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Note: The authors have worked to ensure that all information in this book is accurate

at the time of publication and consistent with general psychiatric and medical standards,

and that information concerning drug dosages, schedules, and routes of administration

is accurate at the time of publication and consistent with standards set by the U.S. Food

and Drug Administration and the general medical community. As medical research and

practice continue to advance, however, therapeutic standards may change. Moreover,

specific situations may require a specific therapeutic response not included in this book.

For these reasons and because human and mechanical errors sometimes occur, we

recommend that readers follow the advice of physicians directly involved in their care or

the care of a member of their family.

Books published by American Psychiatric Association Publishing represent the findings,

 SSeeccttiioonnss 

https://dsm.psychiatryonline.org/doi/book/10.1176/appi.books.9781615375295
https://dsm.psychiatryonline.org/doi/book/10.1176/appi.books.9781615375295
https://dsm.psychiatryonline.org/doi/10.5555/appi.books.9781615375295.jb00post
https://dsm.psychiatryonline.org/doi/10.5555/appi.books.9781615375295.jb00post
https://dsm.psychiatryonline.org/doi/10.5555/appi.books.9781615375295.jb00post
https://psychiatryonline.org/
https://psychiatryonline.org/
https://dsm.psychiatryonline.org/personalize/addFavoritePublication?doi=10.1176/dsm
https://dsm.psychiatryonline.org/personalize/addFavoritePublication?doi=10.1176/dsm
https://dsm.psychiatryonline.org/personalize/addFavoritePublication?doi=10.1176/dsm
https://dsm.psychiatryonline.org/personalize/addFavoritePublication?doi=10.1176/dsm
https://dsm.psychiatryonline.org/action/showPreferences?menuTab=Alerts
https://dsm.psychiatryonline.org/action/showPreferences?menuTab=Alerts
https://dsm.psychiatryonline.org/action/showPreferences?menuTab=Alerts
https://dsm.psychiatryonline.org/action/showPreferences?menuTab=Alerts
https://dsm.psychiatryonline.org/
https://dsm.psychiatryonline.org/


conclusions, and views of the individual authors and do not necessarily represent the

policies and opinions of American Psychiatric Association Publishing or the American

Psychiatric Association.

If you wish to buy 50 or more copies of the same title, please go to www.appi.org/

specialdiscounts for more information.

Copyright © 2023 American Psychiatric Association Publishing

ALL RIGHTS RESERVED

First Edition

Manufactured in the United States of America on acid-free paper 27 26 25 24 

23  5 4 3 2 1 ISBN 978-1-61537-361-1 (print), 978-1-61537-362-8 (ebook)

American Psychiatric Association Publishing 800 Maine Avenue SW, Suite 900 -2812

Library of Congress Cataloging-in-Publication Data Names: Barnhill, John W.

(John Warren), 1959– editor. | American  Psychiatric Association Publishing, issuing

body. Title: DSM-5-TR clinical cases / edited by John W. Barnhill. Description: First

edition. | Washington : American Psychiatric Association  Publishing, [2023] |

Includes bibliographical references and index. Identifiers: LCCN 2022049312 (print) |

LCCN 2022049313 (ebook) | ISBN  9781615373611 (paperback) | ISBN

9781615373628 (ebook) Subjects: MESH: Diagnostic and statistical manual of mental

disorders. ‡s  5th ed | Mental Disorders–diagnosis | Case Reports Classification: LCC

RC473.D54 (print) | LCC RC473.D54 (ebook) | NLM WM 40 | DDC 616.89/075–

dc23/eng/20230113 LC record available at https://lccn.loc.gov/2022049312 LC ebook

record available at https://lccn.loc.gov/2022049313

British Library Cataloguing in Publication Data A CIP record is available from

the British Library.



Terms of Use Privacy Policy

© 2024 American Psychiatric Association

American Psychiatric Association Publishing

Powered by Atypon Literatum

http://psychiatryonline.org/termsofuse
http://psychiatryonline.org/termsofuse
http://psychiatryonline.org/privacypolicy
http://psychiatryonline.org/privacypolicy
http://appi.org/
http://appi.org/


Back to table of contents Previous Chapter Next Chapter

 Full Access

Contributors and and Introduction

CCoonnttrriibbuuttoorrss

1. Jamie Miller Abelson, M.S.W.

Program Manager, Curtis Center for Health Equity Research and Training,

University of Michigan (Ann Arbor, MI)

2. Stewart Adelson, M.D.

Clinical Associate Professor of Psychiatry, Weill Cornell Medicine (New York City)

3. Anthony O. Ahmed, Ph.D.

Associate Professor of Psychology in Clinical Psychiatry, Weill Cornell Medicine

(White Plains, NY)

4. Salman Akhtar, M.D.

Professor of Psychiatry, Thomas Jefferson Medical College (Philadelphia, PA)

5. George S. Alexopoulos, M.D.

Professor Emeritus of Psychiatry, Weill Cornell Medicine (White Plains, NY)

6. Margaret Altemus, M.D.

Associate Professor of Psychiatry, Yale University School of Medicine (New Haven,

CT)

7. Paul S. Appelbaum, M.D.

Elizabeth K. Dollard Professor of Psychiatry, Medicine, and Law, Vagelos College of

Physicians and Surgeons, Columbia University (New York City)

8. Evelyn Attia, M.D.

 SSeeccttiioonnss 

https://dsm.psychiatryonline.org/doi/book/10.1176/appi.books.9781615375295
https://dsm.psychiatryonline.org/doi/book/10.1176/appi.books.9781615375295
https://dsm.psychiatryonline.org/doi/10.5555/appi.books.9781615375295.jb00pre
https://dsm.psychiatryonline.org/doi/10.5555/appi.books.9781615375295.jb00pre
https://dsm.psychiatryonline.org/doi/10.1176/appi.books.9781615375295.jb01
https://dsm.psychiatryonline.org/doi/10.1176/appi.books.9781615375295.jb01
https://dsm.psychiatryonline.org/doi/10.5555/appi.books.9781615375295.jb00pre
https://dsm.psychiatryonline.org/doi/10.1176/appi.books.9781615375295.jb01
https://psychiatryonline.org/
https://psychiatryonline.org/
https://dsm.psychiatryonline.org/personalize/addFavoritePublication?doi=10.1176/dsm
https://dsm.psychiatryonline.org/personalize/addFavoritePublication?doi=10.1176/dsm
https://dsm.psychiatryonline.org/personalize/addFavoritePublication?doi=10.1176/dsm
https://dsm.psychiatryonline.org/personalize/addFavoritePublication?doi=10.1176/dsm
https://dsm.psychiatryonline.org/action/showPreferences?menuTab=Alerts
https://dsm.psychiatryonline.org/action/showPreferences?menuTab=Alerts
https://dsm.psychiatryonline.org/action/showPreferences?menuTab=Alerts
https://dsm.psychiatryonline.org/action/showPreferences?menuTab=Alerts
https://dsm.psychiatryonline.org/
https://dsm.psychiatryonline.org/


Professor of Psychiatry, Vagelos College of Physicians and Surgeons, Columbia

University and Professor of Clinical Psychiatry, Weill Cornell Medicine (New York

City)

9. Elizabeth L. Auchincloss, M.D.

Clinical Professor of Psychiatry, Weill Cornell Medicine (New York City)

10. Jonathan Avery, M.D.

Stephen P. Tobin and Dr. Arnold M. Cooper Associate Professor in Consultation-

Liaison Psychiatry, Weill Cornell Medicine (New York City)

11. Richard Balon, M.D.

Professor of Clinical Psychiatry and Anesthesiology, Wayne State University School

of Medicine (Detroit, MI)

12. John W. Barnhill, M.D.

Professor of Clinical Psychiatry and DeWitt Wallace Senior Scholar, Weill Cornell

Medicine, and Adjunct Clinical Professor of Psychiatry, Vagelos College of

Physicians and Surgeons, Columbia University (New York City)

13. Anne E. Becker, M.D., Ph.D.

Maude and Lillian Presley Professor of Global Health and Social Medicine, Harvard

Medical School (Boston, MA)

14. Eugene Beresin, M.D.

Professor of Psychiatry, Harvard Medical School (Boston, MA)

15. Silvia Bernardi, M.D.

Assistant Professor of Clinical Psychiatry, Vagelos College of Physicians and

Surgeons, Columbia University (New York City)

16. Carlos Blanco, M.D., Ph.D.

Director, Division of Epidemiology, Services, and Prevention Research, National

Institute on Drug Abuse, National Institutes of Health (Bethesda, MD)

17. Susan Bögels, Ph.D.

Professor in Psychology, University of Amsterdam (Amsterdam, Netherlands)

18. Robert Boland, M.D.

Brown Foundation Endowed Chair and Professor of Psychiatry, Baylor College of

Medicine (Houston, TX)

19. James A. Bourgeois, O.D., M.D.

Professor of Psychiatry, University of California Davis School of Medicine



(Sacramento, CA)

20. Benjamin Brody, M.D.

Associate Professor of Clinical Psychiatry, Weill Cornell Medicine (New York City)

21. Deborah L. Cabaniss, M.D.

Professor of Clinical Psychiatry, Vagelos College of Physicians and Surgeons,

Columbia University (New York City)

22. Kristin Cadenhead, M.D.

Professor of Psychiatry, University of California San Diego School of Medicine (La

Jolla, CA)

23. Jason P. Caplan, M.D.

Chair of Psychiatry, St. Joseph’s Hospital and Medical Center (Phoenix, AZ)

24. Emil F. Coccaro, M.D.

George T. Harding III, M.D., Endowed Chair in Psychiatry and Professor,

Department of Psychiatry and Behavioral Health, Wexner Medical Center, Ohio

State University (Columbus, OH)

25. Victoria E. Cosgrove, Ph.D.

Clinical Associate Professor of Psychiatry, Stanford University School of Medicine

(Stanford, CA)

26. Catherine Crone, M.D.

Associate Professor of Psychiatry, George Washington University School of

Medicine (Washington, DC)

27. Jessica Daniels, M.D.

Psychiatrist, Edward P. Boland Department of Veterans Affairs Medical Center

(Leeds, MA)

28. Lori L. Davis, M.D.

Clinical Professor of Psychiatry, University of Alabama Health System

(Birmingham, AL)

29. Anna Dickerman, M.D.

Associate Professor of Clinical Psychiatry, Weill Cornell Medicine (New York City)

30. Andrea DiMartini, M.D.

Professor of Psychiatry, Surgery, and Clinical and Translational Science, University

of Pittsburgh School of Medicine (Pittsburgh, PA)

31. Arden D. Dingle, M.D.



Professor of Psychiatry & Behavioral Sciences, School of Medicine, University of

Nevada (Reno, NV)

32. Coreen Domingo, D.P.H., M.P.H.

Assistant Professor of Psychiatry and Behavioral Sciences, Baylor College of

Medicine (Houston, TX)

33. Carlo Faravelli, M.D.

Professor of Psychiatry, University of Florence (Florence, Italy)

34. J. Paul Fedoroff, M.D.

Professor of Psychiatry, University of Ottawa (Ottawa, Ontario, Canada)

35. Lorena Fernández de la Cruz, Ph.D.

Associate Professor, Centre for Psychiatry Research, Department of Clinical

Neuroscience, Karolinska Institutet (Stockholm, Sweden)

36. Stephen J. Ferrando, M.D.

Har Esh Professor and Chair, Department of Psychiatry and Behavioral Sciences,

New York Medical College (Valhalla, NY)

37. Robert L. Findling, M.D., M.B.A.

Professor and Chair, Department of Psychiatry, Virginia Commonwealth University

(Richmond, VA)

38. Eve K. Freidl, M.D.

Associate Professor of Psychiatry, Icahn School of Medicine at Mount Sinai (New

York City)

39. Matthew J. Friedman, M.D., Ph.D.

Professor of Psychiatry, Geisel School of Medicine, Dartmouth College (Hanover,

NH)

40. Richard A. Friedman, M.D.

Professor of Clinical Psychiatry, Weill Cornell Medicine (New York City)

41. James E. Galvin, M.D., M.P.H.

Professor of Neurology and of Psychiatry & Behavioral Sciences, Miller School of

Medicine, University of Miami (Miami, FL)

42. Michael Gitlin, M.D.

Professor of Clinical Psychiatry, Geffen School of Medicine at UCLA (Los Angeles,

CA)

43. Joseph F. Goldberg, M.D.



Clinical Professor of Psychiatry, Icahn School of Medicine at Mount Sinai (New

York City)

44. Janna Gordon-Elliott, M.D.

Associate Professor of Clinical Psychiatry, Weill Cornell Medicine (New York City)

45. Cynthia A. Graham, Ph.D.

Professor in Sexual and Reproductive Health, Department of Psychology,

University of Southampton (Southampton, England)

46. Robert E. Hales, M.D., M.B.A.

Professor of Psychiatry and Behavioral Sciences, University of California Davis

School of Medicine (Sacramento, CA)

47. Robert Haskell, M.D.

Psychiatrist, Department of Mental Health, Los Angeles County Department of

Children and Family Services (Los Angeles, CA)

48. Donald M. Hilty, M.D.

Professor of Psychiatry and Behavioral Sciences, University of California Davis

School of Medicine (Sacramento, CA)

49. Heather B. Howell, M.S.W.

Clinical Social Worker, Yale University School of Medicine (New Haven, CT)

50. Ian Jones, M.R.C.Psych., Ph.D.

Professor of Psychiatry, Division of Psychological Medicine and Clinical

Neurosciences, Cardiff University School of Medicine (Cardiff, Wales)

51. Loes Jongerden, M.A.

Psychologist, GGZ Ingeest (Amstelveen, Netherlands)

52. Vishesh K. Kapur, M.D., M.P.H.

Professor of Medicine, University of Washington School of Medicine (Seattle, WA)

53. Otto Kernberg, M.D.

Professor Emeritus of Psychiatry, Weill Cornell Medicine (New York City)

54. Barbara J. Kocsis, M.D.

Psychiatrist, Sacramento, California

55. Thomas R. Kosten, M.D.

Jay H. Waggoner Endowed Chair and Professor of Psychiatry, Baylor College of

Medicine (Houston, TX)

56. Peter D. Kramer, M.D.



Clinical Professor Emeritus of Psychiatry and Human Behavior, Alpert Medical

School, Brown University (Providence, RI)

57. Britney Lambert, M.D.

Fellow, Department of Psychiatry and Behavioral Sciences, Baylor College of

Medicine (Houston, TX)

58. Ryan E. Lawrence, M.D.

Associate Professor of Psychiatry, Vagelos College of Physicians and Surgeons,

Columbia University (New York City)

59. Christopher M. Layne, Ph.D.

Associate Professor of Psychology, Nova Southeastern University (Colorado

Springs, CO)

60. James L. Levenson, M.D.

Rhona Arenstein Professor of Psychiatry, Virginia Commonwealth University

School of Medicine (Richmond, VA)

61. Petros Levounis, M.D., M.A.

Professor and Chair of Psychiatry, Rutgers New Jersey Medical School (Newark,

NJ)

62. Roberto Lewis-Fernández, M.D.

Professor of Clinical Psychiatry, Vagelos College of Physicians and Surgeons,

Columbia University (New York City)

63. Russell F. Lim, M.D.

Clinical Professor of Psychiatry and Behavioral Sciences, University of California

Davis School of Medicine (Sacramento, CA)

64. Richard J. Loewenstein, M.D.

Clinical Professor of Psychiatry, School of Medicine, University of Maryland

(Baltimore, MD)

65. Catherine Lord, Ph.D.

George Tarjan Distinguished Professor of Psychiatry, Geffen School of Medicine at

UCLA (Los Angeles, CA)

66. Dolores Malaspina, M.D., M.P.H.

Professor of Psychiatry, Neuroscience, and Genetics and Genomic Science, Icahn

School of Medicine at Mount Sinai (New York City)

67. José R. Maldonado, M.D.



Professor of Psychiatry and John and Terry Levin Family Professor of Medicine,

Stanford University School of Medicine (Stanford, CA)

68. David Mataix-Cols, Ph.D.

Honorary Senior Research Fellow, Institute of Psychiatry, King’s College London

(London, England)

69. Sofia E. Matta, M.D.

Psychiatrist, Salem Hospital, Mass General Brigham (Salem, MA)

70. Christopher McDougle, M.D.

Nancy Lurie Marks Professor of Psychiatry, Harvard Medical School (Boston, MA)

71. Susan L. McElroy, M.D.

Professor of Psychiatry, University of Cincinnati College of Medicine (Cincinnati,

OH)

72. Thomas W. Meeks, M.D.

Associate Professor of Psychiatry, Oregon Health & Science University (Portland,

OR)

73. Katharina Meyerbröker, Ph.D.

Assistant Professor of Clinical Psychology, University of Utrecht (Utrecht,

Netherlands)

74. Robert Michels, M.D.

Walsh McDermott University Professor of Medicine and University Professor of

Psychiatry, Weill Cornell Medicine (New York City)

75. Barbara L. Milrod, M.D.

Professor of Psychiatry and Behavioral Sciences. Albert Einstein College of

Medicine (New York City)

76. James E. Mitchell, M.D.

Chester Fritz University Professor of Psychiatry, School of Medicine, University of

North Dakota (Fargo, ND)

77. Lianne K. Morris Smith, M.D.

Psychiatrist, New York, New York

78. Megan Mroczkowski, M.D.

Assistant Professor of Psychiatry, Vagelos College of Physicians and Surgeons,

Columbia University (New York City)

79. Cheryl C. Munday, Ph.D.



Retired Professor of Psychology, College of Liberal Arts and Education, University

of Detroit Mercy (Detroit, MI)

80. Joseph F. Murray, M.D.

Associate Professor of Clinical Psychiatry, Weill Cornell Medicine (New York City)

81. Melissa Nau, M.D.

Psychiatrist, Park City, Utah

82. Nancy J. Needell, M.D.

Assistant Professor of Clinical Psychiatry, Weill Cornell Medicine (New York City)

83. Jeffrey H. Newcorn, M.D.

Professor of Psychiatry and Pediatrics, Icahn School of Medicine at Mount Sinai

(New York City)

84. Edward V. Nunes, M.D.

Professor of Psychiatry, Vagelos College of Physicians and Surgeons, Columbia

University (New York City)

85. Maurice M. Ohayon, M.D., D.Sc., Ph.D.

Professor of Psychiatry and Behavioral Sciences, Stanford University School of

Medicine (Stanford, CA)

86. Mayumi Okuda, M.D.

Assistant Professor of Psychiatry, Vagelos College of Physicians and Surgeons,

Columbia University (New York City)

87. Maria A. Oquendo, M.D.

Ruth Meltzer Professor and Chair of Psychiatry, Perelman School of Medicine,

University of Pennsylvania (Philadelphia, PA)

88. Brian Palen, M.D.

Associate Professor of Medicine, University of Washington School of Medicine

(Seattle, WA)

89. Kathy P. Parker, Ph.D., R.N.

Psychiatric Nurse Practitioner, Rochester, New York

90. Juan D. Pedraza, M.D.

Assistant Professor of Psychiatry, Icahn School of Medicine at Mount Sinai (New

York City)

91. Julie B. Penzner, M.D.

Associate Professor of Psychiatry and Behavioral Sciences, Duke University School



of Medicine (Durham, NC)

92. J. Christopher Perry, M.P.H., M.D.

Professor of Psychiatry, Faculty of Medicine and Health Sciences, McGill University

(Montreal, Quebec, Canada)

93. Cynthia R. Pfeffer, M.D.

Professor of Psychiatry, Weill Cornell Medicine (New York City)

94. Katharine A. Phillips, M.D.

Professor of Psychiatry and DeWitt Wallace Senior Scholar, Weill Cornell Medicine

(New York City)

95. Robert S. Pynoos, M.D., M.P.H.

Professor of Psychiatry and Biobehavioral Sciences, Geffen School of Medicine at

UCLA (Los Angeles, CA)

96. Raymond Raad, M.D., M.P.H.

Psychiatrist, New York, New York

97. Peter V. Rabins, M.D., M.P.H.

Richman Family Professor of Alzheimer’s and Related Diseases, Johns Hopkins

University School of Medicine (Baltimore, MD)

98. Charles F. Reynolds III, M.D.

UPMC Endowed Professor in Geriatric Psychiatry, University of Pittsburgh School

of Medicine (Pittsburgh, PA)

99. Stephen Ross, M.D.

Associate Professor of Psychiatry, Grossman School of Medicine, New York

University (New York City)

100. Anthony J. Rothschild, M.D.

Irving S. and Betty Brudnick Endowed Chair and Professor of Psychiatry, T. H.

Chan School of Medicine, University of Massachusetts (Worcester, MA)

101. David H. Rubin, M.D.

Assistant Professor of Psychiatry, Harvard Medical School (Boston, MA)

102. Lauren Z. Rynar, Ph.D.

Assistant Professor, Department of Psychiatry and Behavioral Sciences, Rush

University Medical College (Chicago, IL)

103. Susan Samuels, M.D.

Assistant Professor of Clinical Psychiatry, Weill Cornell Medicine (New York City)



104. Daniel S. Schechter, M.D.

Associate Professor of Psychiatry, Lausanne University (Vaud, Switzerland)

105. Lorin M. Scher, M.D.

Roy T. Brophy Endowed Chair and Professor of Psychiatry and Behavioral Sciences,

University of California Davis School of Medicine (Sacramento, CA)

106. Marc A. Schuckit, M.D.

Professor of Psychiatry, University of California San Diego School of Medicine (La

Jolla, CA)

107. Charles L. Scott, M.D.

Professor of Psychiatry and Behavioral Sciences, University of California Davis

School of Medicine (Sacramento, CA)

108. Daryl Shorter, M.D.

Associate Professor of Psychiatry, Baylor College of Medicine (Houston, TX)

109. Collin Shumate, M.D.

Fellow, Department of Psychiatry and Behavioral Sciences, University of California

Davis School of Medicine (Sacramento, CA)

110. Larry J. Siever, M.D.

Deceased.

Formerly Director, Mood and Personality Disorders Program, Icahn School of

Medicine at Mount Sinai (New York City)

111. Charles H. Silberstein, M.D.

Psychiatrist, Martha’s Vineyard, Massachusetts

112. Daphne Simeon, M.D.

Associate Clinical Professor of Psychiatry, Icahn School of Medicine at Mount Sinai

(New York City)

113. Helen Blair Simpson, M.D., Ph.D.

Professor of Psychiatry, Vagelos College of Physicians and Surgeons, Columbia

University (New York City)

114. Dan J. Stein, M.D., Ph.D.

Professor and Chair of the Department of Psychiatry, Faculty of Health Sciences,

University of Cape Town (Cape Town, South Africa)

115. Alan M. Steinberg, Ph.D.



Chief Science Officer, Behavioral Health Innovations (Los Angeles, CA)

116. Theodore A. Stern, M.D.

Ned H. Cassem Professor of Psychiatry, Harvard Medical School (Boston, MA)

117. William S. Stone, Ph.D.

Associate Professor of Psychology, Department of Psychiatry, Harvard Medical

School (Boston, MA)

118. Trisha Suppes, M.D., Ph.D.

Professor of Psychiatry and Behavioral Sciences, Stanford University School of

Medicine (Stanford, CA)

119. Holly A. Swartz, M.D.

Professor of Psychiatry, University of Pittsburgh School of Medicine (Pittsburgh,

PA)

120. Carol A. Tamminga, M.D.

Lou and Ellen McGinley Distinguished Chair and McKenzie Chair in Psychiatry,

University of Texas Southwestern Medical School (Dallas, TX)

121. Rajiv Tandon, M.D.

Professor Emeritus of Psychiatry, Homer Stryker M.D. School of Medicine, Western

Michigan University (Kalamazoo, MI)

122. Rosemary Tannock, Ph.D.

Canada Research Chair, University of Toronto (Toronto, Ontario, Canada)

123. Robyn Thom, M.D.

Instructor of Psychiatry, Harvard Medical School (Boston, MA)

124. Jennifer J. Thomas, Ph.D.

Associate Professor of Psychology in the Department of Psychiatry, Harvard

Medical School (Boston, MA)

125. Ming T. Tsuang, M.D., Ph.D., D.Sc.

Behavioral Genomics Endowed Chair and University Professor, University of

California, and Distinguished Professor of Psychiatry, University of California San

Diego School of Medicine (La Jolla, CA)

126. John T. Walkup, M.D.

Margaret C. Osterman Professor and Chair of Psychiatry, Ann and Robert H. Lurie

Children’s Hospital of Chicago; Professor of Psychiatry, Feinberg School of

Medicine, Northwestern University (Chicago, IL)



127. Michael F. Walton, M.D.

Associate Professor, Department of Psychiatry and Behavioral Sciences, University

of Washington School of Medicine, Seattle; Medical Director, St. Luke’s Behavioral

Health (Boise and McCall, ID)

128. Heather Warm, M.D.

Psychiatrist, San Francisco, California

129. Roger D. Weiss, M.D.

Professor of Psychiatry, Harvard Medical School (Boston, MA)

130. William C. Wood, M.D.

Clinical Assistant Professor of Psychiatry, Weill Cornell Medicine (New York City)

131. Frank Yeomans, M.D., Ph.D.

Clinical Associate Professor of Psychiatry, Weill Cornell Medicine (New York City)

132. Kimberly A. Yonkers, M.D.

Professor and Katz Family Chair in Psychiatry, T. H. Chan School of Medicine,

University of Massachusetts (Worcester, MA)

133. Stuart C. Yudofsky, M.D.

Distinguished Professor Emeritus, Menninger Department of Psychiatry &

Behavioral Sciences, Baylor College of Medicine (Houston, TX)

DDiisscclloossuurree  ooff  IInntteerreessttss

The following contributors to this book have indicated a financial interest in or

other affiliation with a commercial supporter, a manufacturer of a commercial

product, a provider of a commercial service, a nongovernmental organization,

and/or a government agency, as listed below:

George S. Alexopoulos, M.D.—Advisory board: Eisai and Janssen. Speakers’

bureau: Otsuka.

Robert L. Findling, M.D., M.B.A.—Research support, consulting, and/or

honoraria: Acadia, Adamas, Aevi, Afecta, Akili, Alkermes, Allergan, American

Academy of Child & Adolescent Psychiatry, American Psychiatric Association

Publishing, Arbor, Axsome, Daiichi-Sankyo, Emelex, Gedeon Richter, Genentech,

Idorsia, Intra-Cellular Therapies, Kempharm, Luminopia, Lundbeck, Med-Avante-



ProPhase, Merck, MJH Life Sciences, NIH, Neurim, Otsuka, PaxMedica, PCORI,

Pfizer, Physicians Postgraduate Press, Q BioMed, Receptor Life Sciences, Roche,

Sage, Signant Health, Sunovion, Supernus Pharmaceuticals, Syneos, Syneurx,

Takeda, Teva, Tris, and Validus.

Joseph F. Goldberg, M.D.—Speakers’ bureau: Abbvie, Alkermes, Axsome,

Intracellular Therapies, and Sunovion. Consultant: BioXcel, Jazz Pharmaceuticals,

Lundbeck, Otsuka, Sunovion, and Supemus. Royalties: American Psychiatric

Association Publishing and Cambridge University Press.

David Mataix-Cols, Ph.D.—Royalties: Wolters Kluwer Health (UpToDate ).

Christopher McDougle, M.D.—Consulting: Acadia Pharmaceuticals, Precidiag,

Receptor Life Sciences, and Sage Therapeutics. Royalties: Oxford University Press

and Springer Publishing.

Katharine A. Phillips, M.D.—Royalties: American Psychiatric Association

Publishing (author), Guilford Publications (author), International Creative

Management, Inc. (author), Oxford University Press (author), and Wolters Kluwer

(UpToDate ). Honoraria: Informa Exhibitions (speaker at Miami Cosmetic

Surgery and Aesthetic Dermatology Conference), L’Oreal (presentation for

Medscape), Merck Manual (author), OCD scales (developer), other academic

institutions and professional societies (speaker), and Simple and Practical Medical

Education (author).

Peter V. Rabins, M.D., M.P.H.—Royalties: The Johns Hopkins University

Press (books).

Anthony J. Rothschild, M.D.—Grant/research support: Allergan, Eli Lilly

(medications for a National Institutes of Health (NIH)–funded clinica1 trial),

Janssen, National Institute of Mental Health, Otsuka, Pfizer (medications for a

NIH–funded clinical trial), Praxis, and the Irving S. and Betty Brudnick Endowed

Chair in Psychiatry (University of Massachusetts Medical School). Consulting:

Janssen, Praxis, Sage Therapeutics, Xenon Pharmaceuticals, and several generic

medication companies. Royalties: American Psychiatric Association Publishing

®

®



(books), Lippincott Williams & Wilkins (Editor-in-Chief of Journal of Clinical

Psychopharmacology), University of Massachusetts Medical School (Rothschild

Scale for Antidepressant Tachyphylaxis [RSAT ]), and Wolters Kluwer Health

(UpToDate ).

Collin Shumate, M.D.—Travel support: APA/APAF Public Psychiatry

Fellowship (funding to attend APA conferences).

Trisha Suppes, M.D., Ph.D.—Research funding/medications for clinical

grants: Compass Pathways, Merck, National Institute on Drug Abuse, National

Institutes of Health, VA Cooperative Studies Program, VA OR&D PRIME Care.

Consulting agreements/advisory boards/speaking engagements: Merck Research

Laboratories, Sunovion Pharmaceuticals. Continuing medical education

honoraria: Clinical Education Alliance, Integrity Continuing Education, Medscape

(WebMD). Royalties: American Psychiatric Association Publishing, Hogrefe

Publishing, Jones & Bartlett, Wolters Kluwer Health (UpToDate). Financial

interests/stock ownership: PsiloTec Health Solutions.

Holly A. Swartz, M.D.—Royalties: American Psychiatric Association Publishing

and Wolters Kluwer (UpToDate ). Consulting: Clinical Education Alliance,

Intracellular Therapeutics, Mediflix, Medscape/WebMD, and Physicians

Postgraduate Press. Editorial stipend: American Psychiatric Association

Publishing.

Robyn Thom, M.D.—Research support: Precidiag. Royalties: Oxford University

Press.

Jennifer J. Thomas, Ph.D.—Royalties: Cambridge University Press and Oxford

University Press.

Roger D. Weiss, M.D.—Consulting: Alkermes.

The following contributors indicated they have no competing financial interests or

affiliations with regard to the content of this book:

Jamie Miller Abelson, M.S.W.

®

®

®



Stewart Adelson, M.D.

Paul S. Appelbaum, M.D.

Jonathan Avery, M.D.

Richard Balon, M.D.

John W. Barnhill, M.D.

Eugene Beresin, M.D.

Benjamin Brody, M.D.

Victoria E. Cosgrove, Ph.D.

Catherine Crone, M.D.

Anna Dickerman, M.D.

Arden D. Dingle, M.D.

Lorena Fernández de la Cruz, Ph.D.

Eve K. Freidl, M.D.

Matthew J. Friedman, M.D., Ph.D.

Richard A. Friedman, M.D.

Cynthia A. Graham, Ph.D.

Robert E. Hales, M.D., M.B.A.

Donald M. Hilty, M.D.

Thomas R. Kosten, M.D.

Peter D. Kramer, M.D.

Ryan E. Lawrence, M.D.



James L. Levenson, M.D.

Petros Levounis, M.D., M.A.

José R. Maldonado, M.D.

Katharina Meyerbröker, Ph.D.

Robert Michels, M.D.

Barbara L. Milrod, M.D.

Megan Mroczkowski, M.D.

Cheryl C. Munday, Ph.D.

Joseph F. Murray, M.D.

Maria A. Oquendo, M.D.

Brian Palen, M.D.

Julie B. Penzner, M.D.

Lauren Z. Rynar, Ph.D.

Susan Samuels, M.D.

Lorin M. Scher, M.D.

Marc A. Schuckit, M.D.

Charles L. Scott, M.D.

Charles H. Silberstein, M.D.

Daphne Simeon, M.D.

Theodore A. Stern, M.D.

William S. Stone, Ph.D.



Rosemary Tannock, Ph.D.

Ming T. Tsuang, M.D., Ph.D., D.Sc.

John T. Walkup, M.D.

Michael F. Walton, M.D.

Frank Yeomans, M.D., Ph.D.

IInnttrroodduuccttiioonn

DSM-5-TR Clinical Cases is intended to accompany DSM-5-TR. Each of this book’s 104

cases begins with a clinical vignette followed by a case discussion. The cases are

organized to fit into one of the 19 core DSM-5-TR chapters. In other words, a case that

features borderline personality disorder will be found in the chapter on personality

disorders. In cases that feature co-occurring disorders, the case will be found in the

chapter on what is considered to be the primary psychiatric disorder (although it is often

true that each of the co-occurring disorders should also be the subject of clinical

attention).

Each of the 133 discussants was asked to act like “an expert on the shoulder,” outlining

the thought process that might go into a diagnostic understanding of the patient. The

limit of about 1,000 words for the combined case and discussion means that neither is

exhaustive, but this same brevity allows the book to highlight the ways in which

experienced clinicians efficiently convert complex clinical data into a differential

diagnosis. It also allows the reader to obtain a focused learning experience in one sitting.

Throughout, the reader is encouraged to actively consider the tentative diagnoses that

conclude each discussion. Would you agree, disagree? Would you want more

information? What sorts of co-occurring disorders might be considered? What is likely

to develop in the patient during the ensuing months and years?

DSM-5-TR Clinical Cases is updated from the book of clinical cases that accompanied

DSM-5. The authors, cases, and discussions are largely the same, although the book has

been revised to include changes in DSM-5-TR as well as to expand its consideration of

ethnicity, race, and other demographic factors.



Translated into a dozen languages, DSM-5 Clinical Cases was read by a variety of mental

health clinicians, trainees, and students, as well as by nonprofessionals. We hope that

readers will find this updated edition to be even more interesting and useful.
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Robert Haskell, M.D.

In its approach to mental illness across the lifetime of a patient, DSM-5 naturally begins

with the neurodevelopmental disorders. As a group, these disorders are usually first

diagnosed in infancy, childhood, or adolescence. Individually, these disorders have

undergone a mix of pruning, reorganization, and clarification, including one of DSM-5’s

most controversial changes—to the definition of and diagnostic criteria for autism.

In DSM-5-TR, autism spectrum disorder describes patients previously divided among

autistic disorder, Asperger’s disorder, childhood disintegrative disorder, Rett’s disorder,

and pervasive developmental disorder not otherwise specified. These are no longer

considered to be separate clinical entities. The new criteria include 1) persistent and

pervasive deficits in social communication and social interaction and 2) restricted,

repetitive patterns of behavior, interests, and activities. As now defined, autism

spectrum disorder (ASD) can be subcategorized by the presence or absence of

intellectual impairment and/or an associated medical condition. In addition, the
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identification of three severity levels helps clarify the need for additional social or

occupational services. For example, a patient requiring “very substantial support” might

display extreme behavioral inflexibility or might possess only 20 words of intelligible

speech.

Attention-deficit/hyperactivity disorder (ADHD) continues to be subdivided into two

symptom dimensions (inattention and hyperactivity/impulsivity), with a core

requirement being the presence of at least six symptoms from either or both of the two

dimensions. For example, inattention might be noted by the presence of such behaviors

as making careless mistakes, failing to follow through with homework, and losing books.

Criteria for hyperactivity/impulsivity include fidgetiness, impatience, and garrulousness.

The diagnosis of ADHD is generally incomplete without inclusion of dimensional

specifiers (predominantly inattentive, predominantly hyperactive/impulsive, or

combined). Several of these symptoms must have been present prior to age 12, a change

from DSM-IV’s requirement that symptoms causing impairment be present prior to age

7. Another change is a reduction in the number of symptomatic criteria for adults from

six to five within a particular dimension. These latter two changes reflect evidence that

“loosening” criteria allows for identification of people who have symptoms, distress, and

dysfunction that are very similar to those of people already diagnosed with ADHD and

who can potentially benefit from clinical attention. As is true throughout DSM-5, it is up

to the clinician to diagnose only those people who meet symptomatic criteria and whose

distress and dysfunction reach a relevant clinical threshold.

DSM-5 had replaced the DSM-IV term mental retardation with the name intellectual

disability (intellectual developmental disorder), and in DSM-5-TR, the order of the two

names in the diagnosis has been reversed to intellectual developmental disorder

(intellectual disability) to indicate that the first-named term is preferred. The three core

criteria for this diagnosis are unchanged: deficits in intellectual function and in

adaptation (in areas such as communication, work, or leisure), as well as an early age at

onset. The diagnosis does not depend on formal intelligence testing; instead, DSM-5-TR

invites the clinician to make an aggregate assessment of severity, from mild to profound,

according to three important life domains: conceptual, social, and practical. For

example, a person with severe intellectual developmental disorder might have little

understanding of concepts such as time or money, might use language to communicate



but not to explain, and would likely require support for all activities of daily living.

Disorders of communication first observed in childhood include language disorder

(formerly divided into expressive and receptive language disorders); speech sound

disorder, in which the patient displays an impaired ability to produce the phonological

building blocks of words but has no congenital or acquired medical condition that

explains the impairment; childhood-onset fluency disorder (stuttering); and a new

diagnosis, social (pragmatic) communication disorder, in which the patient displays

persistent difficulties in the social use of verbal and nonverbal communication—very

likely a diagnostic home for some of the individuals who have traits of ASD but do not

meet full criteria.

Specific learning disorder is a new umbrella diagnosis within DSM-5. Specifiers for

reading, written expression, and mathematics are designed to help teachers and parents

shine a more focused light on a child’s academic needs.

The chapter on neurodevelopmental disorders culminates with the motor disorders,

including developmental coordination disorder, stereotypic movement disorder, and the

tic disorders. A tic is a nonrhythmic movement of short duration and sudden onset. Such

movements can be divided into motor tics, such as shoulder shrugs and eyeblinks, and

vocal tics, including sniffs, snorts, and the spontaneous production of a word or phrase.

Tourette’s disorder is the most complex of the tic disorders, describing patients who

exhibit both multiple motor and at least one vocal tic for more than 1 year that cannot be

explained by a medical condition or by the physiological effects of a substance such as

cocaine.

Inevitably, the neurodevelopmental disorders share symptoms with a broad range of

psychiatric illnesses, and clinicians must sort through the differential diagnosis with an

understanding that that differential is much broader for children age 12 and under.

Sometimes the neurodevelopmental disorders contribute to the emergence of other

disorders; for example, a learning disorder may cause anxiety, and untreated ADHD may

make a patient vulnerable to substance abuse. The cases that follow attempt to pull apart

some of these diagnostic entanglements and explore the comorbidities that make the

treatment of neurodevelopmental disorders among the most challenging tasks in



psychiatry.
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Catherine Lord, Ph.D.

Ashley, age 17, was referred for a diagnostic reevaluation after having carried diagnoses

of autism and intellectual disability for almost all of her life. She was recently found to

have Kleefstra syndrome, and the family wanted to reconfirm the earlier diagnoses and

assess the genetic risk to the future children of her older sisters.

At the time of the reevaluation, Ashley was attending a special school with a focus on

functional skills. She was able to dress herself, but she was not able to shower

independently or be left alone in the house. She was able to decode (e.g., read words)

and spell at a second-grade level but understood little of what she read. Changes to her

schedule and heightened functional expectations tended to make her irritable. When

upset, Ashley would often hurt herself (e.g., biting her wrist) and others (e.g., pinching

and hair pulling).

In formal testing done at the time of the reevaluation, Ashley had a nonverbal IQ of 39

and a verbal IQ of 23, with a full scale IQ of 31. Her adaptive scores were somewhat

higher, with an overall score of 42 (with 100 as average).

By history, Ashley first received services at age 9 months after her parents noticed

significant motor delays. She walked at 20 months and was toilet trained at 5 years. She



spoke her first word at age 6. She received a diagnosis of developmental delay at age 3

and of autism, obesity, and static encephalopathy at age 4. An early evaluation noted

possible facial dysmorphology; genetic tests at that time were noncontributory.

Her parents indicated that Ashley knew hundreds of single words and many simple

phrases. She had long been very interested in license plates and would draw them for

hours. Her strongest skill was memory, and she could draw precise representations of

license plates from different states. Ashley had always been very attached to her parents

and sisters, and although affectionate toward babies, she showed minimal interest in

other teenagers.

Ashley’s family history was pertinent for a father with dyslexia, a paternal uncle with

epilepsy, and a maternal male cousin with possible “Asperger’s syndrome.” Her siblings,

both sisters, were in college and doing well.

On examination, Ashley was an overweight young woman who made inconsistent eye

contact but often peered out the corner of her eye. She had a beautiful smile and would

sometimes laugh to herself, but most of the time her facial expressions were subdued.

She did not initiate joint attention by trying to catch another person’s eyes. She

frequently ignored what others would say to her. To request a preferred object (e.g., a

shiny magazine), Ashley would rock from foot to foot and point. When offered an object

(e.g., a small decorated box), she brought it to her nose and lips for inspection. Ashley

spoke in a high-pitched voice with unusual intonation. During the interview, she used

multiple words and a few short phrases that were somewhat rote but communicative,

such as “I want to clean up,” and “Do you have a van?”

In the months prior to the evaluation, Ashley’s parents noticed that she had become

increasingly apathetic. A medical evaluation concluded that urinary tract infections were

the most likely cause for her symptoms, but antibiotics seemed only to make her more

listless. Further medical evaluation led to more extensive genetic testing, and Ashley was

diagnosed with Kleefstra syndrome, a rare genetic defect associated with multiple

medical problems, including intellectual developmental disorder. The parents said they

were also tested and found to “be negative.”

The parents specifically wanted to know whether the genetic testing results affected



Ashley’s long-standing diagnoses and access to future services. Furthermore, they

wanted to know whether their other two daughters should get tested for their risk of

carrying genes for autism, intellectual disability, and/or Kleefstra syndrome.

DDiissccuussssiioonn

In regard to diagnosis, Ashley’s cognitive testing and limited everyday adaptive skills are

consistent with intellectual developmental disorder, a term in DSM-5-TR that is

equivalent to “intellectual disability,” which had previously been the preferred term. In

addition, Ashley manifests two symptom clusters that are core to the diagnosis of autism

spectrum disorder (ASD): 1) deficits in social communication and 2) restricted, repetitive

patterns of behavior, interests, or activities. Ashley also fulfills the DSM-5-TR ASD

requirement of having had symptoms in the early developmental period and a history of

significant impairment. A fifth requirement for ASD is that the disturbances are not

better explained by intellectual developmental disorder, which is a more complicated

question in Ashley’s case.

For many years, clinicians and researchers have debated the boundary between ASD and

intellectual developmental disorders. As IQ decreases, the proportion of children and

adults who meet criteria for ASD increases. Most individuals with IQs below 30 have

ASD as well as intellectual developmental disorder.

For Ashley to meet DSM-5-TR criteria for both ASD and intellectual developmental

disorder, the specific deficits and behaviors associated with ASD must be greater than

what would ordinarily be seen in people with her overall intellectual development. In

other words, if her deficits were due solely to limited intellectual abilities, she would be

expected to have the social and play skills of a typical 3- to 4-year-old child. Ashley’s

social interaction is not at all like that of a typical preschooler, however, and never has

been. She has limited facial expressions, poor eye contact, and minimal interest in peers.

In comparison with her “mental age,” Ashley demonstrates significant restriction in both

her range of interests and her understanding of basic human emotions. Furthermore,

she manifests behaviors that are not seen commonly at any age.

The heterogeneity of autism has led to significant conflict. Some argue, for example, that

children with very severe intellectual developmental disorder should be excluded from



the diagnosis of ASD. Others argue that more intellectually able children with ASD

should be placed into their own category, Asperger syndrome. Research does not support

either of these distinctions. For example, studies indicate that children with ASD

symptoms and severe intellectual developmental disorder often have siblings with ASD

and stronger intellectual abilities. Much remains to be known about ASD, but IQ does

not appear to be the key distinguishing factor.

From a pragmatic perspective, the critical factor is whether an ASD diagnosis offers

information that helps guide treatment and the availability of services. For Ashley, the

ASD diagnosis encourages a focus on helping to support her in social skills and less

structured environments. It calls attention to differences in her motivation and in her

need for structure. The ASD diagnosis also underlines the importance of looking

carefully for Ashley’s cognitive strengths (e.g., rote memory and visual representation)

and weaknesses (e.g., comprehension, social interaction, and an ability to adapt to

change). All of these may play a large role in her efforts to live as independently as

possible.

Ashley’s parents are also concerned about the impact of the recent genetic testing results

on Ashley’s treatment and on her sisters’ family planning. Hundreds of individual genes

may play a role in the complex neurological issues involved in autism, but most cases of

ASD lack a clear cause. Ashley’s genetic condition, Kleefstra syndrome, is reliably

associated with both intellectual developmental disorder and ASD symptoms. When a

genetic or medical condition or environmental factor appears to be implicated, it is listed

as a specifier, but the ASD diagnosis is not otherwise affected.

Knowledge of the genetic cause for Ashley’s intellectual developmental disorder and ASD

is important for several reasons. It reminds her physicians to look for medical

comorbidities that are common in Kleefstra syndrome, such as problems with the heart

and kidneys (possibly leading, for example, to her recurrent urinary tract infections).

Knowledge of the genetic cause also expands informational resources by connecting

Ashley’s family to other families that are affected by this rare syndrome.

A particularly important aspect of this new genetic diagnosis is its effect on Ashley’s

sisters. In almost all reported cases, Kleefstra syndrome has occurred de novo, meaning



that there is an extremely low likelihood that anyone else in her family has any

abnormality in the affected gene region. On rare occasions, an unaffected parent has a

chromosomal translocation or mosaicism that leads to the syndrome, but the fact that

Ashley’s parents were found to “be negative” implies they are not genetic carriers.

Although this is not necessarily true for situations involving other autism-related genetic

disorders, this particular genetic diagnosis in Ashley likely indicates that her sisters are

not at greatly increased risk for having children with ASD, although they are not

protected from ordinary risk. Such information can be very reassuring and useful to

Ashley’s sisters. The fact remains that although genetics undoubtedly plays a large role

in ASD and intellectual developmental disorders, most cases cannot be reliably

predicted, and diagnosis is made through ongoing, longitudinal observation during

childhood.

DDiiaaggnnoosseess

• Intellectual developmental disorder (intellectual disability), severe

• Autism spectrum disorder, with accompanying intellectual and language

impairments, associated with Kleefstra syndrome
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Brandon was a 12-year-old boy brought in by his mother for psychiatric evaluation for

temper tantrums that seemed to be contributing to declining school performance. The

mother became emotional as she reported that things had always been difficult but had

become worse after Brandon entered middle school. Shortly after starting middle school,

Brandon had started complaining of stomachaches on school-day mornings and was

often reluctant to go to school.

Brandon’s sixth-grade teachers reported that he was academically capable but that he

had little ability to make friends. He seemed to mistrust the intentions of classmates who

tried to be nice to him but attempted to befriend others who laughingly feigned interest

in the toy cars and trucks that he brought to school. The teachers noted that he often

cried and rarely spoke in class. In recent months, multiple teachers had heard him

screaming at other boys, generally in the hallway but sometimes in the middle of class.

The teachers had not identified a cause but generally had not disciplined Brandon

because they assumed he was responding to provocation. He was embarrassed about

these outbursts and did not want to go to swim practice because he did not want his

swim friends to ask why he’d had an outburst at school.

When interviewed alone, Brandon responded with nonspontaneous mumbles when

asked questions about school, classmates, and his family. When the examiner asked if he

was interested in toy cars, however, Brandon lit up. He pulled several cars, trucks, and

airplanes from his backpack and, while not making good eye contact, did talk at length

about vehicles, using their apparently accurate names (e.g., front-end loader, B-52,

Jaguar). When asked again about school, Brandon pulled out his cell phone and showed

a string of text messages: “dumbo!!!!” “mr stutter”; “LoSeR”; “freak!”; “EVERYBODY



HATES YOU.” While the examiner read the long string of texts that Brandon had saved

but apparently not previously revealed, Brandon added that other boys would whisper

“bad words” to him in class and then scream in his ears in the hall. “And I hate loud

noises.” He also told the examiner that he sometimes wished that he had never been

born.

Developmentally, Brandon spoke his first word at age 11 months and began to use short

sentences by age 3. He had always been very focused on trucks, cars, and trains.

According to his mother, he had always been “very shy” and had never had a best friend.

As he has gotten older, it has become more apparent that he struggles with jokes and

typical young adolescent banter because “he takes things so literally.” Brandon’s mother

had long seen this behavior as “a little odd” but added that it was not much different

from that of Brandon’s father, a successful attorney, who had similarly focused interests.

Both of them were “sticklers for routine” who “lacked a sense of humor.” Brandon’s

mother noted that he made efforts to conceal his interest in trucks, cars, and trains

outside of the home but would eagerly speak about them when encouraged. Brandon has

shared with his mother that he tries to appear “normal” when interacting with peers at

school, which is exhausting. He often feels nervous around peers and generally tries to

avoid socializing.

On examination, Brandon was shy and generally nonspontaneous. He made below-

average eye contact. His speech was coherent and goal directed. At times, Brandon

stumbled over his words, paused excessively, and sometimes rapidly repeated words or

parts of words. Brandon said he felt okay but added that he was scared of school,

particularly when around other children. He appeared sad, brightening only when

discussing his toy cars. He denied current suicidal thoughts or plans as well as

homicidality. He denied psychotic symptoms. He was cognitively intact.

DDiissccuussssiioonn

Brandon presents with symptoms consistent with autism spectrum disorder (ASD).

DSM-5 ASD incorporates several previously separate disorders, namely DSM-IV autistic

disorder (autism), Asperger’s disorder, and pervasive developmental disorder not

otherwise specified. ASD is characterized by two main symptom domains: social



communication deficits and a fixated set of interests and repetitive behaviors.

It is evident that Brandon has considerable difficulty in his peer social interactions. He is

unable to form friendships, does not engage in interactive play, and struggles with

reading social cues. People with ASD typically find it challenging to correctly interpret

the relevance of facial expressions, body language, and other nonverbal behaviors. He is

humorless and “takes things so literally.” These symptoms meet the ASD criteria for

social communication deficits.

In regard to the second ASD symptom domain, Brandon has fixated interests and

repetitive behaviors that cause significant distress. He seems interested in cars and

trains, has little interest in anything else, and has limited insight that other children

might not share his enthusiasms. He requires “sameness,” with distress arising if his

routine is altered. Brandon meets both of the primary symptomatic criteria, therefore,

for DSM-5 ASD.

Brandon also stumbles over words, pauses excessively, and repeats words or parts of

words. These symptoms are consistent with stuttering, which is classified as one of the

DSM-5 communication disorders, namely childhood-onset fluency disorder. Typically

persistent and characterized by frequent repetitions or prolongations of sounds, broken

words, pauses in speech, and circumlocutions, childhood-onset fluency disorder may

result in significant social, academic, and occupational dysfunction.

Other DSM-5 communication disorders include difficulties in speech production (speech

sound disorder), difficulty in use of spoken and written language (language disorder),

and difficulty in the social uses of verbal and nonverbal communication (social

[pragmatic] communication disorder). Although these difficulties are not noted in the

case report, Brandon should be evaluated for each of these, because language

impairments are so commonly part of ASD that they are listed as specifiers of ASD rather

than as separate, comorbid diagnoses.

Many individuals with ASD have comorbid anxiety symptoms. The most common

anxiety disorders in ASD are specific phobia, social anxiety disorder, and agoraphobia.

In Brandon’s case, signs that suggest he should be further evaluated for an anxiety

disorder include his stomachaches, avoidance of social activities, and frequent feelings of



embarrassment in social situations. The 25-item Parent-Rated Anxiety Scale for ASD

(PRAS-ASD) is a reliable and valid scale for measuring anxiety in youth with ASD.

Prior to DSM-5, Brandon would have met criteria for Asperger’s disorder, which

identified a cluster of individuals with core autism features (social deficits and fixated

interests) and normal intelligence. Perhaps because he shared autism spectrum

symptoms with his own father, however, Brandon was viewed as “a little odd” but

without problems that merited specific clinical attention. The lack of a diagnosis

contributed to Brandon’s having become the defenseless target of malicious bullying, a

not uncommon finding in people with ASD.

Brandon has experienced passive suicidal thoughts. Individuals with ASD are at elevated

risk for suicidal thoughts and completed suicide, and it will be important for Brandon to

periodically receive careful safety assessments in the future. Without appropriate

interventions for both his core ASD symptoms and his stuttering, Brandon is at serious

risk for ongoing psychological trauma and academic derailment.

Brandon’s ongoing passion for a single subject (in his case, trucks, cars, and trains) is

typical for children with ASD. Brandon is sensitive to the fact that his peers no longer

share his passion (if they ever did), so he hides his interest. Similarly, he wants to skip

swim practice because of his earlier outburst at school. In both cases, his embarrassment

is painful, but there are positives as well: Brandon is aware that his behaviors are

unusual, and he wants to have friends; his insight and desire to socialize are positive

prognostic factors and suggest that appropriate treatment interventions may be

beneficial.

DDiiaaggnnoossiiss

• Autism spectrum disorder requiring support for deficits in social communication

and for restricted, repetitive behaviors without accompanying intellectual

impairment, with accompanying language impairment—childhood-onset fluency

disorder (stuttering)
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Carlos was a 19-year-old Hispanic college student in his freshman year at a public

university in a large city. He was referred by his guidance counselor to the hospital’s

outpatient psychiatric clinic for help with academic difficulties. Since starting college 6

months earlier, he had done poorly on tests and been unable to manage his study

schedule. His worries that he was going to flunk out of college were leading to anxiety,

insomnia, poor concentration, and a general sense of hopelessness. After a particularly

tough week, he told his family that he thought he should quit. His mother accompanied

him to the clinic that had previously helped both Carlos and his younger brother. The

mother specifically wondered whether Carlos’s “ADHD” might be causing his problems,

or whether he had outgrown it.

Carlos had been seen at the same clinic when he was age 9, at which time he had been

diagnosed with attention-deficit/hyperactivity disorder (ADHD), predominantly



combined type. Notes from that clinical evaluation indicated that Carlos had been in

trouble at school for not following instructions, not completing homework, getting out of

his seat, losing things, not waiting his turn, and not listening. He had trouble

concentrating except in regard to video games, which he “could play for hours.” Carlos

had apparently been slow to talk, but his birth and developmental histories were

otherwise normal. He repeated first grade because of behavioral immaturity and

difficulty learning to read. The ease with which Carlos learned English, his second

language, was not noted. His family had emigrated to the United States from the

Dominican Republic when he was 5 years old. The family was Catholic and attended

church every Sunday. Both of his parents worked in maintenance and housekeeping at a

local municipal hospital.

During the evaluation when Carlos was age 9, a psychoeducational assessment by a

clinical psychologist confirmed reading problems (particularly problems in reading

fluency and comprehension). Carlos did not, however, meet the school board criteria for

a learning disability, which required evidence of a 20-point discrepancy between IQ and

achievement scores. Thus, he was not eligible for special education services. The

evaluator had noted Carlos to be eager to do well and anxious about underperforming.

His anxiety was thought to be a reaction to his school difficulties and his challenges in

meeting the academic expectations of his family. Carlos’s pediatrician had recommended

pharmacotherapy, but his parents did not want to pursue medication. They cited

negative experiences with local youth who used diverted controlled substances and hung

out “on the street.” Instead, his mother reported taking on an extra job to pay for tutors

to help her son “with concentration and reading.” The eldest of four siblings, Carlos had

done well with this intervention and was now the first member of his family to attend

college.

The psychiatry trainee carefully reviewed Carlos’s academic history; his symptoms,

including the course and severity of sadness, anxiety, insomnia, and hopelessness; and

his social and developmental history. She obtained collateral history from his family and

school records. She used the revised DSM-5-TR Core Cultural Formulation Interview for

assistance in obtaining a better understanding of Carlos’s acculturation experiences, the

family’s past feelings about the clinic’s recommendations, and what treatment

interventions would be relevant and acceptable to Carlos and his family.



The psychiatry trainee learned that Carlos had a childhood history of “nervousness”

identified by a neighborhood curandera (traditional healer) as ataque de nervios. The

family had addressed this problem with supportive prayer and a traditional herbal tea.

They had apparently not revealed this to the psychiatrist at the time, thinking he would

find it irrelevant and not wishing to seem disrespectful of his authority. During these

unrevealed episodes of acute anxiety, Carlos would experience trembling and agitation,

palpitations, shortness of breath, dread of harm, and fear of separation from caregivers.

Workup by the pediatrician had revealed no physiological cause.

Since starting college, Carlos reported that he had frequently been unable to remain

focused while reading and listening to lectures. He was easily sidetracked and therefore

had difficulty handing in his written assignments on time. He complained of feeling

restless, agitated, and worried. He described difficulty falling asleep, poor energy, and an

inability to “have fun” like his peers. He reported that the depressive symptoms went “up

and down” over the course of the week and possibly influenced his problems with

concentration; it was hard for him to be certain. He denied substance use.

Carlos said that he’d had some great teachers in high school who had understood him,

helped him get the meaning of what he read, and allowed him to audiotape lectures and

use other formats (e.g., videos, wikis, visual presentations) for final assignments.

Without this support at college, he said he felt “lonely, stupid, a failure—unable to cope.”

Although advised by his high school teacher to do so, Carlos had not registered with the

university’s student disability services office. He preferred not to be seen as different

from his peers and thought he should be able to get through college by himself.

Carlos’s family history was positive for ADHD in a younger brother. A cousin was

reported to have had “dyslexia” and had dropped out of a local community college after

one semester. His social and developmental history revealed that he had been well liked

by his cluster of friends throughout school. His group consisted of boys and girls and

tended to consist of kids more interested in school than in sports. Carlos denied ever

having dated or been sexually active, and he also denied having any significant interest

in pursuing either of these activities.

On examination, Carlos was well-groomed, polite, and soft-spoken. He wore clean jeans,



a T-shirt, and a hoodie that he kept pulling down over his face. He sat quietly and

hunched over. He sighed a lot and rarely made eye contact with the clinician. He often

tapped his fingers and shuffled in his seat but responded appropriately to questions. His

command of English appeared strong, but he spoke with a slight Spanish accent. He

often mumbled and mispronounced some multisyllabic words (e.g., he said

“literalchure” instead of “literature” and “intimate” when he clearly meant “intimidate”).

He denied any suicidal thoughts. He appeared motivated to do better. On a follow-up

interview with the psychiatry trainee, Carlos asked whether the conversations were

confidential. When informed that they were, he hesitantly admitted that he felt

overwhelmed by new relationships with college peers. He indicated that “in my

neighborhood growing up, everybody was Dominican, but in college, I’m the only

Dominican.” He also quietly said that he thought he might “like guys rather than girls.”

He revealed two recent episodes of panic “like when I was a kid” that had occurred

during social situations. He declined to go into further detail.

After these two initial sessions, the psychiatrist suggested extending the evaluation so

that they could optimize a treatment strategy. She told Carlos that she wanted to better

understand his mood and anxiety symptoms, as well as how he felt about being the first

in his family to go to college (i.e., role transitions), and to talk a little more about his

concerns about his sexual orientation. She also referred Carlos for updated

psychoeducational testing. This psychoeducational reassessment confirmed that Carlos’s

reading and writing abilities were substantially and quantifiably below those expected

for his age. That report also concluded that these learning difficulties were not

attributable to intellectual developmental disorder, uncorrected visual or auditory

acuity, psychosocial adversity, or lack of proficiency in the language of academic

instruction. The report concluded that Carlos had specific difficulties with reading

fluency and comprehension as well as spelling and written expression.

DDiissccuussssiioonn

Carlos presents with a history of ADHD that was diagnosed in childhood. He also

appears to have anxiety and panic attacks that recurred in college. His earlier anxiety/

panic had not been previously identified by his pediatrician (although it had been

diagnosed as ataque de nervios and treated by a traditional healer in their community).



He also appears to have a new-onset major depressive episode, mild severity, in the

context of stressors surrounding acculturation, transition to college, and uncertainty

about his sexual orientation.

When Carlos was first evaluated at age 9, DSM-IV criteria for ADHD required six of the

nine symptoms listed in either of the two categories: inattention or hyperactivity-

impulsivity (as well as an onset before age 12). He had been diagnosed as having the

combined type of ADHD, indicating the specialty clinic had found at least six symptoms

in each of these spheres.

Carlos now presents at age 19, and the case report indicates that he may have five

different inattentive symptoms and two symptoms related to hyperactivity-impulsivity.

This seems to indicate a symptomatic improvement. Partial remission of ADHD is

common with age, especially in regard to hyperactivity symptoms. Under DSM-IV,

Carlos’s ADHD would be said to have remitted. DSM-5 has a lower threshold of five

symptoms in either category, rather than six, so Carlos would continue to meet the

symptomatic criteria for ADHD.

Carlos’s anxiety and depression might actually be causing his inattention, however, and

ADHD should not be diagnosed if an alternative explanation is more likely. Carlos does

appear to have had ADHD as a child, but that earlier evaluation did not uncover the

symptoms that were identified by a traditional healer as ataque de nervios.

In addition to trying to clarify the cause of his inattention (and whether he actually has

ADHD), the ongoing assessment might also explore Carlos’s perspective on being the

first in his family to attend college and on his identity as “the only Dominican on

campus.” It would also be useful to tactfully explore issues related to sexual orientation.

This might include his sexual feelings and fantasies, the triggers for his recent panic

attacks, and his (and his family’s) views on homosexual behavior. The case report

mentions that members of Carlos’s family are observant Catholics and that they sought

out a traditional healer for Carlos’s ataque de nervios. It would be useful to better

understand how Carlos and his family merge aspects of their Catholicism and traditional

Afro-Caribbean religions; such an understanding might inform Carlos’s perspective on

all of his concerns, including the anxiety, depression, and his “liking guys.”



Carlos may well have mood and anxiety disorders in addition to ADHD. Academic

problems are common in ADHD even in the absence of a specific learning disorder

(SLD), although SLDs are also commonly comorbid with ADHD. Even before his repeat

psychological testing, Carlos appeared to have multiple historical issues that increase the

likelihood of an SLD. His speech was delayed in his first language, Spanish; his reading

was slow in both Spanish and English; and he received (and thrived with) educational

accommodations in high school. All of these suggest an SLD, as does his positive family

history for learning disability.

Carlos’s previous psychoeducational assessment failed to confirm a learning disorder

because he did not meet the required discrepancy between IQ and achievement for

diagnosis with an SLD. Based on an additional decade of evidence, DSM-5 eliminated

this discrepancy criterion for SLD. This change has made it reasonable to refer older

adolescent patients for reevaluation.

The repeat psychological testing indicates a moderately severe SLD. Because Carlos’s

learning difficulties began when he was school age and continue to cause academic

impairment, he meets the DSM-5 diagnostic criteria for SLD. Documentation of both

ADHD and SLD will enable Carlos to access academic accommodations that should

allow him to more robustly pursue his college studies.

DDiiaaggnnoosseess

• Major depressive disorder, mild, single episode

• History of panic disorder; rule out current

• History of attention-deficit/hyperactivity disorder, with predominantly inattentive

presentation, of mild to moderate severity; rule out current

• Specific learning disorder affecting the domains of reading (both fluency and

comprehension) and written expression (spelling and organization of written

expression), all currently of moderate severity

SSuuggggeesstteedd  RReeaaddiinnggss
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Daphne, a 13-year-old in the ninth grade, was brought for a psychiatric evaluation

because of academic and behavioral struggles. She had particular difficulty starting and

completing schoolwork and following instructions, and she had received failing grades in

math. When prompted to complete tasks, Daphne became argumentative and irritable.

She had become increasingly resistant to attending school, asking to stay home with her

mother. These difficulties had been evident since early childhood but had worsened

significantly this year. Because Daphne had become increasingly distressed, her parents

have been less insistent on making her do any activity that upsets her.

Psychological testing indicated that Daphne had above-average intelligence, age-

appropriate achievement in all subjects except math, and some difficulties in

visuospatial skills. The test results were shared with the school, which offered additional

tutoring. Daphne attended only a few sessions, stating that they were not helpful. Her

parents talked to the school counselors and Daphne’s teachers, asking for more services.

They were told repeatedly that Daphne needed to be more assertive and ask for help.

Several teachers commented that Daphne should be more motivated and try harder.

Several years earlier, her pediatrician had diagnosed ADHD and prescribed a stimulant.



She took the medication for a week, but her parents stopped giving it to her because she

seemed agitated.

At home, Daphne’s parents’ close supervision of her homework often led to arguments

with crying and screaming. Her behavior and attitude were noticeably better when she

was out of school. She had two long-standing friends but had made no new close friends

for several years. In groups with other children, she preferred to play with those younger

than she. When her friends chose the activity or did not follow her rules, she tended to

withdraw. She was generally quiet in groups and in school but more interactive with

family members and individuals she knew well.

Since early childhood, Daphne has had difficulty falling asleep, requiring a nightlight

and parental reassurance. Recognizing that Daphne was easily upset by change, her

parents rarely forced her into new activities. She did well during the summer, which she

spent with her grandparents. Her parents reported no particular traumas, stressors, or

developmental or medical problems. Daphne had started her menses about 2 months

prior to the evaluation. Her family history was pertinent for multiple first- and second-

degree relatives with mood, anxiety, or learning disorders.

At first meeting, Daphne was shy and tense. Her eye contact was poor, and she had

difficulty talking about anything other than her plastic horse collection. Within 15

minutes, she became more comfortable, revealing that she disliked school because the

work was too hard. She thought that other children did not seem to like her because she

was stupid and was not into clothes and dating. Sometimes they made fun of her and

would start laughing whenever the teacher called on her. There were several peers who

had similar interests in animals and seemed okay. She has been eating lunch with them

but found it hard to relax and to believe that they really wanted to be friends. Daphne

was always afraid of making mistakes, getting bad grades, and disappointing everyone.

Often, she was so preoccupied with what to say or do next that she did not pay attention

to her peers or teachers. She frequently was unable to make a decision for fear of not

being right. Daphne was unable to identify any personal strengths or any aspect of her

life that was going well. She wished she had more friends and that she was smarter. As

long as she could remember, she had always felt this way. These difficulties made her

sad, but she denied persistent depressive feelings or suicidal thoughts. She appeared



anxious but brightened when discussing her horse figurine collection, her longtime

friends, and her family.

DDiissccuussssiioonn

Daphne has symptoms of inattention, anxiety, academic difficulties, limited peer

relationships, and poor self-esteem that are causing distress and impaired functioning.

Biologically, Daphne is experiencing the hormonal changes of puberty against the

backdrop of a family history of mood, anxiety, and learning disorders. Psychologically,

Daphne is living with the belief that she is inadequate, probably connected with her

ongoing academic and social difficulties. Developmentally, Daphne’s emotional and

social functioning appears to be somewhat delayed, with younger-than-expected

interests and coping strategies. Socially, Daphne has a supportive family environment

that has emphasized protecting her, possibly interfering with the acquisition of skills

related to independence and autonomy. Meanwhile, the educational system has not

provided the necessary support for Daphne to succeed.

Daphne’s academic problems can be explained in part by a specific learning disorder in

mathematics. She has persistent difficulties with math, supported by testing that showed

her performance to be below her intellectual level and chronological age. Her

achievement in other academic subjects and her level of adaptive functioning generally

appear to be age appropriate, indicating that her global intelligence and adaptive

functioning are normal and that she does not have an intellectual developmental

disorder.

It can be difficult to distinguish between anxiety and mood disorders in children

Daphne’s age. In this case, an anxiety disorder is more likely because Daphne’s

symptoms have been chronic and persistent rather than episodic, which depressive

symptoms often are. Daphne’s sadness is related to her sense of failure and worry about

her competence. With the exception of a sleep disturbance, she does not have

neurovegetative symptoms. Her difficulty with falling asleep appears anxiety based, as

do her social ineptitude, reluctance to comply with school demands, and overreaction

when faced with unwelcome tasks. In addition to her anxiety about her capabilities,

Daphne appears to have concerns about security, which may explain her tense



appearance. Daphne manages her anxieties by avoiding or controlling activities.

Although some of her concerns are consistent with other anxiety disorders, such as social

anxiety disorder or separation anxiety disorder, Daphne’s worries extend beyond those

domains. Given the pervasiveness of her anxiety, the most appropriate diagnosis is

generalized anxiety disorder (GAD).

GAD is characterized by persistent, excessive anxiety and worry. Symptom criteria

include restlessness, poor concentration, irritability, muscle tension, sleep disturbance,

and being easily fatigued. Although three of six criteria are required for adults, a GAD

diagnosis can be made in children with only one symptom in addition to the excessive

anxiety and worry.

Social difficulties are common among children and adolescents, particularly those with

psychiatric disorders. Daphne’s issues are related to her anxiety about being competent

and likable. Her academic struggles and anxiety have impeded her development, making

her emotionally and socially immature.

Her immaturity might suggest an autism spectrum disorder. She does have difficulty

initiating social interactions and engaging in reciprocity with peers (with poor eye

contact notable on examination), but Daphne does not have the communication

difficulties, rigidity, or stereotyped behaviors associated with autism. Her behavior

improves with familiarity, and she expresses interest in her peers.

Daphne’s language, speech, and communication skills seem developmentally

appropriate, making disorders in these areas unlikely.

Oppositional defiant disorder might also be considered because Daphne is resistant and

uncooperative in school and at home when it comes to her academic work. However, this

attitude and behavior do not carry over to other situations, and her behaviors do not

meet oppositional defiant disorder’s requirements for symptom level and frequency.

They are better conceptualized as a manifestation of anxiety and an attempt at its

management.

Inattention is a symptom that occurs in a variety of diagnoses. Individuals with ADHD

have problems with attention, impulsivity, and/or hyperactivity that occur in multiple



settings prior to age 12 and cause significant impairment. Although Daphne has several

symptoms consistent with inattention, these seem confined to school settings. She also

does not appear to have significant problems with behaviors related to impulsivity or

activity regulation. ADHD should remain a diagnostic possibility, but other diagnoses

better account for Daphne’s difficulties.

The environmental contributions to Daphne’s problems should not be minimized. Her

central psychiatric diagnoses—a specific learning disorder in mathematics and GAD—do

not appear to have been adequately addressed either at home or at school. With more

adequate services, Daphne would likely feel less anxiety and emotional distress and be

far more likely to succeed in her course work and to stay on track developmentally.

Although the case report indicates that Daphne’s diagnosis and treatment were delayed,

we do not know much about her demographic background. In general, we know that

learning disorders in children often go unidentified, especially for children whose

families are poor, members of historically marginalized groups, immigrants, or living in

adverse circumstances. Daphne’s parents tried to advocate for a more thorough

diagnosis (and treatment), with little apparent success. Their efforts to shield Daphne

from stress were well meaning but might have prevented her from gaining successful

experiences and contributed to her sense of incompetence.

It would be useful to better understand Daphne’s perspective on her anxiety, her

academic performance, and anything else that she finds interesting or problematic. She

has experienced negative, critical comments that might have escalated to bullying and

harassment. An evaluation that looks specifically for these common experiences is likely

not only to find additional problems but also to be felt as empathic by patients who

might otherwise quietly hold on to private shames.

DDiiaaggnnoosseess

• Specific learning disorder (mathematics)

• Generalized anxiety disorder
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Ethan, a 9-year-old boy, was referred to a psychiatric clinic by his teacher, who noticed

that his attention was flagging. At that time, Ethan was a fourth grader at a private

regular-education school for boys. The teacher told Ethan’s parents that although Ethan

had been among the best students in his class in the fall, his grades had slipped during

the spring semester. He tended to get fidgety and distracted when the academic work

became more challenging, and the teacher suggested the parents seek neuropsychiatric

testing for him.

At home, Ethan’s mother explained, he seemed more emotional of late: “He just looks

weepy sometimes, which is unusual for him.” She denied any difficulties at home, and

she described her husband, son, 8-year-old daughter, and herself as a “happy family.”

She had noticed, however, that Ethan seemed uneasy about being left alone. He had



become “clingy,” often following his parents around the house, and he hated being in any

room by himself. Ethan had also started climbing into bed with his parents in the middle

of the night, something he had never done in the past. Although Ethan had a few good

friends in the neighborhood and at school and was glad to have other kids come to his

house, he refused to go on sleepovers.

Ethan’s mother agreed that he appeared more fidgety. She had noticed that he often

seemed to be shrugging his shoulders, grimacing, and blinking, which she took to be a

sign of anxiety. These movements worsened when he was tired or frustrated, and they

diminished in frequency during calm, focused activities such as clarinet practice or

homework, especially when she was helping him.

His mother also mentioned that Ethan had suddenly become “superstitious.” Whenever

he stepped through a doorway, he would go back and forth until he touched both

doorjambs with his hands simultaneously, twice in rapid succession. She hoped that

Ethan’s more conspicuous habits would subside by summer, when the family took its

annual vacation. She felt that it was the right year for Disneyland, but Ethan’s father had

suggested taking him on a fishing trip (“just the boys”) while mother and daughter

visited relatives in New York City.

Ethan’s mother recalled her son as an “easy child, but sensitive.” He was the product of a

planned, uncomplicated pregnancy and met all his developmental milestones on time.

He had no history of medical problems or recent infections, but his mother mentioned

that he had begun to make frequent visits to the school nurse’s office complaining of

stomachaches.

On examination, Ethan was a slightly built boy with fair, freckly skin and blond hair. He

was somewhat fidgety, tugging at his pants and shifting in his seat. Hearing his mother

talk about his new movements seemed to provoke them, and the examiner noted that

Ethan also occasionally blinked tightly, rolled his eyes, and made throat-clearing noises.

Ethan said that he sometimes worried about “bad things” happening to his parents. His

concerns were vague, however, and he seemed to fear only that burglars might break into

their house.

DDiissccuussssiioonn



Ethan presents with declining school performance, which his family seems to attribute to

a cluster of anxiety symptoms that are of relatively recent onset. He is uneasy with

solitude and reluctant to attend sleepovers, has fears that bad things will happen to his

parents, and makes frequent trips to the school nurse. He appears to meet criteria for

DSM-5 separation anxiety disorder, the symptoms of which need only persist for 1

month in children and adolescents.

Ethan’s mother also points out that he has become more fidgety. She links his shoulder

shrugging, grimacing, and blinking to this recent onset of separation anxiety. Neither the

parents nor the teacher appears to recognize these movements as tics, which are

nonrhythmic movements of short duration and sudden onset. Ethan appears to have a

variety of tics, including those observed by the interviewer: some motor (blinks, shoulder

rolls) and some vocal (chirps, grunts, throat clearing, sniffs, clicks). Tics can be simple,

meaning that they last only milliseconds, or complex, which are of longer duration or

consist of a chain or sequence of movements. Although tics may vary broadly throughout

the course of a tic disorder, they tend to recur in a specific repertoire during any given

period of the illness.

The specific tic disorder (if any) is determined by the type and duration of movements.

In Tourette’s disorder, both motor and vocal tics must be present, whereas in persistent

(chronic) motor or vocal tic disorder, only motor or vocal tics are present. Ethan has a

mixture of tics, but at this point they have been present for only about 6 months—not the

minimum of 1 year required for either Tourette’s disorder or persistent tic disorder.

Therefore, Ethan is diagnosed with provisional tic disorder.

Tics occur in 15%–20% of children, and it appears that 0.6%–1.0% develop Tourette’s

disorder. On average, tics emerge between ages 4 and 6, reach peak severity by age 10–

12, and generally decline in severity during adolescence. Tics first observed in adulthood

were very likely present but unnoticed in childhood. Tics are typically worsened by

anxiety, excitement, and exhaustion and abate during calm, focused activity—which is

why that fishing trip with dad may be Ethan’s best bet for a summer vacation.

Anxiety likely explains Ethan’s inattention in the classroom. Although attention-deficit/

hyperactivity disorder, inattentive subtype, cannot be ruled out, it seems more probable



that tics and anxiety have taken Ethan off task, as he has no early history of inattention

or hyperactivity. His success in the fall semester all but rules out a learning disorder, so

no testing is indicated. (As a rule, testing should always follow the treatment of a

confounding problem such as anxiety.)

Ethan does manifest rituals in the doorway, which suggests OCD, which is an illness that

often co-occurs with both anxiety and tic disorders. Although that possibility might be

further explored, a diagnosis of OCD—like that of other psychiatric disorders—requires

not only symptoms but also a clinical evaluation that finds the symptoms are distressing

or impairing. Without additional information as to whether the rituals have an impact

on him, Ethan would not meet criteria for OCD.

DDiiaaggnnoosseess

• Provisional tic disorder

• Separation anxiety disorder

SSuuggggeesstteedd  RReeaaddiinnggss

Martino D, Ganos C, Pringsheim TM: Tourette syndrome and chronic tic disorders: the

clinical spectrum beyond tics. Int Rev Neurobiol 134:1461–1490, 2017

Olfson M, Crystal S, Gerhard T, et al: Patterns and correlates of tic disorder diagnoses

in privately and publicly insured youth. J Am Acad Child Adolesc Psychiatry 50(2):119–

131, 2011

Plessen KJ: Tic disorders and Tourette’s syndrome. Eur Child Adolesc Psychiatry 22

(suppl 1):S55–S60, 2013

Walkup JT, Ferrão Y, Leckman JF, et al: Tic disorders: some key issues for DSM-V.

Depress Anxiety 27:600–610, 2010


