distress and
affective disorders. The dominant perspective in sociology since
the 1980s holds that women are disadvantaged relative to men
because their adult roles expose them to more chronic stress.

3.2. Theanswer isB
The therapy used in the above case is an example of operant
conditioning. Operant conditioning, developed by B. F. Skin-
ner, isaform of learning in which behavior frequency is altered
through the application of positive and negative consequences.
The therapist uses positive reinforcement (praise) to help the
patient overcome her agoraphobia. Positive reinforcement is
the processby which certain consequencesof aresponseincrease
the probability that the response will recur. Classic conditioning
isaformof learninginwhich aneutral stimulusbecomesacondi-
tioned stimulus when presented with an unconditioned stimulus.
Unlike operant conditioning, where learning occurs as a conse-
quenceof action, in classic conditioning, the examiner reinforces
behavior. Ivan Petrovich Pavlov developed classic conditioning
through his famous experiment conditioning adog to salivate in
response to aringing bell.

Social learning theory relies on role modeling, identification,
and human interactions. A person canlearn by imitating behavior
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of another person, but personal factorsareinvolved. When aper-
son dislikestherolemodel, imitative behavior isunlikely. Albert
Bandurais amajor proponent of the social learning school. Ac-
cording to Bandura, behavior results from the interplay between
cognitiveand environmental factors, aconcept known asrecipro-
cal determinism. Cognitivelearning theoriesfocuson therole of
understanding: Cognition implies understanding the connection
between cause and effect, between action and the consequences
of action.

3.3. Theanswer isC

Operant conditioning is related to trial-and-error learning, as
described by the American psychologist Edward L. Thorndike
(1874-1949). In trial-and-error learning, a person or animal at-
tempts to solve a problem by trying different actions until one
proves successful. A freely moving organism behaves in a way
that is instrumental in producing a reward. For example, a cat
in the Thorndike puzzle box must learn to lift alatch to escape
from the box. For thisreason, operant conditioning is sometimes
calledinstrumental conditioning. Thorndike'slaw of effect states
that certain responsesarereinforced by reward, and the organism
learns from these experiences.

Oneof thefirst theoriststo explorethe neuropsychological as-
pect of learning was Clark L. Hull (1884-1952), who devel oped
a drive reduction theory of learning. Hull postulated that neu-
rophysiological connections established in the central nervous
system reduce the level of adrive (e.g., obtaining food reduces
hunger). An external stimulus stimulates an efferent system and
elicits a motor impulse. The critical connection is between the
stimulus and the motor response, which is a neurophysiol ogical
reaction that leads to what Hull called a habit.

American psychologist John B. Watson (1878-1958), the fa-
ther of behaviorism, used Ivan Petrovich Pavlov’stheory of clas-
sical conditioning to explain certain aspects of human behavior.
In 1920, Watson described producing a phobiain an 11-month-
old boy called Little Albert. At the same time that the boy was
shown awhite rat that he initially did not fear, he was exposed
to aloud, frightening noise. After such pairings, Albert became
fearful of thewhiterat, even when he heard no loud noise. Many
theorists believe that this process accounts for the development
of childhood phabias, which are considered learned responses
based on classic conditioning.

B.F. Skinner described two types of behavior: respondent
behavior, which results from known stimuli (e.g., the knee jerk
reflex to patellar stimulation or the papillary constrictiontolight),
and operant behavior, which isindependent of a stimulus (e.g.,
the random movements of an infant).

3.4. Theanswer isB

A concept developed by David Premack states that a behavior
engaged in with high frequency can be used to reinforce a low-
frequency behavior. In one experiment, Premack observed that
children spent more time playing with a pinball machine than
eating candy when both were freely available. When he made
playing with the pinball machine contingent on eating a certain
amount of candy, thechildrenincreased theamount of candy they
ate. In a therapeutic application of this principle, patients with
schizophrenia were observed to spend more time in a rehabili-
tation center sitting down doing nothing than they did working

at a simple task. When being able to sit down for 5 minutes
was made contingent on a certain amount of work, the work
output was considerably increased, as was the skill acquisition.
Thisprincipleisalso known as Grandma'srule (“1f you eat your
spinach, you can have dessert”).

Thesocia learning theory relieson role modeling, identifica-
tion, and human interactions. Thistheory statesthat a person can
learn by imitating the behavior of another person, but personal
factors are involved.

Theattribution theory isacognitive approach concerned with
how a person perceives the causes of behavior. According to
the attribution theory, people are likely to attribute their own
behavior to situational causes but are likely to attribute other
peopl€e’s behavior to their own stable internal personality traits.

The self-efficacy theory predicts that the more people feel
capable of predicting and controlling threatening events, theless
vulnerable they are to anxiety and stress disorders in response
to traumatic experiences.

3.5. Theanswer isA

The catharsis hypothesisis the belief that participation in activ-
ities, such as running or kickboxing, allows people to vent their
anger and hostility and, therefore, reduces aggressive behavior.
Some people, however, may become more aggressive as a re-
sult of the expressive behaviors. Catharsis, therefore, may not be
effective for long-term reduction of aggression.

Punishment is sometimes an effective deterrent to overt ag-
gression. Research findingsindicate that the frequency or inten-
sity of aggressive behavior can be reduced by even mild forms
of punishment, such as social disapproval. However, punishment
doesnot always, or even usually, produce such effects. Therecip-
ients of punishment often interpret it as an attack against them.
To that extent, aggressors may respond even more aggressively.
Strong punishment ismorelikely to provoke desiresfor revenge
or retribution than to instill lasting restraints against violence.
For these reasons, certain punishments may backfire and actu-
aly encourage, rather than inhibit, the dangerous actions they
are designed to prevent.

A major reason why many people become involved in re-
peated aggressive encounters is their lack of basic social skills.
These people do not know how to communicate effectively and
thus adopt an abrasive style of self-expression. Their social
deficits seem to ensure that they experience repeated frustration
and frequently anger those with whom they have direct contact.
A techniquefor reducing thefrequency of such behavior involves
providing these people with the social skills that they lack. The
results are encouraging and indicate that training in appropriate
social skills can offer a promising approach to the reduction of
human violence.

When aggressors attack other people in face-to-face con-
frontations, the aggressors may block out, ignore, or deny signs
of pain and suffering on the part of their victims. In several exper-
iments, exposure to signs of pain and discomfort on the victim's
part has inhibited further aggression. If aggressors are exposed
to such feedback, they may feel empathy and subsequently re-
duce further aggression.

Informal observation indicates that anger can often be re-
duced through exposure to humorous material. Severa types of
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humor, presented in various formats, can induce reactions or
emotions incompatible with aggression among the persons who
observe the humor.

3.6. Theanswer isB

According to attribution theory, persons are likely to attribute
their own behavior to situational causes but are likely to at-
tribute others' behaviors to stable internal personality traits. In
psychiatry, attribution theory may help explain why some per-
sonsattributeachangein behavior to an external event (situation)
or to achange ininternal state (disposition or ability).

Albert Bandura is a mgjor proponent of the socia learning
school. According to Bandura, behavior results from the inter-
play between cognitive and environmental factors, a concept
known as reciprocal determinism. People learn by observing
others, intentionally or accidentally. This process is described
as modeling or learning through imitation. A person’s choice
of model is influenced by a variety of factors such as age, sex,
status, and similarity.

The Premack’s principle is a concept developed by David
Premack that states that a behavior engaged in with high fre-
quency can be used to reinforce a low-frequency behavior. In
oneexperiment, Premack observed that children spent moretime
playingwith apinball machinethan eating candy when bothwere
freely available. When he made playing with the pinbal | machine
contingent on eating a certain amount of candy, the children in-
creased the amount of candy they ate.

In adverse control or conditioning, an organism changes its
behavior to avoid a painful, noxious, or aversive stimulus. Elec-
tric shocks are common aversive stimuli used in laboratory ex-
periments. Any behavior that avoids an aversive stimulusis re-
inforced as aresult.

Negative reinforcement is related to two types of learning,
escape learning and avoidance learning. In escape learning, an
animal learns a response to get out of a place where it does not
want to be (e.g., an animal jumps off an electric grid whenever
the grid is charged). Avoidance learning requires an additional
response. Therat on the grid learnsto avoid a shock if it quickly
pushes alever when alight signal goes on.

3.7. Theanswer isD

Behavior research involving the influence of chromosomes on
aggressive behavior has concentrated primarily on abnormalities
in X and Y chromosomes, particularly the 47-XYY syndrome.
Early studies indicate that people with the syndrome could be
characterized astall, with below-averageintelligence, and likely
to be apprehended and in prison for engaging in criminal be-
havior. Subsequent studies indicated, however, that, a most,
the XYY syndrome contributes to aggressive behavior in only
a small percentage of cases. Studies of the androgen and go-
nadotropin characteristics of personswith XYY syndrome have
been inconclusive. However, none of the other listed chromoso-
mal abnormalities have been associated with increases in ag-
gressive behavior.

3.8. Theanswer isC
The chi-square test is used to evaluate the relative frequency or
proportion of eventsin a population that falls into well-defined

categories. Research on whether parents who were abused as
children are more likely to abuse their children could be tested
using the chi-sgquare test of association. A t-test is a statistical
procedure designed to compare the means of two sets of obser-
vations. Analysis of variance, or ANOVA, is a set of statistical
proceduresdesigned to comparethe meansof two or moregroups
of observations. Discriminant analysis is a multivariate method
for finding the relation between a single discrete outcome and a
linear combination of two or more predictors. The z-scoreisthe
deviation of a score from its group mean expressed in standard
deviations.

3.9. Theanswer isB

Attachment disorders are characterized by biopsychosocial
pathology that results from maternal deprivation, alack of care
by, and interaction with, the infant’s mother or caretaker. Psy-
chosocial dwarfism, separation anxiety disorder, avoidant per-
sonality disorder, depressive disorders, delinquency, learning
disorders, borderlineintelligence, and failureto thrive have been
traced to negative attachment experiences. Failure to thrive re-
sults in the infant being unable to maintain viability outside a
hospital setting. When maternal care is deficient because the
mother ismentally ill, because the child isinstitutionalized for a
long time, or because the primary object of attachment dies, the
child suffers emotional damage.

John Bowlby formulated a theory that states normal attach-
ment is crucial to healthy development. According to Bowlby,
attachment occurs when the infant has a warm, intimate, and
continuous relationship with its mother, and both mother and
infant find satisfaction and enjoyment. Infants are generally
monotropic, not polytropic, in their attachments, but multiple
attachments may also occur (i.e., attachment may be directed
toward the father or a surrogate). Attachment does not occur
instantaneously between the mother and the child; it is a grad-
ually developing phenomenon. Attachment results in one per-
son’s wanting to be with a preferred person who is perceived as
stronger, wiser, and able to reduce anxiety or distress. Attach-
ment produces a feeling of security in the infant. It is a process
that is facilitated by interaction between the mother and the in-
fant. The amount of time together is less important than the
quality of activity between the two.

Attachment is not synonymous with bonding; they are dif-
ferent phenomena. Bonding concerns the mother’s feelings for
her infant. It differs from attachment in that a mother does not
normally rely on her infant as a source of security, arequirement
of attachment behavior. A great deal of research on the bonding
of amother to her infant reveals that it occurs when they have
skin-to-skin contact or other types of contact, such as voice and
eye contact.

Separation from the attachment may or may not produce
intense anxiety, depending on the child’'s developmental level
and the current phase of attachment. Separation anxiety is ex-
pressed as tearfulness or irritability in a child who is isolated
or separated from its mother or caretaker. Separation anxiety is
most common when an infant is 10 to 18 months of age (not 5
months), and it disappears generally by the end of the third year.
Table 3.1 delineates aspects of normal attachment at different
ages.
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Table 3.1
Normal Attachment

n

Birth to 30 days
Reflexes at birth
Rooting
Head turning
Sucking
Swallowing
Hand-mouth
Grasp
Digital extension
Crying—signal for particular kind of distress
Responsiveness and orientation to mother’s face, eyes, and
voice
4 days—anticipatory approach behavior at feeding
3 to 4 weeks—infant smiles preferentially to mother’s voice
Age 30 days through 3 months
Vocalization and gaze reciprocity further elaborated from 1 to
3 months; babbling at 2 months, more with the mother than
with a stranger
Social smile
In strange situations, increased clinging response to mother
Age 4 through 6 months
Briefly soothed and comforted by sound of mother’s voice
Spontaneous, voluntary reaching for mother
Anticipatory posturing to be picked up
Differential preference for mother intensifies
Subtle integration of responses to mother
Age 7 through 9 months
Attachment behaviors further differentiated and focused
specifically on mother
Separation distress, stranger distress, strange-place distress
Age 10 through 15 months
Crawls or walks toward mother
Subtle facial expressions (coyness, attentiveness)
Responsive dialogue with mother clearly established
Early imitation of mother (vocal inflections, facial expression)
More fully developed separation distress and mother preference
Pointing gesture
Walking to and from mother
Affectively positive reunion responses to mother after separation
or, paradoxically, short-lived, active avoidance or delayed
protest
Age 16 months through 2 years
Involvement in imitative jargon with mother (12 to 14 months)
Head-shaking “no” (15 to 16 months)
Transitional object used during the absence of mother
Separation anxiety diminishes
Mastery of strange situations and persons when mother is near
Evidence of delayed imitation
Object permanence
Microcosmic symbolic play
Age 25 months through 3 years
Able to tolerate separations from mother without distress when
familiar with surroundings and given reassurances about
mother’s return
Two- and three-word speech
Stranger anxiety much reduced
Object consistency achieved—maintains composure and
psychosocial functioning without regression in absence of
mother
Microcosmic play and social play; cooperation with others begins

Based on material by Justin Call, M.D.

3.10. Theanswer isE (all)

A crossover study is a variation of the double-blind study. The
treatment group and the control or placebo group change places
at some point so that the placebo group gets the treatment and
the treatment group now receives the placebo. That procedure
eliminatesselection bias. If thetreatment group improvesin both
instances and the placebo group does not, one can conclude that
the makeup of the two groups was truly random. Each group
serves as the control for the other.

3.11. Theanswer isC

Prevalenceisthe proportion of a population that hasa condition
at any given time. The ratio of people who acquire a disorder
during a year’stime (new cases) is called the annual incidence.
Inastablesituation, the prevalenceis approximately equal to the
annual incidence times the average duration, measured in years,
of the condition. The risk of acquiring a condition at sometime
inthefutureisthe accumulation of age-specific annual incidence
rates over a period of time.

Standard deviation (SD) isastatistical measure of variability
within aset of values. For anormal distribution, about 68 percent
of thevaluesfall within one SD of the mean, and about 95 percent
lie within two SDs of the mean. It is sometimes presented by X,
the Greek |etter sigma.

Therate of first admissions to a hospital for a disorder isthe
number of all first admissionsto any hospital during aparticular
time.

3.12. Theanswer isB

The state of preoperational thought is present in children 2to 7
years old. During this stage, children use symbols and language
more extensively than in the sensorimotor stage. Thinking is
intuitive; children learn without the use of reasoning. Preopera-
tional thought is midway between socialized adult thought and
the completely autistic Freudian unconscious.

Jean Piaget (1896-1980) used the term sensorimotor to de-
scribethefirst stage, present frombirth to 2 years of age. Infants
beginto learn through sensory observation, and they gain control
of their motor functions through activity, exploration, and ma-
nipulation of the environment. The stage of concrete operations
is present in children from 7 to 11 years of age. The stage of
concrete operations is so named because in this period, children
operate and act on the real and perceivable world of objects and
events. Egocentric thought is replaced by operational thought,
which involves dealing with awide array of information in the
world outside of thechild. Therefore, children can now seethings
from someone else's perspective.

The formal operations stage is present from 11 years of age
through the end of adolescence. This stage is named so because
a young person’s thoughts operate in a formal, highly logical,
systematic, and symbolic manner. This stage is characterized by
theability tothink abstractly, to reason deductively, and to define
concepts. It is also characterized by the emergence of skills for
dealing with permutations and combinations; young people can
grasp the concept of probabilities.

Table 3.2 lists Piaget’s stages of intellectua development.
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Table 3.2

n

Stages of Intellectual Development Postulated by Piaget

Age (Yrs) Period

Cognitive Developmental Characteristics

0-1.5 (to 2) Sensorimotor

DU WN =

Preoperations subperiod?

Divided into six stages, characterized by:

. Inborn motor and sensory reflexes

. Primary circular reaction

. Secondary circular reaction

. Use of familiar means to obtain ends

. Tertiary circular reaction and discovery through active experimentation

. Insight and object permanence

Deferred imitation, symbolic play, graphic imagery (drawing), mental imagery,

and language

7-1 Concrete operations

Conservation of quantity, weight, volume, length, and time based on reversibility

by inversion or reciprocity; operations; class inclusion and seriation

11 through the end of
adolescence

Formal operations

Combinatorial system, whereby variables are isolated and all possible
combinations are examined; hypothetical-deductive thinking

2This subperiod is considered by some authors to be a separate developmental period. Printed with permission.

3.13. Theanswer isE (all)

Asian patients require lower dosages of dopamine receptor an-
tagonist (typical antipsychotic) medications than comparable
non-Asian patientsto achieve adesirableclinical outcome. Also,
when treated on afixed-dosage schedule, Asians seemto devel op
significantly greater extrapyramidal adverse effects. One study
found a 52 percent higher plasma concentration of haloperidol
(Haldol) in Chinese schizophrenics living in Chinathan in non-
Asian schizophrenic patients residing in the United States when
both groups received treatment on a fixed-dosage schedule. An-
other study demonstrated that Chinese schizophrenicsresidingin
Talwan and Taipei achieved haloperidol plasma concentrations
comparable to those of white, African American, and Hispanic
patients hospitalized in San Antonio while using significantly
lower daily dosages of haloperidol.

Asisthe case with neuroleptics, studies with tricyclic drugs
have shown that average dosages prescribed for Asiansare sig-
nificantly lower (up to 50 percent lower) than dosages prescribed
in the United States for non-Asians. The reasonsfor thisrespon-
siveness have not been clearly established, although preliminary
evidence suggests differential responsiveness of relevant recep-
tors, differencesin resulting plasma concentrations, or both.

Studies of prescription patterns as well as those compar-
ing the pharmacokinetics and pharmacodynamics of benzodi-
azepines across ethnic groups have established the enhanced
sengitivity of Asians to the effects of benzodiazepines. Typically
prescribed doses are one-half to two-thirds those of similar non-
minority populations. The ethnic differences in benzodiazepine
metabolism are most often linked to polymorphisms in the (S)-
mephenytoin phenotype, yielding a higher percentage of poor
metabolizers in the Chinese ethnic group.

Aswithtricyclic drugs, antipsychotics, and benzodiazepines,
Asians seemto achieveclinical responsescomparableto those of
non-Asian patients using significantly lower dosages of lithium,
0.5t0 0.7 mEg/L versusthe 0.8 to 1.2 mEg/L generally required
by white populations.

3.14. Theanswer isC
An area of animal research that has relevance to human behav-
ior and psychopathology is the longitudinal study of nonhuman

primates. Monkeys have been observed from birth to maturity,
not only in their natural habitats and laboratory facsimiles but
also in laboratory settings that involve various degrees of social
deprivation early in life. Socially isolated monkeys are raised
in varying degrees of isolation and are not permitted to develop
normal attachment bonds. Social isolation techniques illustrate
the effects of aninfant’s early socia environment on subsequent
development and separation techniques, which illustrate the ef-
fects of loss of a significant attachment figure. The choo-choo
phenomenon isobserved in peer-only—reared infant rhesus mon-
keys. Itisthe actual physical alignment these monkeyshave been
observed to form (that of a“choo-choo train”), in addition to ex-
hibiting behavior such asbecoming easily frightened, clinging to
each other, being reluctant to explore, and engaging in minimal
play (Figure 3.1).

Answers 3.15-3.19

3.15. Theanswer isB

3.16. Theanswer isA

FIGURE 3.1

Choo-choo phenomenon in peer-only-reared infant rhesus mon-
keys.
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Table 3.3
Behavioral and Psychoanalytic Models

n

21

Behavioral Model

Psychoanalytic Model

Behavior is determined by current contingencies, reinforcement
history, and genetic endowment
Problem behavior is the focus of study and treatment

Contemporary variables, such as contingencies of reinforcement, are
the focus of the analysis

Treatment entails the application of the principles of operant or
classical conditioning

Objective observation, measurement, and experimentation are the
methods used; the focus is on observable behavior and
environmental events (antecedents and consequences)

Theory is based on experimentation

Tenets can be formulated into testable hypotheses and evaluated
through experimentation

Behavior is determined by intrapsychic processes

Behavior is but a symbol of intrapsychic processes and a
symptom of unconscious conflict; the underlying conflict is
the focus of treatment

Historical variables, such as childhood experiences, are the
focus of the analysis

Treatment consists of bringing unconscious conflicts into
consciousness

Subjective methods of interpretation of behavior and inference
regarding unobservable events (e.g., intrapsychic processes)
are used

Theory is predominantly based on case histories

Many tenets cannot be formulated into testable hypotheses to
be evaluated through experimentation

Reprinted with permission from Dorsett PC. Behavioral and social learning psychology. In: Stoudemire A, ed. Human Behavior: An Introduction for Medical

Students. Philadelphia: JB Lippincott; 1990:105.

3.17. Theanswer isB
3.18. Theanswer isA

3.19. Theanswer isB

Attempts have been made to reconcile behavioral theory and
Freudian psychodynamics by stressing the commonalities be-
tween the two. In the tension-reduction theory of behavior, be-
havior is motivated by an organism’s attempt to reduce tension
produced by unsatisfied or unconscious drives. Similarly, Sig-
mund Freud’s pleasure principleisatension-reducing force and,
consequently, astrong motivator. When adriveisrepressed, anx-
iety occursand actsasan acquired drive; aperson’sbehavior may
be motivated by an attempt to reduce that anxiety. Adults may
avoid situations that are likely to stimulate anxiety, but they
may be completely unaware of their avoidance patterns. Ther-
apy, in part, is an unlearning process. The patient learns that
certain behaviors can reduce anxiety, and avoi dance patterns are
replaced by approach patterns. Table 3.3 gives a comparison of
the behavioral and psychoanalytic models.

Answers 3.20-3.25

3.20. Theanswer isA

3.21. Theanswer isB

3.22. Theanswer isB

3.23. Theanswer isA

3.24. Theanswer isB
3.25. Theanswer isA
Among the building blocks of learning theory are classical con-
ditioning and operant conditioning. In classical conditioning,
learning is thought to take place as a result of the contiguity

of environmental events. When events occur closely together
in time, people will come to associate the two. In the case of
operant conditioning, learning is thought to occur as a result of
the consequences of a person’s actions and the resultant effect
on the environment. As B. F. Skinner (1904-1990) stated, “A
person does not act upon the world, the world acts upon him.”

Classical or respondent conditioning results from the re-
peated pairing of a neutral (conditioned) stimulus with one that
naturally evokes a response (unconditioned stimulus), such that
theneutral stimulus eventually comesto evoketheresponse. The
timerelation between the presentation of the conditioned and un-
conditioned stimuli isimportant and varies for optimal learning
from afraction of a second to several seconds.

TheRussian physiologist and Nobel prizewinner, Ivan Petro-
vich Paviov (1849-1936), observed in hiswork on gastric secre-
tion that a dog salivated not only when food was placed in its
mouth but also at the sound of the footsteps of the person com-
ing to feed the dog, even though the dog could not see or smell
thefood. Pavlov analyzed these events and called the salivaflow
that occurred with the sound of footsteps aconditioned response
(CR)—aresponse elicited under certain conditions by a partic-
ular stimulus.

In atypical Pavlovian experiment, a stimulus (S) that had no
capacity to evoke a particular response before training did so
after consistent association with another stimulus. For example,
under normal circumstances, adog does not salivate at the sound
of a bell, but when the bell sound is aways followed by the
presentation of food, the dog ultimately pairs the bell and the
food. Eventually, the bell sound alone elicits salivation (CR).

Skinner’stheory of learning and behavior isknown asoperant
or instrumental conditioning. Whereasin classical conditioning
an animal is passive or restrained and behavior is reinforced by
the experimenter, in operant conditioning the animal is active
and behaves in a way that produces a reward; thus, learning
occurs as a consequence of action. For example, arat receives
a reinforcing stimulus (food) only when it responds correctly
by pressing alever. Food, approval, praise, good grades, or any
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Table 3.4

n

Reinforcement Schedules in Operant Conditioning

Reinforcement Schedule

Example

Behavioral Effect

Fixed-ratio (FR) schedule

Variable-ratio (VR) schedule

Fixed-interval (Fl) schedule

Variable-interval (VI)
schedule

Reinforcement occurs after every 10
responses (10:1 ratio); 10 bar presses
release a food pellet; workers are paid for
every 10 items they make.

Variable reinforcement occurs (e.g., after
the third, sixth, then second response,
and so on).

Reinforcement occurs at regular intervals
(e.g., every 10 minutes or every third
hour).

Reinforcement occurs after variable
intervals (e.g., every 3, 6, and then
2 hours), similar to VR schedule.

Rapid rate of response to obtain the greatest number of
rewards. Animal knows that the next reinforcement
depends on a certain number of responses being
made.

Generates a fairly constant rate of response because the
probability of reinforcement at any given time
remains relatively stable.

Animal keeps track of time. Rate of responding drops to
near O after reinforcement and then increases at
about the expected time of reward.

Response rate does not change between
reinforcements. Animal responds at a steady rate to
get the reward when it is available; common in trout

fishing, use of slot machines, checking mailbox.

other response that satisfies aneed in an animal or a person can
serve as areward.

Operant conditioning isrelated to trial-and-error learning, as
described by the American psychologist Edward L. Thorndike
(1874-1949). In trial-and-error learning, a person or an animal
attempts to solve a problem by trying different actions until one
proves successful. In other words, a freely moving organism
behavesin away that isinstrumental in producing areward. For
example, acatinaThorndike puzzle box must learntolift alatch
to escape from the box. For this reason, operant conditioning is
sometimes called instrumental conditioning. Thorndike's law of
effect states that certain responses are reinforced by reward and
the organism learns from these experiences.

Four kinds of instrumental or operant conditioning are de-
scribed in Table 3.4.

Answers 3.26-3.31

3.26. Theanswer isC
3.27. Theanswer isA
3.28. Theanswer isB
3.29. Theanswer isD
3.30. Theanswer isC

3.31. Theanswer isA

Inhisearly writings, Sgmund Freud held that all human behavior
stems either directly or indirectly from Eros—the lifeinstinct—
whose energy, or libido, is directed toward the enhancement or
reproduction of life. In this framework, aggression was viewed
simply as a reaction to the blocking or thwarting of libido and
was neither an automatic nor an inevitable part of life. After the
tragic events of World War |, Freud gradualy came to adopt
a gloomier position about the nature of human aggression. He
proposed the existence of asecond major instinct—Thanatos, the
death force—whose energy is directed toward the destruction or
termination of life. Because the death instinct, if unrestrained,

soon resultsin self-destruction, Freud hypothesized that through
mechanisms, such as displacement, the energy of Thanatos is
redirected outward and serves asthe basis for aggression against
others. Thus, in Freud’s latter view, aggression stems primarily
from the redirection of the self-destructive death instinct (i.e.,
Thanatos) away from the self and towards others.

According to Konrad Lorenz, aggression that causes physical
harm to others springs froma fighting instinct that humans share
with other organisms. The energy associated with thisinstinct is
produced spontaneously in organisms at a more or less constant
rate. The probability of aggression increases as a function of
the amount of stored energy and the presence and strength of
aggression-releasing stimuli. Aggression is inevitable, and, at
times, spontaneous eruptions occur.

According to Albert Bandura, neither innate urges towards
violence nor aggressive drives aroused by frustration are the
roots of human aggression. Rather, persons acquire aggression,
much like other formsof social behavior, through either personal
experience or by observation of others. Theselearned behaviors
vary between cultures depending on experience. At the same
time, people also learn through experience which persons or
groups, behaviors, and situations warrant aggression.

John Dollard’sfrustration—aggression hypothesis, initsorig-
inal form, indicated that frustration always leads to a form of
aggression and that aggression always stems from frustration.
Frustrated persons, however, do not always respond with aggres-
sive thoughts, words, or deeds. They may show a wide variety
of reactions, ranging from resignation, depression, and despair
to attempts to overcome the sources of their frustration. And
not all aggression results from frustration. People (e.g., boxers
and football players) act aggressively for many reasons and in
response to many stimuli.

Answers 3.32-3.36
3.32. Theanswer isB
3.33. Theanswer isD

3.34. Theanswer isB
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3.35. Theanswer isA

3.36. Theanswer isC

In operant conditioning, learning is thought to occur as a result
of the consequences of one's actions and the resultant effect on
the environment. In classical conditioning, in contrast, learning
is thought to take place as the result of the contiguity of envi-
ronmental events;, when events occur closely together in time,
persons will probably come to associate the two. An exampleis
Pavlov’s salivating dogs experiment.

In operant conditioning, positive reinforcement isthe process
by which certain consequences of a response increase the prob-
ability that the response will occur again. Food, water, praise,
and money, as well as substances such as opium, cocaine, and
nicotine, all may serve as positive reinforcers.

Negative reinforcement is the process by which a response
that leads to the removal of an aversive event increases that re-
sponse. Any behavior that enables one to avoid or escape a pun-
ishing consequence is strengthened. Therefore, a patient with
anorexianervosa eating and gaining weight in order to get out of
the hospital (presuming she prefers going home to a prolonged
hospitalization), as well as getting up early to avoid traffic are
examples of negative reinforcement.

Negative reinforcement is not punishment. Punishment isan
aversive stimulus (for example, aslap on the face for bad behav-
ior, or the removal of adesired object). It is presented explicitly
to weaken or suppress an undesired response.

Answers 3.37-3.40

3.37. Theanswer isC
3.38. Theanswer isD
3.39. Theanswer isA

3.40. Theanswer isB

Imprinting has been described as the process by which certain
stimuli become capable of eliciting certain innate behavior pat-
terns during acritical period of an animal’s behavioral develop-
ment. The phenomenon is associated with Konrad Lorenz, who
in 1935 demonstrated that the first moving object (in that case,
Lorenz himself) a duckling sees during a critical period shortly
after hatching isregarded and reacted to thereafter asthe mother
duck.

Harry Harlow isassociated with the concept of the surrogate
mother from hisexperimentsin the 1950swith Rhesus monkeys.
Harlow designed a series of experiments in which infant mon-
keyswere separated from their mothers during the earliest weeks
of life. Hefound that the infant monkeys, if given the choice be-
tween a wire surrogate mother and a cloth-covered surrogate
mother, chose the cloth-covered surrogates, even if the wire sur-
rogates provided food.

Ivan Petrovich Paviov coined the terms “ experimental neu-
rosis’ to describe disorganized behavior that appearsin the ex-
perimental subject (in Pavlov’'s case, dogs) in response to an
inability to master the experimental situation. Pavliov described
extremely agitated behavior in his dogs when they were unable

to discriminate between sounds of similar pitch or test objects
of similar shapes.

Eric Kandel contributed to the knowledge of the neurophys-
iology of learning. He demonstrated in the study of the sea slug
species Aplysia that synaptic connections are altered as a result
of learning. His work earned him the Nobel Prize in Medicine
in 2001.

Answers 3.41-3.44

3.41. Theanswer isC
3.42. Theanswer isA
3.43. Theanswer isD

3.44. Theanswer isB

Attachment can be defined as the emotional tone between
children and their caregivers and is evidenced by an infant’s
seeking and clinging to the caregiving person, usualy the
mother. By their first month, infants usually begin to show such
behavior, which is designed to promote proximity to the desired
person.

John Bowlby, a British psychoanalyst (1907-1990), for-
mulated the theory that normal attachment in infancy is cru-
cia to healthy development. Bowlby described a predictable
set and sequence of behavior patterns in children who are
separated from their mothers for long periods (more than 3
months): protest, in which the child protests against the sepa-
rations by crying, calling out, and searching for the lost per-
son; despair, in which the child appears to lose hope that the
mother will return; and detachment, in which the child emo-
tionally separates himself or herself from the mother. Bowlby
believed that this sequence involves ambivalent feelings toward
the mother; the child both wants her and isangry with her for her
desertion.

Mary Ainsworth built on Bowlby’s observations and found
that the interaction between the mother and her baby during the
attachment periodinfluencesthebaby’scurrent and future behav-
ior significantly. Many observers believe that patterns of infant
attachment affect future adult emotional relationships. Patterns
of attachment vary among babies; for example, some babiessig-
nal or cry less than others. Sensitive responsiveness to infant
signals, such as cuddling the baby when it cries, causes infants
to cry lessin later months. Close bodily contact with the mother
when the baby signalsfor her is also associated with the growth
of self-reliance, rather than with a clinging dependence, as the
baby grows older. Unresponsive mothers produce anxious ba-
bies; these mothers often have lower intelligence quotients (1Qs)
and are emotionally moreimmature and tend to be younger than
responsive mothers are.

Ainsworth also confirmed that attachment serves the purpose
of reducing anxiety. What she called the secure base effect en-
ables a child to move away from the attachment figures and to
explore the environment. Inanimate objects, such asateddy bear
or ablanket (called thetransitional object by Donald Winnicott),
also serve as a secure base, one that often accompanies children
as they navigate the world.
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Harry Harlow’ sethol ogi cal studieswith monkeysarerel evant
to attachment theory. Harlow demonstrated the emotiona and
behavioral effects of isolating monkeys from birth and keeping
them from forming attachments. The isolates were withdrawn,
unableto relateto peers, unable to mate, and incapable of caring
for their offspring.

Anaclitic depression, also known as hospitalism, was first
described by René Spitz in infants who had made normal at-
tachments but were then separated suddenly from their mothers
for varying times and placed in ingtitutions or hospitals. The
children became depressed, withdrawn, nonresponsive, and vul-
nerable to physical illness. However, they recovered when their
mothersreturned or when surrogate mothering becameavailable.

Answers 3.45-3.49
3.45. Theanswer isA

3.46. Theanswer isD

3.47. Theanswer isC
3.48. Theanswer isC

3.49. Theanswer isA
Often given in the form of attention and praise contingent on
certain behaviors, reinforcement is a basic ingredient of most
therapists' repertoire. Much is known about various schedules
of reinforcement, defined asthe pattern or frequency with which
areward is delivered as a consequence of behavior. The most
frequently used schedules arelisted in Table 3.4. Thefixed-ratio
schedule leads to the most rapid rate of response and is seen in
baseball ruleswhen a player iscalled out after three strikes. The
use of slot machines demonstrates a variable-interval schedule
of reinforcement.

Thefixed-interval schedulehasan oscillating rate of response
that increases near the expected time of reward, aconcept known
as scalloping.
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Clinical Neuropsychological Testing

The neuropsychological examination has avaluable placein di-
agnosing and treating behavioral syndromes that are associated
withmedical, psychological, and psychiatric conditions. Clinical
neuropsychology isaspecialty within psychology that examines
the relationship between behavior and brain functioning in the
realms of cognitive, motor, sensory, and emotional functioning.
Neuropsychol ogists integrate the medical and psychosocial his-
tory with the chief complaint and pattern of performance on neu-
ropsychological procedures. Such analysis determines whether
results are consistent with a particular area of brain damage or a
particular diagnosis.

The neuropsychological examination systematically assesses
functioning in the realm of attention and concentration, mem-
ory, language, spatial skills, sensory and motor abilities, aswell
as executive functioning and emotional status. Assessment in-
struments are standardized against normal control subjects. This
ensures that test administration and scoring are invariant across

timeand examiners. Resulting datashow whether thetestisvalid
and reliable. The aim of neuropsychological tests is to achieve
quantifiable and reproducible results that can be compared with
the test scores of normal people of comparable age and demo-
graphic background.

There are two types of tests. objective and projective.
Objective tests are typically pencil-and-paper tests based on
specific items and questions. They yield numerical scores
and profiles subject to mathematical and statistical analy-
sis. Projective tests present stimuli whose meaning is not
immediately obvious. Projective tests presumably have no
right or wrong answers. Those being tested impute mean-
ings to the stimulus, based on psychological and emotional
factors.

The student should be familiar with the types of neuropsy-
chological assessment tests that are available, how they are
administered, and their indications for use.

HELPFUL HINTS
The student should know the following terms, theoreticians, and concepts.
» abstract reasoning > Gestalt psychology » mental status cognitive > reaction times
» accurate profile » Halstead-Reitan tasks » recall phase
> battery tests » House-Tree-Person Test » MMPI > response sets
» behaviora flexibility » individua and group » motivational aspects of » Rorschach Test
» bell-shaped curve tests behavior > scatter pattern
» Bender Visua Motor » intelligence quotient » neuropsychiatric » Shipley Abstraction
Gestalt Test (IQ) tests Test
» catastrophic reaction » learning disability > objective tests » Stanford-Binet
» clang association » left versusright » organic dysfunction » stimulus words
» classification of hemisphere disease » performance subtests > TAT
intelligence » Luria-Nebraska > perseveration » temporal orientation
» coping phase Neuropsychological > personality testing » verbal subtests
» dressing apraxia Battery (LNNB) » primary assets and » visual-object agnosia
» dysgraphia » manual dexterity weaknesses > WAIS
» dysexia » maturationa levels > projective tests > WISC
» EEG abnormalities » memory: immediate, » psychodynamic » word-association
» Eysenck personality recent, recent past, formulations technique
inventory remote » Raven'sProgressive
» fluency » mental age Matrices

25
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QUESTIONS
Directions

Each question or incompl ete statement below isfollowed by five
suggested responses or completions. Select the one that is best
in each case.

4.1. For the genera population, an intelligence quotient (1Q)
of 100 corresponds to intellectual ability in the

A. 20th percentile
B. 25th percentile
C. 40th percentile
D. 50th percentile
E. 65th percentile

4.2. Neuropsychological deficits associated with left hemi-
spheric damage include all of the following except

A. limb apraxia

B. visuospatial deficits

C. finger agnosia

D. aphasia

E. right-eft disorientation

4.3. Neuropsychological referrals are made for

A. establishing abaseline of performance
B. diagnostic purposes

C. ascertaining brain impairment

D. planning for rehabilitation

E. al of the above

4.4. True statements about projective personality testsinclude

A. They often focus on latent or unconscious aspects of
personality.

B. The variety of responsesis limited.

C. They tend to be more direct and structural than objec-
tive personality tests.

D. Instructions are usually specific.

E. None of the above

45. After taking the Wechsler Adult Intelligence Scale
(WAIS), a patient was found to have poor concentration
and attention. Select the WAIS subtest that most likely
screened the patient for these symptoms.

A. block design

B. comprehension

C. arithmetic

D. digit symbol

E. picture completion

4.6. The Bender Visual Motor Gestalt Test is administered to
assess

A. maturation levelsin children
B. organic dysfunction
C. lossof function

D. visua and motor coordination
E. al of the above

4.7. Which is not true of the Wisconsin Card Sorting Test?

A. It assesses abstract reasoning

B. It assesses parietal lobe dysfunction

C. The patient is told during testing whether their re-
Sponses are correct or incorrect

D. The examiner records the number of trials required to
achieve ten consecutive correct responses

E. The examiner changes the principle of sorting when
the task is mastered

4.8. In the Wechdler Adult Intelligence Scale (WAIS),

A. digit span is a subtest of the verbal component of the
test

B. itslatest revision isdesigned for persons aged 16 to 60

C. mental retardation correspondsto the lowest 1% of the
population

D. the average range of 1Q is 100 to 120

E. the verbal scale is more sensitive to normal aging

4.9. An8-year-old boy isreferred for psychological testing by
his mathematics instructor after failing a series of exami-
nations since the beginning of the school year. The boy’s
mother states that he complains about not being able to
read as well as the other students. He also complains of
difficulty hearing the teacher.

Which of the following tests of personality, intelli-
gence, and achievement is most appropriate in assessing
the boy’s specific learning challenges?

A. Rorschach Test

B. Wechsler Preschool and Primary Scale of Intelligence
C. Wechder Intelligence Scale for Children

D. Wide-Range Achievement Test

E. Minnesota Multiphasic Personality Inventory

Directions

Each set of |ettered headings below isfollowed by alist of num-
bered phrases. For each numbered phrase, select

A. If theitem is associated with A only

B. If theitem is associated with B only

C. If theitem is associated with both A and B
D. If theitem is associated with neither A nor B

Questions 4.104.13

A. Rorschach Test
B. Thematic Apperception Test (TAT)

4.10. Assesses patient’s personality as awhole

4.11. Henry Murray

4.12. |s often included in a battery of tests for personality as-
sessment

4.13. John E. Exner’'s Comprehensive System



Questions 4.14-4.15

A. Brief Psychiatric Rating Scale (BPRS)
B. Schedule for Affective Disorders and Schizophrenia
(SADS)

4.14. Ratings are made on the basis of mental status interview
and do not require that the examiner ask any specific ques-
tions

4.15. Highly structured interview

Directions

Each group of questions below consists of |ettered headings fol-
lowed by a list of numbered phrases or statements. For each
numbered phrase or statement, select the one lettered heading
that is most associated with it. Each lettered heading may be
selected once, more than once, or not at all.

Questions 4.164.19

A. Battery Approach
B. Hypothesis Testing Approach
C. Screening Approach
D. Mental Status Examination
4.16. Determinesif adiagnosis can be made with lessinforma-
tion
May help identify problems that were not mentioned by
the patient
Is not considered part of neuropsychological testing
May overlook unexpected areas of deficits

4.17.

4.18.
4.19.

Questions 4.204.24

A. Intellectua functioning

B. Language

C. Executive functions

D. Memory

E. Visuospatial-constructional

4.20. CaliforniaVerbal Learning Test Il
4.21. Shipley Scale

4.22. Token Test

4.23. Wisconsin Card Sorting Test

4.24. Rey-Osterreith Complex Figure Test

Questions 4.254.29

A. Rorschach test
B. Luria-Nebraska Neuropsychological Battery
C. Hastead-Reitan Battery of Neuropsychological Tests
D. Stanford-Binet Intelligence Scale
E. None of the above
4.25. Consists of ten tests, including the trail-making test and
the critical flicker frequency test
Consists of 120 items, plus several alternative tests, appli-
cable to ages 2 years to adulthood

4.26.
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4.27. A test of diffuse cerebral dysfunction to which normal
children by the age of 7 years respond negatively

4.28. Furnishes a description of the dynamic forces of person-
ality through an analysis of the person’s responses

4.29. Isextremely sensitiveinidentifying discreteformsof brain
damage, such as dyslexia

Questions 4.304.34

A. Raven’s Progressive Matrices

B. Sentence Completion Test

C. Shipley Abstraction Test

D. Thematic Apperception Test (TAT)

E. Wechdler Adult Intelligence Scale (WAIS)
4.30. A broad set of complex verbal and visuospatial tasks that
are normatively summarized by three scales
Impaired performanceis associated with posterior lesions
of either cerebral hemisphere
Series of 20 black-and-white pictures depicting individ-
uals of different ages and sexes involved in a variety of
settings
More direct than most projective tests in soliciting re-
sponses from the patient
4.34. Requiresthe patient to complete logical sequences

4.31.

4.32.

4.33.

Questions 4.354.39

A. Frontal lobes

B. Dominant temporal l1obe
C. Nondominant parietal lobe
D. Dominant parietal lobe

E. Occipital lobe

4.35. Patient not able to name common objects
4.36. Patient not able to name a camouflaged object but able to
name it when it is not camouflaged

4.37. Anyimproper letter sequencein spelling“ earth” backward
4.38. The loss of gestalt, loss of symmetry, and distortion of
figures

Two or more errors or two or more 7-second delays in
carrying out tasks of right—left orientation

4.39.

Questions 4.404.43

A. Short-term memory loss

B. Signsof organic dysfunction

C. Korsakoff’s syndrome

D. Posterior right hemisphere lesion
E. Damageto frontal lobes or caudate

4.40. Bender Visual Motor Gestalt
4.41. Benton Visual Retention Test
4.42. Wechsler Memory Scale

4.43. Wisconsin Card Sorting Test

Questions 4.44-4.48

A. Executive functions
B. Attention and concentration
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C. Visuospatial—constructional
D. Motor
E. None of the above

4.44. Clock drawing and facial recognition
4.45. Finger tapping

4.46. Trail-making test

4.47. Digit span

4.48. Wisconsin Card Sorting Test

Questions 4.49-4.53

. Immediate memory
. Episodic memory
Semantic memory

. Recent past memory
. Implicit memory

moow>

4.49. Memory for automatic skills, like speaking grammatically
or driving acar
4.50. Recall of perceived material within 30 seconds of presen-

tation
4.51. Memory for specific events, like a phone message
4.52. Retention of information over the past few months, like
current events
Memory for knowledge and facts, like the first president
of the United States

4.53.

ANSWERS

4.1. Theanswer isD

Anintelligence quotient (1Q) of 100 correspondsto the 50th per-
centilein intellectual ability for the general population. Modern
psychological testing began in the first decade of the 20th cen-
tury when Alfred Binet (1857-1911), a French psychologist,
developed the first intelligence scale to identify mentally chal-
lenged youngsters. The Stanford-Binet Scale is a standardized
intelligence test assessing both cognitive ability and intelligence
from age 2 onward. It is useful for determining the presence
of alearning disability, developmental delay, or brain damage
in people with neurological insults. Its componentsinclude gen-
eral intelligence, visuospatial processing, quantitativereasoning,
fluid reasoning, knowledge, and memory.

4.2. Theanswer isB

Many functions are mediated by both the right and left cere-
bral hemispheres. However, important qualitative differencesbe-
tween the two hemispheres can be demonstrated by the presence
of lateralized braininjury. Various cognitive skillsthat have been
linked to the left or right hemispherein right-handed people are
listed in Table 4.1. Although language is the most obvious area
that is largely controlled by the left hemisphere (with injuries
leading to aphasias), the left hemisphere is also generally con-
sidered to be dominant for limb praxis (i.e., performing complex
movements, such as brushing teeth, commanding, or imitation).
Theleft hemisphere has been associated with acluster of deficits
identified as Gerstmann syndrome (i.e., finger agnosia, dyscal-
culia, dysgraphia, and right-eft disorientation). In contrast, the

Table 4.1
Selected Neuropsychological Deficits Associated
with Left or Right Hemisphere Damage

A

Left Hemisphere

Right Hemisphere

Aphasia

Right-left disorientation

Finger agnosia

Dysgraphia (aphasic)
Dyscalculia (humber alexia)
Constructional apraxia (details)
Limb apraxia

Visuospatial deficits

Impaired visual perception
Neglect

Dysgraphia (spatial, neglect)
Dyscalculia (spatial)
Constructional apraxia (Gestalt)
Dressing apraxia

Anosognosia

right hemisphereisthought to play amoreimportant rolein con-
trolling visuospatial abilities and hemispatial attention, which
are associated with the clinical presentations of constructional
apraxia and neglect, respectively.

Although lateralized deficits such asthese are typically char-
acterized in terms of damage to theright or left hemisphere, itis
important to keep in mind that the patient’s performance can also
be characterized in terms of preserved brain functions. In other
words, it is the intact brain tissue that drives many behavioral
responses following injury to the brain.

4.3. Theanswer isE (all)

Most neuropsychological referrals are made for diagnostic pur-
poses, to ascertain if brain impairment is present, or to dif-
ferentiate among neurological or psychiatric disorders. Other
important uses of testing include establishing a baseline of
performance for assessing future change and planning for re-
habilitation and management of behaviors affected by brain im-
pairment. The specific methods of neuropsychological assess-
ment reflect the individual’s unique presentation of symptoms
and complaints, history and development, the perspective of the
neuropsychologist, and the reason for referral.

A common referral issue involves documentation of level of
functioning for a variety of purposes, including assessment of
change or competence, especially in the presence of diagnoses
such as dementia, stroke, and head injury.

4.4. Theanswer isA

Projective personality tests, in contrast to objective personality
instruments, are more indirect and unstructured. Unlike objec-
tivetests, inwhich the patient may simply mark“ true” or “ false”

to given questions, the variety of responses to projective person-
ality testsis almost unlimited. Instructions are usually general,
allowing the patient’s fantasies to be expressed. Patients gener-
ally do not know how their responseswill be scored or analyzed,
making it difficult to obtain adesired result. Projective tests typ-
ically do not measure one particular personality characteristic
such astype A personality (i.e., narrow-band measurement) but
instead are designed to assess a personality as a whole (i.e.,
broad-band measurement).

Projective tests often focus on latent or unconscious aspects
of personality. Obviously, psychologists and others differ in the
degree to which they rely on unconscious information. In many
projective techniques, patients are ssmply shown a picture of



something and asked to tell what the picture reminds them of.
Projective techniques assume that when presented with an am-
biguousstimulussuch asaninkblot, for which therearean almost
unlimited number of responses, the patients’ responses will re-
flect fundamental aspects of their personalities. The ambiguous
stimulus is a sort of screen on which individuals project their
own needs, thoughts, or conflicts. In particular, a schizophrenic
patient’s responses will often reflect a rather bizarre, idiosyn-
cratic view of the world. Hundreds of different projective tech-
niques have been devel oped—most of which are not used widely
today.

4.5. Theanswer isC

The arithmetic subtest uses simple arithmetic tasks to assess at-
tention and concentration. The block design subtest requires a
subject to arrange aseries of picturesto tell astory. This process
tests performance and cognitive styles. The digit symbol subtest
requires a subject to match digits and symbolsin as little time
as possible, as a test of performance. The comprehension sub-
test reveals a subject’s ability to adhere to socia consequences
and to understand socia judgments when the subject answers
questions about how people should behave. On the picture com-
pletion subtest, a subject must complete a picture with amissing
part. Visuospatial defects appear when errors are made on this
picture completion procedure.

4.6. Theanswer isE (all)

The Bender Visual Motor Gestalt Test, devised by the American
neuropsychiatrist Lauretta Bender in 1938, is a technique that
consists of nine figures that are copied by the subject (Fig. 4.1).
It is administered as a means of evaluating maturation levelsin
children and organic dysfunction. Its chief applications are to
determine retardation, loss of function, and organic brain defects
in children and adults. The designs are presented one at atime
to the subject, who is asked to copy them onto a sheet of paper.
The subject is then asked to copy the designs from memory
(Figs. 4.2 and 4.3); thus, the Bender designs can be used as a
test of both visual and motor coordination and immediate visual
memory.

4.7. Theanswer isB

Persons with damage to the frontal Iobes or to the caudate nu-
cleus, and some patients with schizophrenia, give abnormal re-
sponses to the Wisconsin Card Sorting Test (WCST). It does
not address parietal lobe damage. This test assesses abstract
reasoning and flexibility in problem solving. Stimulus cards are
presented to patients to sort into groups according to a principle
established by the examiner but unknown to the patient. As the
patient sorts the cards, he or she is told whether the responses
arecorrect or incorrect. Thenumber of trial srequired to achieve
ten consecutive correct responsesisrecorded. When or if the pa-
tient has mastered the task, the examiner changes the principle
of sorting, and the number of trials required to achieve correct
sorting is again recorded.

4.8. Theanswer isA
The Wechsler Adult Intelligence Scale (WAIS) comprises 11
subtests made up of six verba (information, comprehension,
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FIGURE 4.1

Test figures from the Bender Visual Motor Gestalt Test, adapted from
Max Wertheimer. (Reprinted with permission from Bender L. A Vi-
sual Motor Gestalt Test and Its Clinical Use. New York: American
Orthopsychiatric Association; 1938:33.)

0

P e

\{\fv

e

0000000000 000¢C
oo%

a
(=]
<

(=3
(=)
oGO0 ©

0

<
<
o
o

=°
o
o
O
PRES
oo
son ©°

<
(SN
Soaco o°°

FIGURE 4.2

Bender Visual Motor Gesalt Test drawings of a 57-year-old brain-
damaged woman.
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FIGURE 4.3

Bender Visual Motor Gesalt Test recall by the 57-year-old brain-
damaged patient who drew Figure 4.2.

arithmetic, similarities, digit span, vocabulary), and five perfor-
mance (picture completion, block design, picture arrangement,
object assembly, digit symbol) subtests, whichyield averbal 1Q,
aperformance |Q, and a combined full-scale Q. The latest edi-
tion, the WAIS 111, isdesigned for persons 16 to 89 years of age.
There are also scales for children ages 4 to 6.5 and 5 through
15. The average or normal range of 1Q is 90 to 110; 1Q scores
of at least 120 are considered superior. Mental retardation, de-
fined as 1Q below 70, corresponds to the lowest 2.2 percent of
the population; 2 of every 100 people have IQ scores consistent
with mental deficiency. The performance scaleis more sensitive
to normal aging than the verbal scale, which is more sensitive
to education.

4.9. Theanswer isD

The Wide-Range Achievement Test evaluates content-specific
foundation in mathematics, spelling, reading, and sciences. It
may test individuals ranging from ages 5 to 94 and is standard-
ized to account for stratificationsin gender, ethnicity, geographic
region, and socioeconomic status. The Rorschach Test is a pro-
jective assessment test that requires interpretation of ink blots.
It may be used to interpret defense mechanisms and thought
disorders. The Wechsler Preschool and Primary Scale of Intel-
ligence tests the ability to organize, process, and reason by way
of picture completion, verbal comprehension, and block design.
It may be completed without reading or writing and is designed
for children between the ages of 4 and 6. The Wechsler Intelli-
gence Scalefor Children uses an identical approach for children
and adolescents between the ages of 6 and 16. The Minnesota
Multiphasic Personality I nventory isthe most common objective
personality test aimed at determining personality types, includ-
ing pathologies and behavioral patterns.

Answers4.10-4.13

4.10. Theanswer isC

4.11. Theanswer isB

4.12. Theanswer isC

4.13. Theanswer isA

Projective personality tests are indirect and unstructured. The
variety of responses to projective personality tests are almost

unlimited. Instructions are usually very general in nature, allow-
ing the patient’s fantasies to be expressed. The patient does not

know how his or her responses will be scored or analyzed. Con-
sequently, trying to feign the test becomes difficult. Projective
tests typically do not measure one particular personality char-
acteristic but are instead designed to assess one’s personality
as a whole. Two of the most widely used projective personal-
ity tests are the Rorschach Test and the Thematic Apperception
Test (TAT). Many clinicians will include both of these testsin a
battery of tests for personality assessment.

The Rorschach test was created by Herman Rorschach, a
Swiss psychologist, around 1910. The Rorschach test is the
most frequently used projective personality instrument. The test
consists of ten ambiguous symmetrical inkblots. Using John E.
Exner’s Comprehensive System, the examiner gives the patient
the following instructions: “ You'll be given a series of inkblots.
Look at each inkblot and tell me what you see” The examiner
givesthe patient each card and asks, “What might thisbe?’ The
examiner writesdown verbatim what the patient says, along with
theinitial reaction times and total time spent on each card. After
completion of what is called the free-association phase, the ex-
aminer conductsan inquiry phaseto determineimportant aspects
of each response that are crucial to scoring.

The TAT was designed by Henry Murray and Christina
Morgan as part of a normal personality study conducted in the
Harvard Psychologica Clinic in 1943. The TAT consists of a
series of 30 picture cardsand ablank card. Typically, apatient is
shown ten TAT cards and asked to make up stories about them.
The patient is asked to tell what is going on in the picture, what
was going on before the picture was taken, what the individu-
asin the picture are thinking and feeling, and what is likely to
happen in the future.

Answers4.14-4.15
4.14. Theanswer isA

4.15. Theanswer isB

One of the more commonly used interview rating scales is the
Brief Psychiatric Rating Scale (BPRS). To use the BPRS, the
psychologist or psychiatrist completes amental statusinterview
with the patient and then rates that patient on a series of 18
psychiatric symptoms such as motor retardation, blunted affect,
conceptual disorganization, anxiety, and guilt. Expanded defini-
tions of each of these terms are provided to the examiner. The
interviewer rates each domain on a seven-point scale from “not
present,” thelowest rating, to “ extremely severe,” the highest rat-
ing. An experienced interviewer can complete theratingsin 2 or
3 minutes. The BPRS has been used extensively in drug outcome
and other studies. The advantagesof theBPRS arethereasonably
high interrater reliability, the ease and speed of rating, and the
well-defined symptom description. The BPRSratings are made
on the basis of a mental status interview and do not require that
the examiner ask any specific questions of the patient.

The SADS is a highly structured interview instrument. The
interviewer is required to ask each patient a series of prescribed
questions to ensure that al relevant areas are addressed. For
example, a patient is asked a question similar to the following:
“Have you ever heard voices or other thingsthat weren’t there or



that other people couldn’t hear or see?’ Based on the patient’s
response, the examiner asks other detailed, prescribed follow-
up questions concerning hallucinations, or if the response was
negative, the interviewer moves on to the next question in a
different area. This approach ensures that all areas are covered
in acomprehensive fashion. The SADS is especially helpful for
establishing a reliable diagnosis. The SADS can also be used
as an index of behavioral severity. Behavioral changes can be
determined by repeated administration.

The advantage of the SADS is that it is comprehensive and
has reasonably good reliability. One disadvantage is its length;
another is that in the structured interview the interviewer must
read questions from a lengthy booklet, which makes it difficult
to establish eye contact and rapport with the patient. The SADS
has been used for both research and clinical purposes, probably
more frequently for the former.

Answers4.16-4.19

4.16. Theanswer isC
4.17. Theanswer isA
4.18. Theanswer isD

4.19. Theanswer isB

The battery approach to neuropsychological assessment typi-
caly includes a large variety of tests that measure most cogni-
tive domains as well as sensory and motor skills. The battery
approach has the advantage of identifying problems that the pa-
tient might not have mentioned and that the medical history may
not necessarily predict. However, it hasthe disadvantage of being
very time-consuming (i.e., 6 to 8 hour examination).

In the screening approach, the neuropsychologist utilizes
a core set of screening procedures as a first step in determin-
ing whether a diagnosis can be made with less information or
whether additional testing is necessary. Standardized screening
approaches have the advantage of uniform normative reference
groups, athough many clinicians routinely use a set of tests
drawn from many sources.

In some cases, usually involving an acute or severe cogni-
tiveimpairment, it is simply not feasible to administer extensive
cognitive examination procedures. The neuropsychol ogist might
appropriately rely on bedside mental status examinations or
very brief cognitive screening procedures to address the referral
issues.

The qualitative hypothesis testing approach is characterized
by detailed evaluation of areas of functioning that are related
to the patient’s complaints and predicted areas of impairment,
with relatively less emphasis on aspects of functioning that are
less likely to be impaired. The hypothesis testing approach has
been particularly helpful in illuminating the different roles of
the two brain hemispheres. This approach has the advantage of
efficiently honing in on areas of impairment and producing a
detailed description of the deficits from a cognitive standpoint,
but it has the shortcoming of potentially overlooking unexpected
areas of deficits.
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Answers 4.20-4.24

4.20. Theanswer isD

4.21. Theanswer isA

4.22. Theanswer isB

4.23. Theanswer isC

4.24. Theanswer isE
A list of examplesof common neuropsychological testsand tech-
niquesis provided in Table 4.2.

Answers 4.25-4.29

4.25. Theanswer isC

4.26. Theanswer isD

4.27. Theanswer isE

4.28. Theanswer isA

4.29. Theanswer isB

Various neuropsychiatric tests, including the Halstead-Reitan
and the Luria-Nebraska batteries, are sometimes useful in bring-
ing to light subtle organic dysfunctions that are undetected in
standard psychiatric, psychological, and even neurological as-
sessments. The Halstead-Reitan Battery of Neuropsychological
Tests consists of ten tests, including the trail-making test and
the critical flicker frequency test. It was developed in an attempt
to improve the reliability of the criteria used to diagnose brain
damage. Assessment data were gathered on a group of patients
with left hemisphere injury, right hemisphere injury, and global
involvement. Thetrail-making testisatest of visuomotor percep-
tion and motor speed, and the critical flicker frequency test (not-
ing when aflicker light becomes steady) tests visual perception.

The Luria-Nebraska Neuropsychological Battery (LNNB)
is extremely sensitive in identifying discrete forms of brain
damage, such as dyslexia (an impairment in the ability to
read) and dyscalculia (an inability to perform arithmetical
operations), rather than global forms of damage.

The Sanford-Binet Intelligence Scaleis one of the tests most
frequently used in the individual examination of children. It
consistsof 120 items, plus several alternativetests, applicableto
the ages between 2 years and adulthood. Thetests have avariety
of graded difficulties, both verbal and performance, designed to
assess such functions as memory, free association, orientation,
language comprehension, knowledge of common objects,
abstract thinking, and the use of judgment and reasoning.

The Rorschach Test is a psychological test consisting of
ten inkblots that the person is asked to look at and interpret. It
furnishes a description of the dynamic forces of personality
through an analysis of the person’s responses.

The face-hand test, devised by Lauretta Bender, is a test of
diffuse cerebral dysfunction to which normal children by the
age of 7 years respond negatively. The person, whose eyes are
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Table 4.2

n

Selected Tests of Neuropsychological Functioning

Area of Function

Comment

INTELLECTUAL FUNCTIONING

Wechsler Intelligence
Scales

Shipley Scale

ATTENTION AND CONCENTRATION
Digit Span

Visual Memory Span

MEMORY
Wechsler Memory Scale IlI

California Verbal
Learning Test Il

LANGUAGE
Boston Diagnostic
Aphasia
Examination
Boston Naming Test—Revised
Token Test

VISUOSPATIAL-CONSTRUCTIONAL

Clock Drawing

Rey-Osterreith Complex
Figure Test

MoTOR
Finger Tapping
Grooved Pegboard

EXECUTIVE FUNCTIONS
Wisconsin Card Sorting Test

Trail-Making Test

PSYCHOLOGICAL FACTORS
Beck Depression
Inventory

Minnesota Multiphasic
Personality
Inventory 2

Age-stratified normative references; appropriate for adults up to age 89, adolescents, and young
children

Scale Brief (20 minute) paper and pencil measure of multiple choice vocabulary and open-ended
verbal abstraction

Auditory—verbal measure of simple span of attention (Digits Forward) and cognitive manipulation of
increasingly longer strings of digits (Digits Backward)
Visual-spatial measure of ability to reproduce a spatial sequence in forward and reverse order

Comprehensive set of subtests measuring attention and encoding, retrieval, and recognition of various
types of verbal and visual material with both immediate recall and delayed retention; excellent
age-stratified normative comparisons for adults up to age 89 with intellectual data for direct
comparison

Documents encoding, recognition, and both immediate and 30-minute recall; affords examination of
possible learning strategies as well as susceptibility to semantic interference with alternate and short
forms available

Comprehensive assessment of expressive and receptive language functions

Documents word finding difficulty in a visual confrontation format
Systematically assesses comprehension of complex commands using standard token stimuli that vary
in size, shape, and color

Useful screening technique is sensitive to organization and planning as well as constructional ability
Ability to draw and later recall a complex geometric configuration; sensitive visual memory as well as
executive deficits in development of strategies and planning

Standard measure of simple motor speed; particularly useful for documenting lateralized motor
impairment

Ability to rapidly place notched pegs in slotted holes; measures fine finger dexterity as well as
eye—hand coordination

Measure of problem-solving efficiency is particularly sensitive to executive deficits of perseveration
and impaired ability to flexibly generate alternative strategies in response to feedback
Requires rapid and efficient integration of attention, visual scanning, and cognitive sequencing

Brief (5 to 10 minutes) self-report measure that is sensitive to symptoms of depression; best for
screening depression in adults up to late middle-age, who can be expected to frankly report
symptoms; available in standard (21 four-choice items) or short (13-item) form

This psychometrically developed self-report instrument remains highly useful for documenting
quantitative levels of self-reported symptoms that can be objectively compared to known
populations; drawbacks include administration time (567 true—false questions, requires about 1 to
1.5 hours or more) for frail individuals, and the emphasis on pathological features for persons who
are generally psychologically healthy; advantages include well-developed validity scales and
availability of many symptom-specific subscales that have been identified over the years

closed, is touched simultaneously on the cheek and the hand;

4.32. Theanswer isD

retesting is done with the person’s eyes open. The results are

considered positive if the person fails consistently to identify

both stimuli within ten trials.

Answers4.30-4.34

4.30. Theanswer isE

4.31. Theanswer isA

4.33. Theanswer isB

4.34. Theanswer isC

Assessment of intellectual functioning serves asthe cornerstone
of the neuropsychological examination. The Wechdler Intelli-
gence Scales, based on carefully devel oped normative standards,
represent thetraditional gold standard inintellectual assessment.
The latest revision of this instrument is the Wechsler Memory



Scalelll. Ingeneral, the Wechsler intelligence scalesuse a broad
set of complex verbal and visuospatial tasksthat are normatively
summarized asa \Verbal 1Q, Performance 1Q, and Full Scale 1Q.
In the context of aneuropsychological examination, the patient’s
performance across the procedures provides useful information
regarding longstanding abilities as well as current functioning.
Most neuropsychol ogists recognize that the summary 1Q values
provide only a ballpark range for characterizing an individual’'s
general level of functioning. Therefore, it isusually more appro-
priate and meaningful to characterize anindividual’sintellectual
functioning in terms of range of functioning (e.g., borderline,
low average, average, high average, superior) represented by the
1Q value rather than the specific value.

Raven’s Progressive Matrices require the patient to complete
a design by selecting the stimulus that completes a design in
which apart is omitted from a multiple-choice pictoria display.
Impaired performanceisassociated with poor visuoconstructive
ability and with posterior lesions of either cerebral hemisphere,
but receptive language deficit may contribute to poor perfor-
mance in patients with dominant hemisphere damage.

The TAT consists of a series of 20 black-and-white pictures
that depict individuals of both sexes and of different age groups
involved in a variety of different settings. For example, on Card
1, ayoung boy is shown sitting at a table looking at a violin.
Card 2 depicts a farm scene in which a young woman in the
foreground is carrying books in her hands; a man is working in
thefields nearby, and an older woman is seen in the background.
Typically, apatientisshown ten TAT cardsand asked to make up
stories about them. The patient is asked to tell what is going on
in the picture, what was going on before the picture was taken,
what the individualsin the picture are thinking and feeling, and
what is likely to happen in the future. The stories the patient
make up concerning the pictures, according to the projective
hypothesis, reflect the patient’s own needs, thoughts, feelings,
stresses, wishes, desires, and view of the future. An example of
aTAT card is presented in Figure 4.4.

Although a projective instrument, the Sentence Completion
Test ismuch more direct in soliciting responses fromthe patient.
The patient is simply presented with a series of incomplete sen-
tences and asked to complete each sentence stem with the first
response that comes to mind. Examples of possible incomplete
sentences are as follows:

My father seldom . . .

Most people don’t know that I'm afraid of . . .
When | wasachild, I . ..

When encountering frustration, | usualy . . .

The purpose of the test is to elicit, somewhat indirectly,
information about the patient that cannot be elicited by other
measures. Since the patient responds in writing, the examiner's
time is limited. The length of time it takes to complete this
test varies greatly, depending on the number of incomplete
sentences.

The Shipley Abstraction Test requires the patient to complete
logical sequences; it assesses the patient’s capacity to think ab-
stractly. Because performance on a test of this type is related
to educational background, an accompanying vocabulary test is
also given to the patient, and a comparison is made between
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FIGURE 4.4

Card 12F of the Thermatic Apperception Test. (Reprinted with per-
mission from Murray HA. Thematic Apperception Test, Cambridge,
MA: Harvard University Press, Copyright (©/1943 President and Fel-
lows of Harvard College, © 1971 Henry A. Murray.)

the patient’s performances on the two tests. A low abstraction
score in relation to vocabulary level is interpreted as reflecting
an impairment in conceptual thinking.

Answers 4.354.39

4.35. Theanswer isB
4.36. Theanswer isE
4.37. Theanswer isA
4.38. Theanswer isC

4.39. Theanswer isD

Numerous mental status cognitive tasks are available to test and
localize various brain dysfunctions. Construction apraxia—the
loss of gestalt, loss of symmetry, and distortion of figures—seen
in the task of copying the outline of simple objects, is localized
to the nondominant parietal lobe. Dysfunction of the occipital
lobes is suggested when a patient cannot name a camouflaged
object but can name it when it is not camouflaged. Two or more
errors or two or more 7-second delays in carrying out tasks
of right-left orientation (e.g., place left hand to right ear, right
elbow to right knee) are localized to dysfunction of the domi-
nant parietal lobe. A dysfunction in concentration is thought to
be localized to the frontal lobes and can be tested by eliciting
any improper letter sequence in spelling “ earth” backward. In
anomia, the patient cannot name common objects (e.g., watch
and key); the impairment is localized to the dominant temporal
lobe.
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Answers 4.40-4.43

4.40. Theanswer isB
4.41. Theanswer isA
4.42. Theanswer isC

4.43. Theanswer isE
The Wechsler Memory Scale screensfor verbal and visual mem-
ory andyieldsamemory quotient. Theresults can reveal whether
a subject has amnestic Korsakoff’'s syndrome. The Wisconsin
Card Sorting Test assesses a person’s abstract reasoning ability
and flexibility in problem solving. Theresults can reveal whether
aperson has damage to the frontal lobes or to the caudate.
TheBenton Visual Retention Test screensfor short-termmem-
ory loss.
Sgnsof organic dysfunction may be screened for by the Ben-
der Visual Motor Gestalt Test. Posterior right hemispherelesions
can be revealed through afacial recognition test.

Answers 4.44-4.48

4.44. Theanswer isC
4.45. Theanswer isD
4.46. Theanswer isA
4.47. Theanswer isB

4.48. Theanswer isA

Digit Span is the auditory—verbal measure of simple span of at-
tention (Digits Forward) and cognitive manipulation of increas-
ingly longer strings of digits (Digits Backward). Facial Recog-
nition assesses matching and discrimination of unfamiliar faces.
Clock Drawing is a useful screening technique sensitive to or-
ganization and planning as well as constructional ability. Finger
Tapping isthe standard measure of simple motor speed, particu-
larly useful for documenting lateralized motor impairment. The
Wisconsin Card Sorting Test is a measure of problem-solving
efficiency. It is particularly sensitive to executive deficits of per-
severation and impaired ability to generate alternative strategies
in response to feedback. The Trail-Making Test requires rapid
and efficient integration of attention, visual scanning, and cog-
nitive sequencing.

Answers 4.49-4.53

4.49. Theanswer isE
4.50. Theanswer isA
451. Theanswer isB
4.52. Theanswer isD

4.53. Theanswer isC

Immediate (or short-term) memory may be defined as the re-
production, recognition, or recall of perceived material within
a period up to 30 seconds after presentation. It is most often
assessed by digit repetition, reversal (auditory), and memory-
for-designs (visual) tests. Both an auditory—verbal task, such as
digit span or memory for words or sentences and a nonverbal
visual task, such as memory for designs or for objects or faces,
should be given to assess a patient’s immediate memory. Pa-
tients can also be asked to listen to a standardized story and then
repeat it as accurately as possible. Patients with lesions of the
right hemisphere are likely to show more severe defects on vi-
sual nonverbal tasks than on auditory—verbal tasks. Conversely,
patients with left hemisphere disease, including those who are
not aphasic, are likely to show severe deficits on the auditory—
verbal tests, with variable performance on the visual nonverbal
tasks.

Recent past memory concerns the retention of information
over the past few months. Patients can be asked questions about
current events.

Remote memory isthe ability to remember eventsin the dis-
tant past. It is commonly believed that remote memory is well
preserved in patients who show pronounced defects in recent
memory, but the remote memory of senile and amnesic patients
isusualy significantly inferior to that of normal personsof com-
parable age and education. Even patients who appear to be able
to recount their past fairly accurately show gaps and inconsis-
tenciesin their recitals on close examination.

Memory theorists have described three other types of mem-
ories: episodic, for specific events (e.g., a telephone message);
semantic, for knowledge and facts (e.g., thefirst president of the
United States); and implicit, for automatic skills (e.g., speaking
grammatically or driving acar). Semantic and implicit memory
do not decline with age, and persons continue to accumulate in-
formation over alifetime. A minimal declinein episodic memory
with aging may relate to impaired frontal lobe functioning.
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Theories of Personality and

Psychopathology

Psychoanalysisis one of the fundamental principles within psy-
chiatry. It was developed by Sigmund Freud (1856-1939), and
although it has advanced far beyond Freud, it can be said that
his influence is still strong and pervasive. Psychoanaysis is
the bedrock of psychodynamic understanding and forms the
fundamental point of reference for a variety of types of ther-
apeutic intervention. It embraces not only psychoanalysis it-
self but also various forms of psychoanalytically oriented psy-
chotherapies and related therapies involving psychodynamic
concepts.

All major psychological theories of personality involve the
basic premise that a person’s early psychosocia development
shapes what comes later—that the impact of childhood events,
beliefs, experiences, and fantasies continue, consciously or un-
consciously, throughout life and account for adult behavior.

Freud's revolutionary contributions to the understanding of
the human mind and psyche continue to stimulate, provoke, and
challenge students of personality and psychopathology today.

His basic tenets of the unconscious mind, psychosexual devel-
opment, and psychodynamics remain the bedrock of psychoan-
alytic theory even though many have disagreed with, modified,
or expanded on his ideas. No matter how a particular theorist
may feel about Freud’s ideas, each must begin with a thorough
knowledge of his contributions.

There have been many other psychoanalytic personality the-
orists with widely varying views on development. These in-
clude Alfred Adler (1870-1937), Erik Erikson (1902-1994),
Karen Horney (1885-1952), Carl Gustav Jung (1875-1961),
MelanieKlein (1882-1960), Harry Stack Sullivan (1892-1949),
and Heinz Kohut (1913-1981). Schools of thought, encompass-
ing avariety of different theories, include ego psychol ogy, object
relations, self-psychology, and interpersonal psychology, among
others. Each approach hasits own perspective on personality de-
velopment and the devel opment of psychopathol ogy.

Students should study the questions and answers below to
test their knowledge in this area.

HELPFUL HINTS

Students should know the various theorists, their schools of thought, and their theories.
» Karl Abraham » freeassociation

> abreaction » Erich Fromm

> Alfred Adler » fundamental rule

» Franz Alexander » Karen Horney

» Gordon Allport » hypnosis

» analytical process » hysterical phenomena
> attention cathexis > infantile sexuality

» birth trauma » ingtinctua drives

» Joseph Breuer » The Interpretation of
» cathexis Dreams

> conscious » Carl Gustav Jung

» defense mechanisms > latent and manifest
» displacement dreams

» dream work » libido and instinct

» TheEgo andtheld theories

» ego functions » Abraham Maslow

» ego psychology » Adolph Meyer

» Erik Erikson » multiple self-

» Erosand Thanatos organizations

» AnnaFreud

» nocturnal sensory » redity principle
stimuli > reality testing

» object constancy > regression

> object relations » Wilhelm Reich

> parapraxes » repetition compulsion

> preconscious system > repression

> pregenital > resistance

» primary and secondary » secondary revision
gains » signal anxiety

» primary and secondary » Sudieson Hysteria
processes » Harry Stack Sullivan

» primary autonomous » symbolic representation
functions » synthetic functions of

» psychic determinism the ego

» psychoanalytic theory » topographic theory

» psychodynamic thinking  » transference

> psychoneurosis » unconscious motivation

» psychosexual » wish fulfillment
development

» Otto Rank
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QUESTIONS
Directions

Each question or incompl ete statement below isfollowed by five
suggested responses or completions. Select the one that is best
in each case.

5.1

5.2.

53.

Mr. A was a 26-year-old white man who had a history of
bipolar | disorder. He was brought in for treatment after
not completing the last required course for his advanced
degree and being arrested for disturbing the peace. He had
consistently lied to his family about where he stood with
his coursework and about having skipped an examination
that would have qualified him to use his professional de-
gree. He had also not told them that he had been using
marijuana almost daily for a number of years and occa-
sionally used hallucinogens. His arrest for disorderly con-
duct was for swimming naked in an apartment complex in
the middle of the night while under the influence of hallu-
cinogens. Mr. A spent most of histime reading and trying
to write but compared himself unfavorably with other fa-
mouswriters, feeling himself to beinferior. (Adapted from
Paul C. Mohl, MD, and Adam M. Brenner, MD.)

How would Alfred Adler view Mr. A?

A. Mr. A'sproblemsareafailure of adaptation to hismen-
tal illness and adult life.

B. Mr. A’s rebellion against conformity is a defense
against his fear of being away from his mother’s pro-
tection and domination.

C. Mr. A usesdrugs and psychosis as escapes to maintain
some degree of self-esteem.

D. Mr. A has been attempting to move from inferiority to
mastery in fantasy rather than in realistic achievement.

E. Mr. A’sprocess of self-realization has been blocked.

Adolf Meyer would treat Mr. A by

A. assisting Mr. A inintegrating alien partsof himself into
his ego complex

B. focusing on the adequate treatment of Mr. A’'s mental
disorder

C. challenging Mr. A to develop attachments outside of
the family

D. encouraging Mr. A to join a support and educational
group to better understand and accept his mental ill-
ness

E. none of the above

A young woman presents to you complaining of lack of
energy, troublesleeping, depression, and hopel essnessthat
has been present for the past year. You diagnose her with
major depressive disorder. Which of the following would
have been Freud’s explanation of this disorder?

A. Her depression is actualy internally directed anger.

B. Her interna good objects have been destroyed by ag-
gression and greed.

C. She never mastered the trust versus mistrust stage of
ego development.

54.

5.5.

5.6.

5.7.

5.8.

5.9.

D. Sheisbeing persecuted by atormenting internal object.
E. Shefeelsdespair that her self-object needs will not be
met by others.

Lacanian theory

A. places heavy emphasis on linguistics

B. haslittle place for biology or drives

C. postulates that an individual is embedded in political
and societal structure

D. views the analytical process as an effort to recognize
alienation from one's true self

E. al of the above

The Oedipus complex as described by Freud involves all
of the following except

. adult sexuality

. rivalries

anal phase

. intense love relationships
. both mother and father

moow»

The work of Anna Freud, daughter of Sigmund Freud,
included all of the following except

A. contributionsto child psychoanalysis

B. development of modern ego psychology

C. studieson thefunction of the ego in personality devel-
opment

D. contradictionsto her father’s claims about psychosex-
ual development

E. expansion on individual defense mechanisms

According to Freud, the Oedipus complex is resolved
through

. the castration complex

. the acting out of symboalic rivalries

. moving on to the genital stage of development
. theredlization of one's gender identity

. identification with the opposite-sex parent

mooOw>

Erikson differsfrom Freud by hisplacing greater emphasis
on

. interpersonal relationships

. culturd factorsin development
. instinctual drives

. psychosexual development

. object relations

moOooOw>»

You have a 72-year-old patient who has been very con-
cerned with her appearance ever sinceyou met her. Shehas
had threefacelifts, never leavesthe house without makeup,
and refusesto allow her grandchildren to call her “grand-
mother.” Which of the following of Erikson’sstagesisthis
woman having difficulty mastering?

A. Narcissistic
B. Generativity versus stagnation



5.10.

511

5.12.

5.13.

5.14.

5.15.

C. Egocentric
D. Identity versusrole confusion
E. Integrity versus despair

Which of the following about Melanie Klein is false?

A. Shedenounced Freud's “death instinct.”

B. She described the “depressive position.”

C. She coined the term “persecutory anxiety.”
D. She stressed therole of intrapsychic fantasy.
E. Shewasachild analyst.

Which of the following statements regarding Freud'sview
of hypnosisis not true?

A. Freud believed hypnosis encouraged the patient to
please the hypnotist.

B. Freud believed no patient was completely refractory to
hypnosis.

C. Freud eventually abandoned the use of hypnosis for
the use of free association.

D. Freud believed hypnosis conceal ed aspects of transfer-
ence.

E. None of the above

According to Otto Rank, death fear is

A. thefear of dying usually associated with a phobia

B. the fear of losing al ties in the process of becoming
Separate

C. thefear of dying “before one'stime”

D. thefear of losing one’sidentity by fusing with another
person

E. none of the above

A patient of yours reports having recurrent dreams of
snakes shedding their skins. According to Carl Gustav
Jung, this image is an example of which of the follow-
ing?

A. lllusions

B. Phallic symbol

C. Archetypes

D. Manifest content

E. Primary process

Which of thefollowing theoristsis considered the founder
of the attachment theory?

. John Bowlby
. Otto Kernberg
. MéelanieKlein
. Heinz Kohut
. Adolf Meyer

moow>

Erik Erikson’s epigenetic principle states

A. thegenetic component of personality must be explored
to fully understand the ego

B. development spans the entire life cycle, from infancy
through old age and senescence

5.16.

5.17.

5.18.

5.19.

5.20.

5.21.
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C. each developmental stage must be completed but in no
particular order

D. each sequential stage must be satisfactorily resolved
for development to proceed smoothly

E. none of the above

According to Erich Fromm, which of the following char-
acter types are typical of modern capitalist society?

A. Exploitative

B. Hoarders

C. Marketers

D. Receptive

E. All of the above

Separation and individuation

have no associated anxiety

. involve attaining a sense of object permanence
. involve a*“practicing” subphase

. begins at approximately 8 or 9 months of age

. ishased on the work of Dan Stern, MD

moowy

Which of thefollowing isnot considered amature defense
mechanism?

A. Suppression
B. Somatization
C. Asceticism
D. Anticipation
E. Altruism

According to Carl Gustav Jung, archetypes are

. instinctual patterns

expressed in mythological images
expressed in representational images
. organizational units of the personality
. al of the above

moow>

All of the following statements concerning the concept of
the preconscious are true except

A. It isthose mental events brought to consciousness by
focusing attention.

. It acts as a censor to unacceptable wishes and desires.

. Itischaracterized by primary process thinking.

. It interfaces with both the unconscious and the con-
scious.

E. It is part of the topographical model of the mind for-

mulated by Freud.

O0Ow

Freud declared the road to understanding the unconscious
liesin which of the following?

A. Instinct control

B. Repression of preconscious desires

C. Mastering the phases of ego development
D. Understanding infant sexuality

E. Interpretation of dreams
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5.22. A 64-year-oldwomanworksasaseamstressinthegarment
factory of a clothing company. The factory is poorly lit,
poorly ventilated, and overcrowded with employees. She
works 16 hoursper day, isallowed only onerestroom break
per day, and may not eat lunch. However, the seamstress
continues to work at the factory because she believes her
work to be meaningful and that it will someday make her
wealthy. Her outlook pertains to which of the following
theorists' beliefs?
A. Gordon Allport
B. Abraham Maslow
C. GeorgeKelly
D. Carl Rogers
E. Viktor Frankl
Directions

Each group of questions below consists of |ettered headings fol-
lowed by a list of numbered phrases or statements. For each
numbered phrase or statement, select the one lettered heading
that is most associated with it. Each lettered heading may be
selected once, more than once, or not at all.

Questions 5.23-5.28

5.23.
5.24.
5.25.
5.26.

5.27.
5.28.

A. Autistic phase
B. Symbiotic phase
C. Hatching
D. Practicing
E. Rapprochement
F. Object constancy

The child gradually differentiates out of the symbiotic
matrix

The infant functions as though he and his mother were an
omnipotent system

The infant’s ability to move physicaly away from the
mother by locomotion

A stage of absolute primary narcissism

The crisisis separation anxiety

The ability to maintain a relationship with one object
whether or not needs are being satisfied

Questions 5.29-5.33

5.20.
5.30.
5.3L
5.32.
5.33.

. Initiative versus guilt

. Intimacy versusisolation

. Trust versus mistrust

. Industry versus inferiority

. Generativity versus stagnation

moow>»

Competence
Care

Love

Hope
Purpose

Questions 5.34-5.38

5.34.
5.35.
5.36.
5.37.
5.38.

. Basic trust versus mistrust

. Integrity versus despair

. Initiative versus guilt

. Intimacy versusisolation

. Identity versusrole diffusion

mooOw>

Late adulthood

Early adulthood

Puberty and adolescence
Early childhood

Infancy

Questions 5.39-5.43

5.39.
5.40.
5.41.
5.42.
5.43.

A. Erik Erikson

B. AnnaFreud

C. Sigmund Freud

D. MéelanieKlein

E. Harry Stack Sullivan

Childhood and Society

Civilization and its Discontents

Envy and Gratitude

The Ego and the Mechanisms of Defense
Schizophrenia as a Human Process

Questions 5.44-5.47

5.44.
5.45.
5.46.
5.47.

A. Manifest dream content
B. Latent dream content
C. Dream work

D. Secondary revision

Unconscious thoughts and wishes

What is recalled by the dreamer

Mental operation of making the unconscious known
Work of organizing aspects of a dream into less bizarre
form

Questions 5.48-5.51

5.48.
5.49.

5.50.
5.51.

A. Urethral stage
B. Genital stage

C. Latency stage
D. And stage

E. Phallic stage

Further integration of oedipal identifications

Striving for separation from dependence and control by
parents

Lying the foundation for gender identity

The ultimate separation from dependence on and attach-
ment to the parents

Questions 5.52-5.55

A. Displacement
B. Projection



C. Reaction formation

D. Repression

E. Sublimation
5.52. A young woman getsinto an argument with her boyfriend.
Althoughvery upset, sheremainssilent ashetellsher sheis
worthless. When she gets home, the young woman picks
a fight with her younger sister over nothing and begins
yelling at her.
A young manisvery enviousof hisbest friend. Althoughit
isdifficult to admit, he believes hisfriend is more success-
ful and better looking and isalwaysthelife of the party. To
the contrary, this young man tells his family that his best
friend is envious of him despite there being no evidence
that thisis so.
An 18-year-old young man livesalonewith hismother and
despises her. He is embarrassed that he has these feelings
and compensates by hovering over her, attending to her
every need.
A middle-aged man has had an unconscious desire to con-
trol others for as long as he can remember. To fulfill this
need, he became a prison guard.

5.53.

5.54.

5.55.

ANSWERS

5.1. Theanswer isD

Alfred Adler (1870-1937) posited striving for self-esteem
through overcoming a sense of inferiority, which he saw as an
inevitableforceinthe human condition asaresult of itsextended
childhood. As seen from the Alderian point of view, Mr. A has
been attempting to make the normal step of moving from inferi-
ority to mastery in fantasy instead of through realistic achieve-
ment. He maintains himself in fantasy as a writer while fail-
ing at the accomplishments that would enable him to become a
writer.

Sandor Rado (1890-1972) theorized that cultural factors of-
ten cause excessive hedonic control by interfering with the or-
ganism’sahility for self-regul ation. Rado would haveframed Mr.
A'sdifficulties as failures of adaptation to his mental illness and
adult life and as a regression to the hedonic level of adaptation
in which pleasure is sought and pain avoided.

Wilhelm Reich (1897-1957) made major contributions to
psychoanalysisin the area of character formation and character
types. The term character armor refers to the personality’s de-
fensesthat serve asresistance to self-understanding and change.
Reichmight seeMr. A’srebellion against conformity asa defense
against hisfear of being away from his mother’s protection and
domination. The more Mr. A rebels, the more tightly he binds
himself to his mother.

Harry Stack Sullivan (1892—-1949) would probably see Mr. A
as arrested in childhood. His fear of displeasing his mother led
him to give up healthy self-esteem strivings for independence,
favoring a distant yet dependent position. Mr. A uses drugs and
psychosis as escapes to maintain some degree of self-esteem.

Karen Horney (1885-1952) proposed three separate concepts
of theself: theactual self (thesumtotal of aperson’sexperience),
therea self (the harmonious, healthy person), and the idealized
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self (the neurotic expectation or glorified image that a person
believes he or she should be). From the standpoint of Horney,
Mr. A’s process of self-realization has been blocked in all three
directions. He has not developed the ability to love and trust;
he expresses opposition in an unhealthy way, and he has made
self-defeating moves toward independence.

5.2. Theanswer isB

Adolf Meyer (1866-1952) would focus first on the adequate
treatment of Mr. A's mental disorder. Meyer emphasized the in-
terrelationship of symptoms and individual psychological and
biological functioning. Controlling biological forces at work to
disrupt Mr. A'slifeis always a primary goal. Because Mr. A is
still dependent on his parents, they are included in the treatment
plan and might be seen separately by asocial worker. Both Mr. A
and his parents are told that failure to control the symptoms of
his mental illness could cost him his life and any satisfaction
that he might derive from it. Mr. A’s mood swings are stabilized
on an appropriate medication. Later, Mr. A would begin the dis-
tributive analysis phase of his treatment and would be asked to
reflect on the impact of his bipolar | disorder and his avoidance
of responsibility in hislife.

5.3. Theanswer isA
Freud originally understood depression as internally directed
anger. In hisview, the self-reproaches and theloss of self-esteem
commonly experienced by depressed patients are directed not at
the self but rather at an ambivalently experienced introject. He
noted that in some cases, the only way the ego can give up an
object isto introject it, so the anger directed at the ambivalently
held object takes on the clinical manifestation of the depression.
From the self-psychological point of view associated with
Heinz Kohut, depression is related to a sense of despair about
getting one's self object needs met by people in the environment.
Melanie Klein suggested that depression is linked to areactiva
tion of the depressive position; depressed patients are convinced
that they have destroyed their internal good objects because of
their own aggression and greed. Asaresult, they feel persecuted
by internal bad objects while longing for the lost love objects.
Erikson hypothesized that the depressed patient’s experience
of being empty and of being no good is an outgrowth of adevel-
opmental derailment. Depression therefore results from failing
to develop a basic sense of trust or the virtue of hope. From
an object relations perspective, many depressed patients uncon-
sciously experience themselves to be at the mercy of atorment-
ing internal object that is unrelenting in its persecution of them.
In cases of psychosis, that primitive forerunner of the superego
may actually be hallucinated as a voice that is unrelentingly
critical.

5.4. Theanswer isE (all)

The French psychoanalyst Jacques Lacan (1901-1981) made
a lasting impression on French psychoanalysis as well as on
literary and film criticism in academic departments throughout
theworld. Lacan’sreading of Freud relies heavily on linguistics.
The notion that human beings are constituted by languageis one
of three basic principles endorsed by Lacan. The unconsciousis
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structured likealanguagethat consistsonly of signifiers; biology
and drives have no place in his theory. Second, the ego does
not exist as an autonomous structure. A third principle is that
an individual is inevitably embedded in political and societal
structures that cannot be transcended.

Lacan thrived on being unorthodox. He denied the signifi-
cance of diagnoses, rules, or established schools of thought. He
saw the analytical process as an effort to recognize the alien-
ation from one's true self. Analysis was also designed to bring
out underlying structures and contexts in the unconscious.

5.5. Theanswer isC

The phallic period (not anal phase), during which the Oedi-
pus complex emerges, isacritical phase of development for the
budding formation of the child’s own sense of gender identity—
as decisively male or female—based on the child's discovery
and realization of the significance of anatomical sexual differ-
ences. Adult sexual adjustment is said to rely on the attachment
to one parent and the identification with the other. The events
associated with the phallic phase also set the stage for the devel-
opmental predisposition to later psychoneuroses. Freud used the
term Oedipus complex to refer to the intense love relationships,
together with their associated rivalries, hostilities, and emerging
identifications, formed during this period between the child and
parents.

5.6. Theanswer isD

Anna Freud (1895-1982) was not known to have contradicted
her father’s claims on psychosexual development. Anna Freud,
the daughter of Sigmund Freud, ultimately made her own set of
unique contributions to psychoanalysis. Whereas her father fo-
cused primarily on repression asthe central defense mechanism,
Anna Freud greatly elaborated on individual defense mecha-
nisms, including reaction formation, undoing, introjection, iden-
tification, projection, turning against the self, reversal, and subli-
mation. She was also a key figure in the devel opment of modern
€go psychology in that she emphasized that there was “ depth in
the surface” In other words, the defenses marshaled by the ego
to avoid unacceptable wishes from the id were in and of them-
selves complex and worthy of attention. Up to that point, the
primary focus had been on uncovering unconscious sexua and
aggressive wishes. She also made seminal contributions to the
field of child psychoanalysis and studied the function of the ego
in personality development.

5.7. Theanswer isA

There is some differentiation between the sexes in the pattern
of development. Freud explained the nature of this discrepancy
in terms of genital differences. Under normal circumstances, he
believed that, for boys, the Oedipal complex was resolved by
the castration complex. Specifically, the boy had to give up his
strivings for his mother because of the threat of castration—
castration anxiety. In contrast, the Oedipus complex in girlswas
also evoked by reason of the castration complex. Unlikein boys,
little girls are already castrated, and as aresult, they turn to their
fathers as bearers of the penis out of a sense of disappointment
over their own lack of penises. Little girls are thus more threat-
ened by aloss of love than by actual castration fears.

5.8. Theanswer isB

Erikson’s work concentrated on the effects of social, cultural,
and psychological factors in development. Although Erikson
acknowledged the important role of sexuality, it was less cen-
tral to his theory. The concepts of instinctual drives and psy-
chosexual development are essential parts of Freud's theories,
not Erikson’s. Object relations, which refer not to interpersonal
relationships but to the interactions of internalized constructs
of external relationships, is the central idea in object relation

psychology.

5.9. Theanswer isE

Erikson’s theory of psychosocial development centers around
eight stages of ego development. Integrity versus despair isthe
last of the stages and takes pl ace between age 65 years and death.
If this stage is successfully mastered, the individual arrives at a
peaceful acceptance of his or her own mortality without losing
interestinlife. Thepatientinthiscase, however, isclearly having
difficulties with this stage as she attempts to deny the passage
of time and refuses to prepare for this endpoint of thelife cycle.
A person in a stage of despair is unconscioudly fearful of death
and livesin basic self-contempt.

Generativity versus stagnation is another of Erikson’s stages
that takesplacefrom ages40to 65 yearsand isfocused onraising
children with nurturance and love and not livinginisolation. The
stage of identity versus role confusion occurs between age 11
years and the end of adolescence, during which the adolescent
must begin to establish a future role in adult society.

5.10. Theanswer isA

Melanie Klein thought that Freud's concept of the “death
instinct” was central to understanding aggression, hatred,
sadism, and other forms of badness, which she viewed as deriva-
tives of the death instinct. Her perspective grew largely from her
psychoanalytic work with children. She became impressed with
the role of unconscious intrapsychic fantasy and proposed that
infants project derivatives of the death instinct onto the mother
and then fear attack from the “bad mother,” a phenomenon re-
ferred to as persecutory anxiety. This anxiety is associated with
Klein's paranoid-schizoid position. Through the integration of
good and bad internal object relations, infants develop concern
for the mother toward whom they have developed harmful fan-
tasies. This concern results in repression and entering of the
depressive position.

5.11. Theanswer isB

Freud's concept of transference was to become a cornerstone of
psychoanal ytic theory and technique, adiscovery that eventually
contributed to his abandonment of hypnosisasatool. Freud first
observed that many patients were simply refractory to hypnosis.
When apatient could be hypnotized, he noted, after the discovery
of transference, that hypnosis conceal ed aspects of the transfer-
ence, so these aspects could not be investigated as part of the
process. He also believed that hypnosis encouraged the patient
to please the hypnotist instead of learning about the origins and
the meanings of symptoms. By the |ate 1890s, Freud abandoned
hypnosis. Instead, he had the patient lie on the couch and say
whatever came to mind without censorship, which isthe method



of free association that remains a central part of psychoanalytic
technique today.

5.12. Theanswer isD

Death fear is the fear of losing one's identity by fusing with
another person. The weaker one'spersonal identity, the stronger
the death fear.

Life fear, by contrast, is fear of losing all ties in the process
of becoming separate. Every person experiences the cycle of
movement from union to separation and back again as part of
the life process. This movement takes place at various levels,
including family, societal, artistic, and spiritual. At each level,
there is one or more movement toward union and rebirth. Each
person, for example, usualy yieldsto alove experiencein which
personal differences are set aside to experience unity with an-
other, to experience self-worth and to be relieved of the sense of
difference. Theyielding to another endswhen the will assertsits
separateness, and a new affirmation of individuality occurs.

Fear of dying associated with a phobia or “ before one’stime”
are not ideas associated with Otto Rank (1884—-1939).

5.13. Theanswer isC

Carl Gustav (1875-1961) Jung believed archetypes to be in-
stinctual patterns. Archetypes represent the basic motivations
and drives that become organizational units of the personality.
Snakes shedding their skins are usually interpreted as a symbol
for change and renewal. Primary processes, manifest content of
dreams, and phallic representations are Freudian concepts.

5.14. Theanswer isA

John Bowlby (1907-1990) isgenerally considered the founder of
attachment theory. He formed his ideas about attachment in the
1950s while he was consulting with the World Health Organi-
zation (WHO) on the problems of homelessnessin children. He
stressed that the essence of attachment is proximity (i.e., the
tendency of achild to stay close to the mother or caregiver). A
basic sense of security and safety is derived from a continuous
and close relationship with the caregiver, according to Bowlby.
He believed that without this early proximity to the mother or
caregiver, the child does not develop a secure base, which he
considered a launching pad for independence. In the absence
of a secure base, the child feels frightened or threatened, and
development is severely compromised.

Otto Kernberg works as one of the most influential object
relations theorists in the United States. Melanie Klein evolved
atheory of internal object relations intimately likened to moti-
vational drives. Heinz Kohut is best known for his writings on
narcissism and the devel opment of self-psychol ogy. Adolf Meyer
introduced the concept of common sense psychiatry, which fo-
cused on the ways a patient’s current life situation could be re-
alistically improved.

5.15. Theanswer isD

Erikson's formulations were based on the concept of epigene-
sis, a term borrowed from embryology. His epigenetic princi-
ple holds that development occursin sequential, clearly defined
stages and that each stage must be satisfactorily resolved for
development to proceed smoothly. According to the epigenetic
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model, if successful resolution of a particular stage does not
occur, all subsequent stages reflect the failure in the form of
physical, cognitive, social, or emotional maladjustment.

5.16. Theanswer isE (all)
Asasocial philosopher and critic, Frommdidnot really developa
systematic theory of psychopathol ogy. Rather, heidentified three
major mechanisms of retreat from individuation. Some individ-
uals, he said, may seek an authoritarian solution, trying to live
through someone or something external tothemselves, relyingon
that for their sense of adequacy. Others may become destructive,
attacking anything that confronts them with their separateness
and loneliness. Most individuals develop a conformist attitude,
warding off the anxiety of experiencing their own intentionality
by accepting socially offered thoughts, roles, and attitudes.
These mechanisms result in four different unproductive ori-
entations or characters typical of modern capitalist society: re-
ceptive, exploitative, hoarding, and marketing. The receptive
character often appears to be cooperative and open; however,
the primary agenda is to establish a passive relationship with
a leader who solves problems magically. Exploitative charac-
ters are likewise interested in filling themselves up from the
outside; however, they aggressively manipulate and usurp what-
ever reduces their terror. Hoarders collect, store, and close in
on themselves, often being cold and aloof in their efforts to feel
secure. Marketers treat themselves as a plastic commaodity to be
manipulated as needed to achieve externally validated success.

5.17. Theanswer isC

Margaret Mahler (1897-1985) has conceptualized the process
of development in terms of phases of separation and individ-
uation. The “ practicing” subphase of this process follows the
first or “hatching” subphase, which arises at approximately 4 or
5 months of age. The third subphase, “rapprochement” involves
separation anxiety. The child’s wishes to be separate from the
mother are tempered by an increasing awareness of the need for
and dependence on the mother. The fourth, and final phase, the
subphase of “object constancy,” involves consolidation of indi-
viduality and mature psychological involvement with others. Ob-
ject permanence, theknowledgethat objectsintheexternal world
have an existence independent of the child’s actions on them or
interactions with them, is a major accomplishment of Piaget's
sensorimotor period of intellectual development. Dan Stern, a
psychiatrist and psychoanalyst, who focused his work on infant
observation, brought into clearer focus the intense affective and
interactional matrix between mother and child and directed at-
tention more specifically to the emergence of a sense of self.

5.18. Theanswer isB

Somatization is an immature defense mechanism. In it, psychic
derivatives are converted into bodily symptoms, and patients re-
act with somatic manifestations rather than psychic manifesta-
tions. All of the others are mature defenses. Anticipation is goal
directed and involves redlistic anticipation or planning for fu-
ture inner discomfort. Suppression involves the conscious post-
ponement of attention to a conscious impulse or conflict. Al-
truism uses constructive and instinctually satisfying service to
othersto undergo avicarious experience. Asceticisminvolvesthe
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assignment of value to specific pleasure and is directed against
all base pleasures.

5.19. Theanswer isE (all)

Carl Gustav Jung believed archetypesto be instinctual patterns.
Hebelieved that al psychic energy istransmitted in forms of ex-
perience, behavior, and emotion, which are expressed in repre-
sentational or mythological images. Thus, the archetypes repre-
sent the basic motivations and drivesthat become organizational
units of the personality.

5.20. Theanswer isC

The unconscious system (not the preconscious) is characterized
by primary process thinking. The publication of The Interpreta-
tion of Dreamsin 1900 heralded the arrival of Freud' stopograph-
ical model of the mind, in which he divided the mind into three
regions: the conscious system, the preconscious system, and the
unconscious system. The preconscious system comprises mental
events, processes, and contents that can be brought to conscious
awareness by the act of focusing attention. Although most per-
sons are not consciously aware of the appearance of their first-
grade teacher, they ordinarily can bring this image to mind by
deliberately focusing attention on thememory. Conceptually, the
preconsci ousinter faceswith both the unconsciousand conscious
regions of the mind. To reach conscious awareness, contents of
the unconscious must become linked with words and thus be-
come preconscious. The preconscious also serves to maintain
the repressive barrier and to censor unacceptable wishes and
desires.

5.21. Theanswer isE

Freud became aware of the significance of dreamswhen he noted
that patients frequently reported their dreams in the process of
freeassociation. Throughtheir further associationsto dream con-
tent, he learned that dreams were definitely meaningful even
though meanings were often hidden or disguised. Most of all,
Freud was struck by the intimate connection between dream
content and unconscious memories or fantasies that were long
repressed. This observation led Freud to declare that the inter-
pretation of dreams was the royal road to understanding the
UNCONSCI OUS.

5.22. Theanswer isE

Viktor Frankl (1905-1997), an Australian neurologist and
philosopher, had a distinctive view of human nature. Having
spent timein Nazi concentration camps, Frankl cameto the con-
clusion that the most appalling circumstances could be tol erated
if onefound away of making them meaningful. He &l so believed
that those who fail to find meaning face alienation, despair, and
existential neuroses. Carl Rogers (1902-1987) articulated afor-
mal theory of personality holding that all organismstend toward
their own actualization. As such, he believed that mental health
and personal growth are the natural conditions of human kind.
Therefore, psychopathology would be a distortion of the actual -
ization process. Gordon Allport (1897—-1967) believed that man's
behavior is proactive, reflecting internal, self-initiating charac-
teristics. Hebelieved personality to berational and organized and
influenced by goals, plans, and philosophies. Abraham Maslow

(1908-1970) interpreted personality in motivational terms. The
individual’swholelife, including perceptions, values, and goals,
isfocused on the satisfaction of a set of needs. Maslow believed
needs were organized in a hierarchy. George Kelly (1905-1967)
argued that human beings should be seen as scientists trying to
make sense of their world. Kelly held that the basic unit for un-
derstanding personality is the personal construct, a schema for
classifying and interpreting experiences.

Answers5.23-5.28

5.23. Theanswer isC

5.24. Theanswer isB

5.25. Theanswer isD

5.26. Theanswer isA

5.27. Theanswer isE

5.28. Theanswer isF

The lettered choices above represent the phases of Margaret
Mahler's separation-individuation process. The theory empha
sizes the process of separation from the maternal orbit and the
establishment of personal autonomy.

Thefirst phase of Mahler’s theory of development describes
the autistic phase: “During the first few weeks of extrauterine
life, a stage of absolute primary narcissism, marked by the in-
fant's lack of awareness of a mothering agent prevails. . . . It
is followed by a stage of dim awareness that need satisfaction
cannot be provided by oneself, but comes from somewhere out-
sidethe self.” Thetheory also articulates the origin of the initial
differentiation of self and object, in which infants can be said
to experience something outside themselves, to which they can
relate, as satisfying their inner needs.

The second phase is the symbiotic phase “in which the infant
behaves and functions as though he and his mother were an
omnipotent system—adual unity within onecommon boundary.”
Boundaries become temporarily differentiated only in the state
of “affect hunger” but disappear again whenthe need isgratified.
Conseguently, the object is recognized as separate from the self
only at moments of need, so that when the need is satisfied, the
object ceases to exist—from the infant’s (subjective) point of
view—until aneed again arises.

During the hatching period, the child gradually differentiates
out of the symbiotic matrix. The first behavioral signs of such
differentiation seem to arise at about 4 to 5 months of age, at the
high point of the symbiotic period. As*“hatching” and separation
from the mother gradually increase, thereis amove to a second
or practicing subphase of separation-individuation.

The crisisin the rapprochement phase is particularly that of
separation anxiety. The child’'s wishes and desires to be sepa-
rate, autonomous, and omnipotent are tempered by an increasing
awareness of the need for and dependence on the mother. Thus,
the mother’s availability and the reassurance of her continuing
love and support become all the moreimportant. Asthe conflicts
and crisis of rapprochement are gradually resolved, the child



Table 5.1
Erikson’s Psychosocial Stages

n

Psychosocial Stage

Associated Virtue

Trust vs. mistrust (birth-) Hope
Autonomy vs. shame and doubt Will

(~18 months-)
Initiative vs. guilt (~3 years-) Purpose
Industry vs. inferiority (~5 years-) Competence
Identity vs. role confusion (~13 years-) Fidelity
Intimacy vs. isolation (~20s-) Love
Generativity vs. stagnation (~40s-) Care
Integrity vs. despair (~60s-) Wisdom

Adapted from Erikson E. Insight and Responsibility. New York: WW Norton;
1964; Erikson E. Identity: Youth and Crisis. New York: WW Norton: 1968.

enters the final phase of separation and individuation—namely,
the phase of consolidation of individuality and the beginnings of
emotional object constancy. Object constancy implies a capac-
ity to differentiate among objects and to maintain a meaningful
relationship with one specific object, whether needs are being
satisfied or not.

Answers5.29-5.33

5.29. Theanswer isD

5.30. Theanswer isE

5.31. Theanswer isB

5.32. Theanswer isC
5.33. Theanswer isA
See Table 5.1.

Answers5.34-5.38

5.34. Theanswer isB
5.35. Theanswer isD
5.36. Theanswer isE
5.37. Theanswer isC

5.38. Theanswer isA
Thefirst of Erik Erikson’sdevel opmental stages, infancy (birthto
lyear), ischaracterized by thefirst psychosocial crisistheinfant
must face, that of basic trust versus basic mistrust. The crisis
takes place in the context of the intimate relationship between
theinfant and hisor her mother. Theinfant’s primary orientation
to readlity is erotic and centers on the mouth. The successful
resolution of the stage includes a disposition to trust others, a
basic trust in oneself, a capacity to entrust oneself, and a sense
of self-confidence.

During early childhood (ages 3 to 5 years), the crisis ad-
dressed by the child isinitiative versus guilt. Asthe child strug-
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gles to resolve the oedipal struggle, guilt may grow because of
aggressive thoughts or wishes. Initiative arises as the child be-
gins to desire to mimic the adult world and as the child finds
enjoyment in productive activity.

The stage of puberty and adolescence (age 11 years through
the end of adolescence) is characterized by identity versus role
diffusion, during which the adolescent must begin to establish a
future role in adult society. During this psychosocial crisis, the
adolescent is peculiarly vulnerable to social and cultural influ-
ences.

Early adulthood (ages 21 to 40 years) is characterized by in-
timacy versusisolation. Thecrisisischaracterized by the need to
establish the capacity to relateintimately and meaningfully with
others in mutually satisfying and productive interactions. The
failure to achieve a successful resolution of that crisis results
in a sense of personal isolation. Late adulthood (age 65 years
and older) is characterized by integrity versus despair. Thecrisis
implies and depends on the successful resolution of al the pre-
ceding crises of psychosocial growth. It entails the acceptance
of oneself and of al of the aspects of life and the integration of
their elements into a stable pattern of living.

Answers 5.39-5.43

5.39. Theanswer isA
5.40. Theanswer isC
5.41. Theanswer isD
5.42. Theanswer isB

5.43. Theanswer isE

Anna Freud is probably best known for her book The Ego and
the Mechanisms of Defense. In the book, she gives a partic-
ularly clear description of how the defenses work, including
some specia attention to adolescents' use of defenses. Melanie
Klein’s Envy and Gratitude introduces her theory of primary
envy. In Civilization and Its Discontents, Sgmund Freud pro-
poses that the conflict between sexua needs and societal mores
isthe source of mankind’s propensity for dissatisfaction, aggres-
sion, hostility, and ultimately violence. Erik Erikson, in Child-
hood and Society, writesabout theinfluence of society on culture
and child development. He correlated personality growth with
parental and societal values. Harry Stack Sullivan, in Schizophre-
nia as a Human Process, expounds the idea that schizophre-
nia developed as a result of the cultural forces that bore on the
individual .

Answers5.44-5.47

5.44. Theanswer isB
5.45. Theanswer isA
5.46. Theanswer isC

5.47. Theanswer isD
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Freud distinguished between two layers of dream content. The
manifest content refers to what is recalled by the dreamer; the
latent content involves the unconscious thoughts and wishes
that threaten to awaken the dreamer. Freud described the un-
conscious mental operations by which latent dream content is
transformed into manifest dream content asthe dreamwork. Re-
pressed wishes and impul ses must attach themsel ves to innocent
or neutral images to pass the scrutiny of the dream censor. This
process involves selection of apparently meaningless or trivial
images from the dreamer’s current experience, images that are
dynamically associated with the latent images that they resem-
ble in some respect. Secondary revision isthe process by which
primitive aspects of dreams are made into more coherent and
less bizarre form.

Answers5.48-5.51

5.48. Theanswer isC
5.49. Theanswer isD
5.50. Theanswer iskE

5.51. Theanswer isB

The awareness of the external world of objects develops grad-
ually in infants. Soon after birth, they are primarily aware of
physical sensations, such as hunger, cold, and pain, which give
rise to tension, and caregivers are regarded primarily as persons
who relieve their tension or remove painful stimuli. Recent in-
fant research, however, suggests that awareness of others begins
much sooner than Freud originally thought. Table 5.2 providesa
summary of the objectives for the stages of psychosexual devel-
opment and the object relationships associated with each stage.

Answers 5.52-5.55

5.52. Theanswer isA
5.53. Theanswer isB
5.54. Theanswer isC

5.55. Theanswer isE
In Freudian psychoanalytic theory, defense mechanisms repre-
sent the ego’s attempts to mediate between the pressure of the
instinctual drives emerging from the id and the restrictions im-
posed by the societal rules from the superego. Defense mecha-
nismsalleviate anxiety by maintaining conflict out of awareness.
Displacement isthe shifting of unacceptable emotionsor im-
pulsesto amoreappropriateobject. Althoughthewomanisangry
at her boyfriend, shewaits until she getshome and displacesthis
anger on her younger sibling, aless dangerous outlet. Projection

Table 5.2
Stages of Psychosexual Development and Their
Objectives

A

Stage
Oral

Objective

To establish a trusting dependence on nursing and
sustaining objects, to establish comfortable
expression and gratification of oral libidinal needs
without excessive conflict or ambivalence from oral
sadistic wishes.

The anal period is essentially a period of striving for
independence and separation from the dependence
on and control by the parent. The objectives of
sphincter control without overcontrol (fecal
retention) or loss of control (messing) are matched
by the child’s attempts to achieve autonomy and
independence without excessive shame or
self-doubt from loss of control.

Issues of control and urethral performance and loss of
control. It is not clear whether or to what extent the
objectives of urethral functioning differ from those
of the anal period.

The objective of this phase is to focus erotic interest in
the genital area and genital functions. This focusing
lays the foundation for gender identity and serves
to integrate the residues of previous stages of
psychosexual development into a predominantly
genital-sexual orientation.

The primary objective in this period is the further
integration of oedipal identifications and a
consolidation of sex-role identity and sex roles. The
relative quiescence and control of instinctual
impulses allow for the development of ego
apparatuses and mastery skills.

The primary objectives of this period are on the
ultimate separation from dependence on and
attachment to the parents and the establishment of
mature, nonincestuous object relations. Related to
this are the achievement of a mature sense of
personal identity and acceptance and the
integration of a set of adult roles and functions that
permit new adaptive integrations with social
expectations and cultural values.

Anal

Urethral

Phallic

Latency

Genital

is a defense mechanism in which the patient reacts to an inner
unacceptable impulse as if it were outside the self. In this case,
the man projects his envy as coming from his friend when it is
actually an inner unacceptable impulse. In reaction formation,
an unacceptabl e unconscious impulseistransformed into its op-
posite. The teenage boy, rather than accepting his feelings of
hatred toward his mother, treats her with love and constant at-
tention. Sublimation is satisfaction of an objectionable impulse
obtained by using socially acceptable means. The man in this
case is therefore channeling his urges to control othersinto his
job as a prison guard rather than preventing them. Repression
is the unconscious act of preventing a thought or feeling from
entering consciousness.
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The Patient—Doctor Relationship
and the Psychiatric Interview

The quality of the patient—doctor relationship is crucial to the
practice of medicine and psychiatry. The relationship between
any one patient and physician varies depending on each of their
personalities and past experiences aswell asthe setting and pur-
pose of the encounter. However, there are general principlesthat,
when followed, help to ensure that the relationship established
is helpful. One of the essential qualities of aclinician isinterest
in humanity because the secret to the care of the patientisin car-
ing for the patient. A good physician knows his or her patients
through and through. Time, sympathy, and understanding must
be dispensed, and the persona bond with the patient is one of
the greatest satisfactions of the practice of medicine.

An effective relationship is characterized by good rapport.
Rapport is the spontaneous, conscious feeling of harmony that
promotes the development of a therapeutic aliance. It implies
an understanding and trust between the doctor and the patient.
The patient comes to a doctor seeking help. A desire for help
motivates the patient to share information and feelings that are
distressing, personal, and private with a stranger. From the first
encounter, the patient’s willingness to share depends on the ver-
bal and nonverbal interventions of the physician and staff. As
the physician’s behaviors demonstrate respect and considera-

tion, rapport begins to develop when the patient feels safe and
comfortable.

Obtaining agood patient—doctor relationship can at times be
difficult. Almost all physicians at some point treat patients who
aredifficult, not because of their medical illnessbut becausethey
engage in power struggles or are demanding or uncooperative.
Theissueisespecialy pertinent for psychiatrists because the un-
derlying pathology of their patients may manifest as behavioral
interactions that themselves provoke negative responses. Diffi-
cult patients need acknowledgement, understanding, and special
skills.

Various types of patients fall under the rubric of special pa-
tient populations. They include patients with urgent issues, pa-
tients who are severely mentally ill, patients from different cul-
tural backgrounds who are unassimilated, patients who cannot
communicate well because of difficulties with the English lan-
guage, and patientswhose personality problemsmake them diffi-
cult. Inherent in the management of all such casesisthe doctor’s
understanding of the emotions, fears, and conflicts that the pa-
tient’s behavior represents.

The student should test their knowledge by addressing the
following questions and answers.

HELPFUL HINTS

The key terms listed below should be understood by the student.

» active versus passive » countertransference
patients » cross-cultural issues

» aggression and > defensive attitudes
counteraggression » demanding patients

> agitative patients » dependant patients

> belligerent patients » emotionally charged

» biopsychosocia model statements

» burnout » empathy

> coercion » George Engel

» closed-ended questions > “good patients’

» compliance versus » grievance collector
noncompliance » illness behavior

» confrontation > insight

> content versus process » interpretation

> isolated patients > secondary gain

» malingering » seductive patients

> misperception > self-monitoring

> misrepresentation » sick role

» mutual participation » somatizing patients
> narcissistic patients » sublimation

» need-fear dilemma » therapeutic limitations
> obsessive patients » thought disorder

» open-ended questions » transference

> overcompensatory anger  » unconscious guilt

> passivesuicidal patients  » uncooperative patients
> patient—doctor models » unresolved conflicts
» rapport

> reflection
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6. The Patient-Doctor Relationship and the Psychiatric Interview

QUESTIONS
Directions

Each question or incompl ete statement below isfollowed by five
suggested responses or completions. Select the one that is best
in each case.

6.1.

6.2.

6.3.

6.4.

6.5.

In response to the question, “Why did you come to the
clinic?’ a patient said: “When | got up this morning, |
showered and dressed. | was angry at my landlord for not
fixing the faucet in my bathroom. | tried to get him on the
phone. He wouldn't talk to me. I'll call my lawyer. You
see, my rent is supposed to be paid by the Department
of Welfare, but they’re so nasty. [But why did you come
to the clinic?] I’'m coming to that, Doctor. You see, they
don’t care about an upright citizen. | did so much for my
community. No one can say | wasn’t a hard worker,” and
so on. After repeated questioning, the patient finally stated
that she was worried about being constipated.

The above patient is an example of

. apatient with athought disorder
. adelusional patient

. asomatizing patient

. ademanding patient

. an agitated patient

mooOw>

The psychiatric interview servesall of the following func-
tions except

. to establish atherapeutic relationship

. to implement atreatment plan

. to assess the nature of the problem

. to demonstrate the physician’s expertise
. none of the above

moow>»

During an interview, a patient sarcastically asks a physi-
cian, “Did you really go to medical school?” Which isthe
best way for the physician to respond?

A. Promptly end the interview

B. Answer the question directly

C. Address the issue that provoked the comment
D. Do not answer

E. None of the above

Rapport is

A. based on adoctor projecting feelings onto the patient

B. based on a patient projecting feelings from past rela-
tionships to the doctor

C. afeeling of harmony that promotes a therapeutic rela-
tionship

D. of little significance in obtaining the history

E. none of the above

Mr. M, a 60-year-old man, 10 months after the death of
his wife of 40 years, reluctantly told his daughter that he
wished he were dead but would never act on these wishes.

6.6.

6.7.

6.8.

6.9.

6.10.

Alarmed, shetook him to a psychiatrist for an evaluation.
Which of the following istrue?

A. Feelingthisway isanormal grief reaction, sonoaction
isrequired.

B. Hisdaughter has overreacted in light of the absence of
described intent.

C. Detailed questions about his suicidality are essential
for prevention.

D. Euphemisticinquiriesabout hissuiciderisk wouldfos-
ter rapport.

E. Asking this man about suicide may increase hisrisk.

Transference feelings

A. are based on a patient projecting feelings from past
relationships toward the doctor

B. are amain reason for lawsuits filed by mistreated pa-
tients

C. arebased on adoctor projecting feelings onto a patient

D. do not occur with highly experienced physicians

E. none of the above

At the beginning of an appointment, a patient wants to
discuss her perception of why she felt ill, but the physi-
cian wants to know the chronology of her symptoms. The
physician should

A. inform her that timeis of the essence

B. inform her that an extra charge will be made if more
timeis needed for the appointment

C. dlow the patient to complete her thoughts

D. immediately discuss how compliance will be affected
by her perceptions and responses

E. politely interrupt the patient and continue with closed-
ended questions

Which of the following statements on the person-centered
approach is false?

A. Theindividuality of thepatient’sexperienceisacentral
theme.

B. Thefocusison illness and deficits.

C. Thefocusison strengths and assets.

D. The treatment plan should be based on the patient’'s
goals.

E. None of the above

IIness behavior refersto

. the influence of culture on illness

. the way the condition presents itself

. therole society ascribesto the sick person
. being excused from responsibilities

. al of the above

mOoOw>

Which of the following minimizes agitation and the risk
of harm by potentially violent patients?

A. Asking the patient if heis carrying a weapon

B. Terminating the interview if necessary



6.11.

6.12.

6.13.

6.14.

6.15.

cC
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. Evaluating the patient in anonsti mul ating environment
. Heeding one's subjective sense of fear

E. All of the above

Which of the following statements about transference is

true?

A. Transference is aconscious process.

B. Transference reactions may be strongest with psychi-
atrists.

C. Transference is exclusively positive because patients
know doctors are trying to help them.

D. Transference occurs only in patient interactions with
psychiatrists, not with clinicians from other disci-
plines.

E. Transference impliesthat the way aclinician interacts
with the patient has no direct bearing on the emotional
reactions of the patient.

Antisocial patients

A. rarely mainger

B. rarely present as socially adept or intelligent

C. seldom cause physicians to feel threatened

D. should never be confronted directly about inappropri-
ate behavior

E. must be approached with a heightened sense of vigi-
lance

Which of the following is considered important in estab-
lishing rapport with a patient?
A. Showing expertise
B. Evaluating a patient’sinsight
C. Putting the patient at ease
D. Expressing compassion
E. All of the above
Choose the answer that best fits the example given in the
below case study.
A soldier in basic training presents at the Mental Hygiene
Clinic with along list of symptoms. It islater learned that
he has visited the base library and read about psychiatric
illnesses. The symptoms reported are increasingly more
dramatic asthe response of the psychiatrist is not what the
soldier expected. Finally, after describing some elaborate
visual hallucinations that do not impress the psychiatrist,
the soldier blurts out, “What's the matter, you never heard
of paranoid schizophrenia?’

A. A seductive patient

B. A depressed patient

C. A noncooperative patient

D. A lying patient

E. None of the above

Which of the following is not considered a necessary part

of

apsychiatric patient—doctor relationship?

A. Thepatient’sfamiliarity with the doctor’s personal life

6.16.

6.17.

6.18.

6.19.

6.20.
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. Clarification of the doctor's availability between

scheduled appointments

. Discussion of payment
. The understanding that confidentiality may be broken

in some situations

. Awareness of the consequences for missed appoint-

ments

With paranoid patients, a physician

mooOw>

. should not alow a patient to remain evasive

. must react defensively to a patient’s suspicions

. should be as relaxed and friendly as possible

. should be prepared to explain in detail every decision
. should not take seriously apatient’s hostile or conspir-

atorial misperception of aneutral event

In which instance is an autocratic patient—doctor relation-
ship most appropriate?

A.

B.

C.

A 54-year-old woman with hypertension wishes to
monitor her own blood pressure at home.

A 22-year-old man is brought into the emergency de-
partment with a gunshot wound to the chest.

A young woman confidesin her doctor about wanting
to have an abortion.

. A patient has a life-threatening illness with various

treatment options.

. Awomanwhoisacarrier of thegenefor cysticfibrosis

consults her doctor about whether she and her husband
should conceive.

Which type of patient would say the following: “I have a
friend who isinthe businessand isgreat friendswith some
very famous celebrities. | could introduce you to them. . .”

A.
B.
C.
D.
E.

A seductive patient

A noncooperative patient
A lying patient

A somatizing patient
None of the above

Confronting a patient with the topic of suicide in a psy-
chiatric interview

A.
B.
C.
D.

E.

should not be done in a straightforward manner
hinders the doctor’s rapport

is necessary with all depressed patients

increases the chances of depressed patients attempting
or committing suicide

none of the above

Which of the following doctor factors is associated with
treatment compliance?

A.
B.
C.
D.

Older doctors with experience
Increased frequency of visits
Positive physician attitude
Short waiting room time

E. All of the above
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6.21. A 29-year-old woman with a history of schizophrenia
presents to your office for a refill of her prescriptions.
She is convinced her mother hid her bottle of olanzapine
(Zyprexa). The patient states that she feels betrayed and
is having auditory hallucinations commanding her to kill
her mother. However, when questioned further, the pa-
tient denies having any specific plans to harm her mother.
Which of the following is the most important next step in
management?

A. Refill the patient’s prescription with a more potent
dosage of olanzapine.

. Immediately contact the patient’s mother.

. Admit the patient.

. Simply refill the same dosage of olanzapine.

. Réfill the prescription and then contact the patient’s
mother.

moOO®

Directions

Each set of |ettered headings below isfollowed by alist of num-
bered phrases. For each numbered phrase, select

. if theitem is associated with A only

. if theitem is associated with B only

. if theitem is associated with both A and B

. iIf the item is associated with neither A nor B

o0 w>

Questions 6.22-6.26

A. Psychiatric interview
B. Nonpsychiatric interview

6.22. Assess the nature of the problem

6.23. Symptom classification

6.24. Develop and maintain atherapeutic relationship

6.25. Recognition of the psychol ogical determinantsof behavior
6.26. Communicate information

Questions 6.27-6.31

A. Countertransference
B. Transference

6.27. In a conversation about his patient, a physician sponta-

neously comments, “She's a very nice lady; she reminds

me alot of my mother.”

May be encouraged as integral to some intensive psychi-

atric treatment.

A patient sees her doctor as overly critical because her

mother had always criticized her life choices.

6.30. Can be upsetting and interfere with good medical care.

6.31. A patient, when asked if she shared her concerns about
her sexual relationship with her husband to her physician,
says, “Well, | tried to bring it up a couple of times, but he
looked pretty uncomfortable, and he changed the subject.
| didn’t bring it up again; | didn’t want to bother him.”

6.28.

6.29.

Questions 6.32-6.36

A. Open-ended questions
B. Close-ended questions

6.32. Areessential in obtaining necessary datafor diagnosisand
treatment

6.33. Theinterviewer selectstopics

6.34. Areided at the beginning of theinterview

6.35. Have low time efficiency

6.36. Are effective in assessing the duration of symptoms

Directions

Each group of questions below consists of lettered headings fol-
lowed by a list of numbered phrases or statements. For each
numbered phrase or statement, select the one lettered heading
that is most associated with it. Each lettered heading may be
selected once, more than once, or not at all.

Questions 6.37-6.42

A. Paternalistic model
B. Informative model
C. Interpretive model
D. Deliberative model

6.37.
6.38.
6.39.
6.40.
6.41.
6.42.

Also called the autocratic model

A doctor istrying to get a patient to stop smoking
Patient may think the doctor is cold and uncaring
Risksaclashin values

Shared decision-making between doctor and patient
Appropriate for some one-time consultations

ANSWERS

6.1. Theanswer isA

The patient described is an example of a patient with a thought
disorder. Disorders of thought can seriously impair effective
communication. The evaluating psychiatrist should note formal
thought disorders while minimizing an adverse impact on the
interview. When derailment is evident, as in this case, the psy-
chiatrist typically proceeds with questionsthat call for short an-
swers.

Somatizing patients pose a number of difficulties for consulting
and treating psychiatrists because they may bereluctant to engage
inself-reflection and psychol ogical exploration. Many somatizing
patientslive with thefear that their symptoms are not being taken
seriously and the parallel fear that something medically serious
may be overlooked. Psychiatrists’ main task in dealing with these
patients is to acknowledge the suffering conveyed by the symp-
toms without necessarily accepting the patient’s explanation for
the symptoms.

Delusions are fixed, false beliefs not shared by members of
one's culture. Delusional patients often come for a psychiatric
evaluation after having had their beliefs dismissed or belittled by
friends and family. They are on guard for similar reactions from
the examiner. It ispossibleto ask questions about delusions with-
out revealing belief or disbelief (e.g., “Does it seem that people
are intent on hurting you?’ rather than “Do you believe there is
aplot to hurt you?'). Many psychiatrists have found that patients
can speak morefreely when asked to talk about the accompanying
emotions rather than the belief itself (“It must be frightening to
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think there are people you do not know who are plotting against
you”).

Demanding patients have a difficult time delaying gratifica-
tion and demand that their discomfort be eliminated immediately.
They are easily frustrated and can become petulant or even angry
and hostile if they do not get what they want when they want it.
Beneath their surface behavior, they may fear that they will never
get what they need from others and thus must act in that inap-
propriately aggressive way. The doctor must be firm with these
patientsfromthe outset and must clearly defineacceptableand un-
acceptable behavior. These patients must be treated with respect
and care, but they must also be confronted with their behavior.

An agitated patient is emotionally restless and excited.
He or she may make physical threats to the physician. When
interviewing agitated and potentially violent patients, the tasks
are to conduct an assessment, contain behavior, and limit the
potential for harm.

6.2. Theanswer isD

Three functions of medical interviews are to assess the nature of
the problem, to devel op and maintain a therapeutic relationship,
and to communi cateinfor mation andimplement atreatment plan.
See Table 6.1. Although showing expertise may be a good way
to establish rapport, it is not afunction of psychiatric interview.

6.3. Theanswer isC

At times, patients will ask questions about the psychiatrist. A
good rule of thumb is that questions about the physician’s qual-
ifications and position should generally be answered directly
(e.g., board certification, hospital privileges). On occasion, such
aquestion might actually be a sarcastic comment (“Did you re-
ally go to medical school?). In this case, it would be better to
addresstheissuethat provoked the comment rather than respond
concretely. A major reason for not answering personal questions

n

Table 6.1
Three Functions of the Medical Interview

directly is that the interview may become psychiatrist centered
rather than patient centered.

6.4. Theanswer isC

Rapport is the spontaneous, conscious feeling of harmony that
promotes the development of a therapeutic alliance. It implies
an understanding and trust between the doctor and patient. Fre-
quently, the doctor isthe only person to whom a patient can talk
about thingsthat he or she cannot tell anyone else. Most patients
trust their doctors to keep secrets, and this confidence must not
be disobeyed.

Transference describes the process of patients unconsciously
projecting feelings from their past relationships to the doctor.
When doctorsunconsciously project their feelingsto the patient,
the process is called countertransference; these feelings are not
directly related to rapport. For example, a patient may remind
the doctor of his father’s narcissism.

6.5. Theanswer isC

A thorough assessment of suicide potential addresses intent,
plans, means, and perceived consequences, as well as a his-
tory of attempts, and family history of suicide. The examiner
must ask clear, straightforward, noneuphemistic questions. Ask-
ing about suicide does not increase risk; the psychiatrist is not
raising a topic that the patient has not already contemplated.
Some patients may report awish that they were dead but would
never intentionally do anything to take their own lives. Others
express greater degrees of determination. Either way, any ex-
pression of a wish to die should be considered and evaluated
seriously. It should never be considered lightly or as a part of
a “normal” grief reaction. Normal grief may include sadness
and guilt; however, this resolves within 1 year. There are some

Functions Objectives

Skills

I. Determining the nature 1.
of the problem

Il. Developing and 1.
maintaining a
therapeutic relationship 2.

information

process of negotiation

To enable the clinician to establish a 1.
diagnosis or recommend further diagnostic
procedures, suggest a course of treatment,

and predict the nature of the illness

The patient’s willingness to provide diagnostic 1.

Allowing the patient to tell his or her story 3.
3. Willingness to accept a treatment plan or a

Knowledge base of diseases, disorders, problems,
and clinical hypotheses from multiple conceptual
domains: biomedical, sociocultural,
psychodynamic, and behavioral

2. Ability to elicit data for the above conceptual
domains (encouraging the patient to tell his or
her story; organizing the flow of the interview, the
form of questions, the characterization of
symptoms, the mental status examination).

Defining the nature of the relationship

2. Relief of physical and psychological distress
Hearing, bearing, and tolerating the patient’s
expression of painful feelings

4. Appropriate and genuine interest, empathy,
support, and cognitive understanding

IIl. Communicating 1. Patient’s understanding of the illness 1. Determining the nature of the problem (function 1)
information and 2. Patient’s understanding of the suggested 2. Developing a therapeutic relationship (function I1)
implementing a diagnostic procedures 3. Establishing the differences in perspective

treatment plan 3.
possibilities

Patient’s understanding of the treatment

between physician and patient

Adapted from Lazare A, Bird J, Lipkin M Jr, Putnam S. Three functions of the medical interview: An integrative conceptual framework. In: Lipkin Jr M,
Putnam S, Lazare A, eds. The Medical Interview. New York: Springer; 1989:103.
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patients who tell no one of their suicide plans and proceed in a
deliberate, systematic manner. The daughter did not overreact
because her father experienced a loss, and suicidal statements
need to be taken seriously.

6.6. Theanswer isA

Transference describes the process of patients unconsciously
projecting feelings from their past relationships to the doctor.
A patient may come to see the doctor as cold, harsh, critical,
threatening, seductive, caring, or nurturing, not because of any-
thing the physician says or does but because that has been part
of the patient’s past. The residue of such experience leads the
patient to unwittingly “transfer” the feeling from past relation-
shipsto the doctor. The transference can be positive or negative,
and it can swing back and forth—sometimes abruptly—between
the two. Many a physician has become unsettled when a pleas-
ant, cooperative, and admiring patient suddenly and for no dis-
cernible reason becomes enraged and breaks off the relationship
or threatens a lawsuit. Physicians are not immune to distorted
perceptions of the pati ent—doctor relationship. When doctorsun-
consciously project their feelings to the patient, the process is
called countertransference.

Although physicians can be sued for anything, transference
feelings are not one of the main reasons for lawsuits filed by
mistreated patients.

A doctor’s level of expertise does not have any effect on
whether transference feelings will occur or not.

6.7. Theanswer isC

The early part of the interview is generally the most open ended
in that the physician allows patients to speak as much as pos-
sible in their own words by asking open-ended questions and
permits them to finish. An open-ended question is one that can-
not be answered by asimple “yes’ or “no” (e.g., “Can you tell
me more about that?’). This type of questioning is important
to establish rapport, which is the first step in an interview. In
one survey of 700 patients, the patients substantially agreed that
physicians do not have the time or the inclination to listen and to
consider the patient’s feelings. They also stated that physicians
do not have enough knowledge of the emotional problems and
socioeconomic background of the patient’ sfamily and that physi-
ciansincrease patients’ fears by giving explanationsin technical
language. Psychosocial and economic factors exert a profound
influence on human relationships, so the physician should have
as much understanding as possible of the patient’s environment
and subculture.

As for time and charges, physicians should inform patients
about their fee policies but should not interrupt patientsto do so.
Instead, those areas of business should be dealt with before the
initial visit so that an ongoing relationship with a patient can be
established. The matter of fees must be discussed openly from
the outset; the discussion should includethe physician’s charges,
whether the physician is willing to accept insurance payments
directly (known as assignments), the policy concerning payment
for missed appointments, and whether the physician is part of a
managed care plan. Discussing these questions and any others
about fees at the beginning of the relationship can minimize
misunderstandings later.

A discussion of compliance with amedical plan isimportant
but is premature early in the interview. Furthermore, compli-
ance, whichisthe degree to which the patient carriesout clinical
recommendations by the treating physician, is atwo-way street.
Studies have shown that noncomplianceisassociated with physi-
cians perceived as rejecting and unfriendly. Noncompliance is
also associated with asking a patient for information without
giving any feedback and with failing to explain a diagnosis. A
physician who is aware of the patient’s belief system, feelings,
and habits establishes a treatment regimen that increases com-
pliant behavior.

6.8. Theanswer isB

Traditionally, medicine hasfocused onillness and deficits rather
than strengthsand assets. A person-centered approach focuseson
strength and assetsaswell asdeficits. During the assessment, itis
often helpful to ask the patient, “ Tell me about some of thethings
you do best” or “What do you consider your greatest asset?’ A
more open-ended question such as, “Tell me about yourself”
may elicit information that focuses more on either strengths or
deficits, depending onanumber of factors, including thepatient’s
mood and self-image.

A psychiatric interview should be person (patient) centered.
That is, the focus should be on understanding the patient and
enabling the patient to tell his or her story. The individuality
of the patient’s experience is a central theme, and the patient’s
life history is elicited. It is subject to the constraints of time,
the patient’s willingness to share some of this material, and the
skill of the interviewer. It is especially important that the re-
sulting treatment plan be based on the patient’s goals, not the
psychiatrist’s. Numerous studies have demonstrated that often
the patient’s goals for treatment (e.g., safe housing) are not the
same as the psychiatrist’'s (e.g., decrease in hallucinations).

6.9. Theanswer isE (all)

The term illness behavior describes patients’ reactions to the
experience of being sick. Aspectsof illness behavior have some-
times been termed the sick role, the role that society ascribes to
peoplewhenthey areill. Thesick role caninclude being excused
from responsibilities and the expectation of wanting to obtain
help to get well. Iliness behavior and the sick role are affected by
people’s previous experiences with illness and by their cultural
beliefsabout disease. For somedisorders, thisvarieslittleamong
cultures, but for others, the way a person deal s with the disorder
may strongly shape the way the condition presentsitself. There-
lationship of illness to family processes, class status, and ethnic
identity is also important. The attitudes of peoples and cultures
about dependency and helplessness greatly influence whether
and how aperson asksfor help, asdo such psychological factors
as persondlity type.

6.10. Theanswer isE (all)

Most unpremeditated violenceis preceded by a prodrome of ac-
celerating psychomotor agitation. Several steps can be taken to
minimize the agitation and potential risk. The interview should
be conducted in a quiet, nonstimulating environment. The psy-
chiatrist should avoid any behavior that could be misconstrued
as menacing, such as standing over the patient, staring, or
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touching. The psychiatrist should ask whether the patient is car-
rying any weapons and ask the patient to leave the weapon with
a guard or in a holding area. If the agitation continues to in-
crease, the psychiatrist may need to terminate theinterview. The
physician should always heed his or her own sense of comfort
or fear.

6.11. Theanswer isB

Transference reactions may be strongest with psychiatrists, es-
pecialy when the therapeutic modality used requires the psy-
chiatrist to be more neutral. The more neutral the psychiatrist
is, the more transferential fantasies and concerns are mobilized
in the patient and transferred onto the doctor. Transference de-
scribes the process of patients unconsciously attributing to their
doctors aspects of important past relationships, especially those
with their parents. Transferenceis ubiquitous and playsarolein
the interaction of all patients with all clinicians. The transfer-
ence can be positive or negative, and it can swing back and forth
between the two. The words and deeds of doctors have power-
ful effects on their patients because of the unique authority the
doctor has and the patients’ dependence on them. How a partic-
ular physician behaves and interacts has a direct bearing on the
emotional, and even the physical, reactions of the patient.

6.12. Theanswer isE

Doctors must treat antisocial patients with respect but also with
a heightened sense of vigilance. These patients can inspire
fear in others, often legitimately so, because many have vio-
lent histories. Doctors who feel threatened by patients should
unashamedly seek assistance and not feel compelled to see the
patientsalone. Firm limitsmust be set on behavior (e.g., nodrugs
inthe hospital and no sexual activity with other patients), and the
consequences of transgressing must be stated firmly and adhered
to (e.g., discharge from the hospital if the patient is medically
stable, isolation if not). If inappropriate behavior is discovered,
patients must be confronted directly and nonangrily, and they
must be held responsible for their actions. On the surface, these
patients may appear charming, socially adept, and intelligent be-
cause over many years, they have perfected the behaviors they
know to be appropriate, and they perform almost as actors. An-
tisocial patients often malinger, the term for willfully feigning
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Table 6.2
Checklist for Clinicians

illnessfor aclear secondary gain (e.g., to obtain drugs, get abed
for the night, or hide from people pursuing them). They obvi-
ously get sick like any other patient. When they are sick, they
need to be cared for in the same ways as others.

6.13. Theanswer isE (all)

Establishing rapport isthefirst step of apsychiatric interview. It
encompasses six strategies, as defined by Ekkhard and Sieglinde
Othmer: putting patients at ease; finding patients’ pain and ex-
pressing compassion; evaluating patients' pain and expressing
compassion; evaluating patients’ insight and becoming an aly;
showing expertise; and establishing authority and balancing the
roles of empathic listener, expert, and authority. As part of a
strategy for increasing rapport, Othmer and Othmer developed
achecklist that enables interviewers to recognize problems and
refine their skills in establishing rapport. The first 10 questions
in the checklist are shown in Table 6.2.

6.14. Theanswer isD

Patients lie or deceive their psychiatrists for many different rea-
sons. Some are motivated by secondary gain (e.g., for financial
resources, absence from work, or asupply of medication). Some
may deceive, not for an external advantage, but for the psycho-
logical benefits of assuming the sick role or factitious illness.
Psychiatrists are dependent on the patient’s self-report. It may
be useful, especially when there is a question about the patient’s
reliability, to gather collateral information regarding the patient.
This alowsthe psychiatrist to have amore broad understanding
of the patient outside of the interview setting. Discrepancies in
symptom severity between self-report and collateral information
may suggest deception. Although it is helpful and necessary to
maintain some skepticism, a clinician who becomes jaded by
suspiciousness risks making empathetic treatment impossible.

6.15. Theanswer isA

Although a clinician may choose to reveal aspects of his or her
personal lifewhen appropriate, it isnot necessary to the patient—
doctor relationship that the patient be familiar with the doctor’s
personal life. Limited, discreet self-disclosure, or self-revelation,
by physicians may be useful in certain situations, and physi-
cians should feel at ease and should communicate a sense of

The following checklist allows clinicians to rate their skills in establishing and maintaining rapport. It helps them detect and
eliminate weaknesses in interviews that failed in some significant way. Each item is rated “yes,” “no,” or “not applicable.”

. | put the patient at ease.

. I recognized the patient’s state of mind.

. I addressed the patient’s distress.

. I helped the patient warm up.

. I helped the patient overcome suspiciousness.
. | curbed the patient’s intrusiveness.

. I stimulated the patient’s verbal production.

. | curbed the patient’s rambling.

. lunderstood the patient’s suffering.

. I expressed empathy for the patient’s suffering.

O OWONOULA WN =
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Yes No N/A
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self-comfort. Conveying this sense may involve answering a pa-
tient’s questions about whether aphysicianismarried and where
he or she comesfrom. A doctor who practices self-revel ation ex-
cessively, however, isusing a patient to gratify unfulfilled needs
inhisor her ownlifeand isabusing therole of the physician. If a
doctor believesthat a piece of information will help apatient be
more comfortable, the doctor can decide in each case whether
to be self-revealing. The decision depends on whether theinfor-
mation will further a patient’s care or if it will provide nothing
useful.

Before psychiatric clinicians can establish an ongoing rela-
tionship with patients, it is necessary to address certain issues.
For example, they must openly discuss payment of fees. Dis-
cussing theseissues and any other questions about fees from the
beginning of the relationship can minimize misunderstanding
later. Psychiatrists should al so discuss the extent and limitations
of confidentiality with patients so that patients are clear about
what can and cannot remain confidential. As much as physicians
must legally and ethically respect patients’ confidentiality, it may
bewholly or partially broken in some specific situations. For ex-
ample, if a patient makes clear that he or she intends to harm
someone, the doctor has a responsibility to notify the intended
victim.

Patients need to be informed about a doctor’s policies for
mi ssed appoi ntments. Somedoctorsask patientsto give 24 hours
notice to avoid being billed for a missed session. Others hill for
missed sessionsregardl ess of advance notification. Patients must
know in advance to make an informed decision about whether
to accept the doctor’s policy or to choose another doctor.

6.16. Theanswer isD

Paranoid patients fear that people want to hurt them and intend
to do them harm. Doctors should be able to explain in detail
every decision and planned procedure to paranoid patients and
should react nondefensively to patients' suspicions. Patientsmay
misperceive cues in their environment to the degree that they
see conspiracies in neutral events. They are critical, evasive,
and suspicious. They are often called grievance seekers because
they tend to blame others for everything bad that happens in
their lives. They are extremely mistrustful and may question
everything that doctors advise doing. Physicians must remain
somewhat formal, albeit always respectful and courteous, with
these patients because they often view expressions of warmth
and empathy with suspicion (“What does he want from me?’).

6.17. Theanswer isB

In a paternaistic, or autocratic, patient—doctor relationship, it
is assumed that the doctor knows best. He or she will prescribe
treatment, and the patient is expected to comply without ques-
tioning. Moreover, the doctor may decide to withhold informa-
tionwhenitisbelieved to beinthe patient’sbest interests. Inthis
model, the physician asks most of the questions and generally
dominates the interview.

There are circumstances in which an autocratic approach is
desirable. In emergency situations, the doctor needsto take con-
trol and make potentially life-saving decisions without long de-
liberation. In addition, some patients feel overwhelmed by their
illness and are comforted by a doctor who can take charge. In

general, however, the paternalistic autocratic approach risks a
clash of values, especialy in situationsin which the patient must
play arole, such as alife-threatening illness or issues concern-
ing high-risk conception. In most instances, illnesses that can be
monitored and controlled by the combined efforts of the doctor
and patient, such as hypertension, should not betreated autocrat-
icaly.

6.18. Theanswer isA

Sex is not the only enticement with which psychiatrists can be
seduced. Patients may offer insider information for profitable
trading in the stock market, may promise an introduction to a
movie star friend, or may suggest that they will dedicate their
next novel to the psychiatrist. Although it is easy to understand
that some offers by patients, such as the possibility of a sex-
ual involvement, cannot be accepted without considerable harm
to the patient, others may seem more innocuous. However, be-
cause they nearly always introduce a different agenda into the
therapy than that originally contracted for and because they cre-
ate additional, more ambiguous levels of obligation between the
therapist and patient, any psychiatric work isinevitably contam-
inated. The ability to help the patient is compromised. Conse-
quently, gaining any material or socia benefit from the patient
other than the agreed-on fee is unethical.

6.19. Theanswer isC

All patients must be asked about suicidal thoughts; however,
depressed patients may need to be questioned more fully. A
thorough assessment of suicide potential addressesintent, plans,
means, and perceived consequences, as well as history of at-
tempts and family history of suicide. Many patients mention
their thoughts of suicide spontaneously. If not, the examiner can
begin with a somewhat general question, such as. “Do you ever
have thoughts of hurting yourself?” or “Does it ever seem that
life isn't worth living?’ These questions can then be followed
up with more specific questions. The examiner must feel com-
fortable enough to ask simple, straightforward, noneuphemistic
questions. Asking about suicide does not increase therisk. The
psychiatrist is not raising atopic that the patient has not already
contemplated. Specific, detailed questions are essential for pre-
vention. Confronting a patient with the topic of suicide does not
hinder the psychiatrist’s rapport.

6.20. Theanswer isE (all)

Compliance increases when physicians have a positive attitude
and are enthusiastic and nonpunitive. Older doctorswith experi-
ence, theamount of time spent talking to patients, a short waiting
room time, and increased frequency of visits are also associated
with high compliance rates. The patient—doctor relationship, or
match, is one of the most important factors in compliance is-
sues. When a doctor and patient have different priorities and
beliefs and different styles of communication (including a dif-
ferent understanding of medical advice and different medical
expectations), compliance decreases.

6.21. Theanswer isC
It isthe psychiatrist’s responsibility to admit the patient (even if
it must be on aninvoluntary basis) for stabilization and treatment
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as the next best step in management. The patient is exhibiting
paranoid delusions and is subject to auditory command halluci-
nations. However, thefocusof theinterview shouldrest onthepa-
tient’s homicidal ideation. The patient’s mother isin danger and
must be immediately protected. Despite the patient’s denial of a
specific planto harm her mother, the patient’smother should still
be warned. Because the hallucinations likely occurred in the ab-
sence of medical management (becausethe pillswere*hidden”),
it isunlikely that the dosage needs adjustment as the immediate
next step in management. Suicidal and homicidal ideations, sub-
stance intoxication or withdrawal, a threatening demeanor, and
grave disorganization or inability to care for oneself are among
the indications for admission.

Answers 6.22-6.26

6.22. Theanswer isC
6.23. Theanswer isA
6.24. Theanswer isC
6.25. Theanswer isA

6.26. Theanswer isC

Mack Lipkin, Jr., described three functions of medical inter-
views: to assess the nature of the problem, to develop and main-
tain a therapeutic relationship, and to communicate information
and implement a treatment plan. These functions are exactly the
samein psychiatric interviews. Also universal are the predomi-
nant coping mechanisms used in illness, both adaptive and mal-
adaptive. These mechanisms include such reactions as anxiety,
depression, regression, denial, anger, and dependency. Physi-
cians must anticipate, recognize, and address such reactions if
treatment and intervention are to be effective. Psychiatric in-
terviews have two major technical goals: (1) recognition of the
psychological determinants of behavior and (2) symptoms clas-
sification.

Answers 6.27-6.31

6.27. Theanswer isA
6.28. Theanswer isB
6.29. Theanswer isB
6.30. Theanswer isC

6.31. Theanswer isA
Transference and countertransference are very significant ex-
pressions of unconscious processes in an interview. They are
purely hypothetical constructs, but they have proven extremely
useful as organizing principles for explaining certain develop-
ments of the patient—doctor relationship that can be upsetting
and that can interfere with good medical care.
Transferenceisthe process of the patient’sunconsciously and
inappropriately displacing onto the doctor aspects of important

past relationships, especially those with parents. A patient may
cometo seethedoctor ascold, harsh, critical, threatening, seduc-
tive, caring, or nurturing, not because of anything the physician
says or does but because that has been the patient’s experience
in the past. Transference can be positive or negative, and it can
swing back and forth—sometimes abruptly—between the two.

Transferencereactionsmay bestrongest with psychiatristsfor
anumber of reasons. For example, as part of intensive, insight-
oriented psychotherapy, the encouragement of transference feel -
ingsisanintegral part of treatment.

Countertransference is the process whereby the physician
unconsciously displaces onto the patient patterns of behavior or
emotional reactions as if he or she was a significant figure from
earlier in the physician’slife. Countertransference may take the
form of negative, disruptive feelings, but it may also encompass
disproportionally positive, idealizing, or even eroticized reac-
tions. Psychiatrists should be alert to signs of countertransfer-
ence issues (missed appointment by the psychiatrist, boredom,
discomfort, or sleepiness in a session). Supervision or consul-
tations can be helpful as can persona therapy in helping the
psychiatrist recognize and deal with these issues.

Answers 6.32-6.36

6.32. Theanswer isC
6.33. Theanswer isB
6.34. Theanswer isA
6.35. Theanswer isA

6.36. Theanswer isB

Interviewing any patient involves a fine balance between allow-
ing the patient’s story to unfold at will and obtaining the neces-
sary data for diagnosis and treatment. Most experts agree that
an ideal interview begins with broad, open-ended questioning;
continues by becoming specific; and closes with detailed direct
questioning.

Open-ended questions (e.g., “ Tell me about your pain”) iden-
tify an area but provide minimal structure as to how to respond.
Thisisin contrast to close-ended questions (e.g., “Is your pain
sharp”), which provide much structure and narrow thefield from
which aresponse may be chosen. Theultimate close-ended ques-
tionleadstoa“yes’ or “no” response. Close-ended questionscan
be effective in generating specific and quick responses about a
clearly delineated topic. They havea so beenfound to beeffective
in assessing such factors as the presence or absence, frequency,
severity, and duration of symptoms. Table 6.3 summarizes some
of the pros and cons of open- and closed-ended questions.

Answers 6.37-6.42
6.37. Theanswer isA
6.38. Theanswer isD

6.39. Theanswer isB
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Table 6.3

n

Pros and Cons of Open- and Closed-Ended Questions

Aspect Broad, Open-Ended Questions Narrow, Closed-Ended Questions
Genuineness High Low

They produce spontaneous formulations. They lead the patient.
Reliability Low High

They may lead to nonreproducible answers. ~ Narrow focus, but they may suggest answers.
Precision Low High

Intent of question is vague. Intent of question is clear.
Time efficiency Low High

Circumstantial elaborations. May invite yes or no answers.
Completeness of diagnostic coverage  Low High

Patient selects topic. Interviewer selects topic.
Acceptance by patient Varies Varies

Most patients prefer expressing themselves
freely; others feel guarded and insecure.

Some patients enjoy clear-cut checks; others
hate to be pressed into a yes or no format.

Reprinted with permission from Othmer E, Othmer SC. The Clinical Interview Using DSM-IV. Washington, DC: American Psychiatric Press; 1994.

6.40. Theanswer isA
6.41. Theanswer isC

6.42. Theanswer isB
The interactions between a doctor and patient—the questions a
patient asks, the way in which news is conveyed and treatment
recommendations are made—can take different shapes. In the
paternalistic model, it isassumed that the doctor knows best. He
or she prescribes treatment, and the patient is expected to com-
ply without questioning. In thismodel, also called the autocratic
model, the physician asks most of the questions and generally
dominates the interview. Circumstances arise in which the pa-
ternalistic approach is desirable (e.g., emergency situations). In
general, however, the paternalistic approach risks a clash of val-
ues. A paternalistic obstetrician, for example, might insist on
spinal anesthesia for delivery when the patient wants to experi-
ence natural childbirth.

In the informative model, the doctor dispenses information.
All availabledataarefreely given, but thechoiceisleft wholly up
to the patient. This model may be appropriate for certain one-

time consultations in which no established relationship exists
and the patient will be returning to the regular care of a known
physician. At other times, the informative model places the pa-
tient in an unrealistically autonomous role and leaves him or her
believing the doctor is cold and uncaring.

In the interpretive model, the doctor has come to know his
or her patients better and understand something of the circum-
stances of their lives, their families, their values, and their hopes
and aspirations. The doctor is then better able to make recom-
mendations that take into account the unique characteristics of
an individual patient. A sense of shared decision making is es-
tablished as the doctor presents and discusses alternatives, with
the patient’s participation, to find the one that is best for that
particular person.

Inthedeliberativemodel, the physician actsasfriend or coun-
selor to the patient, not just by presenting information but aso
in actively advocating a particular course of action. The deliber-
ative approach is commonly used by doctors hoping to modify
injurious behavior, for example, in trying to get a patient to stop
smoking or lose weight.



4 A

Clinical Examination of the

Psychiatric Patient

The psychiatric examination consists of two parts. The first is
the psychiatric history, and the second is the mental status. The
psychiatric history isthe record of the patient’slife; it allowsthe
psychiatrist to understand who the patient is, where the patient
has come from, and where the patient is likely to go in the fu-
ture. The history is the patient’s life story told in the patient’s
own words from his or her own point of view. Information may
be obtained from other sources, such as the patient’s parents or
spouse. A thorough psychiatric history is essential to making a
correct diagnosis and formulating a specific and effective treat-
ment plan.

A patient’s history remains stable, whereas the mental sta-
tus can change daily or hourly. The mental status examination
(MSE) is a description of the patient’s appearance, speech, ac-
tions, and thoughts during the interview. It is a systematic for-
mat for recording findings about thinking, feeling, and behav-
ior. Only phenomena observed at the time of the interview are
recorded in the mental status. Other data are recorded in the
history.

In this day and age of increased monitoring of medical care
by third parties, the astute clinician must be aware of good doc-
umentation of care and attend to the medical record. Reviews
of cases are often conducted by persons with little or no back-
ground in psychiatry who do not recognize the complexities of
psychiatric diagnosis and treatment.

Similarly, psychiatrists must have a knowledge and under-
standing of physical signs and symptoms. They must often de-
cide whether a patient needs a medical examination and what
that should include. There are numerous medical conditionsthat
can manifest as psychiatric symptoms. Each of these conditions
argues for adifferent set of laboratory and diagnostic tests. Ad-
vancesin biological psychiatry have made |aboratory tests more
and more useful. Laboratory tests are used to monitor dosing,
treatment adherence, and toxic effects of various psychotropic
medications.

The student should addressthe following questions and study
the answersto gain knowledge of the clinical examination of the
psychiatric patient.

HELPFUL HINTS

Students should familiarize themselves with these terms, especially the acronyms and names of |aboratory tests.
> anamnesis » EEG » mood, feelings, and » psychosexual history
» appearance, behavior, » family history affect » punning

attitude, and speech > history of presentillness; » neologisms > reliability
» catecholamines medical history » occupational and » sensorium and cognition
» chief complaint » initial interview and educational history > sexuality
» clang associations greeting > paraphasia > stressinterview
» concentration, memory, > interviewing » perception » thought process

and intelligence variations » PET > treatment plan
» confabulation > judgment and insight » polysomnography » TRH
» consciousness and » lithium > prognosis » TSH

orientation » marital history » psychiatric history » tricyclic antidepressants
» CSF > mental status » psychiatric report » uncovering feelings
» CT examination » psychodynamic » VDRL
» delusiona beliefs » military history formulation » word salad
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7. Clinical Examination of the Psychiatric Patient

QUESTIONS
Directions

Each of the questionsor incompl ete statementsbel ow isfollowed
by five suggested responses or completions. Select the one that
is best in each case.

7.1

7.2.

7.3.

7.4.

7.5.

7.6.

Systematic errors are

A. the physician’s fault

B. caused by flawsin the hospital system

C. attributed to a specific member of the treatment
team

D. sending an email with patient information

E. most common in solo fee-for-service practices

Which of the following substances has been implicated in
mood disorders with a seasonal pattern?

. Estrogen

. Gonadotropin-rel easing hormone (GnRH)
. Luteotropic hormone (LTH)

. Mélatonin

. Testosterone

moow>»

If apatient receiving clozapine shows awhite blood count
(WBC) of 2,000 per cc, the clinician should

. stop the administration of clozapine at once.

. increase the dosage of clozapine at once.

. monitor the patient's WBC every 10 days.

. terminate any antibiotic therapy.

. institute weekly complete blood count (CBC) tests
with differential.

moow>

Somatizing patients can be difficult to treat because

. they have difficulty speaking spontaneously

. they areviolent

. they may initially idealize the doctor

. they may be reluctant to engage in self-reflection and
psychological exploration

E. they complain of pain

o0 w>

Common pretreatment lithium tests include

serum electrolytes
. serum BUN

ECG

. pregnancy test

. al of the above

mooOw>

The medical record

. cannot be used in malpractice litigation
. isaccessible to patients

. isused only by the treating team

. cannot be used by regulatory agencies
. isabsolutely confidential

mooOw>

7.7.

7.8.

7.9.

7.10.

7.11.

7.12.

In apsychiatric interview

A. delusions should be challenged directly

B. the psychiatrist must not ask depressed patientsif they
have suicidal thoughts

C. the psychiatrist should have a seat higher than the pa-
tient’s seat

D. the psychiatrist may have to medicate aviolent patient
before taking a history

E. aviolent patient should be interviewed alone to estab-
lish a patient—doctor relationship

True statements about diagnostic tests in psychiatric dis-
ordersinclude

A. increased serum calcium has been associated with de-
pression

B. serum bicarbonate may be elevated in patients with
bulimia nervosa

C. serum amylase may be increased in patients with bu-
limia nervosa

D. serum bicarbonate may be decreased in patients with
panic disorder

E. all of the above

Polysomnography (sleep EEG) abnormalitiesinclude

A. anincreasein REM sleep in dementia

B. anincreased sleep latency in schizophrenia

C. adecrease in the amount of REM sleep in mgjor de-
pressive disorder

D. a lengthened REM latency in major depressive
disorder

E. none of the above

The following thyroid function test changes are true in
patients with hypothyroidism except

. Serum protein-bound iodine (PBI) is decreased.
. Serum-free thyroxine is decreased.

. Serum T3 uptake is decreased.

Serum T3-to-T4 ratio is decreased.

Serum T3 concentration is decreased.

moow»

The psychiatric history

. has no formal structure

. does not address medical issues

. attends to the patient’s anamnesis

. focuses exclusively on information obtained from the
patient

E. focuses primarily on symptoms

g0 w>

Tests of concentration include all of the following except

. calculations

. proverb interpretation

. spelling “world” backward

. repeating a series of random numbers

. repeating three or four unrelated objects after 5 to
10 minutes

mooOw>



7.13. A good test for recent memory is to ask patients

A. tosubtract 7 from 100

B. their date of birth

C. how many siblings they have

D. what they had to eat for their last meal
E. who isthe president of the United States

7.14. Each of the following statements s true except

A. Panic attackstriggered by sodium lactate are inhibited
by alprazolam.
B. Panic attacks triggered by sodium lactate are not in-
hibited by propranolol.
C. Sodium lactate provokes panic attacksin amajority of
patients with panic disorder.
D. Sodium lactate can trigger flashbacks in patients with
posttraumatic stress disorder.
E. Hyperventilation is as sensitive as |l actate provocation
in inducing panic attacks.
7.15. True statements about the lengths of time drugs of abuse
can be detected in urine include

. acohol for 7 to 12 hours

. benzodiazepine for 2 to 3 weeks
. cocaine for 1 to 2 weeks

. marijuanafor 24 to 48 hours

. morphine for 8 days

mooOw>»

7.16. Psychiatrist: Did you have a happy childhood?

Patient: (Pause) Yes, | guess so.

Psychiatrist: Did you have friends?

Patient: Well, | guess it depends on what you mean by a
friend.

Psychiatrist: Kids you did things with. How many?
Thisis an example of

A. facilitating intervention
B. expanding intervention
C. obstructive intervention
D. reinforcement

E. none of the above

7.17. A 33-year-oldwomanisfired from her job asahairdresser.
She had been working at the salon for 12 yearsand isin
complete disbelief. As soon as she arrives home, her hus-
band immediately notesthat sheisin an unpleasant mood.
When asked what's bothering her, the woman begins to
verbally assault her husband for not giving their 5-year-
old daughter a bath before dinner. Which of the follow-
ing defense mechanisms are being demonstrated by this
woman?

A. Rationalization
B. Acting out

C. Displacement
D. Dissociation
E. Conversion
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Directions

Each group of questions below consists of |ettered headings fol-
lowed by a list of numbered phrases or statements. For each
numbered phrase or statement, select the one lettered heading
that is most associated with it. Each lettered heading may be
selected once, more than once, or not at all.

Questions 7.18-7.22

A. Omnipotence

B. Altruism

C. Sublimation

D. Projection

E. Reaction formation

7.18. Patient falsely attributes his or her own unacceptable feel-
ings, impulses, or thoughts onto another.

Patient channels potentially maladaptive feelings or im-
pulses into socially acceptable behavior.

Patient substitutes behavior, thoughts, or feelings that are
diametrically opposed to his or her own unacceptable
thoughts or feelings.

Patient feelsor actsasif he or she possesses specia powers
or abilities and is superior to others.

Patient dedicates him- or herself to meeting the needs of
others.

7.19.

7.20.

7.21.

7.22.

Questions: 7.23-7.27

A. Elevated level of 5-HIAA
B. Decreased level of 5-HIAA

7.23. Aggressive behavior

7.24. Carcinoid tumors

7.25. High bananaintake

7.26. Phenothiazine medications
7.27. Suicida patients

Questions 7.28-7.32

A. Bromide intoxication

B. Bulimianervosa

C. Creutzfeldt-Jakob disease

D. Epstein-Barr virus (EBV)

E. Mean corpuscular volume (MCV)
7.28. Elevated in alcoholism and vitamin By, and folate defi-
ciency
Causative agent for infectious mononucleosis; associated
with depression, fatigue, and personality change
7.30. Decreased serum chloride
7.31. Psychosis, halucinations, delirium
7.32. Generalized sharp waves on EEG

7.29.

Questions 7.33-7.37

A. Circumstantiality
B. Derailment
C. Perseveration



58 7. Clinical Examination of the Psychiatric Patient

D. Flight of ideas
E. Thought blocking

7.33. Multiple associations so that thoughts move abruptly from
ideato idea

7.34. A sudden bresk in the flow of ideas

7.35. Overinclusion of trivial details that impedes getting to the
point

A breakdown inthelogical connection between ideas and
overall goal directedness

Repetition of words, phrases, or ideas that are out of con-
text

7.36.

7.37.

Questions 7.38-7.42

A. Brocasaphasia
B. Wernicke's aphasia
C. Conduction aphasia
D. Globa aphasia

7.38. Significantly impaired ability to repeat words and phrases

7.39. Also caled expressive aphasia

7.40. Patients are unaware of their communication problems

7.41. Impairment in all three dimensions of fluency, compre-
hension, and repetition

7.42. Attributed to damage to the arcuate fasciculus

ANSWERS

7.1. Theanswer isB

Systematic errors are caused by flaws in the hospital system or
in the transfer of information. The fallure is in the health care
delivery system as awhole rather than in the individual doctor.
Anexampleisaninability toretrieve apatient’smedical records.
Individual errors are attributed to a particular physician or to a
specific member of the treatment team. The physician bears the
responsibility even if the error is made by a person under his or
her supervision. Examples include prescribing the wrong med-
ication or operating on the wrong leg. It is appropriate to use
email that contains patient information providing all releases
have been obtained. Systematic errors are more common in in-
stitutions where many people have to interact. Solo practices
have few people, so thereisless chance for errors to occur.

7.2. Theanswer isD
Melatonin isthe substance that has been implicated in mood dis-
orders with a seasonal pattern. Melatonin’s exact mechanism of
action is unknown, but its production is stimulated in the dark,
and it may affect the sleep—wake cycle. Melatoninissynthesized
from serotonin, an active neurotransmitter. Decreased noctur-
nal secretion of melatonin has been associated with depression.
A number of other substances also affect behavior, and some
known endocrine diseases (e.g., Cushing’s disease) have associ-
ated psychiatric signs such as psychosis. Symptoms of anxiety
or depression may also be explained in some patients by changes
in endocrine function.

Luteotropic hormone (LTH) is an anterior pituitary hor-
mone whose action maintains the function of the corpus lu-
teum. Gonadotropin-releasing hormone (GnRH), produced by

the hypothalamus, increases the pituitary secretion of LTH and
follicle-stimulating hormone (FSH).

Testosterone is the hormone responsible for secondary sex
characteristics in men. A decreased testosterone level has been
associated with erectile dysfunction and depression. Testos-
terone is also formed in small amounts by the ovaries and the
adrenal cortex.

Estrogen is the hormone responsible for pubertal changesin
girls. Exogenous estrogen replacement therapy has been associ-
ated with depression.

7.3. Theanswer isA

A patient who shows a WBC of 2,000 while taking clozapine
(Clozaril) is at high risk for agranulocytosis. If agranulocytosis
develops(i.e., if theWBCislessthan 1,000) and thereisevidence
of severeinfection (e.g., skin ulcerations), the patient should be
placed in protective isolation on a medical unit. The clinician
should stop the administration of clozapine at once, not increase
the dosage of clozapine. The patient may or may not haveclinical
symptoms, such asfever and sorethroat. If the patient does have
such symptoms, antibiotic therapy may be necessary. Depending
on the severity of the condition, the physician should monitor the
patient’s WBC every 2 days, not 10 days, or institute daily, not
weekly, CBC tests with differential.

7.4. Theanswer isD

Somatizing patients pose anumber of difficultiesfor the consult-
ing and the treating psychiatrist because they may be reluctant
to engagein self-reflection and psychol ogical exploration. Many
somatizing patientslive with the fear that their symptomsare not
being taken seriously and the parallel fear that something med-
ically serious may be overlooked. The psychiatrist’s main task
isto acknowledge the suffering conveyed by the patient without
necessarily accepting the patient’s explanation for symptoms.
Clinicians should be curious about both the nature of the psy-
chiatric complaint and the impact of those complaints on the
patient’s life. While pain may be a complaint, it is not a major
impediment to treatment.

Severely depressed patients may have difficulty concentrat-
ing, thinking clearly, and speaking spontaneously. The psychia-
trist evaluating adepressed patient may need to be more forceful
and directive than usual . Although depressed patients should not
be badgered, long silences are seldom useful, and the examiner
may need to repeat questions more than once.

Narcissistic patients act as though they are superior to ev-
eryone around them, including the doctor. They may initially
idealize the doctor out of aneed to have their doctor be as per-
fect asthey are, but idealization can quickly turn to disdain when
they realize that the doctor is only human. Underneath their sur-
face arrogance, narcissistic patients feel desperately inadequate
and fear that others will see through them.

7.5. Theanswer isE (all)

The common lithium pretreatment tests include serum elec-
trolytes, blood urea nitrogen (BUN), serum creatinine, urinal-
ysis, thyroid function tests (TFTs) (e.g., thyroid-stimulating
hormone, thyroxine [T,4], T3 resin uptake [T3RU]), and an elec-
trocardiogram (ECG). In patients with a history suggestive of



possible kidney problems, a24-hour urinetest for creatinineand
protein clearance is recommended.

Lithium has effects on a number of organ systems of which
theclinician should be aware. Lithium therapy isassociated with
abenign elevation of the white blood cell count (WBC), which
may reach 15,000 cells per mm?®. ThisWBC el evation can some-
times be mistaken for signs of infection or wrongly attributed to
lithium in the context of other signs of infection. Furthermore,
lithium can have adverse effects on electrolyte balance (espe-
cialy in patients taking thiazide diuretics), thyroid function, the
kidney, and the heart. Its levels may also be altered by nons-
teroidal antiinflammatory drugs and aspirin.

Lithium may also lead to nephrogenic diabetes insipidus. Its
levels can increase with dehydration. It has been argued that
antithyroid antibody testing is helpful in assessing the possibil-
ity of lithium-induced hypothyroidism. Because of the potential
cardiac teratogenicity of lithium, a pregnancy test in women of
childbearing age should be ordered. Periodic follow-up of serum
electrolytes, BUN, creatinine, glomerular filtration rate, TFTSs,
ECG, and 24-hour urinefor creatinine and protein clearance are
recommended. The frequency and exact makeup of the follow-
up testing battery should be dictated by the patient's medical
condition.

7.6. Theanswer isB

Patients have a legal right to access their medical records. This
right derives from the belief that medical care is a collaborative
process between doctor and patient. The medical record isanar-
rative that documents all events that occur during the course of
treatment. It isused not only by the treating team but al so by reg-
ulatory agencies and managed care companies. Itisalso crucial
in malpractice litigation. Although in theory it is accessible to
authorized persons only and is safeguarded for confidentiality,
absolute confidentiality cannot be guaranteed.

7.7. Theanswer isD

Psychiatrists often encounter violent patients in a hospital set-
ting. Frequently, the police bring a patient into the emergency
department in some type of physical restraint (e.g., handcuffs).
The psychiatrist must establish whether effective verbal contact
can be made with the patient or whether the patient’s sense of
reality issoimpaired that productive interviewing isimpossible.
If impaired redlity testing is an issue, the psychiatrist may have
to medicate a violent patient before taking a history.

With or without restraints, a violent patient should not be
interviewed alone to establish a patient—doctor relationship. At
least one other person should aways be present; in some situ-
ations, that other person should be a security guard or a police
officer. Other precautions include leaving the interview room’s
door open and sitting between the patient and the door so the
interviewer has unrestricted access to an exit if it becomes nec-
essary. The psychiatrist must make it clear, in a firm but calm
manner, that the patient may say or feel anything but is not free
to act in aviolent way.

Delusions should never be directly challenged. Delusions are
fixed fase ideas that may be thought of as a patient's defen-
sive and self-protective, albeit maladaptive, strategy against over-
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whelming anxiety, low self-esteem, and confusion. Challenging
adelusion by insisting that it isnot true or possible only increases
the patient’s anxiety and often leads the patient to defend the
belief desperately. However, clinicians should not pretend that
they believe patients' delusions. Often, the best approach is for
clinicians to indicate they understand that the patient believes
the delusion to be true but he or she does not hold the same
belief.

Being mindful of the possibility of suicideisimperative when
interviewing any depressed patient, even if asuicidal risk is not
apparent. The psychiatrist must ask depressed patientsif they have
suicidal thoughts. Doing so does not make patients feel worse.
Instead, many patients are relieved to talk about their suicidal
ideas. The psychiatrist should ask specifically, “Are you suicidal
now?’ or “Do you have plans to take your own life?” A suicide
note, afamily history of suicide, or previous suicidal behavior by
the patient increases the risk for suicide. Evidence of impulsivity
or of pervasive pessimism about the future also places patients at
risk. If the psychiatrist decides that the patient isin imminent risk
for suicidal behavior, the patient must be hospitalized or otherwise
protected.

Theway chairsarearranged in the psychiatrist’s office affects
theinterview. The psychiatrist should not have a seat higher than
the patient’s seat. Both chairs should be about the same height so
that neither person looks down on the other.

7.8. Theanswer isE (all)

The patient’s history and physical examination typically dictate
which tests are ordered. Laboratory abnormalities are typically
useful when they optimizeoutcomes, that is, if thetest resultswill
contribute to the detection of apreviously unrecognized medical
condition or otherwise influence treatment. Diagnostic testing
can aso serve atherapeutic function by reassuring the patient or
family that other serious medical problems do not appear to be
present.

Serumamylase may beincreased in patientswith bulimianer-
vosa. Serumbicarbonate may be decreased in patientswith panic
disorder and may be elevated in patients with bulimia nervosa.
Serum calcium may be increased in patients with depression in
addition to hyperparathyroidism and bone metastases.

7.9. Theanswer isB

Electroencephalography (EEG) obtained during sleep is a po-
tentially powerful biological marker of psychiatric illness. In
schizophrenia (not major depressive disorder), increased sleep
latency has been reported, especially during relapse. Sleep EEG
abnormalities described in major depressive disorder include an
increase (not a decrease) in the overall amount of rapid-eye
movement (REM) sleep and a shortened (not lengthened) REM
latency. Medical conditions giving rise to pseudodepressions
are typicaly associated with decreased REM sleep. Patients
with dementia usually have increased amounts of non-REM

sleep.

7.10. Theanswer isD

Several thyroid function tests, including tests for thyroxine (T),
are used to rule out hypothyroidism, which can appear with
symptoms of depression. Table 7.1 lists the thyroid function test
changes associated with hypothyroidism. Common signs and
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Table 7.1
Thyroid Function Test Changes in Patients with
Hypothyroidism

. Serum T, concentration is decreased.
. Serum-free thyroxine is decreased.

. Serum T; concentration is decreased.
. Serum T; uptake is decreased.

. Serum PBI is decreased.

. Serum TBG is normal.

. Serum T;-to-T, ratio is increased.

. Serum TSH is increased

ONO U W =

PBI, protein-bound iodine; T3, triiodothyronine; T4, thyroxine; TBG,
thyroxine-binding globulin; TSH, thyroid-stimulating hormone.

Reprinted from MacKinnon RA, Yudofsky SC. Principles of the Psychiatric
Evaluation. Philadelphia: JB Lippincott; 1991:97, with permission.

symptoms associated with both depression and hypothyroidism
include fatigue, weakness, stiffness, poor appetite, constipation,
menstrual irregularities, slowed speech, apathy, impaired mem-
ory, and even hallucinations and delusions. Neonatal hypothy-
roidism results in mental retardation and is preventable if the
diagnosis is made before birth.

7.11. Theanswer isC

The patient’s personal and developmental history, or anamne-
Sis, is an essential focus of the psychiatric history (Table 7.2).
The history, which includes psychiatric, medical, and family in-
formation, comes from the patient but is often supplemented
by collateral information from family members, social referral
agencies, previoustreating physicians, and old hospital records.
Itallowsthepsychiatrist to understand wherethepatient is, where

Table 7.2
Outline of Psychiatric History

. Identifying data
Il. Chief complaint
Il History of present illness
A. Onset
B. Precipitating factors
IV. Past illnesses
A. Psychiatric
B. Medical
C. Alcohol and other substance history
V. Family history
VI. Personal history (anamnesis)
. Prenatal and perinatal
. Early childhood (through age 3 years)
. Middle childhood (ages 3-11 years)
. Late childhood (puberty through adolescence)
. Adulthood
. Occupational history
. Marital and relationship history
. Military history
. Educational history
. Religion
. Social activity
. Current living situation
. Legal history
F. Sexual history
G. Fantasies and dreams
H. Values

mONwm >
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the patient has come from, and where the patient is likely to go
in the future. It thereby focuses on much more than a symptom
checklist. It has a structure, which is not arigid plan for inter-
viewing a patient but is a guide for organizing the psychiatrist's
thoughts and questions.

7.12. Theanswer isB
Concentration is the ability to sustain attention over time.
Patients who forget the examiner’s question, are distracted by
extraneous stimuli, or lose track of what they are saying have
impaired concentration.

Memory, which involves concentration, must be evaluated across
the spectrum of immediate to remote. One test of immediate re-
cal is to say (without inflection or verbal spacing) a series of
random numbers and have the patient repeat the series. A pro-
gressively longer sequence of numbers is presented, and both
forward and backward recalls are tested. Most adults can eas-
ily recall five or six numbers forward and three or four in re-
verse. Recent memory is for events several minutes to hours old
and may be evaluated by giving patients the names of three or
four unrelated objects and asking them to repeat them after 5 to
10 minutes. Remote memory describesevents2 or moreyearsold.
Itisusually revealed in the course of obtaining patients’ histories,
although it may be necessary to confirm facts through collateral
SOUrces.

Calculations describe the ability to manipul ate numbers men-
tally. Simple addition, subtraction, or multiplication questions
may be used. Problems of money and change are often helpful
with patientswho have alimited educational background. For ex-
ample, if amagazine costs $3.50 and you pay with a$10 bill, how
much change should you be given? Other tests of concentration
include counting backward by 3s, reciting the al phabet backward,
spelling “ world” backward, and naming the months of the year
backward.

Abstract reasoning describesthe ability to mentally shift back
and forth between general concepts and specific examples. A
frequently used way to test abstract reasoning is asking proverb
interpretation. For example, a clinician might ask the patient,
“What does it mean when someone says, ‘People who live in
glasshouses shouldn’t throw stones? ” A conventional response,
onethat is able to generalize from the specifics of the proverb to
the generalization, might be, “Don'’t criticize others of what you
are guilty yourself.” A nonabstract response would address the
concrete particulars without grasping the larger meaning, for
example, “ Youwould break theglass” (Someanswerswill beid-
iosyncratic and difficult to classify aseither abstract or concrete:
“The police would see you and would come to arrest you.”)

7.13. Theanswer isD

Recent memory is the ability to remember what has been expe-
rienced within the past few hours, days, or weeks. It is assessed
by asking patients to describe how they spent the past 24 hours,
such as what they had to eat for their last meal.

Remote, or long-term, memory is the ability to remember
events in the distant past. Memory for the remote past can be
evaluated by inquiring about important dates in patients’ lives,
such astheir date of birth or how many siblings they have. The
answers must be verifiable. Subtracting 7 from 100 ismore atest



of concentration. Asking who the president of the United Sates
istests the general fund of information.

7.14. Theanswer isE

Even though hyperventilation can trigger panic attacks in pre-
disposed persons, hyperventilation is not as sensitive as lactate
provocation in inducing panic attacks. Sodium lactate provokes
panic attacks in a mgjority (up to 72 percent) of patients with
panic disorder. Therefore, lactate provocation is used to confirm
a diagnosis of panic disorder. Sodium lactate can also trigger
flashbacks in patients with posttraumatic stress disorder. Car-
bon dioxide (CO,) inhaation also precipitates panic attacks in
those so predisposed. Panic attacks triggered by sodium lactate
are not inhibited by peripherally acting g-blockers, such as pro-
pranolol (Inderal), but are inhibited by alprazolam (Xanax) and
tricyclic drugs.

7.15. Theanswer isA

Thelaboratory isuseful for detecting substances of abuse and for
evaluating theimpact the substance useishaving on the patient’s
body. Often the laboratory detection of abused substances and
certain diagnostic test abnormalities related to substance abuse
(e.g., abnormal liver function tests in acohol-abusing patients)
are used therapeutically to confront the denial of a patient with
a substance abuse disorder.

Themost commonly used specimen for the detection of drugs
of abuseisurine, although toxicol ogical analysescan also be per-
formed on blood specimens. The period of timethat the clinician
can detect drugsin blood specimensistypically shorter than the
length of time drugs can be detected in urine specimens. How-
ever, the length of time that a particular drug of abuse can be
detected in the urine is somewhat variable, depending on the
specific drug, the duration and amounts of the substance used,
and concomitant medical problems(e.g., liver or kidney disease).
Table 7.3 provides a list of some common drugs of abuse that
can be detected in urine specimens along with a typical length
of time after recent use in which the substance can be detected.
Other specimensthat have been studied to detect substance abuse
include saliva and hair samples.

n

Table 7.3
Drugs of Abuse That Can Be Tested in Urine

Drug Length of Time Detected in Urine
Alcohol 7-12 hours
Amphetamine 48 hours

Barbiturate 24 hours (short acting)

3 weeks (long acting)

Benzodiazepine 3 days

Cocaine 6-8 hours (metabolites for 2-4 days)
Codeine 48 hours

Heroin 36-72 hours

Marijuana 3 days to 4 weeks (depending on use)
Methadone 3 days

Methaqualone 7 days

Morphine 48-72 hours

Phencyclidine (PCP) 8 days

Propoxyphene 6-48 hours
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Table 7.4
Facilitating, Expanding, and Obstructive
Interventions

Facilitating Expanding Obstructive
Reinforcement Clarifying Closed-ended questions
Reflection Associations Compound questions
Summarizing Leading Why questions
Education Probing Judgmental questions
Reassurance Transitions Minimizing patient’s
Encouragement Redirecting concerns
Acknowledging

emotion
Humor
Nonverbal

communication
Silence

Adapted from McIntyre KM, Norton JR, MclIntyre JS. Psychiatric interview,
history, and mental status examination. In: Sadock BJ, Sadock VA, Ruiz P,
eds. Kaplan & Sadock’s Comprehensive Textbook of Psychiatry. 9" Ed.
Baltimore: Lippincott Williams & Wilkins; 2009:886.

7.16. Theanswer isC

Obstructive interventions are interviewing techniques that are
not helpful for gathering information and the development of a
positive patient—doctor relationship. These activitiesareunclear,
unconnected, poorly timed, and not responsive to the patient’s
issues or concerns (Table 7.4). The interview described above
illustrates how a series of close-ended questions can retard the
natural flow of the patient’s history. It reinforces the patient giv-
ing a one-word or brief answer with little or no elaboration.
Patients can be a partner in the interview unless blocked by the
psychiatrist aswith the interview above. Many patients, some of
whom have previous experiences with therapy, come prepared
to talk about even painful matters.

Facilitating interventions are effective in enabling the patient to
continue sharing hisor her story and arealso helpful in promoting
apositive patient—doctor relationship (Table 7.4). An example of
afacilitating intervention is reinforcement. Brief phrases such as,
“1 see” “Goon,” “Yes,” and “Tell me more” al convey theinter-
viewer'sinterest in the patient’s continuing. Although seemingly
simplistic, such interventions are very important in the patient’s
sharing material about him- or herself and other important indi-
vidualsand eventsin hisor her life. Without these reinforcements,
theinterview will often become less productive.

Expandinginterventionsare used to expand thefocusof thein-
terview. Such interventionsinclude clarifying, associations, lead-
ing, probing, transitions, and redirecting (Table 7.4). These tech-
niquesarehel pful whenthelineof discussion hasbeen sufficiently
mined, at least for thetime being, and theinterviewer wantsto en-
courage the patient to talk about other issues. Theseinterventions
are most successful when a degree of trust has been established
in the interview and the patient believes that the psychiatrist is
nonjudgemental about what is being shared.

7.17. Theanswer isC

In this vignette, the woman uses displacement as a neurotic de-
fense mechanism, shifting emotions from an undesirable situa-
tion to one that is more personally acceptable to her. Acting out
is giving in to unconscious impulses by physical means. It is
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considered an immature defense mechanism. Rationalization is
also aneurotic defense mechanism. It makes negative outcomes
more acceptable by way of justification (e.g., “| was fired be-
cause my boss wasin abad mood”). Conversion defense mech-
anisms are when physical symptoms become the manifestation
of an emotional disturbance (e.g., if the woman had become
temporarily unable to speak after learning that she was fired).
Dissociation is another neurotic defense mechanism that con-
sists of blocking out unpleasant feelings or thoughts to avoid
emotional conseguences.

Answers7.18-7.22

7.18. Theanswer isD

7.19. Theanswer isC

7.20. Theanswer isE

7.21. Theanswer isA

7.22. Theanswer isB

All of the lettered responses are examples of specific defense
mechanisms, that is, the unconscious processes used by the pa-
tient to deal with emotional conflict or internal or external stres-

sors. Omnipotence is when the patient, in order to cope with
emotions or stressors, feels or acts as if he or she possesses

Table 7.5
Some Laboratory Findings in Mental Disorders

special powers or abilities and is superior to others. Altruism
iswhen the patient gets pleasure from giving to others what the
patient would have liked to receive. For example, a former al-
cohalic serves as an Alcoholics Anonymous (AA) sponsor to
anew member, thereby achieving a transformative process that
may be lifesaving to both the giver and receiver. Many acts of
atruism involve free will, but some involuntarily sooth unmet
needs. Sublimation iswhen the patient channels potentially mal-
adaptive feelings or impulsesinto socially acceptable behavior.
By analogy, sublimation permits the oyster to transform an irri-
tating grain of sand into apearl. In writing his Ninth Symphony,
the deaf, angry, and lonely Beethoven transferred his pain into
triumph by putting Schiller's“Ode to Joy” to music. Projection
is when the patient falsely attributes his or her own unaccept-
ablefeelings, impulses, or thoughts onto another. For example, a
cheating husband accuses hiswife of infidelity. Reaction forma-
tioniswhen the patient substitutesbehavior, thoughts, or feelings
that are diametrically opposed to his or her own unacceptable
thoughts or feelings. For example, a former acoholic works to
ban the sale of acohol in histown and annoys his social drinking
friends.

Answers7.23-7.27
7.23. Theanswer isB

7.24. Theanswer isA

Test Major Psychiatric Indication Comments
MCV (average volume of a red Alcohol abuse Elevated in alcoholism and vitamin B, and folate
blood cell) deficiency
EBV, CMV Cognitive and medical workup Part of herpes virus group
EBV is causative agent for infectious mononucleosis,
which can present with depression, fatigue, and
personality change
Anxiety CMV can produce anxiety, confusion, mood disorders

Mood disorders

Chloride), serum Eating disorders

Panic disorder

Bromide, serum Dementia
Psychosis
EEG Cognitive and medical workup

EBV may be associated with chronic mononucleosis-like
syndrome associated with chronic depression and

fatigue

Decreased in patients with bulimia and psychogenic
vomiting

Mild elevation in hyperventilation syndrome, panic
disorder

Bromide intoxication can cause psychosis, hallucinations,
delirium

Part of dementia workup, especially when serum chloride
is elevated

Seizures, brain death, lesions; shortened REM latency in
depression

High-voltage activity in stupor; low-voltage fast activity in
excitement, functional nonorganic cases (e.g.,
dissociative states), alpha activity present in the
background, which responds to auditory and visual
stimuli

Generalized sharp waves on EEG seen in dementia of
Creutzfeldt-Jakob disease

CMV, cytomegalovirus; EBV, Epstein-Barr virus; EEG, electroencephalography; MCV, mean corpuscular volume; RBC, red blood cell; REM, rapid eye

movement.



7.25. Theanswer isA
7.26. Theanswer isA

7.27. Theanswer isB

The serotonin metabolite 5-hydroxyindoleacetic acid (5-HIAA)
iselevated inthe urine of patientswith carcinoid tumors; at times
in patients who take phenothiazine medications; and in persons
who eat foods high in L-tryptophan, the chemical precursor of
serotonin (e.g., walnuts, bananas, and avocados). The amount
of 5-HIAA in cerebrospinal fluid is decreased in some persons
who display aggressive behavior and in some suicidal patients
who have committed suicidein particularly violent ways.

Answers7.28-7.32

7.28. Theanswer isE
7.29. Theanswer isD
7.30. Theanswer isB
7.31. Theanswer isA

7.32. Theanswer isC

There are physiological changes that occur in some psychiatric
disorders. Current laboratory tests do not alow all of them to be
demonstrated. However, in some cases, aslistedin Table 7.5 (see
p. 62), those changes are very much in evidence and are useful
in confirming diagnoses.

n

Circumstantiality: Overinclusion of trivial or irrelevant details that
impede the sense of getting to the point.

Clang associations: Thoughts are associated by the sound of
words rather than by their meaning (e.g., through rhyming or
assonance).

Derailment (synonymous with loose associations): A breakdown
in both the logical connection between ideas and the overall
sense of goal directedness. The words make sentences, but the
sentences do not make sense.

Flight of ideas: A succession of multiple associations so that
thoughts seem to move abruptly from idea to idea; often (but
not invariably) expressed through rapid, pressured speech.

Neologism: The invention of new words or phrases or the use of
conventional words in idiosyncratic ways.

Perseveration: Out-of-context repetition of words, phrases, or
ideas.

Tangentiality: In response to a question, the patient gives a reply
that is appropriate to the general topic without actually
answering the question. Example:

Doctor: “Have you had any trouble sleeping lately?”

Patient: “l usually sleep in my bed, but now I’'m sleeping on the
sofa.”

Thought blocking: A sudden disruption of thought or a break in
the flow of ideas.

Table 7.6
Formal Thought Disorders
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Answers 7.33-7.37

7.33. Theanswer isD
7.34. Theanswer isE
7.35. Theanswer isA
7.36. Theanswer isB

7.37. Theanswer isC
See Table 7.6.

Answers7.38-7.42

7.38. Theanswer isC

7.39. Theanswer isA

7.40. Theanswer isB

7.41. Theanswer isD
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FIGURE 7.1

Brodmann’s areas of the human cortex, showing convex surface
(top) and medial surface (bottom). (From Elliot HC. Textbook of
Neuroanatomy. Philadelphia: Lippincott; 1969, with permission.)
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7.42. Theanswer isC

Broca's aphasia (also called nonfluent or expressive aphasia)
has traditionally been characterized by nonfluent speech but in-
tact auditory comprehension and somewhat impaired repetition.
It has long been thought to be associated with damage to the
Broca's area of the brain (i.e., left inferior frontal convolution)
or Brodman's area 44 (see Figure 7.1 on p. 63). However, more
recent neuroimaging data in stroke patients have shown that the
full syndrome of Broca's aphasia, including agrammatism (tele-
graphic speech), isfound only in the presence of more extensive
damage.

Wernicke's aphasia (also called fluent or receptive aphasia)
ischaracterized by fluent but nonsensical speech, impaired com-
prehension, and somewhat impaired repetition. It has been as-
sociated with damage to Wernicke's area in the region of the
superior temporal gyrus. The impaired ability to comprehend
language directly affects the individual’s ability to self-monitor
language output and may be related to a breakdown of the

syntactic structure of language. Unlike patients with Broca's
aphasia, who are usually painfully and obviously aware of their
communication difficulty, patients with Wernicke's aphasia are
typically not aware of their communication problems. This is
because Wernicke's areais critical for comprehending their own
speech as well as the language of others.

Patients with conduction aphasia demonstrate relatively in-
tact auditory comprehension and spontaneous speech because
of the preservation of Wernicke's and Broca's areas. However,
the ability to repeat words and phrasesis significantly impaired
and has traditionally been attributed to damage to the arcuate
fasciculus, which interconnects Wernicke's and Broca's areas.
This type of aphasiais much more subtle and tends to have less
negative impact on daily functioning.

Global aphasia is characterized by impairment in all three
dimensions of fluency, comprehension, and repetition caused by
damage to core language areas on the lateral surface of the left
hemisphere.



A

Signs and Symptoms in Psychiatry

Signs are objective (observed by the clinician), and symptoms
are subjective (perceived by the patient). The clinician observes
the patient’s agitation; the patient's complains of feeling de-
pressed. In psychiatry, signs and symptoms are not as clearly
demarcated as in other fields of medicine; they often overlap.
Because of this, disorders in psychiatry are often described as
syndromes—a group of signs and symptoms that together make
up arecognizable condition. There are hundreds of terms used
to describe the signs and symptoms of psychiatric illness, and
students of psychiatry are encouraged to familiarize themselves
with as many as possible. The language of psychiatry is pre-
cise, and this alows clinicians to articulate their observations
reliably.

In psychiatry, the presentation of signs and symptoms is
not always straightforward. A patient may insist that nothing
iswrong (that there are no symptoms) when it is obviousto most
observersthat certain behaviors or ways of thinking are bizarre,
damaging, or disruptive. These might be defined as ego-syntonic

symptoms. Ego-dystonic symptoms are those of which the pa-
tient is aware and that are experienced as uncomfortable or un-
acceptable. Another complicating factor is that a clinician may
not be able to literally observe or to hear a described symptom
(e.g., an auditory hallucination) and may have to depend on in-
direct evidence (e.g., apatient’s preoccupation or distraction) to
diagnoseit.

Many psychiatric signs and symptoms can be understood as
various points of a spectrum or behavior ranging from normal
to pathological. It is extremely rare to have a pathognomonic
sign or symptom in psychiatry, although in some cases, the dis-
turbance is specific to a neurological deficit. As John Nemiah
wrote: “Psychiatry is a science of inexhaustible complexity. It
is asinfinite as the range of human emotions and behavior. One
cannot possibly learn it all.” Because of that, psychiatry still
remains as much art as science.

Student should study the questions and answers below for a
useful review of these topics.

HELPFUL HINTS
The student should be able to define and categorize the signs and symptoms and other terms listed bel ow.
» affect and mood » delusion » disturbances of > panic
» agnosias » dementia perception » phobias
> anxiety » depersonalization » dysmegalopsia » pseudodementia
» aphasic disturbances » disorientation » dysmetria » psychoneurosis
» belleindifference » disturbances of conation  » fausse reconnaissance » somatopagnosia
> cereaflexibilitas » disturbances of » folieadeux » speech form
» coma consciousness and » hypnosis > stereotypy
» dgaentendu attention » illusions » synesthesia
> déjapense » disturbances of » insight and judgment » thought content
» dgawu intelligence > jamaiswu » trailing phenomenon
» delirium » disturbancesof memory  » noesis
QUESTIONS A. anxiety disorder
. . B. obsessive-compulsive disorder (OCD)
Directions C. sexual dysfunction
Each of the questions or incompl ete statementsbelow isfollowed D. dysthymia
E. delusional disorder

by five suggested responses or completions. Select the one that
is best in each case.

8.1. Psychoneurosis includes al of the following disorders
except

8.2. Stereotypy is

A. ingrained, habitual involuntary movement
B. repetitive fixed pattern of physical action or speech

65



66

8.3.

8.4.

8.5.

8.6.

8.7.

8.8.

8. Signs and Symptoms in Psychiatry

C. pathological imitation of movements of one person by
another

D. subjectivefeeling of muscular tension and restlessness
secondary to antipsychotic or other medication

E. temporary loss of muscle tone and weakness precipi-
tated by a variety of emotional states

Alexithymiais

A. an unpleasant mood

B. astate in which a person is easily annoyed and pro-
voked to anger

C. aloss of interest in and withdrawal from pleasurable
activities

D. an inability to describe or to be aware of emotions or
mood

E. a normal range of mood, implying absence of de-
pressed or elevated emotional state

Sundowning

. isaresult of overmedication

. isassociated with akathisia

. isassociated with stupor

. occurs usually as afunction of mania
. usually occursin young individuals

moow>

A psychiatric patient who, although coherent, never gets
to the point has a disturbance in the form of thought
caled

. blocking

. tangentiality

. verbigeration

. circumstantiality
. word salad

mooOw>»

In DSM-IV-TR, delirium tremensis called

. opiate withdrawal delirium

. acohol withdrawal delirium

. benzodiazepine withdrawal delirium
. acohol intoxication delirium
amphetamine intoxication delirium

moOooOw>»

Asking a patient to interpret a proverb is used as away of
assessing

. abstract thinking

. impulse control

. insight

. intelligence

. judgment

moOooOw>

Which of the following is a paramnesia?

A. Eideticimages
B. Jamaiswu

C. Lethologica

D. Repression

E. Screen memories

8.9.

The “Alice in Wonderland” effect is another name for

A. dysmegalopsia

B. dysphasia

C. trailing phenomenon
D. dysmetria

E. fausse reconnaissance

8.10. Broca's aphasiais another term used for
A. fluent aphasia
B. jargon aphasia
C. global aphasia
D. paraphasia
E. expressive aphasia

8.11. Compared with primary process thinking, secondary pro-
cessthinking is
A. illogica
B. related to theid
C. influenced by the environment
D. immediate gratification seeking
E. magica

8.12. A 41-year-old man presents to his psychiatrist upon his
wife's request. Four weeks earlier, the patient was hospi-
talized for amild injury to his head after crashing his car
into atree. He has a 3-year history of acoholism. The pa-
tient recountsthat while shoppingin hislocal grocery store
2 weeks ago, he had the redlization that the store clerk is
simply an imposter replacing hiswife. The patient’s wife
insiststhat her husband is completely delusional and ison
the verge of divorcing himif he continuesto neglect her as
hisactual, lawful wife of 15 years. Which of thefollowing
types of delusionsis the patient expressing?
A. Capgras syndrome
B. Clerambault syndrome
C. Déelusional jealousy
D. Delusion of doubles
E. Fregoli phenomenon

Directions

Each group of questions below consists of |ettered headings fol-
lowed by a list of numbered phrases or statements. For each
numbered phrase or statement, select the one lettered heading
that is most associated with it. Each lettered heading may be
selected once, more than once, or not at all.

Questions 8.13-8.17

8.13.
8.14.

. Belle Indifference
. Condensation

. Eidetic Image

. Glossolalia

. Unio mystica

mooOw>

Feeling of mystic unity with an infinite power
A person showing disinterest in his or her physical com-
plaint



8.15.

8.16.

8.17.

Unusually vivid or exact mental image of objects previ-
ously seen or imagined

Unintelligible jargon that has meaning to the speaker but
not the listener

One symbol stands for a number of components

Questions 8.18-8.21

8.18.
8.19.

8.20.
8.21.

A. Confabulation
B. Dégaentendu
C. Dgapensé
D. Dgawu

E. Jamaiswvu

Illusion of auditory recognition

Regarding a new thought as a repetition of a previous
thought

Feeling of unfamiliarity with afamiliar situation
Regarding a new situation as a repetition of a previous
experience

Questions 8.22-8.26

8.22.
8.23.
8.24.
8.25.
8.26.

A. Amnestic aphasia
B. Broca's aphasia
C. Coprophasia

D. Syntactical aphasia
E. Wernicke's aphasia

Difficulty finding the correct name for an object
Spontaneous but incoherent speech

Inability to arrange words in proper sequence
Understanding remains but speech is grossly impaired
Involuntary obscene language

Questions 8.27-8.31

8.27.
8.28.
8.29.
8.30.
831

A. Simultagnosia

B. Astereognosis

C. Apraxia

D. Anosognosia

E. Adiadochokinesia

Inability to carry out specific tasks

Inability to recognize objects by touch

Inability to perform rapid alternating movements
Inability to recognize one's own neurological deficit
Inability to comprehend more than one element of avisual
scene at atime

Questions 8.32-8.36

8.32.
8.33.

A. Apiphobia

B. Cynophobia
C. Musophobia
D. Ophidiophobia
E. Spheksophobia

Fear of mice
Fear of bees

8.34.
8.35.
8.36.
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Fear of wasps
Fear of snakes
Fear of dogs

Questions 8.37-8.39

8.37.
8.38.
8.39.

A. Recall
B. Registration
C. Retention

Capacity to hold memoriesin storage

Capacity to add new material to memory

Capacity to return previously stored memories to con-
sciousness

Questions 8.40-8.44

8.40.

8.41.

8.42.

8.43.

8.44.

A. Cataplexy

B. Klein-Levin syndrome
C. Narcolepsy

D. Nocturnal myoclonus

E. Restlesslegs syndrome

Peculiar feelings during sleep, causing anirresistible need
to move around

Periods of sleepiness, alternating with confusion, hunger,
and sexual activity

Sudden attacks of generalized muscle weakness, leading
to physical collapse while alert

Sudden attacks of irresistible sleepiness that may include
hallucinations and cataplexy

Repetitivejerking of thelegsduring sleep, waking patients
aswell astheir partners

Questions 8.45-8.49

8.45.

8.46.

8.47.

8.48.

8.49.

A. Blocking

B. Clang association

C. Flight of ideas

D. Loosening of associations
E. Neologism

“1 was gigglifying, not just tempifying; you know what |
mean.”

“| wasgrocery training; but when | ridethegrocery, | drive
the food everywhere on top of lollipops”

“Cain and Abel—they were cannibals. You see, brothers
kill brothers—that islaudable. If you ask me, though, never
name your son Huxtibal. OK.”

Patient: “1 never wanted.” Physician: “Go on. What were
you saying?’ Patient: “1 don’t know.”

“Tired, mired, schmired, wired.”

Questions 8.50-8.54

A. Haptic hallucinations

B. Olfactory hallucinations
C. Ictal hallucinations

D. Autoscopic hallucinations
E. Migrainous hallucinations
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8.50. Most are simple visua hallucinations of geometric pat-
terns, but phenomena such as micropsia and macropsia
may occur

8.51. Hallucinations of one’s own physical self

8.52. Involve the sense of smell and are most often associated
with organic brain disease or psychotic depression

Occur as part of seizure activity and aretypically brief and
stereotyped

8.54. Formication

8.53.

Questions 8.55-8.58

. Synesthesia

. Paramnesia

. Hypermnesia
. Eidetic images
. Lethologica

moow>

8.55. Exaggerated degree of retention and recall

8.56. Temporary inability to remember aname

8.57. Confusion of facts and fantasies

8.58. Sensationsthat accompany sensations of another modality

Questions 8.59-8.63

A. Nihilistic delusion
B. Somatopagnosia
C. Simultanagnosia
D. Twilight state

E. Verbigeration

8.59. Also called ignorance of the body and autotopagnosia

8.60. Disturbed consciousness with hallucinations

8.61. Depressive delusion that the world and everything related
to it have ceased to exist

8.62. Inability to recognize a part of one’'s body as one's own

8.63. Impairment in the perception or integration of visual stim-
uli appearing simultaneously

ANSWERS

8.1. Theanswer isE

A neurosisisachronic or recurrent nonpsychotic disorder char-
acterized mainly by anxiety (not psychosis), which is experi-
enced directly or is atered through a defense mechanism. It re-
mains a useful term and can be sufficient to impair the person’'s
functioning in anumber of areas. It appears as a symptom, such
as an ohsession, acompulsion, aphobia, or asexual dysfunction.
In DSM-I11, aneuratic disorder was defined as follows:

A mental disorder in which the predominant disturbance is a
symptom or group of symptomsthat isdistressingto theindividual
and is recognized by him or her as unacceptable (ego-dystonic);
reality testing isgrossly intact. Behavior does not actively violate
grosssocia norms (though it may be quite disabling). The distur-
banceisrelatively enduring or recurrent without treatment and is
not limited to a transitory reaction to stressor.

Using the above definition, all of the above disorders are consid-
ered neuroses except delusional disorder, which is a psychotic
disorder.

8.2. Theanswer isB

Motor behavior is that aspect of the psyche that includes im-
pulses, motivations, wishes, drives, instincts, and cravings as
expressed by a person’s behavior or motor activity.

Sereotypy is a repetitive fixed pattern of physical action or
speech. Echopraxia is a pathological imitation of movements of
one person by another. Cataplexy is a temporary loss of mus-
cle tone and weakness precipitated by a variety of emotional
states. Mannerismis an ingrained, habitual involuntary move-
ment. Akathisia is a subjective feeling of muscular tension sec-
ondary to antipsychotic or other medication, which can cause
restlessness, pacing, and repeated sitting and standing. It can be
mistaken for psychotic agitation.

8.3. Theanswer isD

Mood is a pervasive and sustained emotion that is subjectively
experienced and reported by a patient and observed by others;
examples include depression, elation, and anger.

Euthymic mood isa normal range of mood, implying absence
of depressed or elevated mood. Alexithymiaisaperson’ sinability
todescribeor difficulty in describing or being aware of emotions
or mood. Irritable mood is a state in which a person is easily
annoyed and provoked to anger. Anhedonia is a loss of interest
in and withdrawal fromall regular and pleasurable activities. It
is often associated with depression.

8.4. Theanswer isA

Sundowning, or sundowner’s syndrome, is the result of being
overly sedated with medications. It isalso seen with Alzheimer’s
disease. It occursin older (not younger) people and usualy oc-
cursat night. It ischaracterized by drowsiness, confusion, ataxia,
and falling. It has no association with mania. Stupor is a distur-
bance of consciousness that is defined by a lack of reaction to
and unawareness of one's surroundings; thisis not true of sun-
downing.

85. Theanswer isB

Tangentiality is the inability to have a goal-directed association
of thoughts. The patient never gets from the desired point to the
desired goa. Word salad is an incoherent mixture of words and
phrases. Circumstantiality is indirect speech that is delayed in
reaching the point but eventually getsthere. Circumstantiality is
characterized by an overinclusion of details. Verbigeration is a
meaningless repetition of specific words or phrases. Blocking is
an abrupt interruption in the train of thinking before a thought
or ideais finished. After a brief pause, the person indicates no
recall of what was being said or what was going to be said. It is
also known as thought deprivation.

8.6. Theanswer isB

In the DSM-IV-TR, delirium tremens is called alcohol with-
drawal delirium. Delirium tremens is an acute and sometimes
fatal reaction to withdrawal from alcohol, usually occurring 72
to 96 hours after the cessation of heavy drinking. Distinctive
characteristics are marked autonomic hyperactivity (tachycar-
dia, fever, hyperhidrosis, and dilated pupils), usually accompa-
nied by tremulousness, hallucinations, illusions, and delusions.
Patients admitted to the hospital, especialy for surgery, may



present several daysinto admission with alcohol withdrawal and
may beat risk for delirium tremens. Benzodiazepine withdrawal
deliriummay appear similar to acohol withdrawal and may also
be accompanied by seizures. The onset of symptoms depends
on the half-life of the particular benzodiazepine. Delirium may
also occur with opioid withdrawal and has been reported with
switching from transdermal fentanyl (Duragesic) to morphine
(Duramorph). The presentation may occur because of unknown
prior use of opiates in the context of abuse or prescription or
methadone (Dolophine) maintenance.

8.7. Theanswer isA

Asking apatient to interpret aproverb isgenerally used asaway
of assessing whether the person has the capacity for abstract
thought. Abstract thinking, as opposed to concrete thinking, is
characterized primarily by the ability to shift voluntarily from
one aspect of a situation to another and to think symbolically.
Concrete thinking is characterized by an inability to conceptu-
alize beyond immediate experience or beyond actual things and
events. Psychopathologically, it ismost characteristic of persons
with schizophrenia or organic brain disorders. For example, if
the psychiatrist says, “People in glass houses shouldn’t throw
stones,” a patient with schizophrenia may think “because the
house might break.”

Judgment is the patient’s ability to comprehend the meaning
of events and to appreciate the consequences of actions. It is of-
ten tested by asking how the patient would act in certain standard
circumstances (e.g., if the patient smelled smoke in a crowded
movietheater). Impulse control isthe ability to control acting on
awish to discharge energy that is, at the moment, felt to be dan-
gerous, inappropriate, or otherwiseiill advised. Insight is a con-
scious understanding of forces that have led to a particular feel-
ing, action, or situation. Intelligenceisthe capacity for learning,
recalling, integrating, and applying knowledge and experience.

8.8. Theanswer isB

Paramnesias are the fal sification of memory by distortion of re-
call. Jamais wu is the false feeling of unfamiliarity with a real
situation that the person has experienced and, similar to confab-
ulation, déja vu, and false memory, is an example of a param-
nesia. Eidetic images are visual memories of almost hallucina-
tory vividness. Repressionisan unconscious defense mechanism
characterized by unconscious forgetting of unacceptable ideas.
A screen memory is a consciously tolerable memory that cov-
ers a painful memory. Lethologica is the temporary inability to
remember a name or proper noun.

8.9. Theanswer isA

Dysmegalopsia is sometimes called the “Alice in Wonderland”
effect. Dysmegalopsiaisadistortion in which the size and shape
of objectsis misperceived. Objects may appear larger (macrop-
sia) or smaller (micropia) than they actually are. It can result
from aretina disease and more commonly from tempora and
parietal lobe lesions. In rare instances, it can be associated with
schizophrenia. Dysphasia is a difficulty in comprehending oral
language (reception dysphasia) or in trying to expressverbal lan-
guage (expressive dysphasia). It is caused by an acquired lesion
of thebrain. Trailing phenomenonisaperceptual abnormality as-
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sociated with hallucinogenic drugsin which moving objects are
seen asaseries of discrete and discontinuousimages. Dysmetria
is an impaired ability to gauge distance relative to movements.
It is commonly seen in neurological deficits. Fausse reconnais-
sance is a false recognition and a feature of paramnesia. It can
occur in delusional disorders.

8.10. Theanswer isE

Broca's aphasia is another term used for expressive aphasia.
Aphasiais any disturbance in the comprehension or expression
of language caused by a brain lesion. There are different types
of aphasias. Expressive aphasia is a disturbance of speech in
which understanding remains intact but the ability to speak is
grossly impaired. For these patients, speech is difficult to initi-
ate, labored, nonfluent, and halting. Writing is aso difficult in
that sentence structureis poor. Expressive aphasiais also known
as Broca's aphasia, nonfluent aphasia, or motor aphasia. Fluent
aphasia is characterized by the inability to understand the spo-
kenword. Fluent but incoherent speech ispresent. Speechiswell
articulate and grammatically correct, but it lacksin content. Itis
also known as Wernicke's aphasia, sensory aphasia, and recep-
tiveaphasia. Jargon aphasiaisan aphasiainwhichthewordsthat
are produced are neological or nonsensical. Speech isfluent and
effortlesswith proper grammar, but the patient has difficulty with
noun selection. The patient will either replace words that sound
or look like the origina word or will replace the original word
with sounds. The jargon makes sense to the patient but may not
make senseto others. Global aphasiaisacombination of grossly
nonfluent aphasia and severe fluent aphasia. All aspects of spo-
ken and written language are impaired in both expression and
comprehension. Other cognitive skillsremain intact. Paraphasia
isaform of abnormal speech in which one word is substituted
for another, theirrelevant word generally resembling therequired
one in morphology, meaning, or phonetic composition. The in-
appropriate word may be alegitimate one used incorrectly (i.e.,
clover instead of hand) or a bizarre nonsense expression (i.e.,
treen instead of train). Paraphasic speech may be seen in or-
ganic aphasias and in mental disorders such as schizophrenia.

8.11. Theanswer isC

Compared with primary process thinking, secondary process
thinking is influenced by the demands of the environment.
Secondary process thinking is defined as a form of thinking in
psychoanalysis that is logical (not illogical), organized, redity
oriented (not magical), and influenced by the demands of the en-
vironment. It characterizesthe mental activity of the ego (not the
id). Primary process thinking, on the other hand, is directly re-
latedtothefunctionsof theid and ischaracteristic of unconscious
mental processes. It is marked by primitive, prelogical thinking
and the tendency to seek immediate gratification of instinctual
demands. Primary process thinking includes thinking that isil-
logical and magical. According to Sigmund Freud’s The Project
for a Scientific Psychology, secondary process thinking corrects
and regulates the primary process in accord with principles of
logic, rationality, and reality. It isaimed at avoiding unpleasure,
at delaying instinctual discharge, and at binding mental energy in
accordancewith thedemands of external reality and the subject’s
moral principles or values.
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8.12. Theanswer isA

Delusions are fixed, false beliefs, strongly held and immutable
in the face of refuting evidence, that are not consonant with the
person’s education, social, and cultural background.

Delusions of misidentification are prominently reported be-
cause of their inherently intriguing nature. In Capgras's syn-
drome, the patient believes that someone close to him or her has
been replaced by an exact double, asin the above case. It iscom-
mon in patients with schizophrenia, brain injuries, and demen-
tia. In Frégoli’s phenomenon, strangers are identified as familiar
personsin the patient’s life. In the delusion of doubles, patients
believe that another person has been physically transformed into
themselves. In Clérambault’s syndrome, patients believe that a
person is erotically attached to them when in fact they are not.
Delusional jealousy is afalse belief about a spouse’'s infidelity.

Answers 8.13-8.17

8.13. Theanswer isE
8.14. Theanswer isA
8.15. Theanswer isC
8.16. Theanswer isD

8.17. Theanswer isB

Belle indifference is when a person shows disinterest in his or
her physical complain and may occur in conversion disorder.
Condensation is a mental process in which one symbol stands
for a number of components. An eidetic image is an unusually
vivid or exact mental image of objects previously seen or imag-
ined. Glossolalia is unintelligible jargon that has meaning to the
speaker but not to thelistener. Unio mysticaisafeeling of mystic
unity with an infinite power.

Answers 8.18-8.21

8.18. Theanswer isB

8.19. Theanswer isC

8.20. Theanswer isE

8.21. Theanswer isD

D&awuisregarding a new situation asa repetition of a previous
experience. Dga entendu is an illusion of auditory recognition.
Dgja penseis regarding a new thought as a repetition of a pre-
vious thought. Jamais wu is a feeling of unfamiliarity with a

familiar situation. Confabulation isthe unconsciousfilling in of
memory by imagining experiences that have no basisin fact.

Answers 8.22-8.26

8.22. Theanswer isA
8.23. Theanswer isE
8.24. Theanswer isD

8.25. Theanswer isB

8.26. Theanswer isC

Broca's, nonfluent, and expressive aphasiaare motor aphasiasin
which thereisadisturbance of speech caused by acognitivedis-
order in which understanding remains but the ability to spesk is
grossly impaired, with halting, |aborious, and inaccurate speech.
In a syntactical aphasia, there is an inability to arrange words
in proper sequence. In coprophasia, thereisthe involuntary use
of vulgar language, seen in people with Tourette’s disorder and
some people with schizophrenia. Nominal aphasias, also termed
amnestic aphasiasor anomies, result in difficulty finding the cor-
rect name for an object. Wernicke's aphasia is a sensory, fluent,
or receptive aphasia in which there is an organic loss of abil-
ity to comprehend the meaning of words; speech is fluid and
spontaneous but incoherent and nonsensical.

Answers 8.27-8.31

8.27. Theanswer isC
8.28. Theanswer isB
8.29. Theanswer isA
8.30. Theanswer isD

8.31. Theanswer isA

Smultagnosia is the inability to comprehend more than one el-
ement of avisual scene at atime or to integrate the parts into a
whole. Anosognosia, or theignorance of illness, isaperson’sin-
ability to recognize aneurological deficit asoccurring to him- or
herself. Apraxiasrefer to theinability to carry our specific tasks.
Astereognosisistheinability to recognize objects by touch. Adi-
adochokinesiaistheinability to perform rapid alternating move-
ments.

Answer s 8.32-8.36

8.32. Theanswer isC
8.33. Theanswer isA
8.34. Theanswer isE
8.35. Theanswer isD

8.36. Theanswer isB

Phaobias are irrational fears. In an effort to reduce the intense
anxiety attached to phobic objectsand situations, patientsdotheir
best to avoid thefeared stimuli. Thus, phobias consist both of the
fears and the avoidance components. The fear itself may include
all the symptoms of extreme anxiety, up to and including panic.
In specific phobias, persistent, irrationa fears are provoked by
specific stimuli. Table 8.1 lists some specific phobias. Common
specific phobias include fear of dust, excreta, snakes, spiders,
heights, and blood.

Answers 8.37-8.39
8.37. Theanswer isC

8.38. Theanswer isB



Table 8.1
Specific Phobias

Acrophobia
Agoraphobia
Amathophobia
Apiphobia
Astrapophobia
Blennophobia
Claustrophobia
Cynophobia
Decidophobia
Electrophobia
Eremophobia
Gamophobia
Gatophobia
Gephyrophobia
Gynophobia
Hydrophobia
Kakorrhaphiophobia
Katagelophobia
Keraunophobia
Musophobia
Nyctophobia
Ochlophobia
Odynophobia
Ophidiophobia
Pnigerophobia
Pyrophobia
Scholionophobia
Sciophobia
Spheksophobia
Technophobia
Thalassophobia
Triskaidekaphobia
Tropophobia

Fear of heights

Fear of open spaces
Fear of dust

Fear of bees

Fear of lightning
Fear of slime

Fear of enclosed spaces
Fear of dogs

Fear of making decisions
Fear of electricity
Fear of being alone
Fear of marriage
Fear of cats

Fear of crossing bridges
Fear of women

Fear of water

Fear of failure

Fear of ridicule
Fear of thunder
Fear of mice

Fear of night

Fear of crowds

Fear of pain

Fear of snakes

Fear of smothering
Fear of fire

Fear of school

Fear of shadows
Fear of wasps

Fear of technology
Fear of the ocean
Fear of number 13

Fear of moving or making changes

8.39. Theanswer isA

Memory functions have been divided into three stages: registra-
tion, retention, and recall. Registration or acquisition refers to
the capacity to add new material to memory. The material may
be sensory, perceptual, or conceptual and may come from the
environment or from within the person. For new material to be
acquired, the person must attend to the information presented; it
must then be processed or cortically organized. Registration and
short-term memory retention are usually impaired in disorders
that affect vigilance and attention, such as head trauma, delir-
ium, intoxication, psychosis, spontaneous or induced seizures,
anxiety, depression, and fatigue. Retention is the ability to hold
memoriesin storage. Recall is the capacity to return previously
stored memories to consciousness.

Benzodiazepine use has been associated with working memory
difficulties, especialy in elderly patients. Some short-acting high-
potency benzodiazepines used as sleeping pills may be particu-
larly troublesome in this regard.

Theretention of memoriesisimpaired in posttraumatic amne-
siaaswell asin anumber of cognitive disorders, such as demen-
tia of the Alzheimer’s type and Wernicke-Korsakoff syndrome.
The latter, which ordinarily results from the chronic thiamine
deficiency seen with alcoholism, is associated with pathological
aterations in the mammillary bodies and thalamus.

Disturbances in recall can occur even when memories have
been registered and arein storage. Research has shown that mem-
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ories are not passively retrieved but are actively reconstructed.
Each act of recollection requires an act of putting the memory
together, not simply lifting it ready made from afile. At times,
failure to recall may signify that the memory traces themselves
have disappeared and are no longer retrievable. However, diffi-
cultiesin recall can occur separately, asin the everyday event of
forgetting the name of a person or object, only to spontaneously
remember it hours or days | ater.

Answers 8.40-8.44

8.40. Theanswer isE
8.41. Theanswer isB
8.42. Theanswer isA
8.43. Theanswer isC

8.44. Theanswer isD

In narcolepsy, the patient has sudden attacks of irresistible
sleepiness, a symptom that may be part of a broader syndrome
that includes cataplexy (sudden attacks of generalized muscle
weakness leading to physical collapse in the presence of alert
CONSCioUSNess).

Periodic hypersomnia occurs in the Klein-Levin syndrome,
a condition that typically affects young men, in which periods
of sleepiness alternate with confusional states, ravenous hunger,
and protracted sexual activity.

Sensory symptoms during sleep, typically described by pa-
tients as peculiar feelings in their legs, causing an irresistible
need to move around, are characteristic of restlesslegs syndrome.
The motor abnormality of repetitive myoclonic jerking of the
legs, awakening both patients and their partners, is known as
nocturnal myoclonus.

Answers 8.45-8.49

8.45. Theanswer isE
8.46. Theanswer isD
8.47. Theanswer isC
8.48. Theanswer isA

8.49. Theanswer isB

All of the lettered responses are examples of specific distur-
bances in form of thought. Neologisms are new words created
by the patient, often by combining syllables of other words, for
idiosyncratic psychological reasons. Loosening of associations
is a flow of thoughts in which ideas shift from one subject to
another in completely unrelated ways. When the condition is se-
vere, the patient’s speech may beincoherent. Flight of ideasisa
rapid, continuous verbalization or play on words that produces
aconstant shifting from oneideato another; the ideas tend to be
connected, and when the condition is not severe, alistener may
beabletofollow them; thethought disorder ismost characteristic
of someone in a manic state. Blocking is an abrupt interruption
in atrain of thinking before a thought or idea is finished; after
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a brief pause, the person indicates no recall of what was being
said or what was going to be said. The condition is also known
asthought deprivation. A person who isusing clang association
uses an association of words similar in sound but not in mean-
ing; thewordsused have nological connectionsand may include
examples of rhyming and punning.

Answers 8.50-8.54

8.50. Theanswer isE

8.51. Theanswer isD

8.52. Theanswer isB

8.53. Theanswer isC

8.54. Theanswer isA

Hallucinationsare perceptionsthat occur inthe absenceof corre-
sponding sensory stimuli. Hallucinations are ordinarily subjec-
tively indistinguishablefrom normal perceptions. Hallucinations
are often experienced as being private, so others are not able to
see or hear the same perceptions. The patient’s explanation for
thisistypically delusional. Hallucinations can affect any sensory
system and sometimes occur in several concurrently.

Autoscopic hallucinations are hallucinations of one's own
physical self. Such hallucinationsmay stimul ate the delusion that
one has a double (doppel ganger). Reports of near-death out-of-
body experiences in which individuals see themselves rising to
theceiling and looking down at themselvesin ahospital bed may
be autoscopic hallucinations.

Haptic hallucinations involve touch. Simple haptic halluci-
nations, such asthefeeling that bugsare crawling over one'sskin
(formication) are common in al cohol withdrawal syndromesand
in cocaine intoxication. When unkempt and physically neglect-
ful patients complain of these sensations, they may be caused
by the presence of real physical stimuli such as lice. Some tac-
tile hallucinations (e.g., having sexual intercourse with God) are
highly suggestive of schizophrenia but may also occur in pa-
tientswith tertiary syphilis and other conditions and may in fact
be stimulated by local genital irritation. Olfactory and gusta-
tory hallucinations, involving smell and taste, respectively, have
most often been associated with organic brain disease, particu-
larly with the uncinatefits of complex partial seizures. Olfactory
hallucinations may also be seen in patients with psychotic de-
pression, typically as odors of decay, rotting, or death.

Ictal hallucinations, occurring as part of seizure activity, are
typically brief, lasting only seconds to minutes, and stereotyped.
They may be simple images, such as flashes of light, or elabo-
rate ones, such as visual recollections of past experiences. Dur-
ing the hallucinations, the patient ordinarily experiences altered
consciousness or atwilight sleep.

Migrainous hallucinations are reported by about 50 percent
of patientswith migraines. Most are simplevisual hallucinations
of geometric patterns, but fully formed visual hallucinations,
sometimes with micropsia and macropsia, may aso occur. This
complex has been called the Alicein Wonderland syndrome after
LewisCarroll’sdescriptions of theworldin Through the Looking
Glass, mirroring some of his own migrainous experiences. In
turn, these phenomena closely resemble visua hallucinations
induced by psychedelic drugs such as mescaline.

Answers 8.55-8.58

8.55. Theanswer isC
8.56. Theanswer iskE
8.57. Theanswer isB

8.58. Theanswer isA

In synesthesia, the patient experiences sensations that accom-
pany sensations of another modality (e.g., an auditory sensation
is accompanied by or triggers a visual sensation or a sound is
experienced as being seen or accompanied by a visual experi-
ence). Paramnesia is a confusion of facts and fantasies; it leads
to a falsification of memory with the distortion of real events
by fantasies. Hypermnesia is an exaggerated degree of retention
and recall or an ability to remember material that ordinarily is
not retrievable. Eidetic images, also known as primary memory
images, are visual memories of almost hallucinatory vividness.
Lethologica is the temporary inability to remember a name or a
proper noun.

Answers 8.59-8.63

8.59. Theanswer isB

8.60. Theanswer isD

8.61. Theanswer isA

8.62. Theanswer isB

8.63. Theanswer isC

A nihilistic delusion is a depressive delusion that the world and
everything related to it have ceased to exist. Somatopagnosia
(also called ignorance of the body and autotopagnosia) is the
inability to recognize a part of one's body as one's own. S-
multanagonisa isimpairment in the perception or integration of
visual stimuli appearing simultaneously. A twilight state isdis-
turbed consciousness with hallucinations. Verbigeration is the
meaningless and stereotyped repetition of words or phrases as
seen in people with schizophrenia.
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Classification in Psychiatry and
Psychiatric Rating Scales

Classification is the systematic arrangement of items in groups
or categories according to established criteria. The classification
of mental disorders consists of specific mental disordersthat are
grouped into various classes on the basis of some shared char-
acteristics. Systems of classification for psychiatric diagnoses
have several purposes: (1) to distinguish one psychiatric diagno-
sisfromanother, so that the clinicianscan offer themost effective
treatment; (2) to provide acommon language among health care
professionals; and (3) to explore the still unknown causes of
many mental disorders.

The two most important psychiatric classifications are the
Diagnostic and Satistical Manual of Mental Disorders (DSM)
developed by the American Psychiatric Association (APA) in
collaboration with other groups of mental health professionals
andthelnternational Classification of Diseases(ICD) devel oped
by the World Health Organization (WHO). The ICD is the offi-
cial classification system used in Europe and many other parts
of the world, and the DSM is the officia coding system used in

the United States. The DSM describes manifestations of men-
tal disordersin terms of its associated features; age, culture, and
gender-related features; prevalence, incidence, and risks; course;
complications; predisposing factors; familial pattern; and differ-
ential diagnosis. Itisamultiaxial system that evaluates patients
aong severa variables and contains five axes.

Psychiatricrating scalesareavariety of questionnaires, inter-
views, checklists, outcome assessments, and other instruments
that are available to inform psychiatric practice, research, and
administration. They aid clinicians by helping them confirm
their diagnoses and clarify their thinking in ambiguous situa-
tions. They can also provide a baseline for follow-up of the
progress of an illness over time or in response to specific in-
terventions. Without these scales, psychiatrists are left with only
their clinical impressions, which does not alow for reliable
comparison.

Students should study the questions and answers below for a
useful review of these topics.

» atheoretical » familial pattern

> classification » Global Assessment
» clinical syndromes of Functioning
» competence Scale

» descriptive approach » grosssocia norms
» diagnostic criteria » highest level of

» differential diagnosis functioning

» disability determination » ICD-10

» DSM-IV-TR » impairment

> ego dystonic » Emil Kraepelin

> ego syntonic > Likert scale

HELPFUL HINTS

The student should be able to define the terms below, especially the diagnostic categories.

» Mini-Mental State > residua type
Examination > severity-of-stress rating

» multiaxial system > sexratio

» partial and full remission  » Socia and Occupational

» predictive vaidity Functioning

» predisposing factors Assessment Scale

» prevalence » Structured Clinical

» psychosocia and Interview for DSM
environmental » validity and reliability
stressors

> redlity testing

73



74

9. Classification in Psychiatry and Psychiatric Rating Scales

CLASSIFICATION IN PSYCHIATRY
QUESTIONS
Directions

Each of the questionsor incompl ete statementsbel ow isfollowed
by five suggested responses or completions. Select the one that
isbest in each case.

9.1

9.2.

9.3.

9.4.

9.5.

Axisll of theDSM-1V-TRincludeswhich of thefollowing
disorders?

A. Occupationa problem
B. Mental retardation

C. Neoplasms

D. Depressive disorder
E. Adjustment disorders

Which of the following about the multiaxial diagnostic
classification istrue?

A. Itisrequired for proper use of DSM-IV-TR.

B. Axisl precludesdisordersdiagnosed ininfancy, child-
hood, or adolescence.

C. AxisllI consists of personality disorders only.

D. Axis Il lists only the physical disorders that are
causative of the patient’s mental disorder.

E. AxislV stressorsare evaluated based ontheclinician’'s
assessment of the stress that an average person with
similar sociocultural values and circumstances would
experience from the psychosocial stressors.

A 16-year-old male high school student presentstoaclinic
because of episodes of diaphoresisand pal pitations. These
episodestypically last 5 minutes and occur without warn-
ing. The patient becomes quite scared during the episodes
and begins to tremble. He is very embarrassed about his
“mental disorder.” The DSM-IV-TR definition of amental
disorder includes all of the following except

A. deviant behaviorsthat are primarily between the indi-
vidual and society

. not merely expectable responses to particular events

. significantly increased morbidity

. significant disability

. significant distress

mOOw

The differentiation of in full remission from recovered
requires consideration of which factor?

A. The characteristic course of the disorder

B. Thelength of time since the last period of disturbance
C. Thetota duration of the disturbance

D. All of the above

E. None of the above

Dementiain Alzheimer’s disease may be characterized by
each of the following terms except

A. mixed type
B. atypical type

9.6.

9.7.

9.8.

9.0.

9.10.

C. acute onset
D. with late onset
E. with early onset

“Not otherwise specified (NOS)” categories of DSM-IV-
TR may be used when

A. the causeisuncertain

B. thereisan atypical presentation

C. the symptoms are below the threshold for a specific
disorder

D. the symptom pattern causes significant distress but has
not been included in the DSM-IV-TR classification

E. al of the above

Which of the following isan appendix diagnosisin DSM-
IV-TR?

A. Minor depressive disorder

B. Caffeine withdrawal

C. Premenstrual dysphoric disorder
D. Factitious disorder by proxy

E. All of the above

In DSM-IV-TR, the severity of al the following disorders
are captured by the diagnostic code except

. major depression

. mental retardation

. conduct disorder

mania

. mixed manic-depressive episodes

moowmw»

True statements about DSM-1V-TR include

A. Axisl and Axis |l comprise the entire classification of
mental disorders.

B. Many patientshave oneor moredisordersonboth Axis
| and AxislI.

C. The habitual use of a particular defense mechanism
can be indicated on AxislI.

D. On AxislIl, the identified physical condition may be
causative, interactive, and effect or unrelated to the
mental state.

E. All of the above

Which of the following factors are used to designate a
principal disorder in a patient with multiple psychiatric
disorders?

A. Age of onset

B. Relative degree of impairment
C. Reason for seeking treatment
D. All of the above

E. None of the above

Directions

Each group of questions below consists of |ettered headings fol-
lowed by a list of numbered phrases or statements. For each
numbered phrase or statement, select the one lettered heading
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that is most associated with it. Each lettered heading may be
selected once, more than once, or not at all.

Questions 9.11-9.15

A. Axisl
B. AxislI
C. Axislll
D. AxislV
E. AxisV
9.11. Repeated theft of items that are not needed for personal
use or monetary gain
9.12. GAF = 45 (on admission), GAF = 65 (at discharge)
9.13. Alcohol gastritis secondary to alcohol dependence
9.14. The adult manifestation of childhood conduct disorder
9.15. Inadequate health insurance

ANSWERS

9.1. Theanswer isB

Mental retardation is defined as deficits in cognitive abilities
as well as in behaviors required for socia and personal suffi-
ciency, known as adaptive functioning. Recently, the field has
replaced the term mental retardation with the more preciseterm
of intellectual instability. This disorder is found in Axis Il of
the DSM-IV-TR. This axis aso includes personality disorders,
which are defined as enduring subj ective experiences and behav-
iors that deviate from cultural standards, are rigidly pervasive,
are stable through time and |l ead to unhappiness and impairment.

Occupational problemisincluded in Axis IV, which consists of
psychosocia and environmental problems. Occupational prob-
lems often arise during stressful changes in work, namely, at ini-
tial entry into the workforce or when making job changes within
the same organi zation to a higher position. Distress occurs partic-
ularly if these changes are not sought and no preparatory training
has taken place, as well as during layoffs and at retirement. This
is especialy true if the retirement is mandatory and the person
is not prepared for this event. Neoplasms are abnormal growths
and dysplastic changesin tissuein animalsand plants. Neoplasms
areincluded in Axis |1, which consists of physical disorders and
general medical conditionsthat are present in addition to amental
disorder. The physical condition may be causative, the result of a
mental disorder, or unrelated to themental disorder. Major depres-
sive disorder and adjustment disorders are both included in Axis
I, which consists of clinical disorders and other conditions that
may be the focus of clinical attention. Major depressive disorder
is characterized by an all-encompassing low mood accompanied
by low self-esteem and loss of interest or pleasurein normally en-
joyable activities. It occurs without a history of a manic, mixed,
or hypomanic episode and must |ast at |east 2 weeks. Adjustment
disordersare characterized by an emotional responseto astressful
event. Typically, the stressor involves financial issues, a medical
illness, or arelationship problem.

9.2. Theanswer isE

Axis 1V codes the psychological and environmental problems
that contribute significantly to the development or exacerbation
of the current disorder. The evaluation of the stressors is based
ontheclinician’sassessment of the stressthat an average person

with similar values and circumstances would experience. This
judgment is based on the amount of change that the stressor
causesintheperson’slife, thedegreetowhichtheeventisdesired
and under the person’s control, and the number of stressors.

TheDSM-IV-TRisamultiaxial systemof evaluationinwhich
different domains of information are described on five different
axes. Proper use of the DSM-IV-TR does not require the use
of themultiaxial format. The DSM-1V-TR also allowsclinicians
who do not wish to usethe multiaxial format to list the diagnoses
serially, with the principal diagnosis listed first. The purpose of
multiaxial evaluation is to promote a comprehensive, biopsy-
chosocial approach toward clinical assessment. Axis | consists
of clinical disorders and other conditions that may be a focus
of clinical attention. It includes disorders first diagnosed in in-
fancy, childhood, or adolescence, excluding mental retardation
and personality disorders, which are coded on Axis II. Axis 111
lists any physical disorder or general medical condition that is
present in addition to the mental disorder. The physical condi-
tion may be causative of, the result of, or unrelated to the mental
disorder.

9.3. Theanswer isA

Mental disorders must be considered amanifestation of abehav-
ioral, psychological, or biological dysfunction in theindividual.
Neither deviant behavior nor conflicts that are primarily be-
tween the individual and society are mental disordersunlessthe
deviance or conflictisa symptom of a dysfunction in theindivid-
ual. They are conceptualized as clinically significant behavioral
or psychological syndromes or patterns that occur in an individ-
ual and that are associated with present distress or disability or
with a significantly increased risk of suffering death, pain, dis-
ability, or an important loss of freedom. The syndromes must
not be an expectable and culturally sanctioned response to a
particular event.

9.4. Theanswer isD (all)

In full remission means that there are no longer any symptoms
or signs of the disorder present, but it is still clinically relevant
to note the disorder. Recovered means that the disorder would
no longer be noted. The differentiation of in full remission and
recovered requires consideration of many factors, including the
characteristic course of the disorder, the length of time since the
last period of disturbance, and the total duration of the distur-
bance. However, the differentiation is not absolute. According
to DSM-IV-TR, even when a patient is considered “recovered,”
a history of the disorder may be noted if the physician believes
the information is valuable to the case.

9.5. Theanswer isC

Acute onset refers to vascular dementia, not dementia in
Alzheimer’s disease, which has a progressive onset. The other
four types—mixed, atypical, with late onset, and with early
onset—all refer to dementiain Alzheimer’s disease.

9.6. Theanswer isE (all)

Each diagnosis has a “not otherwise specified” (NOS) cate-
gory. According to DSM-IV-TR, an NOS diagnosis may be
appropriate either when the symptoms are below the diagnos-
tic threshold for one of the specific disorders or when thereisan
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atypical or mixed presentation. It is similarly applicable if the
symptom patter n hasnot beenincludedinthe DSM-1V-TRclassi-
fication but it causes clinically significant distress or impairment
of functioning or the cause is uncertain.

9.7. Theanswer isE (all)

TheDSM-IV-TR contains proposed criteriafor 20 specific disor-
dersthat were not included inthe official classification. They are
instead included in an appendix so research can be conducted on
their reliability, validity, and potential clinical utility (Table9.1).
Many of these disorders are currently captured by the classifica-
tion under the “not otherwise specified” (NOS) designation. For
example, depressive disorder NOS can be use for minor depres-
sive disorder or premenstrual dysphoric disorder.

9.8. Theanswer isC

When the full criteria for a disorder are met, its severity can
be specified as mild, moderate, or severe. Severity ratings are
based on the number and intensity of the symptoms of the dis-
order and theimpairment in occupational and social functioning
caused by symptoms. In the DSM-IV-TR, the severity specifier
can be applied to all disorders, although specific guidelines for
making this rating are provided for only a few disorders. Ex-
amples are mental retardation, conduct disorder, mania, mixed
manic-depressive episodes, and major depression. For each of

n

Table 9.2
Axes of DSM-IV-TR

Table 9.1
Appendix Diagnoses in DSM-IV-TR

A

Postconcussional disorder

Mild neurocognitive disorder

Caffeine withdrawal

Postpsychotic depressive disorder of schizophrenia

Simple deteriorative disorder

Minor depressive disorder

Recurrent brief depressive disorder

Premenstrual dysphoric disorder

Mixed anxiety depressive disorder

Factitious disorder by proxy

Dissociative trance disorder

Binge-eating disorder

Depressive personality disorder

Passive-aggressive personality disorder (negativistic personality
disorder)

these disorders, except conduct disorder, the disorder’s severity
is captured by the diagnostic code.

9.9. Theanswer isE (all)

The DSM-IV-TR is a multiaxial system that comprises five
axes and evaluates the patient along each. Axis | and Axis Il
comprise the entire classification of mental disorders, including
17 major groupings, morethan 300 specific disorders, and almost

Axis I: Clinical Disorders and Other Disorders That May Be a
Focus of Clinical Attention

Axis Ill: General Medical Conditions

Disorders usually first diagnosed in infancy, childhood, or
adolescence (excluding mental retardation)

Delirium, dementia, and amnestic and other cognitive disorders

Mental disorders caused by general medical condition not
elsewhere classified

Substance-related disorder

Schizophrenia and other psychotic disorders

Mood disorders

Anxiety disorders

Somatoform disorders

Factitious disorders

Dissociative disorders

Sexual and gender identity disorder

Eating disorders

Sleep disorders

Impulse-control disorders not elsewhere classified

Adjustment disorders

Other conditions that may be a focus of clinical attention

Infectious and parasitic diseases

Neoplasms

Endocrine, nutritional, and metabolic diseases and immunity
disorders

Diseases of blood and blood-forming organs

Diseases of the nervous system and sense organs

Diseases of the circulatory system

Diseases of the respiratory system

Diseases of the digestive system

Diseases of the genitourinary system

Complications of pregnancy, childbirth, and puerperium

Diseases of the skin and subcutaneous
tissues

Diseases of the musculoskeletal system and connective tissue

Congenital anomalies

Certain conditions originating in the perinatal period

Symptoms, signs, and ill-defined conditions

Injury and poisoning

Axis Il: Personality Disorder and Mental Retardation

Axis IV: Psychosocial and Environmental Problems

Paranoid personality disorder

Schizoid personality disorder

Schizotypal personality disorder

Antisocial personality disorder

Borderline personality disorder

Histrionic personality disorder

Narcissistic personality disorder

Avoidant personality disorder

Dependent personality disorder
Obsessive-compulsive personality disorder
Personality disorder not otherwise classified
Mental retardation

Problems with primary support group

Problems related to the social environment

Educational problems

Occupational problems

Housing problems

Economic problems

Problems with access to health care services

Problems related to interaction with crime or the legal system
Other psychosocial and environmental problems
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400 categories. In many instances, the patient has one or more
disorderson both Axes| and I1. For example, apatient may have
major depressive disorder noted on Axis | and borderline and
narcissistic personality disorderson Axisll1. In general, multiple
diagnoses on each axis are encouraged. Axis Il consists of per-
sonality disorders and mental retardation. The habitual use of a
particular defense mechanism can be indicated on Axis 1.

AxislIl listsany physical disorder or general medical condi-
tion that is present in addition to the mental disorder. The iden-
tified physical condition may be causative (e.g., hepatic failure
causing delirium), interactive (e.g., gastritis secondary to alco-
hol dependence), and effect (e.g., dementia and human immun-
odeficiency virus[HIV]-related pneumonia), or unrelated to the
mental disorder. When a medical condition is causally related
to amental disorder, amental disorder due to a general medical
conditionislisted in Axis| and the general medical conditionis
listed on both Axis| and I11.

9.10. Theanswer isD (all)
Many patients have more than one psychiatric disorder. When
more than one psychiatric disorder is present in a patient, the

n

Table 9.3
Global Assessment of Functioning (GAF) Scale

77

clinician denotes one as the principal diagnosis. Several meth-
ods have been used by researchers in identifying principal dis-
orders in patients with multiple psychiatric disorders. Some of
the factors used to designate a principal disorder include age
of onset (i.e., the principal diagnosis being the one that came
first), relative degree of impairment (i.e., the principal diagnosis
being the one responsible for the greatest degree of psychiatric
impairment), and reason for seeking treatment (i.e., the principal
diagnosis being the one that is chiefly responsible for the seek-
ing of treatment). In the DSM-IV-TR, the determination of the
principa diagnosisis based on the reason for clinical service.

Answers 9.11-9.15

9.11. Theanswer isA
9.12. Theanswer isE
9.13. Theanswer isC

9.14. Theanswer isB

Consider psychological, social, and occupational functioning on a hypothetical continuum of mental health-illness. Do not include
impairment in functioning due to physical (or environmental) limitations.

Code (Note: Use intermediate codes when appropriate,
e.g., 45,68, 72.)

Superior functioning in a wide range of activities, life’s
problems never seem to get out of hand, is sought out by
others because of his or her many positive qualities. No

symptoms.

100

91

90 Absent or minimal symptoms (e.g., mild anxiety before an
exam), good functioning in all areas, interested and
involved in a wide range of activities, socially effective,
generally satisfied with life, no more than everyday
problems or concerns (e.g., an occasional argument with

family members).

If symptoms are present, they are transient and expectable
reactions to psychosocial stressors (e.g., difficulty
concentrating after family argument): no more than slight
impairment in social, occupational, or school functioning
(e.g., temporarily falling behind in schoolwork).

Some mild symptoms (e.g., depressed mood and mild
insomnia) OR some difficulty in social, occupational, or

the household), but generally functioning pretty well, has
some meaningful interpersonal relationships.

Moderate symptoms (e.g., flat affect and circumstantial
speech, occasional panic attacks) OR moderate difficulty
in social, occupational, or school functioning (e.g., few
friends, conflicts with peers or coworkers).

social, occupational, or school functioning (e.g., no

41 friends, unable to keep a job).

school functioning (e.g., occasional truancy, or theft within

Serious symptoms (e.g., suicidal ideation, severe obsessional
rituals, frequent shoplifting) OR any serious impairment in

40 Some impairment in reality testing or
communication (e.g., speech is at times illogical,
obscure, or irrelevant) OR major impairment in
several areas, such as work or school, family
relations, judgment, thinking, or mood (e.g.,
depressed man avoids friends, neglects family,
and is unable to work; child frequently beats up
younger children, is defiant at home, and is failing
at school).

Behavior is considerably influenced by delusions or
hallucinations OR serious impairment in
communication or judgment (e.g., sometimes
incoherent, acts grossly inappropriately, suicidal
preoccupation) OR inability to function in almost
all areas (e.g., stays in bed all day; no job, home,
or friends).

Some danger of hurting self or others (e.g., suicide
attempts without clear expectation of death,
frequently violent, manic excitement) OR
occasionally fails to maintain minimal personal
hygiene (e.g., smears feces) OR gross impairment
in communication (e.g., largely incoherent or
mute).

Persistent danger of severely hurting self or others
(e.g., recurrent violence) OR persistent inability to
maintain minimal personal hygiene OR serious

1 suicidal act with clear expectation of death.

0 Inadequate information.

The GAF Scale is a revision of the GAS (Endicott J, Spitzer RL, Fleiss JL, Cohen I. The Global Assessment Scale: a procedure for measuring overall severity of
psychiatric disturbance. Arch Gen Psychiatry. 1976;33:766) and CGAS (Shaffer D, Gould MS, Brasio J, et al. Children’s Global Assessment Scale (CGAS).
Arch Gen Psychiatry. 1983;40:1228). They are revisions of the Global Scale of the Health-Sickness Rating Scale (Luborsky I. Clinicians’ judgments of

mental health. Arch Gen Psychiatry. 1962;7:407).

(From American Psychiatric Association. Diagnostic and Statistical Manual of Mental Disorders, 4th ed. Text rev. Washington, DC: American Psychiatric

Association; copyright 2000, with permission.)
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9.15. Theanswer isD

The DSM-IV-TR is a multiaxial system that consists of five
axes. Each axis covers a different aspect of functioning (Ta-
ble 9.2). Each axis should be covered for each diagnosis. Axis |
consists of clinical disorders and conditions that may be a fo-
cusof clinical attention. Examplesinclude mood disorders, anx-
iety disorders, and impulse disorders not otherwise specified
(i.e., Kleptomania). Axis Il consists of personality disorders
(i.e., antisocial personality disorder) and mental retardation. The
habitual use of a particular defense mechanism can be indicated
on AxislI.

Axis 1 lists any physical disorder or general medical con-
dition that is present in addition to the mental disorder. The
physical condition may be causative (e.g., kidney failure causing
delirium), the result of amental disorder (e.g., alcoholic gastri-
tis secondary to alcohol dependence), or unrelated to the mental
disorder. Axis |V is used to code psychosocia and environmen-
tal problems that contribute significantly to the development or
exacerbation of the current disorder. Examplesinclude divorce,
threat of job loss, and inadequate health insurance. AxisVisa
global assessment in which the clinician evaluates the highest
level of functioning by the patient in the past year. The Global
Assessment of Functioning (GAF) Scale (see Table 9.3 on p. 77)
is a 100-point scale, with 100 representing the highest level of
functioning in all areas.

PSYCHIATRIC RATING SCALES
QUESTIONS

Directions

Each of the questionsor incompl ete statementsbel ow isfollowed
by five suggested responses or completions. Select the one that
isbest in each case.

9.16. A Likert scaleis

A. aformal interview that specifies the exact wording of
questions to be asked.

B. aformal interview that provides only some specific
wording.

C. anordinal scaleof grading with 3to 7 points that mea-
sures severity, intensity, frequency, or other attributes.

D. aconstruct that describes the presence or absence of a
given attribute.

E. a construct that provides a quantitative assessment
aong acontinuum of intensity, frequency, or severity.

9.17. Which of the following scalesis not used to rate a mood

disorder?

. Raskin Depression Rating Scale
. Montgomery-,&sberg Scale

. Hamilton Rating Scale

. Defensive Functioning Scale

. Beck Depression Inventory

mooOw>

9.18. The global assessment of function

A. isacomposite of social, occupational, and psycholog-
ical functioning

9.19.

9.20.

9.21.

9.22.

9.23.

B. is assessed by a 50-point global assessment of func-
tioning scale

C. included impairment attributable to physical limita-
tions

D. isrecorded on Axis |V of amultiaxial evaluation

E. bearsno relation to prognosis

The Hamilton Anxiety Rating Scale

. isal10-item scale

. includes an item on mood

. addresses suicidality

. isexclusively history based
. excludes somatic symptoms

mooOw>

The Socia and Occupational Functioning Assessment
Scale (SOFAS)

A. isincluded on AxislII

B. may not be used to rate functioning of a past period

C. may not be used to rate functioning at the time of the
evaluation

D. is scored independently from the person’s psycholog-
ical symptoms

E. does not include impairment in functioning that is
caused by a general medical condition

Which of thefollowing istrue of the Defensive Function-
ing Scale?

A. Apathetic withdrawal is measured on the “action
level”

B. Idealizationismeasuredinthe”majorimage-distorting
level”

C. Splitting is measured in the “minor image-distorting
level”

D. Sublimation is measured on the “mental inhibitions
level”

E. Suppression is measured on the “ disavowal level”

In the Scale for the Assessment of Negative Symptoms
(SANS), which of the following is assessed?

A. Vocal inflection

B. Sexua activity

C. Impersistence at work
D. Social inattentiveness
E. All of the above

An example of arating scale that measures severity and
tracking change in specific symptomsis

A. the Structured Clinical Interview for the DSM-IV-TR
(SCID)

B. the Short Form 36 (SF-36)

C. the Behavior and Symptom Identification Scale
(BASIS)

D. the Mini-Mental State Examination (MM SE)

E. the CAGE

Directions

Each group of questions below consists of |ettered headings fol-
lowed by a list of numbered phrases or statements. For each
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numbered phrase or statement, select the one lettered heading
that is most associated with it. Each lettered heading may be
selected once, more than once, or not at all.

Questions 9.24-9.28

A. Socia and Occupational Functioning Assessment
Scale (SOFAS)

. Positive and Negative Syndrome Scale (PANSS)

. Global Assessment of Functioning (GAF)

. Brief Psychiatric Rating Scale (BPRS)

. Defensive Functioning Scale (DFS)

moOQO®

9.24. Coversthedefense mechanismsused by the patient to cope

with stressors

9.25. Usedin AxisV of DSM-IV-TR

9.26. Measures the negative and positive symptoms of
schizophrenia and other psychoatic disorders

9.27. Used to track a patient’s progress in socia and occupa-
tional areas

9.28. Used to measure the severity of psychiatric symptoma-
tology

Questions 9.29-9.31

A. Hamilton Rating Scale

B. Socia and Occupational Functioning Assessment
Scale

C. Yae-Brown Scale

D. None of the above

9.29. Abnormal involuntary movements
9.30. Depression and anxiety
9.31. Obsessive-compulsive symptoms

Questions 9.32-9.36

A. Systematic Assessment of
Events (SAFTEE)

B. Compositel ntgrnational Diagnostic Instrument (CIDI)

C. Montgomery-Asberg Depression Rating Scale
(MADRS)

D. Conners Rating Scales

E. Abnormal Involuntary Movement Scale (AIMS)

Treatment-Emergent

9.32. A family of instruments designed to measure a range of
childhood and adolescent psychopathology

9.33. Aimed at maximizing sensitivity to change in established
depression

9.34. A systematic tool used to assess side effects in clinical
trias

9.35. Used to measure dyskinetic symptoms in patients taking
antipsychotic drugs

9.36. A fully structured diagnostic interview designed for lay
administration

ANSWERS

9.16. Theanswer isC
A Likertscaleisanordinal scaleof grading with 3to 7 pointsthat
measure severity, intensity, frequency, or other attributes. They

are most often partially or fully anchored, assigning a meaning
to each numeric level. The same anchors can apply to al of
the items, or the instrument may provide specific anchors for
each. Examples of rating scales scored on a Likert scale are
the Brief Psychiatric Rating Scale (BPRS), which measures the
severity of psychiatric symptomatology, and the Montgomery-
Asberg Depression Rating Scale (MADRS), which is used in
clinica trials and is aimed at maximizing sensitivity to change
in established depression.

Rating scalesareavailableinavariety of formats. Somearesimply
checklists or guides to observation that help the clinician achieve
astandardized rating. Others are self-admini stered questionnaires
or tests. Still others are formal interview that may be fully struc-
tured or partly structured. A fully structured formal interview
specifiestheexact wording of questionsto beasked. A partly struc-
tured formal interview provides only some specific wording along
with suggestionsfor additional questionsor probes. Whether fully
structured or not, instruments may be written such that all ques-
tions are always included, or they may have formal skip-out sec-
tionsto limit administration time. Psychiatric practitionersand in-
vestigators assess abroad range of areas, referred to asconstructs,
to underscore thefact that they are not simple, direct observations
of nature. Some constructs are viewed as categorical, or classify-
ing, and othersare seen as continuous or measuring. A categorical
construct describes the presence or absence of a given attribute
(e.g., competency to stand trial) or the category best suited to
agiven individual among a finite set of options (e.g., assigning
adiagnosis). A continuous construct provides a quantitative as-
sessment along a continuum of intensity, frequency, or severity.
In addition to symptom severity and functional status, multidi-
mensional personality traits, cognitive status, socia support, and
many other attributes are generally measured continuously.

9.17. Theanswer isD

The Defensive Functioning Scale (DFS) covers the defensive
mechanisms used by the patient to cope with stressors. All of the
other scaleslisted are rating scales used for mood disorders.

9.18. Theanswer isA

The Global Assessment of Functioning (GAF) Scale is consid-
ered acomposite of three major areas. social functioning, occu-
pational functioning, and psychological functioning. It is docu-
mented on Axis V and is a 100-point scale based on a continuum
of mental health and illness. It is specifically not designed to
include impairment in functioning attributable to physical or
environmental limitations. People with a high level of function-
ing before an episode of illnessgenerally have a better prognosis
than those who had a low level of functioning.

9.19. Theanswer isB

The Hamilton Anxiety Rating Scal e addresses depressed mood,
focusing on loss of interest, lack of pleasure in hobbies, depres-
sion, early wakening, and diurnal swing. It is a 14-item scale
that includes assessment of sensory, cardiovascular, respiratory,
gastrointestinal, genitourinary, and autonomic symptoms. It in-
cludes an assessment of behavior at the time of interview, focus-
ing on fidgeting, restlessness, tremor, afurrowed brow, astrained
face, sighing, facia pallor, swallowing, belching, brisk tendon
jerks, dilated pupils, and exophthalmos. There is no item dedi-
cated to assessing suicidal ideation or intent.
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9.20. Theanswer isD

The Social and Occupational Functioning Assessment Scale
(SOFAYS) is a new scale included in a DSM-1V-TR appendix.
The scale differs from the Global Assessment of Functioning
(GAF) Scale in that it focuses only on the person’s level of so-
cial and occupational functioning. It is scored independently of
the severity of the person’s psychological symptoms. And unlike
the GAF scale, the SOFAS may include impairment in function-
ing that is caused by a general medical condition. The SOFAS
may be used to rate functioning at the time of the evaluation, or
it may be used to rate functioning of a past period. The SOFAS
isincluded on Axis V, not Axis |II.

9.21. Theanswer isA

The“action level” ischaracterized by defensive functioning that
dealswithinternal or external stressorsby action or withdrawal,
such as apathetic withdrawal . Suppression and sublimation are
rated on the “ high adaptive level,” the level of defensive func-
tioning that result in the optimal adaptation in the handling of
stressors. Idealization is rated on the “ minor image-distorting”
level, the level characterized by distortion in the image of self,
body, or othersthat may be used to regul ate self-esteem. Splitting
israted on the “ major image-distorting level,” the level charac-
terized by gross distortion or misattribution of the image of self
or others.

9.22. Theanswer isE (all)

TheScalefor the Assessment of Negative Symptoms(SANS) has
fivemain categories: affective blunting, alogia, avolition-apathy,
anhedonia-asociality, and attention. In the affective blunting
category, vocal inflection, eye contact, facial expression, sponta-
neous movements, expressive gestures, and affective responsiv-
ity are measured. The avolition-apathy category measures im-
persistence at work or school, grooming, and physical anergia.
The anhedonia-asocialty category looks at sexual activity, recre-
ational interests, ability to feel intimacy, and relationships with
peersand friends. The attention category assesses social inatten-
tiveness and inattentiveness during the mental status examina-
tion. Another scale, used extensively for both positive and neg-
ative symptoms is called the Positive and Negative Syndrome
Scale (PANSS).

9.23. Theanswer isD

Most psychiatric rating scales in common use fall into one or
more of the following categories: making a diagnosis, measur-
ing severity and tracking changein specific symptoms, in general
functioning, or in overall outcome and screening for conditions
that may or may not be present. The Mini-Mental State Exami-
nation (MMSE) is an example of arating scale that measuresthe
severity and tracking change in specific symptoms. It is used to
provide a bedside assessment of abroad array of cognitive func-
tion, including orientation, attention, memory, construction, and
language. The MM SE is used commonly to screen for dementia
and in following the progression of dementia over time in the
clinicorinclinical trials. A patient with mild dementia tends to
score from 20 to 24, moderate from 11 to 19, and severe from
0to 10.

The Structured Clinical Interview for the revised fourth edition
of the Diagnostic and Satistical Manual of Mental Disorders
(DSM-IV-TR) (SCID) is arating scale used to make a diagnosis.
It was developed to provide standard DSM-I1I-R Axis | diag-
nosis (SCID-I) based on an efficient but thorough evaluation. It
has since been updated for the DSM-IV-TR. SCID-Il isasimilar
measure for Axis Il disorders. The Short Form 36 (SF-36) is a
rating scale used in general functioning. It isageneral measure of
health status from the patient’s point of view that would be inde-
pendent to specific diseases. SF-36 is focused on the individual’s
functional statusasit relatesto physical problems, pain, and emo-
tional difficulties over 4 weeks. An acute version, focused on the
past week, is aso available; however, the 4-week version is most
widely used. The Behavior and Symptom| dentification Scale (BA-
SS) isarating scale used in overall outcome. It was developed
to provide a broad but brief overview of psychiatric symptoms
and functional status from the patient’s point of view for use in
assessing the outcomeof psychiatric treatment. The CAGE isused
to screen for significant alcohol problemsin avariety of settings,
which could then be followed up by clinical inquiry. CAGE isan
acronym for the four questions that comprise the instrument: (1)
Have you ever felt you should cut down on your drinking? (2)
Have people annoyed you by criticizing your drinking? (3) Have
you ever felt bad or guilty about your drinking? (4) Have you ever
had a drink first thing in the morning to steady your nerves or to
get rid of ahangover (eye-opener)? Each “yes’ answer isascore
of 1. A score of 1 or more warrant a follow-up, and a score of 2
or more strongly suggests significant alcohol problems.

Answers 9.24-9.28

9.24. Theanswer isE
9.25. Theanswer isC
9.26. Theanswer isB
9.27. Theanswer isA

9.28. Theanswer isD

The Social and Occupational Functioning Assessment Scale
(SOFAS) is used to track a patient’s progress in socia and oc-
cupational areas. It is independent of the psychiatric diagnosis
and the severity of the patient’s psychological symptoms. It is
clinician rated on a 100-point scale based on all available infor-
mation, with clear descriptions of each 10-point interval. It isnot
widely used. The Positive and Negative Syndrome Scale (PANSS)
measures negative and positive symptoms of schizophrenia and
other psychoticdisorders. It includes30itemson three subscal es:
seven items covering positive symptoms (e.g., hallucinations
and delusions), seven covering negative symptoms (e.g., blunt
affect), and 16 covering general psychopathology (e.g., guilt or
uncooperativeness). Each item is scored on a seven-point, item-
specific Likert scaleranging from 1to 7. The PANSS hasbecome
the standard tool for assessing clinical outcome in treatment
studies of schizophrenia and other psychotic disorders. The
Global Assessment of Functioning (GAF) is use in Axis V of
the DSM-IV-TR to report a clinician’s judgment of a patient’'s
overal level of functioning. Theinformationisused to decideon
atreatment plan and later to measure the plan’s effect. Itsratings
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are often required for billing purposes. Similar to the SOFAS,
it is clinician-rated on a 100-point scale. The Brief Psychiatric
Rating Scale (BPRS) isashort scale used to measure the severity
of psychiatric symptomatology. It ismost useful for patientswith
fairly significant impairment. Its 18 items are rated on a 7-point
item-specific Likert scalefrom 0to 6, with thetotal scoreranging
from 0 to 108. Reliability is good to excellent when raters are
experienced. The Defensive Functioning Scale (DFS) coversthe
defense mechanisms used by the patient to cope with stressors.
Humor, suppression, anticipation, and sublimation areamong the
heslthiest defense mechanisms. Denial, acting out, projection,
and projective identification are some of the most pathological.

Answers9.29-9.31
9.29. Theanswer isD
9.30. Theanswer isA

9.31. Theanswer isC

Psychiatric rating scales can be specific or comprehensive and
can measure both internally experienced variables (e.g., mood)
and externally observable variables (e.g., behavior). Specific
scales measure discrete thoughts, moods, or behaviors, such as
obsessive thoughts and temper tantrums; comprehensive scales
measure broad abstractions, such as depression and anxiety.
WEell-known rating scal es include the Hamilton Rating Scale for
depression and anxiety and the Yale-Brown Scale for obsessive-
compul sive symptoms.

Socia adjustments (e.g., occupational success and quality
of relationships with the Social and Occupational Functioning
Assessment Scale [ SOFAS]) and psychoanalytic concepts (e.g.,
ego strength and defense mechanisms) are also measured by
some rating scales, although the reliability and the validity of
such scales are lower.

Answers 9.32-9.36

9.32. Theanswer isD

9.33. Theanswer isC
9.34. Theanswer isA
9.35. Theanswer isE

9.36. Theanswer isB

The Systemati c Assessment of Treatment-Emergent Events (SAF-
TEE) is a systematic tool used to assess side effects in clinical
trials. It has two versions, a general inquiry form (SAFTEE-
Gl) and amuch more detail specific inquiry form (SAFTEE-SI)
that incorporates a formal review of symptoms. The SAFTEE-
Gl israted based on three open-ended questions regarding new
symptoms experienced in the past week. To avoid bias, the ques-
tions are focused on novelty of the symptoms rather than on any
relationship to the drug. The Composite International Diagnos-
tic Instrument (CIDI) is afully structured diagnostic interview
designed for lay administration. It was devel oped from the Diag-
nostic Interview Schedule (DIS) for international use and covers
both ICD and DSM criteria of 11 diagnostic modules; it does
not cover antisocial personality or childhood onset disorders.
The Montgomery-Asberg Depression Rating Scale (MADRYS) is
aimed at maximizing sensitivity to changein established depres-
sion. It can be administered by a psychiatrist, other physician,
or psychiatric nurse, and a structured interview guide and self-
report version are also available. It isfrequently used in clinical
trials of antidepressants and may aso have arole in assessing
theimpact of treatment in clinical practice. The Conners Rating
Scalesareafamily of instruments designed to measure arange of
childhood and adol escent psychopathology. They are most com-
monly used in the assessment of attention-deficit/hyperactivity
disorder (ADHD). The Abnormal Involuntary Movement Scale
(AIMS) is used to measure dyskinetic symptoms in patients
taking antipsychotic drugs. It has 12 items, each of which is
rated on an item-specific 5-point severity scale ranging from O
to 4. Total scores are not generally reported. Instead, changes
in global severity and individual areas can be monitored over
time.
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Delirium, Dementia, and Amnestic
and Other Cognitive Disorders and
Mental Disorders Due to a General

Medical Condition

Cognition includes language, memory, judgment, orienta-
tion, conducting interpersonal relationships, performing actions
(praxis), and problem solving. Cognitive disorders reflect dis-
ruption in one or more of these domains, and are frequently
complicated by behavioral symptoms. These disorders include
delirium, dementia, and amnestic disorders. Although other psy-
chiatric disorders can exhibit some cognitive impairment as a
symptom, with the aforementioned disorders, cognitive impair-
ment is the cardinal symptom.

Delirium is marked by short-term confusion and changes in
cognition. It isalife-threatening yet potentially reversible disor-
der of the central nervous system that often involves perceptual
disturbances, abnorma psychomotor activity, sleep cycle im-
pairment, and awaxing and waning level of consciousness. It is
not a disease but rather a syndrome and has many causes, all of

which result in similar patterns of signs and symptoms relating
to the patient’slevel of consciousness and cognitive impairment.

Dementiais marked by severe impairment of memory, judg-
ment, orientation, and cognition. Unlike delirium, deficitsin de-
mentia occur in the context of a clear sensorium. The critical
clinical pointsof dementiaare theidentification of the syndrome
and the clinical workup of its cause.

Amnestic disorder ismarked by memory impairment and for-
getfulness. Memory impairments are associated with significant
deficits in socia or occupational functioning. Amnestic disor-
ders are causally related to general medical conditions, such as
head trauma. This characteristic distinguishesthem from the dis-
sociative disorders involving memory impairments.

The questions and answers below can test knowledge of the
subject.

» Addison’s disease > Creutzfeldt-Jakob

> AIP disease

» ALS » Cushing's syndrome

» amnestic disorders » delirium

» anxiety disorder duetoa  » delusiona disorder
general medical » dementia
condition » dementiaof the

» auditory, olfactory, Alzheimer's
and visual type
hallucinations » diabetic ketoacidosis

» beclouded dementia » Down syndrome

» beriberi » dysarthria

» black patch > epilepsy

» catastrophic reaction » genera paresis

» cognitive disorders » granulovacuolar

» confabulation degeneration

» cretinism » Huntington's disease

82

HELPFUL HINTS

Students should be able to define the signs, symptoms, and syndromes listed bel ow.

» hypnagogic and » mood disorder dueto a
hypnopompic general medical
hallucinations condition

» hypoglycemic, hepatic, » multiple sclerosis
and uremic » myxedema
encephal opathy » neurofibrillary tangles

> interictal » normal aging

» intoxication and » normal-pressure
withdrawal hydrocephalus

» intracranial neoplasms » parkinsonism

» Korsakoff’s syndrome » partia versus

» kuru generalized seizures

» Lilliputian » pellagra
hallucinations > pernicious anemia

» memory » personality change due

» mild cognitive to ageneral medical
impairment condition
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» Pick’'sdisease > retrograde versus » sundowner syndrome > transient global amnesia

» prion disease anterograde amnesia  » systemic lupus » transient ischemic attack

» pseudobul bar > senile plagues erythematosus » vascular dementia

palsy » short-term versus long- » tactile or haptic » vertebrobasilar disease

» pseudodementia term memory loss hallucinations
QUESTIONS D. has acharacteristically abnormal EEG pattern
Directions E. has been linked to vascular instability

Each of the questionsor incompl ete statementsbel ow isfollowed
by five suggested responses or completions. Select the one that
is best in each case.

10.1.

10.2.

10.3.

10.4.

10.5.

Which statement below about the interrelationship
between delirium and dementiais true?

A. Delirium is a risk factor for the development of
dementia.

B. Fully two-thirdsof casesof dementiaoccur in patients
with delirium.

C. Thevulnerability of thebrainin patientswith demen-
tiamay predispose the patient to delirium.

D. Dementia contributes to a loss of independence
among patients with delirium.

E. Dementia can alter the course of an underlying
delirium.

Alzheimer's dementiais

A. associated with hypoactive levels of acetylcholine

B. associated with pathognomonic neurofibrillary tan-
gles

C. more common in men

D. linked to chromosome 7

E. aclinica diagnosis

Creutzfeldt-Jakob disease is characterized by

A. rapid deterioration

B. myoclonus

C. diffuse, symmetric, rhythmic slow waves and sharp
spikesin EEG

D. postmortem definitive diagnosis

E. al of the above

The core features of dementiawith Lewy bodiesinclude

. disturbance of consciousness

. recurrent detailed visual hallucinations

. cognitive decline caused by cerebrovascular disease
. progressive language dysfunction

. gradual changesin personality

moOoOw>

Transient global amnesia

A. ismore common in women
B. ismore common in young people
C. isassociated with loss of self-identity

10.6.

10.7.

10.8.

10.9.

10.10.

Which of thefollowing is atrue statement about Parkin-
son’s disease?

A. It is the result of the degeneration of the substantia
nigra, globus pallidus, putamen, and caudate.

B. It cannot be distinguished from parkinsonian syn