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Coping with Uncertainty

When I was still a médlcal student, several of my teachers, in agreement
rarfe among psychiatrists, pointed out that 2 well-trained mental ‘r%;;*'—,
nician can make a valid diagnosis after a single interview abr)g;r To;rvp
out of five; on the fifth, however, the clinician could interview fo_r hf)?:lr; a*m
still be uncertain. Over the intervening decades, that figure hasn't Cha;jf;erj
much, if at all. The result is that if you evaluate several new patientcs a
week, you'll have to learn to cope with diagnostic uncertainty. This chap-
ter presents some ideas on dealing with uncertainty when it arises, and
explains why the concept itself is so valuable to the pursuit of accurate

diagnoses.

Why Aren’t We Certain?

You might suppose that someday all the uncertainty will be gone from the
diagnostic process, but I think that this happy state will be a verv long
time in coming. The main reason is as obvious as it is inescapable: We can
hardly avoid patients for whom we lack adequate information. Although
patients with cognitive deficits such as Alzheimer’s dementia may want
very much to cooperate, they will have difficulty remembering important
facts. Relatives may have been out of contact with such patients too long to
have essential information to contribute. Someone who is paranoid or who
has previously had unhappy experiences with health care may be afraid to

reveal facts pertinent to diagnosis.

When Nigel first consulted his new caregiver, a young woman still in

training at the university clinic, he felt suddenly embarraswd about
the cause of his anxiety and depression. It required most of the first
session hefore he finally disclosed that he had been repeatedly impo-
tent with his fiancée, who had suggested the evaluation.
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44 THE BASICS OF DIAGNOSIS

Other patients may try to shield themselves or otherg from POSsibY,.
. e
ecution. Hro

Accused of destroying his neighbor’s home in a futile Search foy
and drugs, Trevor was interviewed in jail. He alleged thay hf.lr;"f“";
bipolar disorder, and he said that he was “blacked out” for the e;,,_ld': ;
question. He refused to allow clinicians to contact famyj] o
additional information that could validate—or, of coyr

y memhcrsﬂf{-,;
claim of a potentially exculpatory mental disorder.

se, T'(:fute.;m£

Still other patients who seek to restrict information about their
include those who have factitious and paranoid disorders. And so
great variety of reasons, just plain don’t tell the truth.

It happens more often than we sometimes realize that a patient
database simply will never be complete until we’ve obtained collaters

information—usually from a relative, but sometimes from old charts o
previous clinicians.

histon'es
me, for ,

Jeff gave a history of bipolar illness, with manic and depressive mood
swings. Although he denied that he had ever used alcohol heavily, Lou-
1se, his ex-wife, left me a voice mail message that she had often seen
him in a stupor. It wasn’t until I went to his house one evening, after a
neighbor had called Louise to express concern about a raucous distur-
bance, that I saw him acutely intoxicated on both alcohol and cocaine. |
persuaded him to be admitted to a hospital; the following day, he finally

confessed that his mood swings had all occurred while he was under
the influence.

Sometimes the clinician must bear the responsibility for insufficient
information. If [ omit questions about anxiety symptoms in the rush to Lom
plete an evaluation, I risk overlooking an important diagnosis. In the mldfﬂi
of the night, a sleepy clinician who doesn’t dig through a thick chart plezy* mf
to note that a psychotic patient had an abnormal EEG the year bef"r‘? ?m
was successfully treated with anticonvulsants. T beljeve that many nnsfﬁ.t
and incorrect diagnoses stem from failure to collect and use all the rclf-’? jzl
data, although I have no data other than my years of observing interviens
performance to support this belief. o

On the other hand (wouldn'’t you know?), sometimes extra mﬁ.)l ma" a8
confuses the diagnosis. The situation can be something rather Sm.“:; ol
when a patient with 2 long history of psychosis has symptoms thé"'t)‘-lt et
typical for schizophrenia—terrific insight and well-modulated aftect:

b AR i s K bt



5 ('”“""J with Une {-\ﬂ',”(;f/ 45

haps. Or consider a patient with SOMatization dieoy |
A ) 1 ";J‘ i (e . o 2l
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their chnical imtwition, rather than on the best practices informed by scier
tific studies. Such rresponsible behavior represents the sort of nightmare

] L s i};}l’,_)[}.’gj =
that drives most of us—almost from the moment we complete train;

ey anel
big aliitl

embark on independent careers as health care providers—to read journ

Irnais,
attend conferences, and accumulate continuing education credits. 4l in r(
effort to stay current with the latest developments in diagnosis and therapy.
Keeping current has become institutionalized for medical profes:\;uma};,
whose board certifications are now good only for a limited time (usually 10
vears), after which they must sit for a recertification exam.

Of course, the myriad combinations of symptoms individual patients
present can confuse even the best-trained, most up-to-date practitioners.
Some examples are well recognized and are even written into established
criteria. A commonplace example 1s atypical depression, in which appetite
and sleep may be increased, not decreased as you'd expect in the usual
case of depression. However, other instances get less attention and can
cause a practitioner who sticks too closely to established criteria to miss a
diagnosis.

A rare example would be the case of Corrine, whose magnum of red
wine every day never caused her problems. Single all her life, she lived
on inherited wealth. A companion managed her affairs and saw to it
that she got proper nutrition and health care. If you insisted upon the
exact criteria for alcohol use disorder, Corrine might not qualify.

tdh_‘— point is that established criteria don’t cover every possible manifes-
4ty A : m'’
( fxn of mental disease, and plenty of patients have symptoms that don't
C( . v : 8

Morm to conventional notions of a given disorder.

t;‘;‘ngtfigintly moved west from Indiana, where he had attended col-
agé -uf l(‘)‘.)’ he had a long hnstory of mood fllS(_)l'(ler, beginning at the
vefore he v:'h(-:n he attempted SLll(,tlde- by drinking Lysol. Fortunqtely,

could get much of the liquid down, he gagged and suffered
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mania. : manic episode or mixed episode {a mixture o
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“He told me that I had mood d'lSOI‘der not oth-
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ical student presented his caseé.
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very experienced clinician has seen
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schoolmate's threats to tell her rehigiously strict parents that she

has had an abortion? Isolated bits of behavior can suggest i diagne

ais. but they often don’t constitute one.

Gordon wore the colors of his school’s arch-rival team on the day of

the big game. He courted social disapproval and undoubtedly craved

attention, but his behavior didn’t qualify him for a diagnosis. A necd

for individuahity and recognition is part of growing up, and of the

human condition in general.

e Sandy drinks and uses drugs excessively, to the point of hav-
ing declining grades and an arrest for drunk driving. Does this
extremely common behavior foreshadow substance use disorder, or

is it simply going along with the gang?

Resolving Diagnostic Uncertainty

As I have noted earlier, only about 80% of new patients can be diagnosed on
first interview. This section provides some techniques that may help you
improve on that percentage.

It is natural that whenever we come to a stumbling block in the diag-
nostic process, our first impulse is usually to look for more information.
Sometimes an additional patient interview, focused on the specifics of what
we need to resolve our doubts, will succeed. At other times, information
from another resource (such as a relative, friend, or former physician of
the patient) or a review of previous health care records can make the dif-
ference. However, some histories are just plain confusing and will remain
so well past the appropriate time to start treatment. Then we must look for

clues that will help us arrange the possible diagnoses into a workable dif-
ferential Jist,

Past Behavior

,

f)f\'?ui::;::;;t:saiia fi-ia*i';rx‘os‘tic pr.inciple thg truism that the be-st‘ .pr-edictor

eral, but i i,g ' ‘1 )f IS lpdst' I)(:havu';r. It H]')[)IIQS' to many areas of life in gen-

patient th)\hazl)}::(;;d, l},, valugble n makn_lg dmgnnses{.. It suggests that an.y

likely 1o, remai;} : : a syndror'n(: or set of sympton3s for months or years is
¢ same far into the future. Here’s an example:

Ne 5 e .
e;]d appeared to be in his mid-40s when the police brought him to the
€rgency room. That afternoon they had found him barricading the
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and draqnostic manual

it's a far cop We'
end up defining what's normal by ol
. it when | see it.
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U et ' the meanings of normal include e a

“car ' re. ithy
meaning carpenter’s square. ' o 5 THESE— U Fare
wyeyal” and “the ideal.” There aré problems with ea‘c | ; 101 e
- f we define normal as "average =,

e | ag
itional problems aré the norm. orags
- that cefr " i minor dearee of impairment, because SO many agitg
it would mean some (if minor) aegre ;
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impaired by mental disorder. If it means “healthy.” as lrllf t'l;e e‘u;f?nge ojy“
then nearly half of all Americans are mentally abnormal. I s V-J.' is L'.b“:‘f'v_ ther
we'd consider abnormal those who drink o alcohol at all. And if it's “the ideal * te-

normality is a state to which we can aspire, but never am.

We are left bobbing in a sea of ad hoc decisions concerning each iliness 4
group of illnesses we encounter. For example. We must differentiate the misuse ¢
substances from social drinking, recreational drug use (however normal that me,
be). and the appropriate use of prescription drugs. We've even coined special terms
for some conditions that we regard as normal and must differentiate from iliness.
adult antisocial behavior, for common criminals who lack the cachet of antisociz
personality disorder; age-related decline, for the not-quite-dementia experienced by
each of us lucky enough to survive middle age; bereavement, which we all (mostt\71
hope never to experience ourselves, yet assume others will one day experiénce (.;n
our behalf.

) Below I've Hs'ted some mental states and symptoms, along with the normal
30122022 ﬂf]r;)?r;n‘wgrltcﬂr;7 ;Ne must differentiate them. Note that V\{e sometimes use the
\ ‘ , ry, or everyday as code for normal. This raises the interest-
Ing point that for some behaviors, the definition of what's n is a li
Consider, for example, ordinary shoplifti isti orma is a l|.ttle skewes

y shopliiting (as distinct from kleptomania), common

criminality (vs. antisocial personality df :
(vs. pyromania). y disorder), and everyday fire starting for profit

Pathology Normal
Psychosis

Dreams, imaginary playmates
hallucinations that occur w ,
or awakening

déja vu, and the
hen we are going to sleeP

Adgptive fright that
. raging torrents, and

Panic attackg

8Ips us avoid speeding truckS
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Phobias

Social anxiety

Obsessions,
compulsions

Pathological worry

Somatization,
hypochondriasis

Dissociation
Compulsive gambling

Rejection of one’s own
gender identity

Paraphilias

Personality disorder

B T L o e I e e e e L

entry into a major shopping venu
of aluminum foil, Ned was advising custom
approaching the Pacific Northwest. When 1

annihilated. He spoke rapidly, and

Diagnostic Principle: The
best predictor of future
behavior is past behavior.

tion that he had been chronically ill with psychosis for years.
evaluating clinician, schizophrenia became the bes

SIS,

Realistic concerns about being embarrassed (ouch
as someone who stutters might leel) or unable to
help oneself (as perhaps a paralyzed person might
feel)

Stage or microphone fright and ordinary shyness
that doesn’t result in clinically important distress or
impairment

Superstitions and one-time checking to see that the
stove is turned off hefore we depart for the airport

Legitimate concerns such as paying the rent and
putting the kids through college when we’ve just
been laid off

Concerns about demonstrable physical disorders

Daydreams, reveries, and fantasies
Professional and recreational betting

Tomboyishness, theatrical role playing, and any
other cross-gender behavior that doesn’t cozily fit

our cultural stereotypes
Use of fantasy to enhance sexual excitement

Personality and character traits that are merely
annoying (yours) or even endearing (mine)

N

e in the mall. Wearing a helmet made
ers that a giant meteor was
it struck, all life would be
his grandiose ideas (his ex-wife was
2 member of the Rockefeller family; he
could control the outcome of the coming
election) seemed to tumble after one
another without logical connection. A tele-
phone call to the number listed on a piece
of paper in his pocket elicited the informa-

For the
t working diagno-
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More Symptoms of a Diagnosis

You'd think that a patient whuvhil-“_ a lot f’l Symptoms woul f A Blvey §

drome hetter than someone with just a few symptoms, ang You' by "iix'i'yll
" S0meqgp,
{“:l}{l'lf)Sﬁ(; r
aler weighy than othel-n:
est schizophrenli:

to a cerlain extent. T would certainly vote for l‘l(.‘])l'fszi()“ :
has seven or eight of the usual symptoms, liu.l, M using thig 5
ciple, remember that some symptoms 'c;u ry lz.u gre
For example, hallucinations and delusions strongly sugg
whereas pacing and muttering don't.

Someone who stays up half the night— pjagnostic Principle: Moyq

pacing the room and muttering could sym‘pto.ms of a disorq
he an aspiring author trying to punch - its likelihood as yoyy
through a writer's block (trust me!).

And as a corollary, note that the mere fact of having serig,
doesn’t necessarily mean that a given disorder is present. We'l
[T of this book that, for example, many people who have suicid
necessarily have clinical depression as their primary diagnos;

er i"lCFEase
d'agﬁosis.

S Symptoms
] See in Pal’t
al ideas dop;
S.

Presence of Typical Features

If your patient has symptoms or other features

encounter in a given disorder, you'll want to consi
working diagnosis. Loss of interest

you usually expect to

der it strongly for your
in work and leisure activities (including

Sex), poor concentration, and loss of

appetite and insomnia point strongly
features of a disorder increase to major depression. On the other
its likelihood as your diagnosis; hand, your diagnosis will be more
in the presence of nontypical secure if there aren't any symptoms
features, look for alternatives, that sug gest other conditions. For
example, if Serena complains of ha-
history of multiple physical complaints
chizophrenia would seem a less attrac-

Diagnostic Principle: Typical

lucinations, byt youencounter a long
Or Symptoms suggestive of

: mania, s
live diagnosis.

Previoys Typical Response to Treatment

Response lo treatment

nearly any condition w
they are

provide

can be tricky (

ill improy
sugar pillg!), However,
a clue to diagnosis. |f

a substantial number of patients Wz;tzil
€ €ven on sugar pills—even if they k,can
SOmetimes the response to treatm-en(tje of
you learn that Morton’s earlier €pis®
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T T T . so-called schizophirenia receleo
piagnostic Principle: Previous it “\ Ophre r‘nu resolved com-
typi‘a‘ response to treatment pictely with o moedd tabihizing drug,
foradisorder increases its vou would strongly suspect that the
likelihood as your diagnosis.

actual diagnosis s amood disorder

The Value of the Term Undiagnosed

\fter vou have recorded all the history you can find, pursued ever

1116

22° LW

rom the MSE, interviewed relatives and friends, and consulted the ava
ahle records, vou still may not be

2hle to come up with a definitive
dizagnosis. That's just fine. It 1s
important to recognize that for
some patients, no diagnosis will be

Diagnostic Principle: Use the

word undiagnosed whenever you
cannot be sure of your diagnosis.

possible immediately; for a few, you may not be sure for months or years.
For all of these, yvou have at your disposal one of the most powerful descrip-
tions 1in the book: undiagnosed.

I'm not kidding about this. Undiagnosed is my favorite diagnostic term
of 2l time. I think of it as a safety valve. It allows us to acknowledge that
something is probably wrong without rushing into closure—the point at
which we usually stop thinking. It allows us to avoid making a diagnosis
such as schizophrenia, Alzheimer’s dementia, or antisocial personality dis-
order that could harm someone if it turns out not to be true. This 1s dou-
bly important, now that insurance companies, employers, law enforcement
bodies, and patients themselves increasingly exercise the right to review
medical records.

Undiagnosed can keep you alert to data that don’t quite fit. When you
wIite it, you mean “This patient probably has a mental disorder, though I'm
not sure which one.” By using this diagnostic principle, you keep yourselt
nonest, and you demonstrate that honesty to others. Every time you see the
undiagnosed label on a patient’s chart or record, it forces you to think anew:
"‘W‘nat additional information have I obtained since the last time? What
"ave | earned about disease that might now be relevant to this patient?”
If the answers continue to be “Not enough yet,” undiagnosed stimulates
further nquiry,

dome clinicians don't like to confess uncertainty: Could it reduce a
!t’:\tlz:t";: r.:on‘ﬂ('l(:.n(:c in them? | think it far more Iikvl,\: thflt it f\fllf\;\fi}i\t;ﬁtj
a clinician candid enough to acknowledge that knowledge has 1ts
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limits. Furthermore, by reduc%r_lg L{nrealistic_c.e?:pel«:_tafl(jgs. }it co'uld_mitj-
gate the likelihood of litigation }1 u.m0rese§n d.lmc-u ties >~ ou d _arjae In the
course of therapv. ['ndragnosed can restrain you from ru:‘h'mg nto u;u-ar_
ranted treatment that could be high-risk. (For example. if you admj you
don't know what's wrong, vou're unlikely to recomn_"u?nd -elec.trocona,
therapy.) It should certainly bar a patient from participation in any €XDeri.
mental treatment trial.

I've alwavs considered diagnosis to be a team sport, not a vehicle for
individual sho%boating. Undiagnosed alerts other clinicians on the team tg
think deeply about this patient. This is especially important in an mstity-
tional setting. where patients tvpically encounter many clinicians, Even ip
private offices. clinicians refer patients for specialized problems and take
night and weekend calls for one another—more opportunities fo
Incorrect diagnosis to cause harm. Perhaps a fresh set of eves will react
10 the undiagnosed label by uncovering information or making a connec-
tion: that vou have missed: additional sVmptoms mayv
allow 2 definitive dizgnosis. Undiagnosed forces
light on uncertainty; without it we could

Quite frankly, as [ have gained experience w
more about becoming too sanguine about my
of the reason [ emphasize undiagnosed in my

note: Undiagnosed is somewhat safer than u
the DSM-5 expres

culs Ive

T a hasty,

develop later that will
us as clinicians to shine 2
remain unaware that we are still

ith age, I have worried
diagnostic ability. This is part
teaching and writing. One last
nspecified X disorder, which is
Dression for a disorder that doesn’t meet official criteria. My

CODCETn is that unspecified X dison

der lends an aura of finality that tends to
choke off further investigation. | iry to avoid it.

Why Can’t We Make a3 Diagnosis?

Managing uncertainty can be far more complicated than simply gathering
additional informarion, though that’s ap excellent start. Here are several
factors that can contribute 1 confusion about 2 given patient’s diagnosis:

* Some people simply
ufy a diagnosis. Perhaps it
the typical symproms have not yet d
this one, it can still leave clinicians

don’t show €nou

gh traditional symptoms to jus-
IS 50 early

in the course of a patient’s illness that
eveloped. Although time will sort out

Struggling to create a sensible treat-
RERL plan. It raises this question: How close to the ideal patient should we
Tequire a person’s SYmptoms to be before making a diagnosis? Any illness
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close to the bottom of the hierarchy of safe diagnoses (Tahle 3.1) should
require more symptoms and more typical symptoms before that diagnosis
is made.

e Some patients have too many symptoms, promoting confusion,
Although this should be simply a matter of further Inquiry, sorting it out
takes time and diligence. Resist the temptation to reach for the nearest
likely approximation.

e Some features are unusual. Atypical features of depression have
already been enshrined in their own special criteria, but a diagnostician
who insists on the “letter of the law” could be perplexed by a patient who
presents with unusual symptoms.

e Perhaps this patient has an illness that hasn’t yet been identified. I
admit that this 1s a long shot, but it’s hardly beyond the realm of possibil-
ity. After all, textbooks of the early 1900s discussed only a few disorders,
compared to the dozens of major ones (and hundreds of variants) we now
recognize. Each of these relative newcomers came from somewhere, and
there could still be other conditions out there waiting to be unmasked. Each
edition of the DSM lists in an appendix research criteria for half a dozen or
more new disorders for further study.

e Some emotional or behavioral characteristics may not lend them-
selves to being counted and lumped into categories. Perhaps dimensional
criteria are needed instead. An example would be personality, for which
various inventories have been devised that measure each individual (patient
or otherwise) against a number of scales. Patterns of deviation on these
scales constitute what we call personality disorders. The DSM-5 Task Force
flirted with dimensional personality diagnoses—before finally adopting the
same old system the DSM has used for years. So the debate rages on, with
no clear end in sight. Brace yourself for further revisions. But you should
be aware that other diagnostic systems may better describe some aspects
of psychopathology.

e Finally, some patients simply don’t require a diagnosis. These are
the folks who seek help not because they are sick, but becausg they fear
they might be. When it’s because they have a problem of livipg, it can be as
vital to diagnose %o mental disorder as it is for others to receive the c'or.rect
diagnosis of a mental disorder. In short, the ability to rule a dlégHOSI_S In or
out is one of the most powerful tools the clinician can e_mPIOY- Even dlagl}o-
sis of a condition that is fairly far down on the safety hnerar. chy can P}”O"‘de
the comfort of no longer having to fear the unk_IlOWH- O_f cou“rse, t?r ghg
clinician, nothing beats the shared joy of informing a patle.nt, .I don’t nt
any indication of an actual mental illness. You're only experiencing the sor
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:agnostic Princip’e tient should from ANy Can
D’ag-bnity that this pa sis at all. work on that togethey
poss! mental diagno

k for evidence supporting the
tory that follows, 100
history tha

In the Lwould choose to defer diagnosis.

Sf:Vf:r;,]

Vickie

ickie complained of “lifelong depregs;g, -

Though only 20 years Olgr’n\i;lgilf)fs to appsychiatric hospital for Suicide
She had had two prior a t age 10, when she overdosed on her mothey’
attempts——thi ﬁrlzto“);ﬁ:r hﬁsban’d’s parents had just told her that they
g;ie;r:vsiizntz-a retirement hctommunity, where they could no longer

: er.
Drov1$? i?g lC]zx('ie ézzgeir?g:f treatment for the pe}st 3 years, during
which lsche tried at least six antidepressant medications. l\fost rﬁceinst}ll};
she took venlafaxine (300 mg per day); .severzﬂ We'ekS Ear b ‘gs higgin
was instructed to double the dose of thls medication, ner LT}OOI i disgor-
to “fly up and down” and she was rediagnosed as having bipola e
der. She then discontinued the drug because of hives. At mterwew,d :
described her moods as being depressed for up to a We‘f‘fk’ follqwet li
2 or 3 days of “high,” by which she appeared to mean apprQX{matﬁét
normal”—she denied grandiosity, rapid thoughts, or hyperactivity p
would be typical of mania. Even when she was depressed, she repo’f,t)e
feeling better when events distracted her (“I can be goofy at W‘?rk ‘ll

She complained that her sleep had been terrible for years: Tgo (?i—
night without any sleep at all, even when I take a double dose of me n
cine.” Because her sleep was so poor, she had trouble concentratlnfoJ 0
her usual activities, and she worried that she would be unable t.o ke:%F:
her two jobs, both of which she needed for the money. Her appetite W&
down, though she haq not lost weight, didn't

For a long time Vickje had heard voices in her head that she did"

. . . of en l(
reco%plze, Sometimes they gaid mean things to her, though oft¢"
was “just Conversatiop

Sl¢
. B . mT™ i .an]I b

could v;j At times, ag if watching a TV progt { these

uld view hergelf “talking to Someone else.” As a result © tions

: ' . Zdication

¢ tried on several antipsychotic 1 ?]tdlt(h.,t she

; ne. However, she denied ever feeling t'

. hdrassed, spi

. * had fe)t

Cipitated | wor

Wthh Were

] . ap ‘ute .
ed upon, followed, or otherwise perse

: . aq DIE”
Curre 5€ In the pagt ¢ months. This decliné wd:ng of
the rrt?t Problems, i"ClUding many bills to pay; S(;s also
“Sults of her Multiple medijca] problems. She W
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having disagreements with her hushand, to whom she'd heen marr

for 3 vears. Some of this marital friction was due (o her wml'll?hl:”uI
jobs; because their work schedules never seemed o match ,{l::fi' lym
each other rarely. Moreover, Vickie despaired of finding ;m(;l l'n(-x'{sllw

.v\- y N fYN g b1 . “r(.‘
giver who would be as caring (and inexpensive) as her mother-in-|

aw.

Besides her emotional difficulties, Vickie had been diagnosed as having
fibromyalgia, hypothyroidism, and asthma. However, her physical symp;
toms weren't extensive enough for somatization disorder. When she was a
child, her parents both drank heavily, and her father refused to seek help
for an older sister who had mental retardation (as it was then called) and
problems with acting-out behavior. There was no other history of mental
illness 1in her immediate or extended family. When she was 8, however,
her mother’s favorite brother got into bed with her when intoxicated and
fondled her under her nightdress—an episode she had been forever afraid
to reveal to her parents.

Vickie looked somewhat older than her stated age. Slightly overweight,
she sat quietly during the interview. She was clean and neat, dressed
casually in slacks and a brightly colored blouse. Her forearms were
covered with red marks that looked like healed-over scabs. She admit-
ted that she picked at herself repeatedly “because I'm so nervous,” and
thin white scars on her wrists marked where she had often cut her-
self during her early teens. She spoke clearly and coherently, and her
mood seemed to be about medium and appropriate to the content of her
thought. She brightened when she talked about the city in California
where she was brought up (“I'd love to move back there some day”).
Although the thought of suicide had been “my constant companion,”
she denied that she was having those thoughts now.

Analysis

Vickie presented a history of depression that she described extravagz’l’nﬂy—"
it had been “lifelong,” she went “all night without any sleep at all —and
with too few criteria to make any solid diagnosis. Although she claimed to
be depressed, neither her mood nor her affect was gurrenFly depr e§Sed I({WE
must invoke the diagnostic principle about Contra.dlcmry.mformk-ltlor(lj)' (?;
symptoms of mania seemed too weak and too brief ’f’Of_blp(’lar_ (‘jls?.r ?r o)

other words, she didn’t meet the “typical features dlagnOStgf p;;n;l(}i) n(;
She claimed some psychotic symptoms (haﬂllucmanons), butl -t-;SSpofyéffect
other signs of schizophrenia, such as delusions or abnormaliti
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