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Course Overview

In this course, learners examine the assessment, diagnosis, and treatment of various forms of psychopathology throughout the lifespan. Learners review
the etiology of psychopathology; examine theories and research of psychopathology; and explore current methods of psychological assessment,
diagnosis, and treatment. Learners also discuss the politics of mental disorders, emerging diagnoses, and ethical and multicultural issues associated
with psychopathology.

The primary manual for psychodiagnostics in the United States, the Diagnostic and Statistical Manual of Mental Disorders, 5th Edition: DSM-5 by
American Psychiatric Association is the main text. Rather than a purely theoretical course, however, PSY6210 provides an opportunity for learners to
develop skill in applying the diagnostic criteria from the DSM-5. In addition to course readings in the DSM-5, learners practice the process of diagnosis
with video and written cases of clients. Besides actually coding diagnoses, learners consider other factors, such as culture and other types of diversity,
that may impact the behavior analyzed. The final assignment involves not only applying diagnostic criteria, but also identifying both the advantages and
the limitations of the DSM-5.

Studying the DSM-5
If you have not worked with the DSM-5 before, it may seem a bit challenging. The most important idea to keep in mind is that it exists to provide a
detailed and specific guide, and to help you arrive at diagnostic decisions that are as accurate and as helpful as possible. The first few units provide
historical background on the development of the DSM, guidance on the use of the DSM, and qualifications of that use, based on specific situations.
Gaining comfort with DSM use is a process, and it does take time and effort. To help guide your study time in this course, the study directions suggest
three levels of effort for the readings. In each case, these are used to give you a sense of where to put your greatest effort for the purposes of this
course:

• Read. This means to take the time to work through this content carefully and in detail.
• Review. This designation is used for study material that you have already read in an earlier unit, that will be important in the current unit. The idea

is that you should go back and refresh your mind on the specifics of this material.
• Carefully review. This designation is used for study material that is important, but for the purpose of this course, might be read more quickly.

Course Competencies

To successfully complete this course, you will be expected to:

Course Prerequisites

There are no prerequisites for this course. 

Apply diagnostic criteria in the major categories of DSM-5.1

Evaluate the current diagnostic system.2

Analyze the methodological, research, historical, and political aspects of diagnosis with sensitivity to cultural, diversity,
and ethical principles of the field.

3

Communicate in a manner that is scholarly, professional, and consistent with expectations for members of the
psychological professions.

4



Syllabus  Course Materials

Required

The materials listed below are required to complete the learning activities in this course.

Library

The following required readings are provided in the Capella University Library or linked directly in this course. To find specific readings by journal or book
title, use Journal and Book Locator. Refer to the Journal and Book Locator library guide to learn how to use this tool.

• American Psychiatric Association. (2013). Diagnostic and statistical manual of mental disorders (5th ed.). Washington, DC: Author.
• Kilpatrick, D. G., Resnick, H. S., Milanak, M. E., Miller, M. W., Keyes, K. M., & Friedman, M. J. (2013). National estimates of exposure to traumatic

events and PTSD prevalence using DSM-IV and DSM‐5 criteria. Journal of Traumatic Stress, 26(5), 537–547.
• Koerner, K., Kohlenberg, R. J., & Parker, C. R. (1996). Diagnosis of personality disorder: A radical behavioral alternative. Journal of Consulting and
Clinical Psychology, 64(6), 1169–1176.

Suggested

The following materials are recommended to provide you with a better understanding of the topics in this course. These materials are not required to
complete the course, but they are aligned to course activities and assessments and are highly recommended for your use.

Optional

The following optional materials are offered to provide you with a better understanding of the topics in this course. These materials are not required to
complete the course.



Integrated Materials

Book

Nussbaum, A. M. (2013). The pocket guide to the DSM-5(TM) diagnostic exam. Arlington, VA: American Psychiatric Publishing.

Library

The following optional readings may be available in the Capella University Library. To find specific readings by journal or book title, use Journal and Book
Locator. Refer to the Journal and Book Locator library guide to learn how to use this tool. If the full text is not available, you may be able to request a copy
through the Interlibrary Loan service.

• Belsky, J., & Pluess, M. (2009). Beyond diathesis stress: Differential susceptibility to environmental influences. Psychological Bulletin, 135(6), 885–
908.

• Driscoll, K. A., Lopez, C. M., & Kistner, J. A. (2009). A diathesis-stress test of response styles in children. Journal of Social and Clinical Psychology,
28(8), 1050–1070.

• McKeever, V., & Huff, M. E. (2003). A diathesis-stress model of posttraumatic stress disorder: Ecological, biological, and residual stress pathways.
Review of General Psychology, 7(3), 237–250.

• Polanski, P., & Hinkle, J. (2000). The mental status examination: Its use by professional counselors. Journal of Counseling & Development, 78(3),
357–364.

• Rogers, R. (2003). Standardizing DSM-IV diagnoses: The clinical applications of structured interviews. Journal of Personality Assessment, 81(3),
220–225.

External Resource

Please note that URLs change frequently. While the URLs were current when this course was designed, some may no longer be valid. If you cannot
access a specific link, contact your instructor for an alternative URL. Permissions for the following links have been either granted or deemed appropriate
for educational use at the time of course publication.

• American Psychiatric Association. (2012). Online assessment measures. Retrieved from http://www.psychiatry.org/practice/dsm/dsm5/online-
assessment-measures#Level1

• American Psychiatric Association. (n.d.). DSM-5. Retrieved from http://www.psychiatry.org/dsm5
• National Institute of Mental Health. (2016). Mental health information. Retrieved from http://www.nimh.nih.gov/health/topics/index.shtml
• National Institute on Drug Abuse. (n.d.). NIDAMED: Medical and health professionals. Retrieved from http://www.drugabuse.gov/nidamed-medical-

health-professionals
• U.S. Department of Health and Human Services. (1999). Mental health: A report of the surgeon general. Retrieved from

http://profiles.nlm.nih.gov/ps/access/NNBBHS.pdf
• Unwin, B. K., Davis, M. K., & De Leeuw, J. B. (2000). Pathologic gambling. American Family Physician, 61(3), 741–748.

Projects

Project  Case Study of Danial Assessment Paper

Project Overview

Your assessment paper on the final case study of Danial (Parts 1, 2, and 3) will provide you with an opportunity to consider psychopathology issues from
a developmental perspective, and to assess the differences between children, adolescents, and adults. This assessment will provide you with a further
understanding of psychopathology and improve your diagnostic skills across the life span.

The case study of Danial provides three scenarios at different stages in his life. These include:

• A developmental history.
• Family background.
• Reason(s) for referral.
• Basic assessment results.
• Issues in treatment.

After you read each section, you will be asked to respond to the same series of questions and to integrate information at each stage of Danial's life. Use
the Case Study Response Guide to assist you in structuring this assignment.

• Written communication: Written communication is free of errors that detract from the overall message.
• Thoroughness: The paper must address each question completely. Note: Do not restate the questions in your responses.
• APA formatting: Resources and citations are formatted according to APA Style and Formatting (6th edition).
• Length of paper: Minimum of 12–15 typed double-spaced pages.



Unit 1  Introduction to Psychopathology: Using the DSM-5

• Font and font size: Arial, 10 point.

Introduction

In the process of diagnosing mental and behavioral disorders, our challenge is to reliably render diagnoses while maintaining a critical stance that is
aware of potential sources of bias and the limitations of the diagnostic process. Such a mindset is likely to call into question any and all activities tied to
the diagnostic process, which is important for all who train in this field. In this regard, effective diagnosis requires an awareness and understanding of a
multitude of biopsychosocial impacts on individuals, and the awareness of the impact of these issues on well accepted state-of-the-art diagnostic
standards. This combination is needed to provide clear working diagnoses that are useful for developing and implementing effective treatment
interventions.

The Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition, DSM-5, a medical model of psychopathology developed under the auspices of
the American Psychiatric Association, is the primary instrument used by psychologists and therapists to integrate these complicated issues. In some
medical settings, however, a common diagnostic manual for mental and behavioral disorders is found in a subsection of the World Health
Organization's International Classification of Diseases. Currently in its tenth revision (International Classification of Diseases, Tenth Revision, Clinical
Modification or ICD-10-CM), this classification system is adopted in practice at a slower pace in the United States as compared to when it is published
internationally. This is due in part to the complex impact on reimbursement, medical record, and regulatory systems that a change in coding and
classification causes. The DSM-5 provides a conversion listing (page 839) of DSM-5 diagnoses/codes, ICD-9-CM (the prior version) diagnoses/codes,
and ICD-10-CM diagnoses/codes due to its publication occurring during the transition from ninth and tenth versions of the ICD. Knowledge of how to use
these manuals and how their categories are coordinated is vital to anyone entering the field of psychology. In this course, the focus will be on learning
the DSM-5 well, with emphasis on how it is coordinated with the two ICDs.

At times, the tone of the medical model expressed in the DSM-5 may appear to suggest that the material is written in stone, but it is actually a work in
progress that changes as science and the culture around us change. In this regard, the DSM-5 is the latest revision to the DSM series, and fully replaced
the DSM-IV-TR during 2014.

While the DSM-5 is the current state-of-the-art in diagnosing mental and behavioral disorders, it would be arrogant to assume that this diagnostic system
is flawless. Flaws in the diagnostic system are best uncovered by mastering diagnostic details, rendering them well, and then seeing what validity and
other problems exist when diagnosis is at least reasonably reliable. Assuming that the current system is unchanging truth without questioning it would be
a grave error. A cursory glance at the history, politics, and development of the current diagnostic system will clearly illustrate the mutability of this ongoing
process.

Diagnostic System History
Prior to the development of the Diagnostic and Statistical Manual of Mental Disorders, DSM-I, in 1952, diagnosis was dependent upon the particular
orientation and belief system of the practitioner making the diagnosis. DSM-I was the first successful effort to standardize the diagnosis of mental
disorders. The criteria for making a diagnosis in DSM-I and DSM-II were very subjective compared to what is in effect today. It was the third edition of the
DSM that established the criteria currently used to improve the interrater reliability of the diagnostic process.

With the end of second World War, the number of veterans who returned home with traumatic brain injuries or "battle fatigue" overwhelmed the ability of
the Veterans Administration to care for them. This prompted the need for more psychologists and the development of a diagnostic system that was
consistent throughout the profession. But preferences for particular theories or ways of looking at psychopathology complicated these attempts to
establish a diagnostic manual.

The DSM-III was the first version to establish observable criteria for establishing a diagnosis. These criteria had at least a minimal basis in the empirical
literature. The advent of DSM-III-R and DSM-IV-TR showed a refinement of these observable criteria. These more recent editions also showed evidence
of reconsidering the appropriateness of particular diagnoses depending upon the available data. The DSM-5 was published in May, 2013.

Thus, a diagnosis that does not have substantial data to support it may be removed from the DSM or moved to an appendix pending additional data that
either confirms or does not support the diagnosis. The important change is the use of empirical data to make decisions about the inclusion or exclusion of
a diagnosis in the DSM. Nevertheless, political positions within psychiatry continue to influence the development of the manual.



u01s1 - Studies

The Medical Model
The dominant model for the study of psychopathology has been the medical model. This model directed our early efforts to understand and treat
psychopathology, and it continues to influence how we conceptualize mental disorders.

Briefly, the medical model considers symptoms, either overt symptoms or those that can be made overt, as indicators that something is wrong with the
organism. When symptoms occur together in a well-defined pattern, an illness can be diagnosed and treatment started. The goals of the medical model
are to identify the pathophysiological changes that are causing the symptoms, and to treat the causal factors. The realm of physical medicine is such that
failure to treat the cause, if a treatment is available, may result in more severe illness or death. This works well in physical medicine, and especially in
acute medical conditions, because most acute conditions requiring treatment are caused by pathogens, anatomical defects, or trauma.

In the development of mental disorders, however, causal factors are not as easily determined or as successfully treated. Thus, much of the work done in
psychotherapy focuses on treating symptoms.

There are a number of psychological theories that address the development and, by extension, the treatment of psychological disorders. These theories
include psychoanalysis, phenomenology, humanism, behavioral, and cognitive-behavioral, among many others. Each theory tends to identify part of the
complexity of human functioning and use that part to attempt to understand psychopathology.

The Diathesis-Stress Model
The diathesis-stress model is a somewhat more inclusive way to understand psychopathology. While it may be more relevant to psychology than the
medical model, current practices in reporting and in private and government insurance billing require that the DSM-5 classification system be used (if not
ICD-9 or ICD-10). Together, however, the diathesis-stress model and the medical model offer a more complete understanding of the mental, behavioral,
and treatment issues we face in this field.

Diathesis refers to each person's predispositions or vulnerabilities. The predispositions can be genetic, biological, psychological, learned, and so on. This
approach obviates the distinction between existing theories by considering a range of variables that may contribute to the development and maintenance
of the psychopathology. The event that elicits the symptoms of the disorder is the stress or stressor.

Diathesis, or the predisposition for a disorder, is broadly defined to include genetics, biological factors (such as chemical imbalance), learned behavior,
unresolved conflicts, and so on. Although predispositions are risk factors for the development of diseases, they do not guarantee the development of the
specific diseases. For example, a person with a four-generation history of heart disease has a predisposition for heart disease. However, it is not
inevitable that this person will develop heart disease. The predisposition for heart disease may be activated if the person smokes, does not exercise, and
eats a diet high in animal fat.

In the diathesis-stress model of psychopathology, stress is the trigger for activating the predisposition and allowing the disorder to develop. Since stress
is a part of life, what is it about stress that can cause such serious problems? Stress can cause problems when the person perceives it as being beyond
their effective coping ability. We will spend more time on the diathesis-stress model in subsequent units. Meanwhile, you may find it valuable to do some
independent research on the diathesis-stress model through the journals in Capella's library and via the internet.

Learning Activities

Readings
The main text for this course is the latest version of the American Psychiatric Association's guide to diagnosis, the Diagnostic and Statistical Manual of
Mental Disorders, 5th Edition, commonly referred to as the DSM-5. This course provides you with a direct link in each unit's study, to the DSM-5 in the
Capella library.

In your DSM-5 text:

• Read "Section I, DSM-5 Basics." These readings address the development of the DSM-5, provide an overview of the diagnostic process, and
illuminate issues related to its use.

◦ "Introduction," pages 5–17.
◦ "Use of the Manual," pages 19–24.
◦ "Cautionary Statement for Forensic Use of the DSM-5," page 25.

• Carefully review "DSM-5 Classification," pages xiii–xl. This part of the DSM-5 provides an overview of the classification system, making the
structure of the whole system visible. It may be the quickest way to get a sense of how the DSM-5 is put together.

• Read "Depressive Disorders," pages 155–188. This chapter addresses the disorders considered in the case study in the discussion question in this
unit.



u01s2 - Case Study of Danial Assessment Paper

u01d1 - Initial Diagnostic Case - For Practice

Read the instructions provided in Unit 10 assignment and the Case Study of Danial Assessment Paper Scoring Guide to understand the requirements for
your final paper. Although this paper is not due until the end of the course, it will be helpful to begin to work on it as you gain a good understanding of the
processes involved in using the DSM-5 for identifying clinical mental disorders, and as you begin to apply the DSM-5 to diagnosing individual cases. You
may wish to preview the Case Study of Danial.

The purpose of this discussion is to make your first attempt at diagnosis of abnormal behavior and to think through the processes involved. Read the
brief Case Study of Edgar below. Then, using what you learned in your reading in this unit (u01s1 Study), identify the type of disorder that best describes
Edgar's behavior. Once you have selected a group of disorders, review the outline of that group of disorders in the DSM-5 Classification to identify the
codes involved. (Make sure you have read the section on Depressive Disorders in the DSM-5.)

Case Study of Edgar

Edgar is 25 years old and was hospitalized today after a suicide attempt in which he drove his car into a lake. This is his first depressive episode. It
started six months ago and is characterized by a nearly continual depression, loss of interest in all activities, an unplanned loss of twenty-five
pounds, hypersomnia (excessive sleepiness), an inability to concentrate and recurrent thoughts of killing himself. His mood state is severe, but
there is no evidence of psychosis.

He began drinking five to eight beers per day in the last two months, clearly exacerbating his symptoms. Prior to the onset of these symptoms he
consumed one to two beers per day. He uses no other drugs. Medical records indicate no medical conditions of concern. His marriage is in trouble
due to his severe behavioral symptoms. His wife is thinking of leaving him; he was recently terminated from his job because he can't get up to make
it to work; and their house is in danger of being foreclosed on by the bank because he forgot to pay the mortgage for four months.

For your initial post in this discussion, address the following four aspects:

1. Record Edgar's diagnosis or diagnoses as you see the issues in this case study. Do so in the following format.

Note: This is the essential format you will use for all diagnostics in this class and beyond. In other words, whenever a discussion
question or assignment asks you to provide a diagnosis, be sure to list your choices in this format. It is also important to reference the
DSM-5 in the section of your work that includes this formatted list of diagnostic codes and names. Here is the standard format:

DSM-5 Code number of disorder. ( ICD-10 number code, put in parentheses).

Name of the disorder detailed in the DSM-5. It is proper to list the most relevant or "principle" diagnostic label first and have one of the
following phrases listed afterward ("principle diagnosis") or ("reason for visit").

Other Factors: In this section, you will list problems or situations that may require clinical attention but are not otherwise considered a mental
illness. In other words, they are a list of stressors that that may be involved and impacting the case. You will want to consider "Other
Conditions That May Be a Focus of Clinical Attention" starting on page 715 (toward the end of Section II of the DSM-5). Most codes you will
list here begin with the letter "v" such as V60.0 (Z59.0) Homelessness. You should NOT list formal mental illness diagnoses in this section.

Example (Realize that this example diagnosis may or may not be accurate; it is offered as an example of the format to use when you arrive at your
own diagnostic view of the case of Edgar):
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Unit 2  The Building Blocks of Diagnosis: Interviewing, History, and Collateral Sources
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2. Briefly describe the decision-making steps or process you used to arrive at your diagnosis or diagnoses of Edgar.
3. What did you find easy or difficult about this task at your current level of training in diagnostics?
4. What more you would like to know to ensure that you have coded Edgar's diagnostic issues accurately?

Response Guidelines
Review the posts of other learners and respond to at least two of them. In each of your responses, assess how the learner addressed the diagnosis.
Point out where you agree and disagree, explain why you agree and disagree, and provide support from the literature for your assessment of the other
learners' responses.

Course Resources

Introduction

American Diagnostic Practice

Transcript

In this unit, you will learn basic guidelines for making an accurate diagnosis of a psychological disorder, including recognition of the variables that affect a
diagnosis (including environmental, biological, psychological, and social factors). A diagnosis is often based on interviews with the client, history from the
client, and other sources. We may also use collateral information, such as observations of the client's spouse, friends, and treating physician, as well as
medical and school records. One of the weak links in diagnosis is the fact that each of these sources is fallible and contains an error rate.

All clients approach the health care system with particular response. This means that clients may approach the system with certain motivations (such as
the desire to solicit help or the desire to appear healthy) that may color the way they describe their experiences. Additionally, all clients and other
informants have limitations of knowledge and perception that influence the information they offer. Self-reporting is well known to be somewhat inaccurate,
and the more significant the information requested (such as sexual history, substance use history, information about embarrassing symptoms, family
secrets, and so on), the greater the potential for inaccuracy. Furthermore, what constitutes a difficult topic for the specific person you are interviewing
may not be readily apparent.

Records and information from other sources are no better: A fallible person with human limitations makes those medical or school records. These
weaknesses in the collected diagnostic data are essentially out of awareness and unplanned, and exist before the planned, deliberate distortions that
you must factor in, such as a person who exaggerates symptoms hoping for disability or a spouse who is loath to disclose the real reasons for the
alienation from his or her partner. The error rate in the building blocks of diagnosis is high, and deliberate distortions are not even the worst error.

Psychology Attributes and Evaluation of Discussion Contributions



How, then, do you proceed diagnostically in the midst of all this incomplete, confused and at times misleading data? Throwing up your hands and running
screaming from the room, bewailing the phenomenological nature of uncertainty in human existence, will not produce better quality data, and will likely
upset your client. Instead, proceed cautiously, thoroughly, and with an open mind. In reality, you do not know anything diagnostically. Rather, you have a
hypothesis that rests on the assumption that certain symptoms and aspects of history are accurately represented to you. Should these assumptions
change with the advent of new or conflicting information, your hypothesis may warrant revision. A preoccupation with truth as an absolute will only
decrease the agility and rigor of your diagnostic thinking.

In addition, you are looking primarily for patterns and only rarely for single signs. For example, one source of information that suggests depression should
merely arouse your curiosity and suggest to you that more data collection will be helpful. Four sources of information that all suggest depression may be
grounds for forming the hypothesis that depression is the correct diagnosis. If you had 50 sources of information, or a thousand, that all agreed on a
depression diagnosis, you would have an especially robust and satisfying hypothesis. You would still not have truth. Psychology is not in the truth
business; it is in the scientifically testable hypothesis business.

What Is Diagnosis?
Diagnosis is the act of determining what, if any, treatable disorder might be present when a person seeks help from a psychologist, psychiatrist, or other
clinician. In Greek, diagnosis means "knowing through" or "into" someone or something. What do we know or see into or through? It is the symptoms and
signs that the person shows us or tells us about. We see inside these symptoms to the underlying problem, illness, or disorder (the accepted word in
current practice).

Symptoms and signs are the main triggers to the diagnostic process. Without them, there is no reason to assume that a person has any psychological
disorder. For example, after a rape or a mugging, if a person does not develop symptoms or signs of distress, no diagnosis of post-traumatic stress
disorder would be appropriate. Symptoms are the feelings, sensations, and experiences that the client tells us about; signs are indicators that we can see
for ourselves. A symptom of depression would be a feeling of hopelessness (which the psychologist cannot observe). A sign of depression might be
tearfulness (which the clinician can observe).

Diagnosis in the Diathesis-Stress Model
As you will recall from Unit 1, there are two dimensions to the diathesis-stress model: the person's vulnerability or predisposition, and the current
stressors that activate the resulting symptomatic response. This model suggests that we should examine both predispositions and current stressors.
Since the stressors can be either physical or psychosocial, and since the trigger for the whole process is signs and symptoms, we have four basic
dimensions we must evaluate before arriving at our diagnosis:

1. Signs and symptoms, or the nature of the presenting problems.
2. The underlying predispositions.
3. The current physical conditions and stressors.
4. The current psychosocial conditions and stressors.

Diagnosis Using the DSM-5

Psychodiagnostics using the DSM-5 no longer relies on the 5-Axes diagnostics found in the DSM-IV-TR and earlier versions of the DSM series. Rather,
the primary or "principle" diagnosis is listed first and others listed after that. We can use a designation such as "Principle diagnosis" to indicate the
primary concern that has brought an individual in for current treatment.

When we offer our diagnostic impression, the DSM-5 numeric code for the diagnosis is offered first. This is followed by the ICD-10 code in parentheses.
This is then followed by the name of the disorder(s) with any needed specifiers such as mild, moderate, severe. We can also note that a diagnosis is a
"Provisional diagnosis" if we think the full criteria for the diagnosis will eventually be met by the individual although we currently do not have enough
information to make a firm diagnosis. The phrases "Principle diagnosis" and "Provisional diagnosis" are offered after the name of the diagnosis. If,
however, you want to suggest that a diagnosis needs to be Ruled Out (because you think or suspect it may be present, but are unsure and need more
information), you note R/O prior to the numeric code to suggest that readers of your report need to assess this possible diagnosis further.

When coding primarily for ICD-9 or ICD-10, which is common in medical environments, it is important to note that the medical condition which is the
cause of the mental disorder be listed first. The mental disorder which is the reason for the visit (and caused by that medical issue) would thus be the
second diagnosis listed followed by the phrase (Principle diagnosis) or (reason for visit).

As an example of a DSM-5 diagnosis for an individual in which two disorders have been diagnosed and a third considered, consider this as a model:
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We hope this example helps you better see how to structure a diagnostic summary for each of the diagnostic case studies offered in this courseroom. Of
course, if the individual you are evaluating displays only one diagnosis, you would only note that one diagnosis along with the "Other Factors" that impact
that diagnosis.

It is important to realize that no two individuals with the same DSM-5 diagnosis present in exactly the same fashion. Their symptom pictures may often
may appear to be quite different from each other. One of the reasons for this is the many "other factors" at play in the context of their lives. For example,
individuals with the same DSM-5 diagnosis may display different levels of intellect, different socioeconomic status, different educational levels, more or
fewer life stressors, more or fewer strengths or weaknesses, etc. All of these "other factors" will have a direct bearing on how the diagnosis is manifested
by the individual.

Diagnosis Is Essentially a Process of Clinical Research
When a client arrives for therapy, we must first ask the question, "What shall we treat?" Diagnosis is a careful process of identifying the targets for
treatment. Without that as the goal, there is little reason to diagnose, except in the forensic setting, where the goal is evaluation for the purpose of
judgment in some administrative or legal venue, rather than treatment. In the forensic arena, where the goal is diagnosis for judgment rather than
diagnosis for treatment, the procedures and principles are the same as in the treatment arena, although various other dimensions (such as
confidentiality) are different.

Having asked the question, "What shall we treat?" we must have methods for getting the answer. These methods form the backbone of the diagnostic
procedure. How do we gather the information we need to accurately and adequately identify the target of treatment? As you can see, this process is one
of clinical research, and all the canons of good research apply here as well.

The standard method in American diagnostic practice follows these steps, often but not necessarily in this order:

• Step 1: Gather a complete list of all recognized symptoms and signs, and assemble them in related groupings.
• Step 2: Find out the duration and severity of each of the presenting signs and symptoms.
• Step 3: Identify the stressors (including life changes, transitions, and so on) in the client's life that coincide with the duration of the symptoms

identified in Steps 1 and 2.
• Step 4: Form a tentative hypothesis as to the nature of the disorder, based on the information gathered in these first three steps.
• Step 5: Begin gathering histories. There are at least five histories that must be taken at this phase of the process: medical history, family history,

academic or vocational history, psychiatric history (any previous bouts of mental disorder or treatment), and social history (friendships, dating,
sexual, et cetera). Each of the histories provides information that will support or underpin your initial tentative hypothesis. For instance, if the



tentative hypothesis is that the client has a depressive disorder of some sort, the family history shows that numerous relatives have suffered from
depression, and the psychiatric history shows that the client has had bouts of depression earlier in life, this information strengthens the initial
hypothesis.

• Step 6: Use assessment instruments appropriate to the situation. Often, a comprehensive inventory such as the Minnesota Multiphasic Personality
Inventory-2 (MMPI-2) is useful as an indicator of areas of concern and can solidify the clinical judgment based on the interview. Less complex
instruments, such as a self-report questionnaire like the Beck Depression Inventory-II (BDI-II), can be given before a diagnostic interview to rapidly
query the client with a list of detailed symptoms that may take a longer period of time to collect verbally. However, no assessment instrument can
replace a well-done clinical interview, and should never be the sole basis for a diagnosis.

If information gathered during the histories phase weakens your original hypothesis, the new information should be formulated into new tentative
hypotheses. In the example above, if the histories showed no previous depression, but the medical history indicated that the client suffers from diabetes,
a new tentative hypothesis might be that the client has diabetes-induced depressive symptoms. Further exploration could then be made to confirm or
disconfirm this diagnostic hypothesis.

As you can see, this is a process of gathering information to form, confirm, or disprove hypotheses about what is wrong and what can be treated. As you
know, the model of the scientist-practitioner calls for always forming both hypotheses and alternative hypotheses.

The diagnostic procedure continues with two more steps:

• Step 6: Use assessment instruments appropriate to the situation. Often, a general inventory such as the Minnesota Multiphasic Personality
Inventory-2 (MMPI-2) is useful as an indicator of areas of concern, and can solidify the clinical judgment based on the interview. However, no
assessment instrument can replace a well-done clinical interview, and should never be the sole basis for a diagnosis.

• Step 7: Obtain collateral information when it is possible and ethical to do so. This is especially important in forensic diagnosis. Collateral
information comes from sources other than the client's self-report, such as parents' reports, interviews with employers or teachers, previous
medical or psychological records, employment records, and so on. In the therapy arena, this level of information is not usually sought because of
confidentiality concerns. However, if an adequate and accurate diagnosis cannot be made without collateral information, clients will often give
permission for it to be obtained if they are well informed about its purposes and can discuss their concerns directly. It is never ethical to seek
collateral information without full and informed consent, and releases of information in accordance with your state or provincial law, from the client.

The Last Step: Formulating the Diagnosis
Once all the above information has been gathered and studied carefully, the psychologist formulates the diagnosis. This is essentially a statement of
what is wrong and how the client came to have this particular disorder. The formulation states, in language that the client can understand and that arises
from the theory of mental disorders by which the psychologist orients his or her practice, how the disorder arose and what must be done to treat it. It
essentially embodies the diathesis-stress model in some fashion. The formulation shows how the client was disposed to the disorder, what stressors
triggered or activated it, what symptoms arose from it (and are therefore explained by the diagnosis), and so on.

Often the formulation is simple, relying on standard language to convey compressed information. For example, it is common to say, "The client is
experiencing a dysthymic disorder," rather than spelling out all the relevant criteria from the DSM-5. The formulation might also say, "The client's
depressed mood first arose from a prolonged period of stress on the job, climaxing about two years ago in a case of shingles that was extremely
embarrassing and painful. This medical condition led to the loss of a number of important social contacts, and ultimately it was the loss of that support
and friendship that led the client to become depressed, for which she is seeking treatment at this time."

Usually, the formulation will refer to the underlying theory that the psychologist uses in deciding how to treat. For instance, in the above vignette, a
psychologist who uses cognitive behavioral therapy might say, "Since the client's beliefs in her own worthiness were damaged by the prolonged stress on
the job, leading to her sense of shame, which was compounded by the embarrassing case of shingles, she believed her friends would no longer value
her. These false, or at least untested, beliefs led her to withdraw from her friends, and in turn led to her consequent grief and loss of support. Therapy,
then, will aim to reverse those underlying belief structures and to help her resume the contacts and friendships she needs."

Summarizing
Diagnosis, meaning to "know or see into" the disorder, is the process of identifying what is wrong and what can be treated. It follows the principles of
good clinical research; its questions are "What is wrong here, how did it come to be, and what can we treat?" Its method has seven basic steps,
characterized by the gathering of information that confirms or disconfirms the tentative hypotheses the clinician develops as answers to those questions.
The process of diagnosis results in a formulation of the final working hypothesis in answer to the original questions:

• What is wrong (what is the disorder in question)?
• How did it arise?
• What can be done to treat it?

When you have done all this, you have a hypothesis! It may be a very sound, well-founded, and well-reasoned hypothesis, and it may be a useful vehicle
for making treatment decisions, but it is still only a hypothesis.

A valuable element often ignored in this process is the important step of assessing the client's strengths or available resources. Strengths, such as high
intelligence, financial or familial stability, or other advantages, serve as modifiers in the diagnostic process. They help us clarify the client's ability to adapt
and to benefit from therapeutic interventions. Their greatest importance will likely be noted when you develop a treatment plan. Simply put, if two
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individuals have the same disorder at the same severity level, the individual with the greater resources or strengths is more likely to respond well and
quickly to the therapeutic interventions. Intelligent people, for example, can generally benefit from a broader range of interventions than can an individual
who is diagnosed with an intellectual disability. The same is true when we compare any number of potential strengths or resources. Wealthy families or
individuals, for example, often have more financial resources available to assist them than do individuals with less financial backing. In designing
treatment intervention strategies, this may at times be an important variable.

Learning Activities

Readings
In your DSM-5 text:

• Read "Cultural Formulation," pages 749–759. The core elements of assessing the cultural, racial, and ethnic context of psychodiagnostics are
detailed in a standard fashion to support the effective use of the DSM-5 as a diagnostic system.

• Choose any single diagnostic code number listed in the classification, and read the full section describing that diagnostic code number within the
body of the DSM-5. You will find these narrative sections about each Diagnosis Code between pages 31 and 714. The Index at the back of the DSM
can help you locate the page number for each diagnosis. This reading will serve two purposes: first, it will acquaint you in more depth with the
structure of the DSM, and second, it will provide the context for you to use in the second discussion in this unit.

Carefully read the Case Study of John to prepare for the first discussion in this unit.

Carefully read and study the following course resources:

• The Mental Status Evaluation (MSE) Checklist lists the factors which you will need to take into account when you work with and diagnose clients.
While you will not be required to conduct a MSE in this course, this checklist can be considered when you read the cases and may be worth
commenting on when you explain your diagnostic process.

• The Case Study Response Guide provides a format for you to use in applying the DSM-5 in discussions and assignments in this course. This
means that when you respond to an assignment or discussion question that features the Case Study Response Guide in the Resources section,
you should use that format in generating your submission for grading. The guide has four sections:
1. Case Summary – This is a brief summary of what you learned about the individual.
2. Clinical Impression (Diagnosis) – This is your clinical impression in the DSM-5 format that was explained in Units 1 & 2.
3. Recommendations- Describe next steps in the case, including further assessment and treatment.
4. Question- Each Discussion Question or Assignment may include SPECIFIC questions that you are to cover. These are likely to be different

from the default question in section 4 or the sample Case Study Response Guide. You are to cover the specific questions listed in the
Discussion Question or Assignment direction in this 4th section.

Multimedia
• Click American Diagnostic Practice to review the illustration from the Unit 2 Introduction.

Optional Readings
• Belsky and Pluess's 2009 article, "Beyond Diathesis Stress: Differential Susceptibility to Environmental Influences," from Psychological Bulletin,

volume 135, issue 6, 885–908.
• Driscoll, Lopez, and Kistner's 2009 article, "A Diathesis-Stress Test of Response Styles in Children," from Journal of Social and Clinical
Psychology, volume 28, issue 8, pages 1050–1070.

• McKeever and Huff's 2003 article, "A Diathesis-Stress Model of Posttraumatic Stress Disorder: Ecological, Biological, and Residual Stress
Pathways," from Review of General Psychology, volume 7, issue 3, pages 237–250.

Course Resources

American Diagnostic Practice
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Overview
The purpose of this first assignment is to give you an initial opportunity to use the DSM-5 to make a diagnosis based on information provided in a specific
case. Following the guidelines for diagnosis provided in the Unit 2 Introduction, think through the information in the case to come up with a diagnostic
hypothesis. Follow the format of the Case Study Response Guide in the document you submit as your assignment. The focus of this assignment is the
Case Study of Molly.

Instructions
1. Read the Case Study of Molly.
2. Using the DSM-5, follow the guidelines for diagnosis to think through how you would diagnose Molly's condition.
3. Once you have arrived at your diagnostic hypothesis, use the Case Study Response Guide to format your assignment, including your diagnosis in

DSM-5 format.
4. Address the following questions in Part 4 of the Case Study Response Guide:

◦ What other kinds of information would you like to know about Molly?
◦ For illustrative purposes, add your own additional facts to Molly's case and describe how this additional information might alter the

diagnostic hypothesis.

Submit your completed response in the assignment area as "u02a1 Case Study of Molly."

Course Resources

The purpose of this discussion is to think through some of the ambiguities that can make the diagnostic process more complex than it might at first
appear.

Begin by carefully reading the Case Study of John. Pay particular attention to how the psychologist's diagnosis changes as the case unfolds and more
information is available about John. Imagine how much more difficult accurate diagnosis would have been if you had followed a particular diagnosis
prematurely.

1. What were your thought processes and reactions as you noted the changing picture presented in John's case?
2. Using the diathesis-stress model to assess John's case, what salient vulnerabilities and stressors come to mind?
3. Attempt a diagnosis for John, based on your current knowledge, providing the DSM-5 and ICD-10 codes, according to the format provided in Unit 1.

Some suggestions to help you prepare your initial post: Since you have not yet learned diagnostic specifics, just describe your evolving impressions in
whatever terms seem the most accurately descriptive, and the reasons for those impressions. Turn to the DSM Decision Trees and DSM-5 diagnostic
categories for assistance. A combination of narrative comment and a highlighted encoding DSM-5 diagnosis would work well.

Refer to the Case Study Response Guide to assist you with this discussion.

Response Guidelines
Review the posts of other learners, and respond to at least two of them. In each case, comment on the learner's thoughts about John's case. What
additional insights can you offer?

Course Resources

Case Study Response Guide

Case Study of Molly

Psychology Attributes and Evaluation of Discussion Contributions

Case Study Response Guide

Case Study of John
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Unit 3  Anxiety, Obsessive-Compulsive and Related Disorders, and Trauma and Stressor-Related Disorders

For this discussion, refer to the psychological diagnosis you chose to read for a single diagnostic code in DSM-5 text in the study in this unit (u02s1).

Each of us has a different background of experience. Keeping your experience level in mind, along with what you personally need to glean from such a
diagnostic manual, please provide your analysis of how effectively the manual covered the following aspects of the diagnosis you read about.

1. Diagnostic features.
2. Subtypes and specifiers.
3. Associated features and disorders, including:

a. Laboratory findings.
b. Physical examination and general medical condition findings.

4. Culture, age, and gender features.
5. Prevalence.
6. Course of the disorder.
7. Familial pattern.
8. Differential diagnoses.
9. Diagnostic criteria.

Be sure to address what was effective and helpful in the DSM's presentation, what you feel is missing or could be improved, any cultural or diversity
issues that might be of concern, and what you personally need to know more about.

Response Guidelines
Review the posts of other learners and respond to at least two of them. Provide feedback regarding your perceptions of their analysis, along with the
reasons for your analysis and evaluation of their response.

Resources

Course Resources

Introduction

Anxiety disorders are among the most common of the mental disorders. Certainly, anxiety is an aspect of many mental disorders, and it provides the
foundation for many symptoms commonly seen in the clinic. However, there are a number of paradoxes here. Anxiety can be symptomatic of an anxiety
disorder alone, or it can be a symptom within a larger picture in very different diagnostic groups, such as depression, obsessive-compulsive disorder,
dementia, or schizophrenia. Many people believe they have a common sense notion of how certain psychological events cause anxiety; yet anxiety is
primarily noteworthy for its high level of physical symptomatology in the form of hyper-reactivity of the nervous system, with its multiple bodily
manifestations. In this unit, you will learn the symptoms associated with this large category of psychopathology.

In the change from the DSM-IV-TR to the DSM-5, the former category of anxiety disorders has been broken into three separate diagnostic categories,
that is:

1. Anxiety disorders.
2. Obsessive-compulsive and related disorders.
3. Traumatic and stressor-related disorders.

Anxiety disorders comprise a broad category in psychopathology. Some writers think that anxiety is at the heart of all mental disorders. Yet there is
increasingly persuasive evidence that a specific propensity to anxiety, in the form of high levels of autonomic nervous system reactivity, is likely hard-
wired (that is, biologically based) in some people, but not in others. It is also useful to remember that the term anxiety is both a very broad concept (like
the concept of stress) and the name of a specific disorder. Some form of fear reaction often characterizes anxiety. Thus, there is often an element of
anxiety in many psychological disorders, even those not on the anxiety disorder spectrum.

Psychology Attributes and Evaluation of Discussion Contributions
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Other disorders can be formed as a result of attempts to control anxiety. An example would be substance-abuse disorders, when their origin is in
attempts to control anxiety by self-medicating. In fact, many individuals with substance-abuse disorders have concurrent or preexisting anxiety or mood
disorders. This can complicate their recovery from all of the disorders involved.

The mood disorders almost always have at least some element of anxiety present. It is really the degree and impact of the anxiety that determines
whether a depressive or an anxiety disorder should be diagnosed. For instance, if the anxiety is the main factor impairing the client's functioning, an
anxiety disorder likely will be diagnosed; if the depressive symptoms are the main impairing factor, then a depressive disorder will be diagnosed.

In naming the various specific anxiety disorders, one useful paradigm to keep in mind is to identify the object of the fear and the degree of fear.

The Object of Fear
The object of the fear orients us to the kind of disorder. An unnamable fear would suggest generalized anxiety, particularly if it really amounted more to
worry and nervousness. Of course, this could also imply some other potential diagnosis that must be ruled out, such as a brain tumor, a dissociative
disorder, or a cognitive disorder. A fear of specific places or public situations would suggest agoraphobia, whereas a fear of specific things or objects
would suggest a specific phobia. A fear of interacting with people (especially if embarrassment is the key to the fear) would suggest social phobia. A fear
that things are out of control might suggest obsessive-compulsive disorder, especially if it leads to intrusive thoughts or driven behaviors. A fear of a
traumatic event or its reminders would suggest either an acute or a chronic traumatic stress disorder.

The Degree of Fear
The degree of fear is not always so reliable an index, but it is still important. When the fear provokes the body's general arousal syndrome (fight or flight
syndrome), we usually think of panic disorder. However, degree is not the sole factor to consider. For instance, in the flashbacks associated with post-
traumatic stress disorder, the fear may be at the panic level, but panic disorder is not the right diagnosis. Any symptom set that can be better explained
by another disorder should be diagnosed as that other disorder.

As with any disorder, always remember that anxiety disorders can be substance-induced or substance-magnified, or caused (or aggravated) by a
medical condition. Many medical conditions can cause or amplify anxiety, and in this unit, you will discover some of these. Many ingested substances
cause anxiety, either directly, after long use, or due to withdrawal symptoms. Caffeine can directly cause anxiety. Alcohol can cause anxiety, especially
with prolonged use or upon withdrawal from heavy use. Even prescribed medications can cause anxiety symptoms. For example, Prozac, when given for
depression, sometimes causes anxiety-like agitation and sensations.

SUDS Scale
An effective means of "measuring" the degree of fear or anxiety with a client is to use a SUDS scale. This will help generate an objectified means of
understanding a client's subjective levels of stress or anxiety. (Similar scales can be applied to many psychological issues such as pain, fear, desire,
obsessions, compulsions, and others). SUDS stands for Subjective Units of Distress. It is handy to use a 10-point Likert scale for this exercise.

To generate this scale with a client, always start by establishing the highest degree of stress or anxiety. Ask the client to name their most anxiety-
provoking situation. Have them close their eyes and imagine this anxiety-provoking situation right down to having them tell you what they see, smell,
taste, hear, feel in this situation. Then have them open their eyes and relax. This highly stressful or anxiety-provoking event is given a score of 10.

Now have the client close their eyes and go to the safest, most secure and comfortably pleasant situation they can imagine, a situation completely
without anxiety or stress. Have them describe this situation, including how it feels, tastes, smells, and sounds, and what they see. Have them open their
eyes. This situation becomes zero on the SUDS scale. In other words, zero is the score they would report when they experience no anxiety. You end on
this positive note in order to keep the client as comfortable as possible with your therapy and the assessment process in which you employ this
technique.

Now you have a 10-point scale with which to assess the client's current level of anxiety or stress, from high to low. You and they can then use this scale
repeatedly to assess the impact of therapeutic interventions. For example, you and they can use it to determine how anxious or stressed the client was
when you started a relaxation exercise, and what happened to their anxiety level when they finished. The client can learn to use this to assess their level
of stress in any situation they face when they are outside of therapy, and can in fact use it to trigger an intervention strategy designed to help minimize
the rising anxiety they may feel.

Learning Activities

Readings
In your DSM-5 text, read the following chapters:

• "Anxiety Disorders," pages 189–233.
• "Obsessive-Compulsive and Related Disorders," pages 235–264.
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• "Trauma and Stress-Related Disorders," pages 265–290.

In the Capella Library, carefully review Kilpatrick, Resnick, Milanak, Miller, Keyes and Friedman's 2013 article, "National Estimates of Exposure to
Traumatic Events and PTSD Prevalence using DSM-IV and DSM-5 Criteria," in the Journal of Traumatic Stress, Volume 26, pages 537–547.

Read the Case Study of Marvin to prepare for the discussions in this unit. Review the Case Study Response Guide.

Optional Readings - Internet
• National Institute of Mental Health's 2016 articles:

◦ Anxiety Disorders.
◦ Obsessive-Compulsive Disorder.
◦ Post-Traumatic Stress Disorder.

• U.S. Department of Health and Human Services' 1999 article, "Mental Health: A Report of the Surgeon General." Review Chapter 4, "Anxiety
Disorders," pages 233–243 in the PDF.

Read the Case Study of Marvin.

In addition to anxiety being a symptom of mental health diagnoses, it can also be a symptom of certain medical illnesses.

1. Find a medical condition that can mimic or cause anxiety and obsessive-compulsive symptoms, and find two articles about that medical disorder.
2. Post your summary of the two research articles you reviewed. Be sure that you integrate both into one coherent summary, providing support for your

claims about which medical conditions should be kept in mind when seeing anxiety and obsessive-compulsive symptoms.
3. What, if any, ethnic or cultural controversies are factors to consider when teasing out the etiology of anxiety and obsessive-compulsions related to

this medical concern?

Note: You may want to pay particular attention to the sections of your DSM-5 text (pages 226–233 and 257–263) that review substance or medication-
induced anxiety or obsessive-compulsive disorders, as well as possible medical reasons for the disorders.

Any of the listed medical conditions might contribute to Marvin's anxiety and obsessive-compulsive behaviors.

1. Provide a critical evaluation of the research you studied.
2. Is it methodologically robust?
3. Are the findings sufficiently robust to persuade you?

Be sure to support your conclusions well. Think about these issues carefully before you begin to write this post. It will be particularly important for you to
answer these questions:

• How do you know the research is methodologically robust?
• What is needed to make it robust?
• If you are unsure about this, how can you get your questions answered?

Read the Case Study Response Guide to assist you with this discussion.

Response Guidelines
Review the posts of other learners, and respond to at least two of them. Comment on their evaluation of the research and what you personally learned
from it. Do you think the research is methodologically robust? Why or why not?

Course Resources

Psychology Attributes and Evaluation of Discussion Contributions

Case Study Response Guide

Case Study of Marvin
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Unit 4  Mood Disorders and Feeding and Eating Disorders

Review the Case Study of Marvin. Using the medical illness you choose to write about in this unit's first discussion, respond to the following:

• How would this specific medical condition or illness be likely to impact or interact with Marvin's described anxiety symptoms and obsessive-
compulsive symptoms?

• How would you sort out (understand) the differential impacts of the two conditions (obsessive-compulsive disorder, as opposed to the medical
condition you chose)?

• Would you still make a diagnosis of obsessive-compulsive disorder if you found that Marvin also suffered from this disorder?
• How do you differentiate Marvin's obsessive-compulsive symptoms between the related diagnoses of:

◦ Obsessive-compulsive disorder.
◦ Obsessive-compulsive personality disorder.

Defend your answer.

Record the diagnosis you would give Marvin if he clearly displays this medical condition in addition to his anxiety and obsessive-compulsive symptoms.
Review the Case Study Response Guide to assist you with this discussion.

Response Guidelines
Review the other posts of other learners, and respond to at least two of them. What did you learn from their research and writing? Do you agree with their
diagnosis? Why or why not? Explain your position.

Course Resources

Introduction

In sooth, I know not why I am so sad.
It wearies me, you say it wearies you,
But how I caught it, found it, or came by it,
What stuff 'tis made of, whereof it is born,
I am to learn;
And such a want-wit sadness makes of me,
That I have much ado to know myself.

— The Merchant of Venice, Act I, Scene I, ll. 3-9.

Aaron Beck could have penned this description, which reads like an Elizabethan rendering of some of the DSM criteria for depression. In fact, these are
the opening lines of Shakespeare's The Merchant of Venice.

As the readings in this section will attest, the mood disorders are among the richest diagnostic categories in terms of the quality and quantity of the
research base and the sophistication of theory. There are several good reasons for this. The mood disorders are common, can often be debilitating, and
seem to have existed in other times and places in manifestations quite similar to our present clinical descriptions. The mood disorders are as indisputably
real as psychopathology gets, at least at the present time.

You will note an almost obsessive elaboration of subtypes and modifiers in the DSM-5. The mental health professions are trying very hard to crack the
code of what is hoped to be the underlying order of the mood disorders. It is as if the hope is to understand the natural history of this family of disorders.

Psychology Attributes and Evaluation of Discussion Contributions

Case Study of Marvin

Case Study Response Guide



That understanding may put us well on the way to discovering reliable causes and cures. This may be grand, but if any diagnostic group justifies such
optimism, it is the mood disorders.

Anxiety and Depression
Depression is a vexing disorder that affects at least 10 percent of adults in North America. It is the leading cause of disability in America and affects about
twice as many women as men. There are some indications that depressed men behave in ways that differ from depressed women. These behavioral
differences lead to different diagnoses when they are present.

The trigger stimulus for depression is often the loss of someone or something very important, a disappointment, a perceived injury to self-esteem, or
similar events. These losses can come from events that may seem positive to others, such as job promotions or moves to new cities or better
neighborhoods. They are often subjective losses: losses of friends, status, or other existential factors that help one feel connected to the world. In other
cases, there are no discernible environmental precipitants, although genetic issues, medical concerns, neurological changes, and changes in brain
chemistry need to be considered.

Anxiety disorders frequently comorbid with depression, as well as with some other disorders. Roughly the same percentage of American adults is
diagnosed with anxiety disorders as with depression. However, the comorbidity of anxiety with depression does not exist on a one-to-one basis. In other
words, not every person diagnosed with depression will also have a diagnosis of anxiety or vice versa, and sometimes it is difficult to know which is of
paramount concern.

The comorbidity of anxiety with depression is not surprising when the effect of depression on a person's life is understood. Most depressed people are
able to continue their daily activities, including going to work and school, even though they do not function at an optimal level. These people experience
something that has been called a neurotic paradox. The neurotic paradox describes the situation in which a person recognizes the self-defeating nature
of his or her behavior but is unable to stop it. So, when the depressed person is avoiding others, not eating, letting things slide, and so on, he or she is
aware of the dysfunctional nature of that behavior but is unable to act differently, and so continues with it. The awareness of the self-defeating nature of
the behavior may lead to a comorbid state of anxiety as the person becomes concerned about the implications of this pattern. It can also further erode his
or her sense of self-worth, and so the depression deepens as they now "feel bad about feeling bad" and about its impact on their life.

The diathesis-stress model is a potential framework for understanding the development and treatment of depression. Its potential value arises from the
use of a broadly defined diathesis, or set of predispositions, that includes biological as well as psychological factors. Thus, if a family history of
depression were present, diathesis would include that as a possible causal variable. The diathesis is activated by stress of a type and amount that
exceeds the person's ability to cope. The loss of a loved one or something else important is the most likely form of stress to trigger a depressive
response. Unfortunately, there is a paucity of evidence to confirm or disconfirm the value of this model in the explanation of depression, and the evidence
that does exist is contradictory.

Some medical model theorists speculate that at least some forms of depression may be caused by physical factors, such as an imbalance of
neurotransmitters, and that external events may play no role. Other medical models, however, postulate that environmental influences act upon and
affect these physical features. It may also be the case that different models are true for different mood disorders and that any and all of these issues may
interact in any given individual.

Other Depressive Disorders
This category of mood disorders includes the following:

• Persistent Depressive Disorder (formally called dysthymia).
• Major depression.
• Bipolar disorder (formerly manic-depressive illness).

Each of these will be studied in relation to anxiety and in relation to each other. The diathesis-stress model is examined for its usefulness as an
explanatory framework.

Persistent Depressive Disorder refers to a depression that is ongoing but of milder severity, while major depressive disorder describes a more severe
and acute variety. These are common depression variants, but there are many others, all of which are detailed in the DSM-5 and further in the
voluminous research and literature base.

We know a fair amount about the natural history of depression due to careful observations in the time before there were reliable medications for
depression. Mood disorders are moody by nature. If untreated, about 80 percent of people with depression will recover after two years without any
treatment. After five years, the spontaneous recovery rate rises to about 92 percent. Slightly less than 10 percent of people with depression never
recover and remain chronically depressed; again, this is without treatment.

This is obviously a difficult way to spend a few years, not to mention the damage this malady inflicts on relationships, the loss of educational and career
opportunities, and other deleterious effects. Most important, mood disorders are one of the few mental health problems with a noteworthy lethality rate. It
is estimated that perhaps as many as 15 percent of people with chronic persistent depression kill themselves. Depression is believed to be a factor in at
least 50 percent of suicides. In about half of the cases of an initial depressive episode, the depression will return, and in general, the earlier the age of
first diagnosable depression, the greater the likelihood of recurrence.
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Research has added a twist to the old adage that "misery loves company." When it comes to depression, the new twist is that "misery loves miserable
company." Depressed people often seek out depressing situations or people in a fashion that reinforces their already negative view of the world and their
life within it. It is often a negatively spiraling and self-reinforcing disorder that cries out for active intervention to break the cycle. That intervention may
only be psychological in nature, but it is becoming far more common to use a combination of physical activity, therapy, and medication.

Reference

Shakespeare, W. (1952). The merchant of Venice. In G. B. Harrison (Ed.), Shakespeare: The complete works (pp. 227–242). Boston, MA: Heinle.

Learning Activities

Readings
In your DSM-5 text:

• Read "Depressive Disorders," pages 155–188.
• Read "Bipolar and Related Disorders," pages 123–154.

◦ In reading these two sections of the DSM-5 text, you will learn about the family of disorders known as major depression, bipolar disorder, and
Persistent Depressive Disorder (dysthymia), and about their many variations, modifiers and severity specifiers. It will be to your advantage if
you devise a way to quickly identify a way to know which pages you will need to use to clarify diagnoses in among the types of mood
disorders as they can be quite complicated and involved.

• Read "Assessment Measures," pages 733–748. This will help you learn to understand and review important psychopathological domains
necessary for good diagnostic interviews. It provides an effective perspective for tracking symptom severity in any individual and provides guidance
for assessing disabilities. (Versions of these assessment tools may be found online at the American Psychiatric Association's DSM-5 Web site.

• Carefully review "Feeding and Eating Disorders," pages 329–354. Eating disorders such as anorexia nervosa and bulimia nervosa are addressed
in this chapter.

To prepare for the assignment due at the end of this unit, read the Case Study of Bill.

Optional Readings - Internet
• U.S. Department of Health and Human Services' 2009 article, "Mental Health: A Report of the Surgeon General." Review Chapter 4,"Mood

Disorders," pages 244–268 in the PDF.
• National Institute of Mental Health's articles:

◦ Bipolar Disorder (2016).
◦ Depression (2016).
◦ Suicide Prevention (2015).
◦ Eating Disorders (2016).

Review the Case Study of Bill. This case study is used for the second discussion as well as for this assignment.

Use the Case Study Response Guide to format your assignment. In Section 4 of the response guide, address each of the following:

1. What diagnostic possibilities does Bill's case present?
2. What have you read in the case history so far that presents these possibilities for you?
3. What kind of questions you might ask to evaluate each diagnostic possibility? You must consider at least two—but no more than three—diagnostic

possibilities and develop a series of questions to interview for each possibility.
4. What possible answers would lead you toward or away from each of your possibilities?

Note: Your instructor may also use the APA Writing Feedback Rubric to provide additional feedback on your academic writing. The writing feedback
rubric does not affect your assignment grade, but its feedback may factor into the grading criteria, if professional communication and writing is a course
competency. Evaluate your own work using this rubric. Refer to the Learner Guide for instructions on viewing instructor feedback.

Course Resources
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In your Diagnostic and Statistical Manual of Mental Disorders (5th Edition) text, critique the strengths and weaknesses of the Bipolar Disorders section,
including such factors as its structure and organization, ease of use, and the primary research and methodological considerations that were used to
establish the criteria for these disorders.

In particular, assess how you differentiate between Bipolar I Disorder, Bipolar II Disorder, and a Cyclothymic Disorder, and how these came to be viewed
as different diagnoses in the development of the DSM. This will entail some research outside of required course materials.

Response Guidelines
Review the posts of other learners and respond to at least two of them. Be cognizant of the problem of obtaining critical historical information in order to
differentiate the diagnoses, but assess whether or not the other learners have adequately addressed this issue. Explain and support your position.

Course Resources

Based on the material presented in the Case Study of Bill:

1. Provide the DSM-5 differential diagnoses for Bill, including a listing of "Other Factors," and support your decision process with a brief narrative.
2. Refer to the two ICD-10-CM appendices in your DSM-5 text, pages 839–862 and 877–896 and detail any differences in the diagnosis that you might

find if you were to use the ICD-10 to arrive at the diagnosis or diagnoses. (As this is your first look at the comparison between the ICD-10 and the
DSM classification systems, you may want to take a little time to understand how these systems relate to each other.)

3. Explain the etiological factors that you think are relevant in this case along with their reasons, keeping the diathesis-stress model in mind. You will
need to do some research to clearly explain and support your reasons for suspecting these etiological factors.

4. List the three primary issues that need to be addressed in a treatment plan for Bill.

Review the Case Study Response Guide to assist you with this discussion.

Response Guidelines
Review the posts of other learners and respond to at least two of them. Can you add anything to their diagnoses and perspectives on the etiological
factors involved in Bill's symptoms, or to their treatment plan ideas? Explain your comments thoroughly.

Course Resources

Case Study of Bill

Learner Guide to APA Writing Feedback Rubric

Mental Status Evaluation Checklist

Case Study Response Guide

APA Writing Feedback Rubric

Psychology Attributes and Evaluation of Discussion Contributions

Psychology Attributes and Evaluation of Discussion Contributions

Case Study Response Guide



Unit 5  Personality Disorders

Introduction

The personality disorders are worthy of a complete course of study by themselves. In recent decades, the study of personality and its pathology has
grown in rigor and robustness. In this unit, we will briefly touch on the basics of personality disorder diagnosis.

During Unit 5, you will come to understand the concept of the personality disorder within the medical model and diathesis-stress perspectives. Using the
DSM-5, you will learn the basic criteria for making a personality disorder diagnosis, and you will acquaint yourself with the controversies in the field of
personality disorder diagnosis.

To understand personality disorders, you must first consider the concept of personality. In general terms, most writers (refer to Millon and Davis, 2000;
Morrison, 1995) think of personality as a person's ensemble of enduring patterns of affective, cognitive, and behavioral responses to the environment. In
simple terms, this means that we all have basic coping and response patterns and that these, as we age, become more and more set or settled. Thus,
our personalities, unlike our moods or feeling states, tend to be fairly stable and predictable over time. This concept is not without its critics, especially
among some behaviorists, but it is a theoretical underpinning for the concept of personality disorders.

Next, consider the concept of personality traits. A trait is nothing more than one of these patterned response sets. If I typically get angry and defensive
when given negative feedback, that is a trait. If I am easygoing under stress, that is a trait. Morrison says that traits are, "well-ingrained ways in which
individuals experience, interact with, and think about everything that goes on around them" (1995, p. 460). He goes on to define a personality disorder as
any collection of personality traits that does not serve the person's needs well, usually because the person has become too inflexible and maladaptive
given the current environment. Millon and Davis (2000) define personality disorder as the condition that occurs when, "many such [unproductive]
personality traits typically occur together" (p. 3).

The key element, then, is that the constellation of personality traits tends to be counterproductive to the person's well-being, and often to the well-being of
others. The behaviors of many individuals with personality disorders cause stress to those around them, yet the individual with the diagnosis often does
not view himself or herself as having a problem. Rather, they assume that it is others who have "issues."

While discussing the range from adaptive to maladaptive personality traits, it should not be forgotten that some of the personality disorders, specifically
those in cluster B (described below), include individuals with some of the most destructive and exploitative interpersonal behavior patterns described in
mental health.

Most writers on the subject, as well as most clinicians experienced in working with persons with personality disorders, tend to believe that personality
disorders are dimensional, not categorical. That is, the personality traits that cause trouble tend to be common to everyone, and that the degree of rigidity
and dysfunctionality is the key. Nearly everyone has a trait of suspiciousness to some degree or other, but only when that becomes the dominant trait in
the person's response repertoire to any environment is a personality disorder likely. Another school of thought postulates that some of the personality
disorders (such as schizotypal or antisocial) may be different, in that they primarily represent the manifestation of a strong, categorical, and
nondimensional (that is, either you have it or you do not) biological predisposition, and that there are few, if any, adaptive variants of this cluster within the
normal range.

Consider, too, that the given environment must be taken into account. Suspicion might be dysfunctional in one social environment, but highly beneficial in
another. Both the environment (stress) and the person's flexibility of response (diathesis) must be considered. The inability to move fluidly from one
environment to another, using different traits as called upon, can also constitute a personality disorder.

Thus a person's predisposing style, or set of traits, can render that person more or less vulnerable (diathesis) to disturbance when the environment calls
for adaptation (stress). The degree of rigidity or flexibility in responding is also a diathetical (susceptibility or liability) factor to look for. For instance,
honesty and integrity in speech is a valuable and generally admirable trait. But if telling the strict truth to the Gestapo would result in the death of
neighbors or loved ones, is it still good? Similarly, logical analysis and critical attack can be successful traits in a courtroom attorney, but the attorney
must be able to leave the attack mentality in the courtroom if he or she is to have a successful marriage.

Criteria and Controversial Issues in Diagnosing Personality Disorders
According to Morrison (1995, p. 461), summarizing the DSM-IV (an earlier iteration of the DSM series), there are a few general criteria to look for in
diagnosing a personality disorder, which are still relevant to the DSM-5:

1. There is a lasting pattern of behavior and inner experience that markedly deviates from norms of the client's culture. The pattern is manifested in at
least two of these areas: affect, cognition, impulse control, or interpersonal functioning.

2. The pattern is fixed and affects many personal and social situations.

Case Study of Bill
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3. The pattern causes clinically significant distress (this is very important) or impairs work, social, or personal functioning.
4. The roots of the pattern are in adolescence or young adulthood.
5. The pattern is not caused by a medical condition or by substance use, including medications.

There are a number of controversial issues in personality disorder diagnosis. These tend to cluster in these areas:

1. For some of the personality disorders, the underlying research is not robust. Antisocial, borderline, obsessive-compulsive, schizoid, and schizotypal
personality disorders tend to have the most solid research support. Thus, not all the disorders should be considered automatically valid and reliable.

2. Some of the personality disorders, especially borderline personality disorder, may be overdiagnosed. This means that their incidence in mental
health diagnoses tends to be overrepresented compared with their researched incidence in the general population. Other personality disorders, such
as schizotypal personality disorder, are underdiagnosed compared with their researched incidence in the general population.

3. Because insurers and managed-care organizations are reputed to eschew reimbursement for these disorders, and because many people (wrongly)
believe that personality disorders are impossible to treat, some clinicians fail to diagnose them, despite the fact that an adequate and accurate
diagnosis requires it. This is an issue in which ethics, research, and the sociology of health care intersect.

4. Some behavior is diagnosed as being a personality disorder when, in fact, it is norm-based behavior in the client's culture. A case in point: the quasi-
official diagnosis of dependent personality disorder runs into trouble because it is disproportionately given to women; yet acting dependent is
normative behavior for many women in cultures (including some areas of the United States) where women are considered or even expected to be
dependent on men. Such individual-specific considerations must always be applied in each diagnostic instance.

Personality Disorder Clusters
Finally, consider the clusters into which the DSM-5 places the personality disorders. They can be reviewed in the DSM-5 text.

• Cluster A—includes the schizoid, the paranoid, and the schizotypal personality disorders. These are all chiefly characterized by cognitive styles that
result in alienation, social isolation, and so on.

• Cluster B—comprises the antisocial, the narcissistic, the borderline, and the histrionic personality disorders. Each of these is chiefly characterized
by behavioral traits that foster unsuccessful adaptation, particularly in the interpersonal world.

• Cluster C—contains the avoidant, the dependent, and the obsessive-compulsive personality disorders. These are chiefly characterized by
interpersonal patterns or traits that make for difficulties in living. Some argue that the obsessive-compulsive personality disorder (which despite its
name is not directly related to the diagnosis of "obsessive-compulsive disorder") is better included in Cluster B.

In the DSM-III through the DSM-IV-TR, a passive-aggressive personality disorder was included in Cluster C or as part of an Appendix labeled "Criteria
Sets for Further Study". This disorder also is chiefly characterized by interpersonal patterns that are not functional.

However, in all the personality disorders, the clusters are merely helpful, not definitive. The person with narcissistic personality disorders may also be
somewhat avoidant or dependent. It is common to see an individual diagnosed with a borderline personality disorder to also display narcissistic and
histrionic traits. The client with a schizoid personality disorder may also appear dependent, or someone with a schizotypal personality disorder may have
strong obsessive-compulsive traits. It is critical to remain open to the data and to avoid rigidly adhering to the assumption that a person must fit into a
discrete diagnostic category. People are complex, and diagnostic categories are general approximations.

Finally, the personality disorder diagnoses are especially dependent on accurate history. Perhaps more than any other mental health diagnosis, the
history, not the presenting symptoms, may be the most important factor in accurately diagnosing someone with a personality disorder. This dependence
on an accurate history presents a challenge. There is the usual error rate when clients describe their own history, but in this case, the history in question
is often unflattering, and therefore especially prone to distortion. Collateral sources and records are often particularly important in establishing accurate
diagnoses with the personality disorders.

References

American Psychiatric Association. (2000). Diagnostic and statistical manual of mental disorders (4th ed., text revision, DSM-IV-TR). Washington, DC:
Author.

American Psychiatric Association. (2013). Diagnostic and statistical manual of mental disorders (5th ed.). Washington, DC: Author.
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Course Resources

Learning Activities
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u05d1 - Reformulate Diagnostic Work-Up

Readings
In your DSM-5 text:

• Read "Personality Disorders," pages 645–684. In this reading you will learn about the classification, etiology, diagnosis, and treatment of
personality disorders.

• Read "Substance-Related and Addictive Disorders," pages 481–509. You will be reading the rest of this section in the next unit.

Read the Case Study of Bill, Part 2 to prepare for an upcoming discussion.

Optional Readings - Internet
National Institute of Mental Health's article, "Borderline Personality Disorder."

At this point in your learning you should understand enough about the diagnostic process to begin working on the project for this course, the Case Study
of Danial Assessment Paper, due in Unit 10.

• Read the instructions to complete the assessment paper detailed in Unit 10, and the Case Study of Danial Assessment Paper Scoring Guide.
• Read the Case Study of Danial. Begin to formulate your thoughts and search the literature for references to support your work on this final paper.
• Follow the decision trees and tables in your DSM-5 text and be careful with your various age-appropriate diagnoses of Danial as you study the text.
• Begin to search for supporting research where you see the need.

To do a good job on the assessment paper, you will need to begin this work now. Plan to spend a couple of hours getting started this week.

We now revisit the case of Bill from the previous unit. Imagine you have conducted a second interview with him. After pondering the case presented in
this unit's readings:

1. Reformulate your diagnostic work-up of Bill, given the new information in Part 2 of his case study.
2. Describe your decision-making process in arriving at this reformulation.
3. Evaluate the difficulties in accurately diagnosing personality disorders.
4. Discuss the difficulties in obtaining accurate information about clients' histories.

Review the Case Study Response Guide to assist you with this discussion.

Response Guidelines
Review the posts of other learners and respond to at least two of them. Assess and add to their perception of how a clinician can overcome the difficulties
they mentioned in obtaining an accurate history of Axis II individuals.

Course Resources

Psychology Attributes and Evaluation of Discussion Contributions

Case Study Response Guide

Case Study of Bill, Part 2
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Unit 6  Substance Use and Addictive Disorders, Mental Disorders Due to a General Medical Condition

Find and report on psychological literature that addresses these three issues:

1. Discuss the role that individual differences (gender, ethnicity, socioeconomic status, sexual orientation, religious commitment, age, geography, and
so on) may play in behaviors or attitudes that might be considered signs of a personality disorder.

2. Give examples to support your points.
3. Examine in writing at least three of these individual differences, but give particular attention to one of your choice.

Be sure to cite references for each of these sections.

Response Guidelines
Review the posts of other learners and respond to at least two of them. Is their discussion and research sound? Why or why not? Use professional
literature to validate your judgment.

Course Resources

Introduction

In this unit, you will learn the difference between substance use, abuse, intoxication, and substance withdrawal. In addition, you will learn the
biopsychosocial factors that are important in the development of behaviors that culminate in this diagnosis. You will also understand how pathological
gambling develops and what factors are relevant in its development.

In this unit, less attention will be given to mental disorders that are due to general medical conditions, eating disorders, and other impulse control
disorders. However, you will be introduced to the medical model descriptions of them. These will receive more attention in Advanced Psychopathology. It
should be noted, however, that eating disorders are among the few mental health diagnoses for which there is significant morbidity, that is, these
disorders can result in death. Eating disorders do appear to be on the increase in certain populations.

Substance Abuse and Dependence
Substance abuse and dependence generally fall under the rubric of addictive disorders. A physiological dependence may develop with excessive alcohol
use and with the use of some drugs. Psychological addiction may develop for drugs where physiological addiction does not. However, the DSM-5 has
moved away from a focus on abuse and dependence, and instead focuses on diagnoses of substance use disorders which rely on criteria for abuse,
intoxication, withdrawal, and substance-induced disorders.

The diathesis-stress model predicts that a vulnerability, or predisposition, is present in people who become chronic abusers or dependent upon one or
more of these substances. It is likely that the predisposition is based in the patient's genetic code or biological makeup, as it is not unusual for these
disorders to run in families. Since the predisposition is not inevitable, the model requires a stressor to trigger the vulnerability. But conventional wisdom
argues that people with family members who either abuse alcohol or drugs or are dependent upon them should either abstain from personal use or use
these substances with much care.

Among people who have been successfully treated for substance use disorders, there is a vulnerability to future use and abuse of these substances.
This vulnerability presents a serious problem when faced with the need for surgery and postoperative pain medication.

What may be stressful for one person may not be for someone else. Nevertheless, there are some common themes in the stressful events. Some people
feel overwhelmed and unable to cope with the demands of their life and choose intoxication as a way to manage the overwhelming events. Others
choose alcohol or drugs to cope with a coexisting mental illness, such as depression, anxiety, or major mental disorders.

Treatment of people with chemical dependency must focus on identifying the situations (parties, bars, home, or other situations) that are high-risk for
substance use and help the person develop less risky alternatives. Programs that use the 12-step model initiated by Alcoholics Anonymous rely heavily
on the following:

• The relationship between a sponsor, a person who should be well along in the recovery process, and the patient.

Psychology Attributes and Evaluation of Discussion Contributions
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• Frequent group meetings that provide support and the opportunity to develop friendships among people who no longer use alcohol or drugs.
• Working through the 12 steps, which are designed to overcome self-deception about the chemical dependency and make amends to those harmed

by the patient's behavior.

While other approaches to treatment exist, the 12-step model is among the most widely used, if not the most widely used, treatment approach.

Substance abusers who are self-medicating with alcohol or drugs require appropriate diagnosis and treatment of the comorbid mental disorder. At times,
it is difficult to know whether there is a comorbid mental disorder until the patient has completed the detoxification process, thereby removing much of the
influence of the substances being abused.

Gambling
Pathological gambling is included here as an example of an impulse-control disorder with addictive characteristics because of the difficulty a pathological
gambler has in controlling it. This disorder is manifested by a willingness or eagerness to bet on the most mundane events. All of the major forms of
gambling are available to the pathological gambler: casino games, horse races, dog races, athletic events, lottery games, and numbers games.
Additionally, these people may bet on such mundane things as which car responds to a green light first, the red car or the blue car.

The pathological gambler's inability to control his or her gambling behavior has serious consequences, including disruption of relationships, legal
problems, and loss of job or possessions. Recent studies on pathological gamblers have suggested alarmingly high rates of suicidal behavior and of
criminal activity to cover debts.

The cause of pathological gambling is not known for certain. Studies have found that pathological gamblers are more impulsive than others are and less
tolerant of boredom. It is hypothesized that gambling is used to treat the anxious feelings associated with depression and boredom, much as the
chemical abuser uses chemicals to self-medicate a comorbid mental disorder. A few studies have found higher scores on sensation-seeking scales
among pathological gamblers when compared to social gamblers or non-gamblers. However, the preponderance of studies has not found such a
relationship between pathological gambling and sensation seeking. Treatment of pathological gambling is likely to follow the 12-step program model.
However, there seems to be less success in treating gambling disorders with this method.

Mental Disorders Due to a General Medical Condition
Medical conditions that may directly cause or contribute to psychological and behavioral symptoms are frequently overlooked in diagnostic situations.
This is one of the reasons why taking a good medical and behavioral history is particularly important, and why medical and neurological assessments are
often recommended, if for no other reason than to rule out an underlying medical concern.

Medical conditions are an important clarifying element in the coordination of psychological and medical treatment regimens with the array of medical
personnel who may be involved in a patient's treatment. Medical conditions need to be diagnosed under the heading of "Other Factors" after the principle
diagnosis is given. Diagnostically, it is important to distinguish between mental disorders related to general medical conditions, those that are substance-
induced (drugs or toxins), and those arising from unknown causes. Medical conditions to be aware of include brain changes, head injuries, central
nervous system or cerebrovascular disease, and infectious and autoimmune conditions that may impact the central nervous system, among many
others.

Review the DSM-5 appendix titled "Numerical Listing of DSM-5 Diagnoses and Codes (ICD-10-CM)," pages 877–896 for a more complete listing of these
potential issues. Also, in the "Neurocognitive Disorders" section (pages 591–644), please review the diagnosis of "Delirium," pages 596–602, for another
consideration of substance-use effects on psychodiagnostics.

Reference

American Psychiatric Association. (2013). Diagnostic and statistical manual of mental disorders (5th ed.). Washington, D.C.: Author.

Course Resources

Learning Activities

Readings
In your DSM-5 text:

American Psychiatric Association. (2013). Diagnostic and statistical manual of mental disorders (5th ed.). Washington, DC: Author.
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u06d1 - Substance Abuse

• Read "Substance-Related and Addictive Disorders," pages 510–560. This chapter continues the examination of the many disorders caused by
alcohol and drugs.

• Carefully review "Stimulant-Related Disorders," pages 561–590. This section examines the rest of the substance-related disorders.
• Carefully review "Other Specified Mental Disorders Due to a General Medical Condition," and "Other Mental Disorders," pages 707–708. While a

number of symptoms may at times be related to general medical conditions, attention to an unexplained personality change is particularly
important.

• Carefully review "Medication-Induced Movement Disorders and Other Adverse Effects of Medication", pages 709–714.

Read the Case Study of Ben, Part 1 to prepare for the second discussion in this unit. You will be using the Case Study of Ben Part 2 for the assignment;
however, for best results, complete your initial posts in the discussions in this unit before completing your assignment due at the end of this unit.

Optional Reading - Internet
• Unwin, Davis and De Leeuw's 2000 article, "Pathologic Gambling," from American Family Physician, volume 61, issue 3, pages 741–748.
• National Institute on Drug Abuse's NIDAMED: Medical and Health Professionals.
• National Institute of Mental Health's article, "HIV/AIDS and Mental Health."

Read the Case Study of Ben, Part 2.

Use the Case Study Response Guide to assist you in revisiting your diagnosis of Ben's condition, incorporating this new information. In Section 4 of the
response guide, address each of the following:

• In each of these scenarios, describe how the new information alters the picture presented in the original case study.
• Describe your new diagnostic hypotheses, and justify your conclusions.
• What further diagnostic evaluation do you believe is warranted?

Use the Case Study Response Guide to format your assignment.

Note: Your instructor may also use the APA Writing Feedback Rubric to provide additional feedback on your academic writing. The writing feedback
rubric does not affect your assignment grade, but its feedback may factor into the grading criteria, if professional communication and writing is a course
competency. Evaluate your own work using this rubric. Refer to the Learner Guide for instructions on viewing instructor feedback.

Course Resources

Respond to the following in your initial post:

• Distinguish between substance use, abuse, and dependence. Be sure to use current DSM-5 terminology and conceptualizations as you respond to
this task.

Learner Guide to APA Writing Feedback Rubric

Case Study Response Guide

Mental Status Evaluation Checklist

APA Writing Feedback Rubric

Case Study of Ben, Part 2
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Unit 7  Schizophrenia and Other Psychotic Disorders

• Compare the presentation differences you could expect to see in an individual diagnosed with a generalized anxiety disorder who is dependent on
one of these:

◦ Marijuana.
◦ Alcohol.
◦ Methamphetamines.
◦ Cocaine.

• Briefly assess the factors involved in at least one ethnic and cultural issue related to substance abuse that is at the heart of a current controversy,
being sure to include a perspective on diathesis-stress issues.

Response Guidelines
Review the posts of other learners and respond to at least two of them. Evaluate their response with an eye to adding information to their discussion that
fully describes the issues they have addressed.

Course Resources

Review the Case Study of Ben, Part 1. Use the Case Study Response Guide to guide your analysis of how you might apply the DSM-5 to diagnose Ben's
condition.

For your initial post in this discussion, though, rather than providing a diagnosis, submit your responses to these questions:

1. What diagnostic possibilities does Ben's case present?
2. What have you read in the case history so far that presents these possibilities for you?
3. What kind of questions you might ask to evaluate each diagnostic possibility? You must consider at least two, but no more than three, diagnostic

possibilities, and develop a series of questions to interview for each possibility.
4. What possible answers would lead you toward or away from each of your possibilities?
5. What further information and referrals would you want to clarify Ben's diagnosis?

Response Guidelines
Review the posts of your peers, and respond to at least two. In each case, identify at least one insight into diagnostic issues that your peer has identified
that you did not. Evaluate that insight, and explain your reasons for agreeing or disagreeing with its applicability in this case.

Course Resources

Introduction

Psychology Attributes and Evaluation of Discussion Contributions

Psychology Attributes and Evaluation of Discussion Contributions

Case Study Response Guide

Case Study of Ben, Part 1

Mental Status Evaluation Checklist
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Schizophrenia is a major mental illness diagnosed on Axis I. Historically, when a person was labeled as "crazy," schizophrenia was probably the disorder
to which they were referring. People suffering from this disorder can be demonstrably different in appearance and behavior from others. Further, those
diagnosed with schizophrenia are significantly overrepresented in homeless populations.

In this unit, you will learn about the various subtypes of schizophrenia. You will be able to distinguish among those subtypes and identify the prognosis for
each. You will develop an understanding of how to apply the medical and diathesis-stress models in the diagnosis of these disorders.

The onset of schizophrenia usually happens during late adolescence and before age 30. People diagnosed with this disorder can experience
hallucinations and delusions that significantly impair their ability to function adequately in society at large, although this is not true in all cases. Some
individuals diagnosed with schizophrenia may appear odd as they often do not dress appropriately for season or occasion. They may be disheveled and
have poor personal hygiene. Others may be characterized by profound interpersonal deficits and a pervasive inability to think clearly, which is known as a
"thought disorder." It is not uncommon for other people to be uncomfortable around, even to fear, those with schizophrenia.

Schizophrenia is a category of disorders rather than a unitary construct. In its mildest manifestation, schizophreniform disorder, the symptoms have
appeared for the first time and resolve within six months. Unless there are future episodes, the diagnosis does not progress to full schizophrenia. When
the symptoms warrant the diagnosis of schizophrenia, an effort is made to determine the subtype that is present.

The number and name of subtypes has waxed and waned over the years. Previously, the following subtypes were used:

• Paranoid schizophrenia, diagnosed when the primary delusional system is that of conspiracy, control by others, persecution, and involuntary
behaviors.

• Disorganized schizophrenia, characterized by affect that is both labile and incongruent with verbal behavior. Silly giggling may be present.
Thoughts are loose and not organized in a logical or coherent way.

• Residual schizophrenia, diagnosed when there has been at least one previous episode of schizophrenia and when there are ongoing negative
symptoms (such as blunted affect) but an absence of positive symptoms that would justify diagnosing a different subtype.

• Undifferentiated schizophrenia, diagnosed when there are sufficient symptoms to make the diagnosis of schizophrenia but there is not a
preponderance of positive symptoms that will lead to the diagnosis of paranoid or disorganized schizophrenia.

These subtypes of schizophrenia, however have been eliminated in the DSM-5. This was due to diagnostic instability and poor reliability and validity
related to these categories. Instead, the DSM-5 has shifted to a "dimensional approach" to this spectrum of disorders in which the severity of core
symptoms are now rated by the psychodiagnostician. It is hoped that this new approach will more accurately detail the symptom heterogeneity seen
throughout this spectrum while capturing the issues of severity noted across the entire spectrum of psychotic disorders.

This category of disorders is generally chronic. Some people respond well to medication and are able to continue functioning in productive employment
and family units. Others are not so fortunate and may require long-term institutionalization or residence in group homes or halfway houses. The truly
unfortunate are those who end up in prison or homeless because of their illness, both of which are significant and ongoing social problems, particularly
since many of the previous institutions that assisted this population have been closed in recent years.

It is also possible to display psychotic behaviors of a more transient nature due to the effects of substance use, exposure to toxins, or medical conditions.
Some of these may be very brief. Other forms of psychosis are also possible, with delusions, shared delusions, and a blend of mood disorder and
schizophrenic symptoms known as a schizoaffective disorder, which is seen relatively frequently and is often easily confused with mood disorders and
schizophrenia.

Learning Activities

Readings
In your DSM-5 text, read the following chapter:

• "Schizophrenia Spectrum and Other Psychotic Disorders," pages 87–122. This chapter addresses the history, epidemiology, etiology, diagnosis,
and treatment of schizophrenia and other psychotic disorders.

Read the Case Study of Ben, Part 3 to prepare for the second discussion in this unit.

Optional Readings - Internet
• National Institute of Mental Health's 2016 article, "Schizophrenia."
• U.S. Department of Health and Human Services' 2009 article, "Mental Health: A Report of the Surgeon General," Chapter 4, "Schizophrenia,"

pages 269–284 in the PDF.
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u07d1 - Schizophrenia

u07d2 - Case Study of Ben, Part 3

Continue working on the Case Study of Danial Assessment Paper, which is due in Unit 10.

• In your DSM-5 text, follow the decision trees and tables and read the relevant sections in order to respond effectively to this large assignment.
• Locate supporting research as appropriate.
• Read the Case Study of Danial Assessment Paper Scoring Guide to make sure you comply with all requirements for the paper.
• As you revisit the Case Study of Danial, think about how you might use what you have learned during the past two weeks.

Respond to the following in your initial post:

• If you were working in the emergency room of a hospital, how would you distinguish between three individuals, one of whom presents with
schizophrenia, another with a schizoaffective disorder, and the third with a brief psychotic disorder?

• What is the basic ICD-10 code (the number) for each of these diagnoses?
• Create a brief PowerPoint presentation you could provide to families that explains the prognosis for two of these disorders and any treatment

issues of which the family needs to be aware. Remember that, when using PowerPoint, the slide should present headlines, rather than paragraphs.
The idea is that you would walk through the slides with the family, filling in the details as you speak. The Notes section should be used to store your
details. Upload your PowerPoint presentation as an attachment to this discussion.

• Identify, analyze, and discuss both sides of one current controversy related to cultural and ethnic issues in the diagnosis of schizophrenia.

Response Guidelines
Read the posts of other learners and respond to two of them. Critique the strengths and weaknesses of their comments on the cultural or ethnic
diagnostic controversy. What additions or deletions would make their handout more effective, and why?

Course Resources

Review the Case Study of Ben, Part 3. Imagine now that you had not seen Part 2 but instead, after Ben Part 1, you read Part 3. For your initial post in
this discussion, submit your response to these questions:

• Describe how the new information alters the picture presented in the original case study. Before posting, you might want to review Ben Part 1, the
case you discussed last week (u06d2).

• Describe your new diagnostic hypotheses, and justify your conclusions.
• What further diagnostic evaluation do you believe is warranted?

Response Guidelines
Review the posts of your peers, and respond to at least two. In each case, begin by explaining the extent to which you agree, or disagree with your
peer's conclusions, providing your reasons. Then describe what you think might be determined by a further diagnostic evaluation.

Course Resources

Psychology Attributes and Evaluation of Discussion Contributions
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Introduction

The readings in this unit cover a wide range of the remaining adult diagnostic categories in the DSM-5. These disorders are too many to meaningfully
describe in this brief presentation. Most of them are less common than the other adult disorders. An exception is the adjustment disorders, which are
commonly diagnosed, but by definition are the least pathological of all disorders.

It is useful, however, to generally discuss an overall problem with these more unusual disorders. Specifically, the exotic can have an irrational pull on
diagnosticians. The caseloads of most mental health professionals are populated predominantly with those who have anxiety, mood, personality,
substance abuse disorders, and schizophrenia, not with more rare and exotic disorders. That is why this course has emphasized these disorders in Units
3 through 7—they will be the most commonly presented disorders in most clinical settings.

Depending upon the setting in which you may work (particularly in specialty clinics for brain injury, medical concerns, or geriatric concerns) delirium,
dementia, sleep, and somatoform disorders may be far more common than in a traditional mental health setting. Other settings with a focus on specific
client issues will also often reflect a cluster of diagnoses common to that service. You need to be aware, though, that any and all of these conditions may
present in the most commonplace of outpatient settings.

Diagnosticians should consider the wisdom of medieval philosopher William of Occam (or Ockham). One of his central ideas is called "Occam's razor,"
which holds that the most obvious explanation is usually (certainly not always) the most likely explanation, and more unusual possibilities, while
intriguing, are usually low-probability events.

Many beginning diagnosticians are drawn to the unusual, but most clients have the usual. There is nothing wrong with considering low base rate
possibilities, but begin with the most likely possibilities. As these are ruled out, move to the less probable. This will help make your diagnostic decision-
making more efficient.

The unusual is appealing because it is so unusual, but most of the time it is simply not operating, precisely because it is unusual (that is, it has a low base
rate). Having said that, it is important to know enough about the less common disorders to recognize them when they are present.

Learning Activities

Readings
In your DSM-5 text:

• Read "Somatic Symptoms and Related Disorders," pages 309–327. This chapter details diagnoses that may appear to reflect a general medical
condition but which are not completely explained by medical assessment or exposure to a substance. This section now includes the diagnosis of
"Factitious Disorders" where individuals take on the "sick role" through intentional production of physical and/or psychological symptoms in
themselves or by imposing them on others.

• Read "Dissociative Disorders," pages 291–308. You will learn about disorders reflecting changes or disruptions in an individual's sense of identity,
consciousness, or memory and perception.

• Carefully review "Gender Dysphoria," pages 451–460. This will help you better understand gender roles at all ages.
• Carefully review "Sleep-Wake Disorders," pages 361–422. This details major groupings of sleep disturbances.
• Carefully review "Sexual Dysfunctions," pages 423–450 and "Paraphilic Disorders," pages 685–706. These disorders are characterized by

disturbances in desire, urges, behaviors, fantasies or cross-gender identification.

Read the following case study to prepare for an upcoming assessment:

• Case Study of Kimberly, Part 1.

Psychology Attributes and Evaluation of Discussion Contributions

Case Study of Ben, Part 3

Case Study of Ben, Part 1



u08a1 - Case Study of Kimberly, Part 1

u08d1 - Diathesis-Stress, Comorbidity, and Cultural Impact

u08d2 - Diagnosis Controversy

Review the Case Study of Kimberly, Part 1 and submit your responses to these questions as part of your assignment:

• What diagnostic possibilities do Kimberly's case present?
• What evidence in the case history presents these possibilities for you?
• What kind of questions you might ask to evaluate each diagnostic possibility? You must consider at least two, but no more than three, diagnostic

possibilities, and develop a series of questions to interview for each possibility.
• What possible answers would incline you toward or away from each of your various possibilities?
• What further diagnostic evaluation is needed to clarify Kimberly's diagnosis?

Use the Case Study Response Guide to format your assignment.

Note: Your instructor may also use the APA Writing Feedback Rubric to provide additional feedback on your academic writing. The writing feedback
rubric does not affect your assignment grade, but its feedback may factor into the grading criteria, if professional communication and writing is a course
competency. Evaluate your own work using this rubric. Refer to the Learner Guide for instructions on viewing instructor feedback.

Course Resources

Respond to the following in your initial post:

• Choose one disorder covered in the readings for this unit, and apply the diathesis-stress model to understanding it.
• Choose two possible categories of substance abuse from the DSM and compare and contrast the interactive impact these substance abuse

disorders would likely have on the disorder you are writing about.
• Choose two different ethnic or cultural groups in the United States. Compare and contrast the impact of this diagnosis on members of these two

groups.
• Be sure to put the name of the disorder in the subject line of your post.

Note: Your initial post in this discussion needs to address a different disorder than the one you address in the second discussion in this unit (u08d2).

Response Guidelines
Respond to a learner who selected a different disorder than you did. Was their application of the diathesis-stress model valid? Explain your position.

Course Resources

Case Study of Kimberly, Part 1

Case Study Response Guide

Learner Guide to APA Writing Feedback Rubric

APA Writing Feedback Rubric

Mental Status Evaluation Checklist

Psychology Attributes and Evaluation of Discussion Contributions



Unit 9  Neurodevelopmental Disorders of Childhood and Adolescence, and Neurocognitive Disorders

u09s1 - Studies

Choose one of the disorders covered in the chapters of the DSM-5 that you read for this unit.

• Discover and review sources of information on the disorder from outside of the course materials, and present a description of some current issue or
controversy in the diagnosis (not treatment) of this disorder.

• Be careful to analyze cultural influences in this controversy and to compare DSM-5 and ICD-10 terms.
• Put the name of the disorder in the subject line of the post.

Note: Your initial post in this discussion needs to address a different disorder than the one you address in the first discussion in this unit (u08d1).

Response Guidelines
Respond to a learner who selected a different disorder than you did. Comment and raise heuristic questions on the issues that were raised.

Course Resources

Introduction

As in the preceding unit, this unit involves a survey of a wide range of disorders that will be covered more thoroughly in Advanced Psychopathology.
Unlike the preceding unit, the disorders covered here are a mix of the common and the unusual, representing the full range of childhood and adolescent
disorders. At this point, you are expected to have only a basic familiarity with them. In addition, this unit also addresses neurocognitive disorders that can
include dementia and delirium. These disorders are characterized by disturbance or deficit in cognition reflecting a significant change from previous
levels of functioning.

It is useful to note, even at a cursory stage of knowledge of these disorders, how different the diagnostic building blocks are. Instead of a primary reliance
on self-reporting, as in adult diagnosis, there is a primary reliance on observation and reports of parents and other adult caregivers. This is most true with
children, and adolescents occupy an intermediate position.

There is also often a more rudimentary feel about diagnosis in children and adolescents. For decades, the mental health professions focused on adult
disorders and problems, and conceptualizing the mental health problems of minors is a relatively new endeavor. In some cases, theory and research in
the area of children and adolescents are still behind the adult arena, but there are some impressive areas of rapid development of theory and data.

It is important to remember that in child and adolescent diagnostics, you may frequently see diagnoses change as a child moves through developmental
stages. This does not mean that the clinicians who evaluated this youngster previously were wrong in their diagnoses. It is, for example, not uncommon
to see a childhood diagnosis of attention-deficit hyperactivity disorder shift to that of a bipolar disorder in latter teen years. You will see instances where a
pervasive developmental disorder-NOS diagnosis in a four-year-old is later diagnosed as autism or one of the schizophrenias as the child ages. A
reactive attachment disorder at age three may be diagnosed as an oppositional-defiant disorder when the child is seven years old and yet later viewed as
a conduct disorder, and still later, as the child enters adulthood, possibly as an antisocial personality disorder.

Many childhood diagnoses are dependent on comparison with the age-appropriate behaviors of "normal" children at that developmental stage. As
childhood behaviors change and mature through the developmental levels, the clarity of what we observe tends to become more evident as the
behaviors of age-peers improve in "normal" or statistically predictable ways and the behaviors of the child with a disorder (or combination of disorders)
remains dysfunctional. For example, what was relatively age-appropriate at age four, and which would not alert a clinician to a diagnostic issue, has a
significantly different meaning when that same behavior is noted at age ten. In addition, the assessment instruments available for working with children
tend to become more effective as children mature. We are generally able to more fully and adequately assess a wider range of behavioral issues in an
older child than in a younger one, although this is not necessarily true for all disorders.

Learning Activities

Readings
In your DSM-5 text:

Psychology Attributes and Evaluation of Discussion Contributions



u09s2 - Assessment Paper Preparation

u09a1 - Case Study of Kimberly, Parts 2 and 3

• Read "Neurodevelopmental Disorders," pages 31–86. This chapter addresses a variety of childhood and adolescent disorders, such as Intellectual
disability, learning disorders, communication disorders, and tic disorders.

• Carefully review "Neurocognitive Disorders," pages 591–644. This chapter details the etiology of disorders characterized primarily by a disturbance
or deficit in cognition reflecting a significant change from previous levels of functioning.

• Carefully review "Disruptive, Impulse-Control, and Conduct Disorders," pages 461–480. This chapter discusses the etiology, diagnosis, and
treatment of impulse-control disorders.

• Carefully review "Elimination Disorders," pages 355–360. This chapter discusses elements of impulse control issues.

Skim the rest of your DSM-5 text to acquaint yourself with the range of information available in this resource. This should assist you in diagnosing the
broad variety of behaviors that comprise the bulk of psychopathological behavioral concerns.

Read the Case Study of Kimberly, Parts 2 and 3 to prepare for an upcoming discussion.

Optional Reading - Internet
National Institute of Mental Health's articles:

• Attention Deficit Hyperactivity Disorder (2016).
• Autism Spectrum Disorder" (2016).
• Child and Adolescent Mental Health (2016).
• Older Adults and Mental Health (n.d.).

Your assessment paper is due next week.

• In your DSM-5 text, follow the decision trees and tables and read the relevant sections in order to respond effectively to this large assignment.
• Locate supporting research as appropriate.
• Read the Case Study of Danial Assessment Paper Scoring Guide to make sure you comply with all requirements for the paper.
• Apply new insights from your learning over the last two weeks.
• If you have not done so already, begin drafting your paper.

Review the two new scenarios in the Case Study of Kimberly, Parts 2 and 3:

1. Do not mix the two scenarios.
2. When you respond to one, label it as either Part 2 or Part 3. Then, respond to the other and properly label it.
3. In each scenario, do not assume the other scenario is true.

Read both of these scenarios and submit your responses as part of your assignment:

• Describe how the new information alters the picture presented in the original case study. Be sure to address how the diathesis-stress model may
apply.

• Describe your new diagnostic hypotheses, and justify your conclusions.
• Report on any further diagnostic evaluation you believe is warranted.

Use the Case Study Response Guide to format your response for each scenario in this assignment.

Note: Do not merge the two scenarios or they will be impossible to decipher. They are two discrete scenarios.

Note: Your instructor may also use the APA Writing Feedback Rubric to provide additional feedback on your academic writing. The writing feedback
rubric does not affect your assignment grade, but its feedback may factor into the grading criteria, if professional communication and writing is a course
competency. Evaluate your own work using this rubric. Refer to the Learner Guide for instructions on viewing instructor feedback.



u09d1 - Childhood Disorders

u09d2 - Bipolar Disorder

Course Resources

Choose any of the childhood or adolescent disorders covered in the assigned readings in this unit except bipolar disorder. Discover and review sources
of information on the disorder. Then respond to these topics:

• Debate the pros and cons of a current issue or controversy related to the diagnosis (not treatment) of this disorder. Be sure to consider the cultural
and ethnic aspects and impact of the diagnosis.

• Present your arguments for the components of a state-of-the-art assessment that are needed to properly diagnose this disorder in children and
adolescents. Be sure to consider:

◦ Diagnostic ethical issues.
◦ Sensitivity to diversity.
◦ Etiological issues.

Response Guidelines
Review the posts of other learners and respond to at least two of them:

• What is your take on the diagnostic issues discussed?
• What more do you need to know about this disorder and how to diagnose it?
• What is your assessment of the assessment issues discussed for this disorder?

Course Resources

In recent years, there have been heated controversies about attention-deficit hyperactivity disorder (ADHD). Perhaps the most heated current
controversy involves the diagnosis of bipolar disorder in children and adolescents.

• Identify and summarize two articles on this controversy, and outline the primary points of disagreement.
• Take a position on the controversy and justify it.
• Is this a condition that has been improperly under-diagnosed in minors, or are proponents over-diagnosing bipolar disorder in difficult minors?
• Support your arguments with appropriate citations.

Response Guidelines
Review the posts of other learners and respond to at least two of them. Explain why you agree or disagree with their position, and offer references from
psychological literature to back up your position.

Course Resources

Case Study of Kimberly, Parts Two and Three

Mental Status Evaluation Checklist

Case Study Response Guide

Learner Guide to APA Writing Feedback Rubric

APA Writing Feedback Rubric
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Unit 10  Critiques of Diagnosis and Mental Health Understandings of Psychopathology

u10s1 - Studies

Introduction

Diagnosis and understandings of psychopathology have been criticized from both within and without the mental health professions. The journal articles
for this unit give some examples of the critiques of both perspectives. It is important for mental health professionals to be reasonably responsive to
outsider criticisms, and not dismiss them out of hand as uninformed. Mental health professionals are not the only stakeholders in the mental health
system. Whether acknowledged or not, we often play roles that involve social and political functions, not only health care functions. These criticisms will
be pursued in greater depth in Advanced Psychopathology.

We arrive at an uneasy position at the end of this course. Having expended considerable effort to obtain an initial familiarity with the complexities of
formal mental health diagnosis and understandings of psychopathology, you are now exhorted to question both the particular approaches and the overall
meaning of the entire enterprise, and to consider the role of diagnosis and psychopathology as an agent of social and political control.

It is easy to dismiss such concerns as merely historical; to see, for example, the use of mental health professions to control the different, the
disenfranchised, and the politically dissident as something that occurred in other times and places, such as under Stalin.

While comforting, this assertion is facile. This has also occurred in the United States, and more often than we as a society may want to acknowledge. The
treatment of women, gays and lesbians, the poor, and many minorities by mental health professionals has historically been more oppressive than
empowering. It is a scant comfort to respond that the behavioral sciences have improved, and that the problems of our past have been solved. Every
past generation of health care practitioners has perceived itself as advanced, modern, and progressive; every current generation of practitioners sees the
blind spots of their predecessors. How will our comfortable assumptions be perceived by the future generations of behavioral scientists? Simply peruse
the many revisions of the DSM from its inception. They are littered with obsolete concepts and assertions that we now find absurd, offensive, and even
embarrassing. Yet those practitioners, like us, operated in good faith with the best science available as they understood it.

Some of these issues may be uncomfortable for many in the field, especially for those who are working so hard to master the complex system under
criticism. Maintaining an open mind and receptivity to the criticisms, and routinely considering the role of diagnosis and psychopathology in a larger social
and political context, are as important as mastering the DSM.

In many ways, diagnostics within the context of our diverse culture is a difficult balancing act. The challenge is to reliably render diagnosis precisely and
on its own terms while maintaining a critical stance that calls into question the meaning of these exact activities. We must always be keenly aware of the
biases and limitations of our "science" and of ourselves.

Learning Activities

Readings
In your DSM-5 text :

• Read "Other Conditions That May Be a Focus of Clinical Attention and Other Codes," pages 715–727.
◦ These include codes for disorders that are not the focus of clinical attention or for situations for which no mental disorder exists.
◦ These include the V-Codes which may or may not be the focus of clinical attention and which may or may not exacerbate other conditions, but

which needs diagnostic acknowledgement for intervention and treatment purposes.

• Read "Conditions for Further Study," pages 783–805. This section will help you see areas of psychodiagnostics upon which future research is being
requested to clarify future diagnoses which may or may not make the next version of the DSM series.

Review the Case Study of Danial, Parts 1, 2 and 3—the basis for the final assignment.

In the Capella Library, read Koerner, Kohlenberg, and Parker's 1996 article, "Diagnosis of Personality Disorder: A Radical Behavioral Alternative," from
Journal of Consulting and Clinical Psychology, volume 64, issue 6, pages 1169–1176. When this article was written, clinicians were considering
alternatives to what was then the DSM-IV-TR, and this articles highlights some of their concerns. In your final assignment, you are asked to use similar
thinking in evaluating the DSM-5, from your point of view.
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u10a1 - Case Study of Danial Assessment Paper

Overview
Your assessment paper on the final Case Study of Danial, Parts 1, 2, and 3 will provide you with an opportunity to consider psychopathology issues from
a developmental perspective, and to assess the differences between children, adolescents, and adults. This assessment will provide you with a further
understanding of psychopathology and improve your diagnostic skills across the life span.

The Case Study of Danial provides three scenarios at different stages in his life. These scenarios each include:

• A developmental history.
• Family background.
• Reason(s) for referral.
• Basic assessment results.
• Issues in treatment.

After you read each scenario, you will be asked to respond to the same series of questions and to integrate information at each stage of Danial's life.

Use the Case Study Response Guide to format your assignment for each of the three scenarios. Complete your assessment paper by adding a Part 4 at
the end, as described in the instructions.

Instructions
Respond to the questions below ( The Questions to Address for Danial...) for each part of Danial's case study. Be particularly careful to integrate
information from each preceding developmental stage into your responses, as they provide you with valuable history. Then answer the final questions as
Part 4.

Think of each part of the case study as your first exposure to Danial, but in each successive part, you will be expected to consider all material from the
previous scenarios. For example:

• Part 1: When you respond to the questions in Part 1, all the information you know about Danial is contained in Part 1. Your answers will relate to
only this scenario.

• Part 2: When you respond to the questions in Part 2, you will have access to the expanded history. Respond to the scenario presented in Danial,
Part 2, but also be aware of his previous history detailed in Part 1. Think of Part 1 as information from a medical record. Be sure to integrate this
information into your response to the questions in Part 2.

• Part 3: When you respond to Part 3, you will have access to the full history. Respond to the information presented in Danial, Part 3 at that point. Be
sure to integrate his previous history from Parts 1 and 2 into your Part 3 answer.

• Part 4: This is a separate section designed to integrate important issues from this course.

The Questions to Address for Danial, After Each Part (1, 2, and 3)

1. What are your diagnostic hypotheses for Danial in this scenario? Justify your conclusions.
2. Describe what further diagnostic information you need (what further diagnostic evaluation is warranted) at the end of this scenario.
3. From a diathesis-stress perspective, what impact do the cultural, ethnic, and psychosexual issues have on Danial and his family in this scenario, and

what other issues may play a role?

Part 4 Questions and Issues

1. Given Danial's family background and his open homosexuality, what cultural and ethnic factors do you need to be aware of at the different stages of
his life, and how would you deal with them in arriving at your diagnoses? Give your reasoning with supporting documentation.

2. Compare and contrast the changing roles of psychosexual diagnoses in the DSM text since the 1950s.

Assessment Requirements
To achieve a successful final assessment outcome, you are expected to meet the following requirements:

• Written communication: Written communication is free of errors that detract from the overall message.
• Thoroughness: The paper must address each question completely. Note: Do not restate the questions in your responses.
• APA formatting: Resources and citations are formatted according to APA (6th Edition) style and formatting.
• Length of paper: Minimum of 12–15 typed double-spaced pages, excluding title page, table of contents, and reference page.
• Font and font size: Arial, 10 point.

Note: Your instructor may also use the APA Writing Feedback Rubric to provide additional feedback on your academic writing. The writing feedback
rubric does not affect your assignment grade, but its feedback may factor into the grading criteria, if professional communication and writing is a course
competency. Evaluate your own work using this rubric. Refer to the Learner Guide for instructions on viewing instructor feedback.



u10d1 - Diagnostic Systems

u10d2 - Personal Opinion

Course Resources

Based upon your reading of all sources, respond to the following:

• Is there value in keeping some diagnostic system? Why or why not?
• If you believe that there is value in keeping some diagnostic system, what would it consist of?

◦ Would it look like the DSM-5 or something different?
◦ If different, what would the features be?

The journal articles assigned for this unit can serve as one set of ideas, but feel free to use other sources.

Response Guidelines
Review the posts of other learners and respond to at least two of them. Explain whether you agree or disagree with the substance of their post. Support
your position.

Course Resources

Based upon your experiences and learning throughout this course, respond to the following:

• How has your personal opinion about diagnosis changed since the beginning of this course?
• What position do you see diagnosis occupying in the larger social or political context?
• What measures might you take to strike a balance between engaging the DSM fully enough to use it well and with precision, yet maintaining an

intelligently critical stance toward it?

Response Guidelines
Review the posts of other learners and respond to at least two of them.

Course Resources

APA Style and Format

Learner Guide to APA Writing Feedback Rubric

Case Study of Danial

APA Writing Feedback Rubric

Mental Status Evaluation Checklist

Case Study Response Guide
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