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Th is issue of the Residents’ Journal includes a special section on DSM-5. Th e section 
begins with an article by Editor-in-Chief Monifa Seawell, M.D., on the importance 
of educating ourselves and our patients about DSM and how the diagnostic changes 
in DSM-5 might aff ect the mental health community as well as treatment. Next, 
Hassan M. Minhas, M.D., and Associate Editor Arshya Vahabzadeh, M.D., discuss 
autism spectrum disorder as a new diagnostic category in DSM-5 and how the re-
vised criteria might result in more accurate diagnosis . Last, Senior Editor Sarah M. 
Fayad, M.D., provides an overview of transitioning to DSM-5 while in psychiatric 
residency training or fellowship, emphasizing changes to the multiaxial system, di-
mensional assessments, and changes to diagnoses.
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published in 1987, DSM-IV, published 
in 1994, and DSM-IV-TR (text revision), 
published in 2000. Th e roman numeral 
system was abandoned beginning with 
DSM-5 (1).

Why Do Mental Health 
Professionals Use DSM?
By providing a defi ned set of criteria 
for each mental disorder, DSM helps 
mental health professionals speak the 
same diagnostic language, communicate 
more eff ectively with one another, and 
communicate with other medical pro-
fessionals. Standardization of diagnoses 
occurs throughout medicine, not just 
within psychiatry, for the same reason. 
For example, if “Mr. A” is psychiatrically 
hospitalized and diagnosed with DSM-
defi ned major depressive disorder and 
panic disorder during his hospitalization, 
his inpatient psychiatrist can eff ectively 
communicate with his outpatient psy-
chiatrist and primary care doctor about 
exactly what conditions he has. Much in 
the same way that a diagnosis of diabe-
tes implies that a minimum set of glycolic 
parameters have been met, DSM seeks 
to achieve a similar standardization with 
mental disorders.

Why Are Certain Disorders 
Removed From DSM, 
and Why Have Other 
Disorders Been Added?
Since its inception in 1952, each sub-
sequent edition of DSM has sought to 
further expand on the existing knowledge 
of mental illness. As the understanding 
of mental illness and human behavior 
has expanded and developed, so has the 
content of DSM. Over the years, behav-
iors that were earlier considered to be 
pathological (such as same-sex sexual at-
traction) were removed from DSM, no 
longer considered disorders, and rightly 
recognized as normal human behavior. 
In each subsequent edition of DSM, new 

diagnostic classifi cations have been added 
based on expert consensus, improving re-
search in psychiatry and empirical data 
collection (2).

My Psychiatric Diagnosis 
Was Included in DSM-IV-TR 
But Is Not in DSM-5. Does 
This Mean My Symptoms 
Are Not Real Anymore?
Removal of a diagnosis from DSM in-
dicates that at present, researchers do 
not have suffi  cient data to support that 
a particular set of symptoms can be 
considered a defi nable disorder. How-
ever, patients should be reassured that 
removal of a diagnosis does not mean 
that the symptoms they experience are 
not real or impactful on their lives. For 
example, although hypochondriasis will 
no longer be included as a distinct di-
agnosis in DSM-5, it does not mean 
that patients with this symptom clus-
ter (as defi ned in DSM-IV-TR) do not 
continue to experience diffi  culties as 
a result of their somatic concerns. We 
should inform those patients whose di-
agnosis will no longer be included in 
DSM that the removal of the diagno-
sis signals that scientists’ understanding 
and knowledge of the symptoms has 
evolved and that it is not an indica-
tion that the symptoms do not aff ect 
people’s lives or that suff ering from the 
symptoms is not real.

I Have Been Given a 
Psychiatric Diagnosis 
That Was Not Included in 
DSM-IV-TR But Is Newly 
Recognized in DSM-5? 
What Does This Mean?
With the inclusion of several new 
mental disorders in DSM-5 (3), pa-
tients whose symptoms previously 

Th e creation of DSM-5 has been accom-
panied by a multitude of mixed emotions 
in the mental health community. Th e 
general public, as well as the lay press, has 
also been vocal about the revisions, often 
expressing concern about the changes 
in DSM-5 and how these changes will 
aff ect the delivery of mental health ser-
vices. Whatever position you take on the 
revisions to DSM, be it praise or disap-
probation, DSM-5 is here. As mental 
health professionals, we must not only 
be prepared to educate ourselves about 
the latest revisions to our diagnostic text, 
but we must also be prepared to initiate 
discussions with our patients about the 
changes to DSM and what it will mean 
for them.

Although many of our patients carry di-
agnoses that are defi ned in DSM, many 
may not know exactly what DSM is or 
may be misinformed about the text and 
its intended purpose. In light of the 
widely published changes to this diagnos-
tic textbook, practitioners should initiate 
conversations with and encourage ques-
tions from patients. Familiarizing yourself 
with the following discussion points will 
equip you to engage in meaningful dis-
cussion with your patients about DSM 
and its recent changes.

What Is DSM?
Th e DSM, or Diagnostic and Statisti-
cal Manual of Mental Disorders, is a 
textbook that contains descriptions of 
recognized mental health conditions. It is 
used by health care providers in diagnos-
ing mental disorders.

How Old Is DSM?
Th e fi rst edition of DSM, DSM-I, was 
published in 1952. Since that time, DSM 
has undergone several revisions. Th e fi ve 
subsequent revisions are identifi ed with 
a diff erent roman numeral, including 
DSM-II, published in 1968, DSM-III, 
published in 1980, DSM-III-R (revised), 
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did not carry a diagnostic label may now be given a formal diagnosis. Pa-tients may react to this in several ways. Some who have long suffered may feel relief because their symp-toms have been defined and named. For example, an individual who en-gages in hoarding may feel relief in knowing that his or her symptoms and behaviors are not “all in their head” and that the scientific commu-nity recognizes such symptoms as a definable illness. However, some patients may also have mixed emo-tions about being newly “labeled” as having a mental illness. Provid-

ers should be prepared to explore patients’ reactions to receiving new diagnoses.
Where Can I Go To 
Learn More About DSM?

To learn more about DSM and DSM-
5, both patients and providers can visit 
APA’s website (http://www.psychiatry.
org/practice/dsm/dsm5).

As mental health professionals, we 
are trained to talk with our patients. 
Being equipped to discuss DSM with 

our patients is an important clinical 
tool.

Dr. Seawell is Editor-in-Chief of  Th e 
Residents’ Journal and a fellow in forensic psy-
chiatry at Case Western Reserve in Cleveland.

References
1. http://www.dsm5.org/about/Pages/faq.

aspx#122. http://www.psychiatry.org/practice/dsm/dsm-frequently-asked-questions3. http://www.psychiatry.org/practice/dsm/dsm5

The Residents’ Journal would like to congratulate the two 
newest members of our team. Dr. Misty Richards, a PGY-1 
resident at  UCLA, has been selected as the 2013–2014 As-
sociate Editor. Dr. David Hsu, a PGY-5 resident at UC Davis, 
has been selected as our 2013–2014 Deputy Editor. Dr. Hsu 
will be entering a geriatric psychiatry fellowship at Harvard 
in July. Both Drs. Richards and Hsu have demonstrated a 
long-standing commitment to The Residents’ Journal and 
have made multiple, important contributions. We welcome 
them to the Residents’ Journal and look forward to working 
with them over the next academic year!

NEW EDITORS
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Th ere has been criticism of combining 
the diff erent conditions under the um-
brella term autism spectrum disorder. 
Some have argued that diagnostic sub-
types remain clinically useful, and instead 
of the spectrum approach, diagnostic cri-
teria should be refi ned (8). However, the 
growing consensus has been that it is not 
possible to identify subtypes of autism 
spectrum disorder. In fact, the concept of 
an “autism spectrum” has been described 
as early as 1998 (9, 10). Diff erences in 
autistic disorder and Asperger’s syn-
drome have been found to be largely in 
terms of severity of symptoms and degree 
of impairment as opposed to qualitative 
diff erences (10, 11). A review examining 
the validity of autism spectrum disorder 
subtypes found that diff erences observed 
across subtypes were better explained by 
the participants’ IQ (12). A 12-site study 
showed that categorical diagnostic sub-
types of autism spectrum disorder were 
not reliable across sites even with well-
documented fi delity using standardized 
diagnostic instruments (13). In fact, the 
strongest predictor of diagnosis was the 
site location as opposed to any character-
istic of the pediatric cohort.

DSM-5 will combine a spectrum concep-
tualization with an assessment of severity 
level and use of specifi ers detailing as-
sociated defi cits in functioning. Th is will 
allow diagnostic accuracy and inter-rater 
reliability while also retaining descrip-
tive information that will likely be of 
great clinical utility in terms of describ-
ing individual patient presentation and 
impairment. Given that persons with au-
tism spectrum disorder have such a wide 
variety of phenotypic presentation, this 
approach will provide more information 
than the poorly defi ned categories that it 
is replacing. At fi rst glance, it may seem 
that combining the categories into an au-
tism spectrum disorder continuum will 
result in less defi ned “types”; however, 
the DSM-5 approach would likely ensure 

DSM-5
Th ere has been growing consensus that 
the diff erent disorders grouped under 
DSM-IV-TR pervasive developmental 
disorders are in fact a group of conditions 
that exist on the same continuum.

DSM-5 will address this concern by 
delineating the criteria for autism spec-
trum disorder. However, there will be 
a change in the number of core au-
tism symptom domains, from three 
to two. DSM-IV domains of impair-
ment in social interaction, impairment 
in communication, and restricted rep-
ertoire of activities and interests will 
be categorized as 1) defi cits in social 
communication and interaction and 2) 
restricted repetitive behaviors, interests, 
and activities. Th e social communica-
tion and interaction domain will have 
three criteria, all of which must be 
met to qualify for diagnosis, and the 
restricted repetitive behaviors, inter-
ests, and activities domain will have 
four criteria, of which two must be 
met. To qualify for a diagnosis of au-
tism spectrum disorder, persons must 
meet criteria for both domains. Th ose 
who only meet the social communica-
tion and interaction criterion will be 
diagnosed under the new “social com-
munication disorder” category, which 
is mutually exclusive with autism spec-
trum disorder. Rett’s disorder will be 
eliminated from DSM-5 because it now 
has a known genetic etiology: a muta-
tion in the MECP2 gene (5).

Th ese changes in DSM-5 eff ectively 
1) integrate several previously separate 
disorders under the autism spectrum dis-
order continuum, 2) change diagnostic 
criteria from the previous triad of symp-
tom domains to the dyad of limited social 
communication and repetitive behavior, 
and 3) make meeting criteria for autism 
spectrum disorder more stringent (6, 7).

Autism spectrum disorder is a relatively 
new term that is being introduced in 
DSM-5. Autism spectrum disorder en-
compasses several previously separate 
diagnoses, including autistic disorder, 
pervasive developmental disorder not 
otherwise specifi ed, and Asperger’s syn-
drome. Autism spectrum disorder is 
one of the most common neurodevel-
opmental disorders, with an estimated 
prevalence rate of one in 88 in the pe-
diatric population (1). Th ere has been 
a progressive increase in the reported 
prevalence of the disorder. While dif-
ferent ascertainment methods have been 
utilized, rates as high as one in 50 chil-
dren have been reported (2). Th e increase 
in rates of the disorder may be partly 
explained by increasing diagnosis and 
awareness.

Historical Perspective
Autism was fi rst described by Dr. Leo 
Kanner in 1943 (3). Around the same 
time, Dr. Hans Asperger described 
Asperger’s syndrome (4). Th e clini-
cal presentation of autism spectrum 
disorder was initially conceptualized 
as a childhood-onset type of schizo-
phrenia. DSM-I and DSM-II referred 
to autism as “schizophrenic reaction, 
childhood type” and “schizophrenia, 
childhood type,” respectively. DSM-III 
made a distinction between autism and 
schizophrenia. DSM-III-R divided di-
agnostic criteria for autism into three 
core symptom domains: impairment in 
social interaction, impairment in ver-
bal and nonverbal communication, and 
restricted repertoire of activities and 
interests. Th ese three core autism symp-
tom domains were also recognized in 
DSM-IV, with autism spectrum dis-
order being placed under the category 
of pervasive developmental disorders, 
which is a subcategory of disorders usu-
ally fi rst diagnosed in infancy, childhood, 
or adolescence.

 Autism Spectrum Disorder in DSM-5
Hassan M. Minhas, M.D.
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Th e Residents’ Journal 5

HOME PREVIOUS NEXT

retention of a higher degree of useful de-
scriptive information.

Th e change of diagnostic criteria to a 
dyad has demonstrated higher validity 
when compared with DSM-IV crite-
ria. A study using factor analysis to test 
the construct validity of the proposed 
changes found that autism spectrum dis-
order is a dyad, not a triad, with distinct 
social communication and repetitive be-
havior dimensions (14). Th e dyad system 
is intended to be clearer and simpler and 
will avoid the confusion between the 
overlapping “social” and “communication” 
categories in DSM-IV.

Perhaps the most controversy has sur-
rounded the increasingly stringent 
requirements to qualify for the diagnosis 
of autism spectrum disorder. Individu-
als must meet all three criteria for the 
social communication and interaction 
domain and two of the four criteria for 
the restricted repetitive behaviors, in-
terests, and activities domain. Th is may 
change the composition of autism spec-
trum disorder; in particular, some groups 
have questioned whether individuals 
with pervasive developmental disorders 
other than autistic disorder may face a 
more diffi  cult time qualifying for the au-
tism spectrum disorder diagnosis (15). A 
study conducted when the fi rst draft of 
DSM-5 criteria were applied to a DSM-
IV fi eld-trial population revealed that 
the criteria would accurately exclude 
94.9% of persons who did not receive 
a clinical diagnosis of autism spectrum 
disorder. However, only 60.6% of per-
sons with autism spectrum disorder per 
DSM-IV criteria would continue to be 
diagnosed in accordance with DSM-5 
criteria (16). However, the methodol-
ogy and conclusions of this study have 
been questioned, and more recent stud-
ies have found much higher sensitivities 
(17, 18). Some studies have found that 
young children may have the greatest 
risk of being underidentifi ed by DSM-5 
criteria, particularly those previously di-
agnosed with pervasive developmental 
disorder not otherwise specifi ed or those 
with higher cognitive functioning (19, 
20). Given that a diagnosis of pervasive 
developmental disorder not otherwise 

specifi ed did not require restricted repet-
itive behaviors, interests, and activities, 
it is easy to understand why some in-
dividuals with a diagnosis of pervasive 
developmental disorder not otherwise 
specifi ed may not qualify for an autism 
spectrum disorder diagnosis. It is for this 
very group of patients, however, that the 
“social communication disorder” diagno-
sis may be most appropriate. In fact, it is 
likely that this new diagnosis will more 
accurately communicate the social com-
munication and interaction defi cits, as 
opposed to the large and poorly defi ned 
pervasive developmental disorder not 
otherwise specifi ed group. Additionally, 
DSM-5 does not require functional de-
lays to be present before age 3, but rather 
will extend this until “social demands 
exceed limited capacity” as long as symp-
toms were present in early childhood.

Discussion
Autism spectrum disorder is a new di-
agnostic category in DSM-5. It refl ects 
a growing consensus that the previously 
separate disorders classifi ed as perva-
sive developmental disorders actually 
represent an autism continuum. Th e 
revised criteria will provide more accu-
rate diagnostic criteria and, as a result, 
more appropriate treatment interven-
tions. Coupled with improved and more 
accurate diagnostic categories, the di-
mensional conceptualization introduced 
by DSM-5 will provide useful and de-
scriptive patient-specifi c information.

Th e new diagnostic criteria has been 
shown to be more specifi c, thus reduc-
ing the rates of false positives. Th ere was 
initial concern regarding sensitivity, and 
some have questioned whether persons 
with DSM-IV diagnoses may not meet 
diagnostic criteria using DSM-5.

Th e initial research that found low sen-
sitivity had signifi cant methodological 
limitations, and subsequent, more ro-
bust studies have shown that sensitivity 
for autism spectrum disorder in DSM-5 
is comparable to that of DSM-IV. Ad-
ditionally, the introduction of a new 
diagnostic category, “social communica-
tion disorder,” will capture individuals 

who may not meet criteria for autism 
spectrum disorder but who may still have 
social communication and interaction 
defi cits.

Dr. Minhas is a third-year resident in the 
Department of Psychiatry and Human 
Behavior, Brown Alpert Medical School, 
Providence, R.I. Dr. Vahabzadeh is Associ-
ate Editor of Th e Residents’ Journal and 
a third-year resident in the Department 
of Psychiatry, Emory University School of 
Medicine, Atlanta.
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CALL FOR PAPERS
Submissions for Psychiatric News Sought

Would you like the opportunity to have your work appear in Psychiatric News? Here’s your chance! Psychiatric 
News is inviting members-in-training to participate in a new feature focusing on renowned psychiatrists who 
are well established in the fi eld or coming to the end of their careers, as well as psychiatrists who have served 
as outstanding mentors to residents. The articles should capture the essence of the subject (that of a personal 
perspective of the subject), along with information about the subject’s career and his or her accomplishments. The 
format can vary—for example, it can be written in paragraph form and incorporate quotes from the subject, or it 
can be written in a Q&A format. The length of each submission should be about 750 words.

This opportunity is being offered to readers of the Residents’ Journal only. If you are interested in participating in 
this series, please contact Cathy Brown at Psychiatric News at cbrown@psych.org.
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changes in diagnostic criteria will mean 
for patients, physicians, and other third 
parties. Psychiatric trainees should be 
aware of the changes made to diagnoses 
and should consider the reasons for the 
changes so that better patient education 
can be provided.

Notably, autistic disorder, Asperger’s 
syndrome, childhood disintegrative 
disorder, and pervasive developmen-
tal disorder not otherwise specifi ed will 
all be integrated into the diagnosis of 
autism spectrum disorder. Disruptive 
mood dysregulation disorder has been 
implemented in DSM-5; it is hoped 
that the presence of this disorder will 
alleviate concerns about overdiagnosis 
and overtreatment of bipolar disorder 
in the pediatric population. In addition, 
substance abuse and substance depen-
dence have been combined to form the 
substance use diagnosis. Th e bereave-
ment exclusion has been removed; in its 
place is a discussion on the diff erences 
between grief and depression (3). Th ere 
are additional diagnostic changes as well. 
It is important that trainees prepare for 
such changes, which can be viewed in 
detail on APA’s DSM-5 website (www.
dsm5.org).

Th is will create a challenge during the 
transition period, since many insurers 
will not immediately implement DSM-
5; therefore, clinicians who begin using 
DSM-5 may still need to use DSM-IV-
TR for coding initially. It is thought that 
most insurers will implement changes by 
December 2013 (1).

Dimensional Assessments
A new type of assessment is the dimen-
sional assessment (2), which will allow 
clinicians to gain valuable clinical data 
on a full range of psychiatric symptoms. 
Th is is quite useful because comorbidities 
are common, and patients do not always 
fi t neatly into a specifi c diagnosis without 
additional symptoms that are seemingly 
unrelated. Th e DSM-5 website indicates 
that symptoms will be rated not only by 
their presence but also on their severity, 
allowing clinicians to systematically track 
patient progress (2).

Changes in Diagnoses
Th e changes made to diagnoses has been 
perhaps the most controversial of the 
changes to DSM-5, garnering much at-
tention because of concern over what 

Psychiatric trainees, along with psychia-
trists, psychologists, therapists, social 
workers, and others, have been anxiously 
awaiting DSM-5, which will be published 
this month. Th is edition of DSM has gar-
nered much attention and brings about 
several particularly signifi cant changes to 
our nosology and classifi cation of men-
tal disorders. For those in residency and 
fellowship, this brings about a unique 
challenge and many questions. How will 
the new DSM be taught? What will be 
the outcome for those who only have a 
year left of training versus those who 
have just begun their training? What will 
change with regard to preparation for the 
American Board of Psychiatry and Neu-
rology certifi cation examinations? Many 
of these questions remain unanswered. 
However, trainees can educate themselves 
to better prepare for these signifi cant 
changes.

Changes to the 
Multiaxial System
Th ere are many changes not only to the 
content of DSM, but to the structure 
as well. Structural changes can be diffi  -
cult to adjust to, especially as a trainee. 
In DSM-5, the multiaxial system will be 
eliminated (Table 1) (1). All of the diag-
noses previously found under axis I, II, 
and III will be combined into one list that 
encompasses all mental disorders, includ-
ing personality disorders and intellectual 
disability (1). Medical conditions will also 
be included in this list. Axis IV will dis-
appear, and in its place, clinicians will be 
able to use ICD-9-CM V-codes, which 
will soon be replaced by ICD-10-CM Z-
codes. Axis V, used by clinicians to make 
an assessment of a patient’s Global As-
sessment of Functioning Scale rating, will 
also be eliminated. Section III will con-
tain a measure of symptom severity for 
individual disorders (1).

Transition to DSM-5 While in 
Psychiatric Residency or Fellowship

Sarah M. Fayad, M.D.

TABLE 1. Changes to DSM

DSM-IV-TR DSM-5

Axis I, II, and III All diagnoses will be combined in one list.

Axis IV Use of ICD-9-CM V-code, which will be re-
placed with ICD-10 Z code in the near future.

Axis V (Global Assessment of Functioning 
Scale)

Separate measures for symptom severity and 
disability for individual disorders. Although 
not yet recommended by APA, clinicians may 
use the World Health Organization Disability 
Assessment Schedule for measuring disability.
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modulation in the Department of Neurology, 
University of Florida, Gainesville, Fla.
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cation to their patients about the changes 
made. Trainees will also prove instrumen-
tal in training medical students about the 
changes in the classifi cation of mental ill-
ness. It is likely that as research advances, 
so will our way of classifying mental ill-
ness. By learning to adapt to the way we 
view mental illness, we might be able to 
improve outcomes in the vulnerable pa-
tients we treat.

Dr. Fayad is Senior Editor  of Th e Resi-
dents’ Journal and an Adjunct Clinical 
Postdoctoral Fellow in Psychiatric Neuro-

Conclusions

DSM-5 is viewed as a “living document” 
that will undergo ongoing change with 
the advancement of research and knowl-
edge (4). Th is is instrumental in providing 
the best care for our patients. Preparing 
for the new DSM may be somewhat in-
timidating, especially while in training; 
however, there is much information avail-
able about these changes and the scientifi c 
rationale underpinning them. Psychiatric 
trainees who implement this information 
rapidly will be able to provide more edu-

If you will be completing your residency this year, we would like your help in 
recruiting new subscribers by encouraging an incoming resident or fellow to 
subscribe to our monthly e-publication. Also, if you'd like to continue 
receiving e-mail notification alerts when each issue of the AJP Residents' 
Journal is published, send your new e-mail address to ajp@psych.org with 
the subject line "New e-mail address post-residency."

Residents, fellows, and students are invited to attend this year’s American 
Journal of Psychiatry Residents’ Journal workshop, to take place at the Annual 
Meeting in San Francisco. This year’s workshop title is “The American Journal 
of Psychiatry Residents’ Journal: How to be Involved.” Bring your thoughts 
and ideas about the Residents’ Journal; hear a brief presentation about the 
Journal’s new developments; meet with Residents’ Journal editors and edito-
rial staff as well as the American Journal of Psychiatry Editor-in-Chief Robert 
Freedman, M.D. The workshop is scheduled for Wednesday, May 22nd, from 
1:30 to 3:00 p.m. in Room 226, Moscone South, East Mezzanine. For further in-
formation please contact ajp@psych.org.
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sibling birth have found that children with 
diffi  cult, less adaptable temperaments tend 
to display greater distress in response to a 
sibling birth compared with easier, more 
adaptive children. Additionally, children 
are more likely to withdraw, experience 
sleeping diffi  culty, and display “clingy” be-
havior after the birth of a sibling if they are 
prone to negative moods (1).

Several studies have explored tempera-
ment and its contribution to sibling 
confl ict. A particular interest has been 
on children displaying low persistence, 
high activity, and strong emotions such 
as frustration and anger. Researchers have 
found that children with highly active 
temperaments experience four times as 
much sibling confl ict as those with less 
active temperaments and that a diffi  cult 
temperament in any sibling results in 
higher levels of confl ict and lower levels 
of positivity in sibling relationships (1, 2). 
Th e lack of fi t between sibling tempera-
ments may put siblings at risk for confl ict, 
although positive temperamental charac-
teristics in one sibling might function as 
a buff er to protect the sibling relationship 
from the potentially negative eff ects of a 
diffi  cult temperament in the other sibling 
(1). All children with diffi  cult tempera-
ments do not necessarily continue to have 
confl icted sibling relationships. Th rough 
experience, maturation, and eff ective pa-
rental monitoring, regulatory skills can be 
obtained, which in turn infl uences tem-
perament expression (3).

Parents’ diff erential treatment of siblings 
is hypothesized to contribute to variations 
in sibling relationship quality. Feelings of 
jealousy, resentment, and anger can emerge 
when children sense favoritism. Studies of 
young children have found that siblings 
express less warmth, more hostility, and 
tend to withdraw from one another when 
parents favor one sibling over the other 
(4). Th eories of social comparison suggest 
that favoritism shapes siblings’ perception 

she expressed the desire to obtain positive 
recognition from her parents. She denied 
feeling depressed, irritable, angry, or wor-
ried outside of the familial context.

In the above case, fi rst-born adjustment 
toward a sibling birth, frequent absence 
of a parental fi gure, a stressed family sys-
tem, and diff erential parental involvement 
contributed to sibling rivalry evidenced 
by the patient’s dysregulated behavior. 
Although common, these themes are not 
present in all sibling rivalry cases. Explor-
ing the family system is therefore crucial 
to ascertain other contributing factors. 
In synthesizing reports from the mother 
and patient, it became evident that the 
patient’s behavior was in fact “out of con-
trol” at times. However, the foundation 
of such behavior had never been under-
stood, explored, or discussed. Th e patient 
began acting out at the time her sister was 
born. She was no longer her parents’ only 
focus of attention, which led to feelings 
of jealousy, loneliness, anger, and attempts 
to get recognized in any way possible. She 
knew that she felt love for her sister but 
also resented her for “taking her place” 
in the family. Recent worsened behavior 
coincided with the father’s altered work 
schedule. His absence provided yet an-
other layer of perceived isolation for the 
patient, as well as increasing stress within 
the family system, making it more dif-
fi cult to eff ectively mediate confl icts 
arising within the household or to focus 
on equally shared attention between 
the siblings. Th ere was no indication for 
pharmacotherapy. Th e family was referred 
for systemic family therapy, and the di-
agnosis was coded as V61.8, a sibling 
relational problem.

Discussion
Th e birth of a sibling, as in the above case, 
is oftentimes marked as the starting point 
for sibling confl ict and competition. Stud-
ies focused on rivalry in the context of a 

Sibling rivalry refers to a type of com-
petition or animosity among siblings, 
regardless of age. Behaviors associated with 
sibling confl ict include physical aggression, 
oppositionality, defi ance, avoidance, and 
moodiness and irritability. Biological, so-
cial, and familial factors that may infl uence 
behavior and mood must be explored. If a 
case is not formulated outside the context 
of presenting symptoms, misdiagnosis, use 
of unnecessary pharmacotherapy, and an 
inaccurate treatment plan might result. 
Th e following case emphasizes the acute 
and chronic nature of expressed symptoms 
and management in sibling rivalry.

Case
“Evelyn” was a 9-year-old Caucasian girl 
with no previous psychiatric history who 
presented to an outpatient psychiatry clinic 
for “out-of-control behavior.” She was ac-
companied by her mother. Her father 
was absent due to work obligations. Th e 
mother reported that the child had always 
been somewhat diffi  cult, but her “behavior 
had become unbearable” over the past 2 to 
3 years and especially over the previous 4 
months. Th e mother described the child’s 
behavior toward her 3-year-old sister as 
mean, oppositional, defi ant, and physi-
cally aggressive, which then provoked the 
younger sister to react similarly. Th ere was 
no teacher report of dysregulated behavior, 
and peer interactions were appropriate.

When interviewed alone, Evelyn main-
tained good eye contact, was engaged,  and 
acknowledged behaviors described by her 
mother as accurate. She stated, “I felt left 
out when my sister was born, and now I 
feel like inside I love her so much, but out-
side I can’t stand her.” Th e father changed 
jobs 4 months prior and, as a result, only 
stayed at home 4 days per week. When 
at home, his attention was directed to-
ward helping the mother with the younger 
sister. Evelyn felt as though negative atten-
tion was better than no attention at all, but 

Case Report

Sibling Rivalry: Challenges and Opportunities
Lisa Batson, M.D.
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ment proceeds, utilize them regardless 
of parental presence. Scheduling family 
meetings to encourage open commu-
nication and ensuring that each family 
member feels equally heard is important. 
Parents should make an eff ort to spend 
equal time with siblings, minimize com-
parisons, and remain positive.

Dr. Batson is a second-year child and ado-
lescent psychiatry fellow at the University 
of Louisville School of Medicine, Louisville, 
KY.
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to empathize (1, 8). Research continues 
to explore the extent to which the social 
and emotional competence gained from 
childhood confl ict translates into adult-
hood. Bedford et al. (9) suggested that 
adult memories of childhood sibling ri-
valry, as well as continued confl ict in 
adulthood, might aid in providing a sus-
tained learning experience and promote 
continued social development. Sibling 
rivalry in childhood may also aff ect par-
enting techniques in adulthood. Mothers 
who reported sibling rivalry histories 
in childhood were less likely to use au-
thoritarian parenting strategies or show 
favoritism and were more aware of the 
eff ect that family confl ict can have on 
children’s relationships (9).

Management
Parents’ executive functioning is es-
sential in the management of sibling 
confl ict. Early studies supported a direct 
and authoritative approach to confl ict 
resolution, but more recent studies have 
found that this approach is not consis-
tently eff ective, nor does it teach children 
appropriate confl ict management strate-
gies. Smith and Ross (10) found that 
when parents acted as mediators of con-
fl ict, children were able to talk more 
calmly, share perspectives, listen, apol-
ogize, and suggest solutions. Parental 
mediation included laying down ground 
rules and obtaining the children’s con-
sent to these rules, asking the children 
to describe what happened and to iden-
tify points of contention, encouraging 
discussion of goals and feelings about is-
sues, and having the children brainstorm 
resolutions to their disputes while help-
ing to reality check their ideas. Parents 
utilized active listening, refl ecting, and 
reframing to facilitate their children’s 
understanding of one another’s perspec-
tives (10). Th e impact of this type of 
confl ict resolution model increases with 
children’s age and developmental ca-
pability. Modeling appropriate confl ict 
resolution strategies, however, is eff ec-
tive across age groups. A display of calm, 
nonphysical, and respectful means of 
confl ict management is crucial. Th e goal 
is for children to internalize the modeled 
management strategies and, as develop-

of their position within the family hierar-
chy. Favored children display less hostility 
toward their siblings who are not favored, 
since their position in the family is not 
threatened. Th e opposite pattern is true for 
less favored children (4). Diff erential par-
enting can also lead to marital stress and 
has been linked to longitudinal changes 
in marital quality spanning the children’s 
middle childhood years to adolescence (5). 
Diff erential treatment is often the result 
of specifi c parental or marital dynamics. 
Caregivers should be seen alone to explore 
diff erences in parenting if problems within 
the family continue despite off ering parent 
management education and intervening in 
family processes (6).

Th e family system and emotional climate of 
the household environment is an infl uential 
factor in sibling relationships. Studies have 
consistently shown that negative sibling in-
teractions occur when marital unhappiness, 
confl ict, or lack of emotional cohesion is ev-
ident in families (1). Siblings are more likely 
to handle disputes by means of aggression 
and coercion when exposed to harsh par-
enting or chaotic environments. Neutral 
interactions may be misinterpreted as nega-
tively motivated, self-serving, or hostile (5). 
Research has demonstrated that outward 
expressions of anger are distressing to chil-
dren, even as young as 12 months old (1). 
Furthermore, elevated levels of parental 
negative aff ectivity have correlated with less 
positivity in sibling relationships (1). Chil-
dren of depressed parents are more likely to 
develop depression, anxiety, and external-
izing disorders and are at greater risk for 
social, cognitive, and medical diffi  culties 
(7). Depressed parents may display less af-
fection or involvement with their children, 
communicate less eff ectively, and demon-
strate poor confl ict management skills.

Despite the stress that sibling rivalry can 
pose on a family system, several studies 
have found that this unique relationship 
may actually be benefi cial. Moderate 
levels of sibling discord can teach chil-
dren about compromise, turn taking, 
and problem solving, as well as provide 
the opportunity for siblings to vent their 
emotions, express their feelings, practice 
open communication, learn to tolerate 
negative aff ect, and develop the ability 
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diffi  culty in sleep initiation or continuity 
or restlessness; and 5) whether residen-
tial treatment was successfully completed. 
Th e fi rst four of these fi ve were included 
as variables in the analyses. Treatment 
success, which was the outcome variable, 
was measured based on patients’ status at 
the time of discharge from the chemical 
dependency program and coded as com-
pleted or not completed (either dropped 
out or asked to leave). Demographic data, 
including age, ethnicity, type of sub-
stances abused, and legal mandate versus 
voluntary admission to services, were also 
collected.

Th e mean participant age was 34.7 years 
(SD=8.47). Th e ethnic make-up of the 
study sample included European Ameri-
can (N=59), African American (N=9), 
Latino (N=1), and other (N=1). Fifty-one 
patients were legally mandated to chemi-
cal dependency program services, while 
20 were voluntarily admitted. To ensure 
accuracy during data collection, two cod-
ers independently collected data while 
remaining blind to each other’s ratings, 
for three sets of fi ve charts. Interrater reli-
ability was greater than 90% for each set. 
All discrepancies were discussed between 
raters until consensus was reached for 
fi nal ratings.

Analyses of variance and chi-square sta-
tistics were used to examine the unique 
relationship of each variable with dropout.

Th e mean number of days in psychiatric 
clinic treatment was 221.1 (range, 0–604 
days), with an average of 13.77 sessions 
attended (range, 0–49), 3.41 sessions can-
celled (range, 0–15), and 1.86 no-shows 
to sessions (range, 0–12). Th e types of 
drugs abused are presented in Table 1, 
and based on these data, the sample 
notably had a variety of substance and 
polysubstance abuse. Of the 71 patients 
assessed, 37 (52%) successfully completed 
treatment, while 34 (48%) did not.

cently sober patients have disordered 
breathing and leg movements during 
sleep (11).

The present study aims to ex-
plore characteristics associated with 
higher dropout rates from chemi-
cal dependency programs in a female 
substance-abusing population. Based 
on previous research, we predicted that 
insomnia, prior failed substance abuse 
treatment, history of trauma, and el-
evated stress would be associated with 
higher dropout rates.

Method
We conducted a retrospective chart re-
view of 71 female patients, ages 21- to 
53-years old, who received psychiatric 
care at our clinic and concurrent inpa-
tient treatment at a long-term chemical 
dependency program. All participants 
were in the same residential chemi-
cal dependency program, where they 
were expected to engage actively for 9 
to 12 months in individual and group 
treatment focusing on alcohol and 
drug use. All clients from the program 
were referred to our clinic for concur-
rent outpatient psychiatric treatment of 
co-occurring mental health issues. All 
patients referred to our clinic for con-
current treatment who had since been 
discharged were included in this study. 
Any patients still actively receiving 
treatment at our clinic were excluded.

Th e following fi ve participant data were 
collected: 1) Depression Anxiety Stress 
Scale scores at intake (measured through 
self-report); 2) the number and type of 
prior treatment programs the patient 
entered but did not complete (based on 
patient report at intake); 3) trauma his-
tory, including any lifetime history of 
sexual and/or physical trauma; 4) sleep 
disturbances (based on patient report at 
intake), characterized, for example, by 

Predicting Premature Dropout of Treatment 
Among Female Substance Abusers

Aparna Iyer, M.D.

Approximately 22 million persons in the 
United States abuse drugs (1). Th is is a 
public health concern, with exorbitant 
societal costs and debilitating eff ects on 
one’s family, occupation, and commu-
nity. Substance use among women poses 
unique challenges and societal concerns. 
In utero exposure to alcohol and illicit 
substances is associated with negative 
outcomes, including teratogenic eff ects, 
cognitive impairment, and sudden infant 
death. Mothers with addiction disor-
ders often have impaired parenting skills 
and attachments with their infants (2). 
Mental health disorders co-occurring 
with substance use disorders can aff ect 
the course of illness and recovery, and 
treatment of both presents the most ef-
fective management strategy (3). Women 
with both psychiatric and substance use 
disorders are a relatively understudied 
population (4).

A study of 1-year outcomes among 
substance abusers after completion of 
drug treatment found a decrease in 
the numbers of persons engaged in 
heavy alcohol and drug use, improved 
employment rates, decreased illegal ac-
tivity, and decreased suicidal ideation 
(5). However, women, particularly if 
pregnant or the sole caretakers for chil-
dren, have more barriers to treatment 
and are less likely to access treatment 
programs (6).

Length of stay in substance abuse treat-
ment programs is positively associated 
with good outcomes, yet early dropout 
rates are as high as 80% (7). Th e literature 
suggests that there is a link between pre-
mature dropout from treatment programs 
and patient characteristics (such as the 
type of substances abused, age, ethnicity, 
sex, and legal mandate to services). Stress, 
trauma, and prior failed treatments are 
also associated with relapse (8–10). Stud-
ies have suggested a correlation between 
insomnia and relapse, revealing that re-
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rienced some form of trauma, a high 
co-occurrence of substance use and 
trauma consistent with the literature 
(12). While there were no observed sig-
nifi cant diff erences in completion rates 
among patients with reported sleep 
disturbances at intake compared with 
those without such issues, sleep dis-
turbances persisting during treatment 
might aff ect premature dropout rates.

Th e small size and relative homogeneity 
of our sample may limit the generalizabil-
ity of the results. Further studies should 
explore the relationship between prema-
ture dropout and psychiatric diagnosis 
(axis I and axis II disorders), specifi c sub-
stances of abuse, types of trauma, and 
treatment modality.

At the time this article was accepted for pub-
lication, Dr. Iyer was a fourth-year resident 
in the Department of Psychiatry, Albany 
Medical Center, Albany, New York.

Th e author thanks A. Jill Clemence, Ph.D., 
Mark Lukowitsky, Ph.D., and Victoria 
Balkoski, M.D., for their support and con-
tribution to this article.
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Chi-square analysis revealed a nearly 
signifi cant diff erence between gradua-
tion rates among those with any prior 
trauma compared with those without 
prior trauma (p=0.06). No signifi cant dif-
ference was found in completion status 
between those who did and did not report 
sleep disturbances.

Discussion
We predicted that insomnia, prior failed 
substance abuse treatment, trauma 
history, and elevated stress would be as-
sociated with higher dropout rates from 
a chemical dependency treatment pro-
gram. Although causality could not be 
determined, there was a signifi cant dif-
ference in the graduation rates among 
patients reporting higher stress at in-
take compared with those with lower 
reported stress, and diff erences ap-
proached statistical signifi cance among 
patients with trauma histories and 
greater numbers of prior treatments. 
Eighty-six percent of patients expe-

Th e mean level of reported stress was 
16.7 (SD=11.47), based on a 0- to 
42-point scale. Although Depression 
Anxiety Stress Scale questionnaires 
were completed for only 38 patients, 
the mean scores at intake were statis-
tically signifi cant (F=9.52, df=1, 36, 
p<0.01) between those who completed 
treatment (mean=12.36 [SD=9.64]) 
and those who did not (mean=22.81 
[SD=11.17]).

Sixty-four (90.1%) patients had prior sub-
stance abuse treatment, with the mean 
number of prior treatments being 3.25 
(range for prior failed treatments, 0–14). 
Th e diff erences between the mean num-
ber of prior failed treatments among 
those patients who did versus did not 
graduate from the chemical dependency 
program fell short of statistical signifi -
cance (p=0.09). Th e mean number of prior 
treatments among those who completed 
the chemical dependency program was 
2.73 (SD=2.6), while the mean number 
among noncompleters was 3.82 (SD=2.7).

TABLE 1. Alcohol and Illicit Substances Used Among Women in a Chemical 
Dependency Treatment Program

Substance
Percentage of 
Participants

Number of 
Participants

Alcohol 85.9 61

Cannabis 67.6 48

Crack cocaine 52.1 37

Cocaine 49.3 35

Heroin 33.8 24

Hallucinogens 29.6 21

Nicotine 15.5 11

Amphetamines 12.7 9

Benzodiazepines 9.9 7

Intravenous heroin 8.5 6

Other 5.6 4

Intravenous crack cocaine 4.2 3
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After hospital discharge, the patient was 
again enthusiastic about outpatient treat-
ment, sharing a perception that his inpatient 
doctors “did not know how to treat his con-
dition.” Shortly thereafter, he reported that 
his medications were no longer working, 
and his no-show rate increased. Th e medi-
cations were changed, and he completed 
cognitive-processing therapy with limited 
symptom improvement. A few weeks later, 
he required another brief hospitalization, 
and his medications were changed again. 
He continued to report diffi  culties with 
depression, avoidance, and hyperarousal. 
He was then enrolled in a 60-day intensive 
outpatient program. After another brief 
period of recovery, he began to endorse 
dysfunction at home and at work, with on-
going symptoms of avoidance. At this time, 
a psychodynamic formulation was devel-
oped over four 1-hour sessions. With the 
addition of this formulation, the patient’s 
providers could better process his treatment 
resistance, which enabled him to engage in 
long-term recovery and self-exploration.

Discussion
Th e patient’s upbringing is best charac-
terized as one of dejection; he was taught 
by his mother, who was emotionally un-
available herself, to avoid expressing his 
emotions secondary to her fears of upset-
ting his father. As a result, the patient has 
a negative self-perception compounded 
by negative hindsight bias, with numer-
ous examples of an overbearing superego 
criticizing his desires for acceptance. Al-
though his neurotic personality structure 
limits his ability to openly request ap-
proval, his subconscious desires to be 
accepted have resulted in confl ict. He en-
joys presenting as “hopelessly broken” or 
“treatment resistant” because it provides 
him with special attention from his wife, 
providers, and work supervisors, followed 
by a brief “fl ight to health.” When any of 
these parties becomes exhausted and “fail 

Th e biopsychosocial formulation is a pow-
erful tool that residents learn as a means 
to appreciate the diff erent spheres that in-
fl uence patient presentations. Compared 
with the psychological aspects of the for-
mulation, appreciating the biological and 
social contributions tends to be easier. 
Methods to improve providers’ psycho-
dynamic formulations are described in 
Samuel Perry’s sentinel paper, published 
in 1987 (1). A psychodynamic formulation 
off ers a succinct conceptualization of a pa-
tient’s psychological structure, which can 
guide management through symptomatic 
evolution while alerting providers of po-
tential hurdles in treatment and helping to 
navigate resistance (1).

Th ere are many reasons why the psycho-
dynamic aspects of a patient might not 
be explored. Th e restrictions of managed 
health care can leave providers feel-
ing as though they do not have time to 
explore their patients’ ego-structure or 
fantasy life (2). Providers with less train-
ing in a psychodynamic approach might 
be unaware that they are using psycho-
dynamic techniques (3) or might feel as 
though they should avoid incorporat-
ing such techniques out of concern for 
patient boundaries (4). Th e inclusion of 
psychodynamic training during residency 
itself has been debated (5). A psycho-
logical framework can orient care, keep 
treatment on track, put symptoms into 
a context, and help explain transference 
and countertransference (1). A psycho-
dynamic approach can facilitate fuller 
treatment responsiveness when combined 
with other psychological and biologi-
cal approaches (6). It may also promote 
an understanding of why prior treatment 
benefi ts were limited. Th e following is 
a case report of an active-duty service-
man with posttraumatic stress disorder 
(PTSD) who did not respond to treat-
ment as usual until a psychodynamic 
approach was incorporated.

Case
“Mr. A” is a 35-year-old active-duty 
married Hispanic man with two young 
children. He presented with irritability, 
anger, nightmares, feeling estranged from 
others, and depression. Th e patient re-
ported that these symptoms started 3 years 
prior, shortly after his deployment to Af-
ghanistan, where he provided fi rst aid to 
a family injured by a roadside bomb. He 
was only able to save the family’s youngest 
daughter. Although she recovered after a 
prolonged intensive care stay, he has recur-
rent intrusive nightmares about the event.

Th e patient reported that his children’s 
screaming exacerbates his current symp-
toms of aff ective blunting, avoidance, and 
irritability. His wife, who has chronic pain, 
is often unable to assist with care of their 
children. Th e patient reported resentment 
toward his wife as a result but endorsed 
that he does not communicate these feel-
ings with her. He denied any previous 
psychiatric history, substance misuse, or 
family psychiatric history. He reported 
that his childhood was lonely because of 
frequent exposure to parental confl ict and 
paternal alcohol misuse. He recalled feel-
ing excited to leave home for the military.

Mr. A was diagnosed with PTSD and 
chronic and depressive disorder not other-
wise specifi ed. He eagerly began treatment 
as usual: a selective serotonin reuptake in-
hibitor for anxiety and depression, trazodone 
for sleep disturbances, and prolonged expo-
sure therapy. Although he initially reported 
improvement, he soon stopped presenting 
to his appointments. His commander con-
tacted the clinic, reporting concern that the 
patient “doesn’t feel supported.” Shortly 
thereafter, he was acutely hospitalized, and 
several medications were added. Th e dis-
charge summary noted that the “patient 
seemed very open with the primary team, 
and was willing to work hard to get better.”

Case Report

Psychodynamic Therapy in Patients Who Are Resistant 
to Treatment: A Critical Piece of the Puzzle

Eric Meyer, M.D.
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to save him” or “reject him,” he then goes 
to another party, with fresh injuries to re-
peat the cycle. In his wife’s case, her own 
pathology limits her ability to keep up 
with his expectations and strongly rein-
forces his sense of dejection.

His splitting mimics the triangulation 
that occurred during his upbringing and 
perpetuates his feelings of dejection. Rec-
ognizing that his transference toward his 
providers may resemble a parental relation-
ship reinforces the importance of setting 
clear expectations from the outset. Similarly, 
providers should expect that he will recover 
quickly for a short period of time after fi nd-
ing a new party to save him but will then 
decline as a mechanism of resistance second-
ary to feeling guilty for his reliance on the 
provider. Th is form of splitting should be 
resisted through frequent family/command 
involvement.

Th is case is not uncommon because combat 
veterans often have increased PTSD symp-
toms and comorbid psychiatric disorders 
(7) that can foster treatment resistance (8). 
Although the above patient had undergone 
several evidence-based treatments, his psy-
chological structure and ego function had 
not been taken into account. Accessing a 
patient’s psyche does not necessarily have 
to occur under the guise of psychodynamic 
therapy. It can be as simple as incorporat-
ing seven areas of questioning into routine 
therapy (Table 1) (9).

Manualized therapies (cognitive-behav-
ioral therapy, cognitive-processing therapy, 
and prolonged exposure therapy) are often 
more successful when aspects of dynamic 
therapy are incorporated into the treatment, 
knowingly or otherwise (3, 6). Similarly, the 
eff ect of medication management is likely 
improved when dynamic factors are taken 
into account. No matter what the treatment 
approach, including a thorough psycho-
dynamic description as part of an initial 
biopsychosocial formulation can assist in 
guiding treatment. Perry et al. (1) provide 
guidance for creating such a formulation 
and recommend the following four areas: 
summarizing statement, description of 
nondynamic factors, psychodynamic expla-
nation of central confl icts, and predicting 
responses to the therapeutic situation.

Psychodynamic explanation of cen-
tral confl icts can be accomplished using 
any variety of schemas; ego, object, and 
self-psychology each have strengths and 
weaknesses with regard to understand-
ing diff erent patients. In the end, each 
will typically identify a similar core prob-
lem for the patient and help guide future 
therapy.

For providers who are uncomfortable 
with a dynamic approach, there are sev-
eral tools available to help determine 
underlying psychological processes, 
such as the Structured Interview of 
Personality Organization (10) and the 
Shedler-Westen Assessment Procedure 
(11). Th e latter can also be helpful in 
monitoring improvement in a patient’s 
underlying psychological structure as 
treatment progresses.

As seen in the above case, patients with 
limited response to treatment may ben-
efi t from a psychodynamic approach. 
Similarly, including an initial psychody-
namic formulation early in treatment may 
improve the success of other behavioral 
health interventions.

Dr. Meyer is a third-year resident in the 
Department of Psychiatry, University of 
Texas Health Science Center at San Anto-
nio, and a teaching fellow at the Uniformed 
Services University of the Health Sciences, 
Bethesda, Md.
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TABLE 1. Process and Technique of Psychodynamic Psychotherapy
Focus on affect and expression of emotions.

Exploration of attempts to avoid distressing thoughts and feelings.

Identifi cation of recurring themes and patterns.

Discussion of past experience (developmental focus).

Focus on interpersonal relations.

Focus on the therapy relationship.

Exploration of fantasy life.
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In preparation for the PRITE and ABPN 
Board examinations, test your knowledge 

with the following questions
(answers will appear in the next issue).

We are currently seeking residents who are interested in submitting Board-style questions to appear in the Test Your Knowledge feature. Selected 

residents will receive acknowledgment in the issue in which their questions are featured.

Submissions should include the following:

1. Two to three Board review-style questions with four to fi ve answer choices.

2. Answers should be complete and include detailed explanations with references from pertinent peer-reviewed journals, textbooks, or reference manuals.

*Please direct all inquiries and submissions to Dr. Vahabzadeh: arshya.vahabzadeh@emory.edu.

This month’s questions are courtesy of Caitlin Dufault, M.D., a third-year resident at 

the University of New Mexico, Albuquerque.

Question 1.
A 33-year-old woman presents to your offi ce 4 months after she was involved in a 

serious motor vehicle accident. Her boyfriend, who was driving the car, died at the 

scene of the accident from traumatic injuries. The woman reports feeling signifi -

cant guilt that she survived the accident. Although she was told that she performed 

cardiopulmonary resuscitation on her boyfriend, she cannot remember doing so. 

She also reports a 3-month history of irritability, diminished interest in her usual 

hobbies, diffi culty concentrating, fl ashbacks, and frequent nightmares of the event. 

She admits to deliberate efforts to avoid discussing the accident. In which edition 

of DSM did this woman’s diagnosis, posttraumatic stress disorder, fi rst appear?

A. DSM-IV

B. DSM-III-R

C. DSM-II

D. DSM-III

Question 2. 
In the DSM-IV-TR Glossary of Culture-Bound Syndromes, which of the following 

syndromes frequently occurs as a direct result of a stressful event relating to the 

family and is commonly characterized by uncontrollable shouting, attacks of cry-

ing, trembling, sensations of heat in the chest rising into the head, and verbal or 

physical aggression?

A. Boufée delirante

B. Ataque de nervios

C. Zar

D. Koro

Question #1.
Answer: B. Test for sensitivity reactions

Medication nonadherence can be addressed with the use of depot an-

tipsychotics (1). Depot typical antipsychotics are oil-based prepara-

tions, making the patient more prone to allergic reactions, prompting 

the use of a test dose for sensitivity reactions. A trail of test depot 

antipsychotic dose in addition to the trail of the same oral antipsy-

chotic will test for any allergic reactions for the base oil. Atypical 

antipsychotic depot preparations are water based; hence the base is 

less likely to cause sensitivity reactions. Psychological resistance and 

testing for extrapyramidal side effects are not reasons for the use of 

an intramuscular test dose.

Reference

1. Taylor D, Paton C, Kapur S: The Maudsley Prescribing Guidelines in Psychia-

try, 11th ed. Chichester, United Kingdom, Wiley-Blackwell, 2012, pp 

40–44

Question #2.

Answer D. At 6 weeks

With depot antipsychotic long-acting injections, antipsychotic medi-

cation is slowly released over weeks to months. With the initial ad-

ministrations, it takes 6 to 8 weeks to reach steady state. Because it is 

not possible to assess effectiveness of the depot dose before 6 weeks, 

dose adjustments should ideally be made past this duration with the 

fi rst administrations (1).

 Reference

1. Taylor D, Paton C, Kapur S: The Maudsley Prescribing Guidelines in Psy-

chiatry, 11th ed. Chichester, United Kingdom, Wiley-Blackwell, 2012, pp 

40–44
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Author Information for The Residents’ Journal Submissions

1. Commentary: Generally includes descriptions of recent events, opinion pieces, or 
narratives. Limited to 500 words and fi ve references. 

2. Treatment in Psychiatry: This article type begins with a brief, common clinical 
vignette and involves a description of the evaluation and management of a clinical 
scenario that house offi cers frequently encounter. This article type should also include 
2-4 multiple choice questions based on the article’s content. Limited to 1,500 words, 
15 references, and one fi gure. 

3. Clinical Case Conference: A presentation and discussion of an unusual clinical 
event. Limited to 1,250 words, 10 references, and one fi gure. 

4. Original Research: Reports of novel observations and research. Limited to 1,250 
words, 10 references, and two fi gures. 

5. Review Article: A clinically relevant review focused on educating the resident 
physician. Limited to 1,500 words, 20 references, and one fi gure.

6. Letters to the Editor: Limited to 250 words (including 3 references) and three 
authors. Comments on articles published in The Residents’ Journal will be considered 
for publication if received within 1 month of publication of the original article. 

7. Book Review: Limited to 500 words and 3 references.

Abstracts: Articles should not include an abstract.

Please note that we will consider articles outside of the theme.

 The Residents’ Journal accepts manuscripts authored by medical students, resident 
physicians, and fellows; manuscripts authored by members of faculty cannot be accepted. 
To submit a manuscript, please visit http://mc.manuscriptcentral.com/appi-ajp, and select 
“Residents” in the manuscript type fi eld.
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