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Preface

The first three editions of this book had Michel Hersen and Samuel M. Turner as
its editors. A fourth edition had been talked about by the two original editors, but
the untimely death of Dr. Turner intervened. Subsequently, Daniel L. Segal, a long
time colleague of Michel Hersen, graciously offered to be involved in the project,
and this is the result of his participation.

As stated in the first edition of this book, one of the most difficult milestones in
anew clinician’s career is the completion of the first interview with a real live client
(as opposed to role playing with other students). Generally, such endeavor is
fraught with much apprehension. However, if the interview goes well there is much
rejoicing. On the other hand, if the interview falls flat, there will be considerable
consternation and concurrent negative feedback from the supervisor. Irrespective of
the amount of preparation that has taken place before the interview, the beginning
clinician will justifiably remain apprehensive about this endeavor. Thus, the first
three editions of Diagnostic Interviewing were devoted to providing a clear outline
for the student in tackling a large variety of clients in the interview setting.

In consideration of the positive response to the first three editions of this book,
we, and our editor at Springer, Sharon Panulla, decided that it was time to update
the material. However, the basic premise that a book of this nature needs to encom-
pass theoretical rationale, clinical description, and the pragmatics of “how to”” once
again has been followed. Thus, the reader will find consistencies between this
fourth edition and the prior ones that have been published. We still believe that our
students definitely need to read the material covered herein with consummate care.
We are particularly concerned that in the clinical education of our graduate stu-
dents, interviewing unfortunately continues to be given insufficient attention.
Considering that good interviewing leads to appropriate clinical and research tar-
gets, we can only underscore the critical importance of this area of training.

Twenty-six years have elapsed since publication of the first edition, and many
developments in the field have occurred, including repeated revisions of the DSM
system of classification and diagnosis. However, the basic structure of our new edi-
tion remains identical to those of the prior ones, in that Part I deals with general
Issues, Part II with Specific Disorders, and Part III with Special Populations. In
some instances, the contributors are identical; in others, co-authors have been
changed,; in still others, we have entirely new contributors. However, all the material
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is either updated or completely new. Of the 21 chapters in our book, three are com-

pletely new (Chaps. 3, 5, and 21) and seven have been updated (Chaps.2, 4, 11, 14,

17, 18, and 20). Eleven chapters that originally appeared in the third edition have

been written by different authors (Chaps. 1, 6, 7, 8, 9, 10, 12, 13, 15, 16, and 19).
Chapters in Parts II and III generally follow the outline below:

. Description of the Disorder, Problem, or Special Population
. Procedures for Gathering Information

. Case Illustration

. Standardized Interview Formats

. Impact of Race, Culture, Diversity, and Age

. Information Critical to Make a Diagnosis

Dos and Don’ts

. Summary

. References

N R Y N T N

Many individuals have contributed to the development and production of this
new edition. First, we thank our contributors for sharing with us their clinical and
research experience. Second, we thank Carole Londeree, Terri Draper, and Blake
Kirschner for their technical assistance and help with the preparation of the index.
Finally, we once again thank Sharon Panulla for her appreciation of the need for
this fourth edition of our text.

Forest Grove, OR Michel Hersen
Colorado Springs, CO Daniel L. Segal
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Chapter 1
Basic Issues in Interviewing
and the Interview Process

Daniel L. Segal, Andrea June, and Meghan A. Marty

The ability to conduct an efficient and effective clinical and diagnostic interview is
arguably one of the most valued skills among mental health professionals. It is during
the interview that the clinician learns about the difficulties and challenges experi-
enced by the client and begins to form the foundations of a healing professional
relationship. Although the metaphor is not a novel one, the job of the interviewer may
be likened to that of a detective trying to collect enough data and organize the clues
to “solve the mystery,” in this example, the presenting problem of the client. The most
important aspect of this detective metaphor is that effective interviewers (detectives)
are served well by their natural curiosity (truly wanting to understand all aspects of
the client’s experiences, no mater how painful or uncomfortable) and the thoughtful-
ness of their approach (being guided by strategies and principles for gathering data
while also forming an emotional connection with the client).

Broadly construed, the clinical interview is the foundation of all clinical activity
in counseling and psychotherapy (Hook, Hodges, Segal, & Coolidge, 2010).
Indeed, one cannot be a good clinician without well-developed interviewing skills.
Although specific attention is often paid to the initial clinical interview (or first
contact between clinician and client), it is ill-advised to think that clinicians first
complete an interview and then start treatment. Rather, it is more accurate to view
the clinical interview as an ongoing part of the psychotherapeutic process (Hook
et al.). For the beginning clinician, trying to manage the content and process of the
interview can seem like a daunting task, one that often evokes considerable anxiety.
However, with guidance and practice, clinical interviewing skills typically improve
and eventually become second nature, an important part of the clinicians’ reper-
toire. The purpose of this chapter is to discuss and elucidate some of the factors that
can facilitate the interview process for the beginning clinician as well as the more
seasoned one. The overview presented in this chapter of the basic issues regarding
clinical interviewing will also set the stage for the following chapters in this text

D.L. Segal (<), A. June, and M.A. Marty

Department of Psychology, University of Colorado at Colorado Springs, 1420 Austin Bluffs
Parkway, Colorado Springs, CO 80933-7150, USA
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2 D.L. Segal et al.

that provide considerable depth in the major areas of clinical and diagnostic
interviewing. We begin with discussions of the different settings in which interviews
occur, confidentiality, and the basic skills used in interviews. Next, we describe the
importance of understanding the impact of client diversity on the interview process
and pay targeted attention to the issues faced by mental health professionals who
are in the beginning stages of professional development as a clinician and inter-
viewer. We conclude this chapter with a discussion of some dos and don’ts of clinical
and diagnostic interviewing.

1.1 The Impact of the Interview Setting

Perhaps the first critical factor that influences the nature of the interview is the
setting in which the interview takes place. There are a variety of settings in which
interviews may occur and the type of setting often determines how the client is
approached. Specifically, the setting will help determine the depth and length of the
interview, the domains of functioning that are assessed, the types of questions that
should be asked, and the degree of cooperation that can be expected. For example,
the level of cooperation that can be expected from a juvenile delinquent forced to
participate in court-ordered psychotherapy will be substantially different than that
from an adult or older adult who is burdened with responsibilities of caring for an
ill spouse or parent and who is eagerly seeking psychotherapy at a community
mental health clinic. As such, each interview will require a different approach
because of the circumstances of how each client comes to be interviewed and the
expectations established for client behavior. To address the issues of the setting on
the interviewing process, we discuss emergency and crisis settings, outpatient mental
health settings, medical settings, and jail, prison, and courthouse settings.

1.1.1 Emergency and Crisis Settings

Emergency and crisis settings are diverse, and include general hospital emergency
rooms, inpatient psychiatric hospitals, and crisis centers. Clients who may be
encountered in these settings include individuals with acute medical problems that
are compounded by psychiatric factors, people who are brought for psychiatric
evaluation by law enforcement or emergency medical personnel, individuals
involved in voluntary or involuntary psychiatric commitment proceedings, and
people who are experiencing an acute, often volatile crisis situation (Turner,
Hersen, & Heiser, 2003). Individuals requiring emergency care may exhibit
psychotic disturbances, including active hallucinations and/or delusions (e.g.,
schizophrenia, bipolar disorder); drug and alcohol problems, including severe
intoxication and disorientation; organic brain syndromes, such as a head injury,
delirium, or other types of neurological disorders; mood disorders (e.g., severe



1 Basic Issues in Interviewing and the Interview Process 3

depression with psychotic features and/or active suicidal thoughts); and personality
disorders, especially those characterized by volatile and impulsive behaviors (e.g.,
borderline personality disorder).

Because the interview occurs under emergency conditions, clinicians should be
prepared to alter the style and format of the traditional interview. Clients in emer-
gency settings are often frightened by their perceptions and feelings, as well as by
the surroundings in which they find themselves, and they often exhibit extremes in
emotions. They may be too agitated, frightened, or paranoid to provide detailed
histories. Thus, the goal in such settings is to gain enough information to make a
tentative diagnosis and offer emergency treatment planning. In emergency settings,
a careful examination of the client’s mental status is more important than a detailed
social history or formal psychological testing. Keep in mind that a calm and under-
standing attitude on the part of the clinician can increase the client’s comfort level
enough to allow the interviewer to obtain a reasonable sense of the nature of the
problem (Turner et al., 2003).

1.1.2  Outpatient Mental Health Settings

Compared to clients seen in emergencies settings, clients served by outpatient
community mental health centers and private outpatient practices will have a more
varied range of psychopathology. Whereas psychotic disturbances and suicidal ide-
ation may be encountered within this setting, typically clients are more stable and
not in severe enough crisis to warrant hospitalization. Therefore, the nature of the
interview will be considerably different from that in emergency and crisis settings.

The objective of the interview in this setting is to learn as much about the cli-
ent’s current psychological and emotional functioning as possible, including the
client’s reasons for seeking psychotherapy, and to fully explore the client’s
personal history (often called the social history) to put the client’s current prob-
lems in a proper context. The interview is typically guided by the problems and
fortitude of the client, and because there is generally little or no mystery for the
client as to the purpose of the interview, there is generally less resistance during
the interview. Thus, the interviewer will typically have more time and less trouble
in conducting a comprehensive interview, which typically occurs during a 60-90-
min session. A thorough understanding of the client’s current and past difficulties
and the contexts in which the struggles occur is necessary for the clinician to
develop an initial conceptualization of the problem and to develop an appropriate
initial treatment plan.

Compared to the pressure of emergency settings, interviewers in outpatient settings
are usually afforded the luxury of time to establish rapport with the client and lay the
groundwork for a productive therapeutic relationship. In outpatient settings, clients
may be inquisitive about the nature of their problems or disorders (sometimes
requesting a formal diagnosis), the causes of their problems or disorders, and the
pragmatics of treatment (e.g., fees, length of treatment, theoretical orientation, or
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general approach of the clinician). These questions should be addressed candidly
and sensitively to foster trust in the relationship (Faust, 1998). Of course, there is no
crystal ball to precisely determine how long treatment will last for a particular client,
but it is often helpful to establish a general time frame with the client and to secure
an initial agreement to treatment with a plan to review progress in a short period of
time: “How would you feel about making an initial commitment to weekly psycho-
therapy for the next 8 weeks? At the end of that time (if not sooner), let’s evaluate
how we are doing together and decide how we should proceed, to determine if we
need to contract for another series of sessions.” The manner in which questions
about diagnosis and treatment are answered will help the client develop a “proper”
perspective on his or her treatment; specifically, what can and cannot be done, and
what the long-term prognosis entails (Turner et al., 2003). Even if the client does not
request such information, it may be helpful for the clinician to address these types
of issues with the client at the end of the initial interview.

1.1.3 Medical Settings

Medical settings (e.g., medical school hospitals, rehabilitation hospitals, Veteran’s
Affairs medical centers) present a unique challenge for clinical work. Often, medical
patients have not requested to consult with a mental health professional, but rather
the referral is the decision of the treating physician. The reason for the referral may
or may not have been explained to the patient and therefore the patient may be
initially hesitant or reluctant to communicate to the clinician and, in some cases,
may even refuse to be interviewed (Faust, 1998). Individuals in this setting fre-
quently do have various medical illnesses and therefore have defined their “prob-
lem” as a medical one. As such, they may not understand why a mental health
professional has been sent to see them.

It behooves the clinician to be prepared for varying levels of knowledge about
and active participation in the referral process, and thus at the beginning of the
interview should introduce him or herself, explain the purpose of the consultation,
and state who requested it. In general medical settings, the clinician is likely to
garner cooperation with the medical patient when the clinician presents herself as
an information gatherer and acknowledges the client’s physical condition without
immediately suggesting that there is a psychological disturbance, even if one is
suspected (Turner et al., 2003). If the clinician is fortunate enough to work within
an interdisciplinary team within a medical setting, the interview can be framed as
“comprehensive care” which may decrease some of the stigma associated with
mental health treatment.

In this setting, clinicians also should be prepared to adjust the format and length
of the interview according to the needs of the medical patient. Depending upon the
medical conditions experienced by the patient, he or she may be in considerable
discomfort which impacts one’s ability to engage in a dialogue and answer questions.
Some medical patients may need a period of cultivation (e.g., having a few informal
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visits to get to know the patient) before they are willing to delve into emotional
concerns or psychological topics, requiring the clinician to be flexible on the number
of visits needed to complete the interviewing task. Clinicians in medical settings also
need to be mindful of the other professionals working within the facility and the
schedules to which these other professionals must adhere. Some flexibility and
coordination with the staff helps to ensure the interview sessions and treatment
sessions have as few interruptions as possible.

If the clinician is a consultant in the medical setting, it is particularly important
to avoid being manipulated into siding with the client against the physician. It is
critical to maintain the stance of an investigator with no specific position. Consultant
clinicians must remember they are invited by the treating physician to render their
expert advice on a particular problem. A major difficulty can arise in this setting if
negative statements and judgments about other aspects of the patient’s care are
rendered by the clinician (Turner et al., 2003). This type of behavior will most
certainly have a negative impact on the doctor—patient relationship and the doctor—
clinician relationship to work in the best interest of the medical patient.

1.1.4 Jail, Prison, and Courthouse Settings

Depending upon the reason for referral, these settings can have a distinctly unpleasant
adversarial tone. Clients may range from being very resistant and defiant of the
entire process to being overly attentive and concerned. Some clients, in fact, may
honestly want psychological assistance. A client’s motivation to be truthful, forth-
right, and forthcoming with information will also depend upon the perceived refer-
ral question and the circumstances of the interview (Faust, 1998).

In this setting, privacy is likely to be limited when conducting interviews as
other people (e.g., fellow inmates, guards, attorneys) may be within listening prox-
imity to the interview. Additionally, because many of these evaluations are court
mandated, confidentiality of records does not apply (Faust, 1998). In these cases,
clinicians should be frank with the client about these limits and the role of the clini-
cian. The clinician may also be restricted by time in this setting. In an emergency
hearing, for example, the clinician may have limited time to interview the client and
make recommendations. At other times, the clinician will need to coordinate her
schedule with others at the jail or prison, limiting flexibility as compared to some
other settings.

During interviews in this setting, the clinician may want to look for inconsisten-
cies in the client’s behavior and self-report because there may be perceived benefits
to the client to either minimize reports of psychopathology or conversely to exag-
gerate mental health concerns. Interviewing and observing the significant people in
the client’s life (e.g., spouses, parents, children) may also be informative, when
possible (Faust, 1998). For example, referrals concerning adult guardianship
involve the court evaluator interviewing both parties vying for guardianship as well
as other people involved in the adult’s life (e.g., guardian ad litem, the adult protective
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agency worker, the adult’s children, other kin). These additional interviews can help
to verify information, uncover inconsistencies, and ultimately help the clinician
determine the most optimal course of action.

1.2 Confidentiality

A hallmark feature of a professional therapeutic relationship is confidentiality.
Indeed, confidentiality is a critical aspect to address in an interview. Guidelines for
psychologists regarding confidentiality are established by the American
Psychological Association (APA) in the Ethical Principles of Psychologists (APA,
2002). Because a breach in confidentiality is such a serious action, clients must be
informed (e.g., verbally or in a written format) of the limits of confidentiality at the
onset of a clinical interview, prior to any other information discussed. It is best to
take a straightforward approach when discussing and educating clients about the
limitations of confidentiality. Although there is no clear answer about whether the
conversation should take place at first contact over the phone or at first contact in
the session, it is probably best to wait until meeting the client for the first time to
fully explain the concept so that the clinician can see the client’s response and
gauge the client’s understanding (Kenny, 1998). However, there may also be times
where it is appropriate to discuss such limitations over the phone. For example, if
a new client became overly detailed about his or her struggles over the phone, it
would behoove the clinician to make attempts to curtail such disclosures until con-
fidentiality has been addressed sufficiently.

Confidentiality is such an important topic that state laws regulating the practice
of psychologists typically have provisions about confidentiality and guidelines
pertaining to the clinician—client relationship. In short, clinicians must maintain the
privacy of their client’s communications and records for effective evaluation and
treatment to be possible. Caution must be exercised in releasing information to
anyone but the client, and it is always best to err on the conservative side (Faust,
1998). If in doubt, do not release information without written consent from the cli-
ent or court order. Several important factors that may impinge on confidentiality are
discussed next.

1.2.1 Age

The age of consent to psychological evaluation or treatment varies among the states.
Therefore, a 15-year-old adolescent seeking mental health services without parental
or legal guardian consent may be able to do so legally in one state but not the other.
In a state where it is legal to provide services to a 15-year-old without parental or
guardian consent, all confidentiality laws of that state and professional ethical guide-
lines would apply. In other states, persons under the age of 18 would be considered
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minors, and no services could be rendered without parental or guardian consent. In
such cases, the minor client should be informed of this requirement prior to the inter-
view, and the client should also be made aware that his or her parents or guardians
have a legal right to all records of evaluation and treatment (Turner et al., 2003).

1.2.2 Confidentiality of Records

Written records of psychological assessment and treatment are confidential docu-
ments. These records may not be released to any third party (including other profes-
sionals) without written consent from the client. For unlicensed professionals or
students in training, the supervisor or clinical supervision team will be privy to the
information, and the client should be duly informed of this. It is the responsibility of
each professional to maintain up-to-date, detailed, and accurate records of treatment
and to provide safeguards for such material. Given the number of people who could
potentially access records (i.e., whomever the client releases the information to, third-
party payers, those issuing court orders, legal guardians, etc.) it is prudent to take care
when documenting in the record. It would be wise for clinicians to imagine that
judges, attorneys, insurance company personnel, physicians, and the client him or
herself are looking over their shoulder while documenting treatment (Faust, 1998).
Alternatively, whereas one must be careful and prudent when documenting in charts,
records should have enough detail to facilitate treatment planning and meet the
requirements for reimbursement from third-party payers. Certain aspects of the clinical
record (e.g., dates of sessions, diagnoses) may be released to a third-party payer for
reimbursement. Maintaining adequate records is particularly important should the
client transfer to another agency or clinician in the future. Although malpractice
claims or lawsuits arising from interviews or treatments are relatively uncommon, an
appropriately detailed record may also be important part of the clinician’s defense.

The security of client records is the responsibility of the treating clinician.
Written information should never be left unattended and should be filed promptly
and properly when not being used. Written records should be kept in locked files
with limited access. New challenges face those who are transitioning to the use of
electronic media to store mental health-care information. This is an increasingly
important issue, and the interested reader is referred to Gellman (2000) for a
detailed review of how technologies may affect confidentiality and the delivery of
mental health services. At a minimum, electronic records must be stored on a pass-
word protected computer in a locked office.

1.2.3 Duty to Warn and Protect

One of the limitations of confidentiality is the legal and ethical responsibility of mental
health professionals to protect their clients and members of society from imminent danger.
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Although clinicians are legally and ethically required to maintain confidentiality
between themselves and their clients, clinicians also have an obligation to protect
dangerous clients from themselves (i.e., suicide) and to protect potential victims
from dangerous clients (i.e., homicide, child or elder neglect or abuse). This blurring
of the responsibility of confidentiality occurred because of the landmark Tarasoff vs.
Regents of University of California case in 1976. In this landmark case, the
California Supreme Court required clinicians to take steps to protect individuals who
are potential victims of their clients. Therefore, should a client inform a clinician that
he or she has a specific and imminent homicidal plan with an identified potential
victim, the following actions may need to be taken: the clinician has a duty to warn
an intended victim, the clinician may need to commit the client to a psychiatric facil-
ity, and the clinician may need to notify the police about the client’s plan (Faust,
1998). Consultation with supervisors or professional colleagues is clearly advised
during these types of situations to think through the necessary steps one must take
to protect clients and members of society. Further guidance about the duty to warn
and protect is provided by Werth, Welfel, and Benjamin (2009).

1.2.4 Managing the Temptation to Discuss Cases

Information gathered from clinical interviews should not be the topic of casual
conversation under any circumstances. Even anecdotal de-identified information
can be highly identifiable if the situation is distinct. Describing a client during the
course of a conversation with professional colleagues in what may seem to be a
private setting may actually include unintended listeners who can identify the
client’s information due to the distinguishing features of the story. Novice clini-
cians may be more prone to discussing aspects of therapeutic experiences with
peers in inappropriate settings (e.g., restaurants, lounges, etc.). They may also be
compelled to discuss clients in areas of the treatment setting where other listeners
may be present (e.g., at the front desk, elevators, hallways). Remember that confi-
dentiality is the rule for information gathered in a clinical interview and not the
exception and that respect for confidentiality is one of the important elements in
forging an open and honest dialogue. Violation of the client’s confidentiality with-
out just cause is a serious offense, both legally and ethically, so great caution is
always advised.

The issue of confidentiality is serious and complex with many potential ramifi-
cations. It can be tricky to navigate and must be handled with care. One simple rule
of thumb is to avoid saying anything to anyone about the client that the clinician
would be uncomfortable saying to them in front of the client, the client’s attorney,
and the clinician’s supervisor. The intent of this section was simply to alert the
clinician to the primary issues. For more complete coverage on confidentiality, the
reader is referred to Bersoff (2008), Levin, Furlong, and O’Neil (2003), Knapp and
VandeCreek (2006), and the Ethical Principles of Psychologists and Code of
Conduct (APA, 2002).
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1.3 Interviewing Basics

In this section, we provide a broad overview of some of the foundational concepts
and skills that impact the clinical interview.

1.3.1 Establishing Rapport

Establishing rapport refers to creating an open, trusting, and safe relationship with
the client. Of course, this is easier said than done, but establishing a therapeutic
alliance with the client is an important requisite for effective interviewing and
ongoing psychotherapy. Indeed, for clients to participate in psychotherapy, it is vital
that they feel at ease with the clinician as they discuss the most intimate and per-
sonal struggles they are facing. Remember that, initially, many clients do not know
what to expect from psychotherapy or from the clinician. Clients are faced with the
task of being expected to reveal private and emotionally sensitive information to a
veritable stranger! As such, they may be apprehensive, embarrassed, or downright
terrified at the beginning of the first interview. Some clients find it difficult to ask
for help because of the stigma associated with mental illness and psychotherapy.
Others may have been in psychotherapy before but did not find it useful and there-
fore are cautious and skeptical of what the clinician can offer.

Faced with these challenges, the role of the clinician is to convey to the client an
appreciation of their feelings and a willingness to listen without judgment to what-
ever the client may present. If the clinician keeps in mind that the client must be
permitted time and patience for the establishment of trust, favorable results are
likely to follow (Johnston, Van Hasselt, & Hersen, 1998). As important to the estab-
lishment of trust is the client’s belief that the psychotherapy will provide new per-
spectives, change, and the possibility for growth. If the clinician can demonstrate
this hope, clients will likely experience the freedom and security to explore their
problems. The course of establishing an effective client—clinician relationship will
be varied but an overarching goal of the clinician is to establish a trusting and
respectful alliance with the client.

1.3.2 Being Empathic

A fundamental skill for any clinician is the ability to empathize with another person’s
experiences and convey such empathy through validation and understanding.
Empathy is the ability to perceive and understand a client’s feelings ““as if”” the clinician
were experiencing them and to communicate that accurate understanding to the client
(Faust, 1998). Always keep in mind that no two clients are the same and the clinician
should be attuned to the subtleties of the client’s feelings, experiences, and behaviors.



10 D.L. Segal et al.

A distinction to be made is that empathy is understanding, not sympathy. By
responding empathically, the client knows that the clinician is accepting, under-
standing, and joining his or her “world” without judgment, rather than just “feeling
bad” for the client (Johnston et al., 1998). This empathic understanding enhances
trust and increases the likelihood that the client will reveal intimate details of his or
life, possibly details that the client has never previously revealed to anyone.
Empathy can be conveyed in many ways (e.g., nonverbal behaviors, such as
listening attentively, nodding, showing a concerned facial expression; verbal com-
munications of understanding and support) allowing the clinician to choose a style
that is most comfortable for him or her. It is hard to do any of these things while
taking notes, so keep note-taking to a minimum. Other important strategies for
conveying empathy and validation include tone of voice, time and rate of comments
and questions, and the area of questioning. When used correctly, these latter, seem-
ingly trivial, strategies can be critical in conveying warmth and understanding.

1.3.3 Using Reflection

Reflection statements address what the client has communicated (verbally or non-
verbally) and are typically used to highlight a specific point. A reflection state-
ment, however brief, usually marks a specific feeling or point of information, and
thus can be divided into reflection of feelings or reflection of content. Liberal use
of both, throughout clinical interviews, is advised. Indeed, reflection is an impor-
tant tool for any interviewer. When a clinician reflects a client’s feelings or the
content of what a client is saying, or both simultaneously, this accomplishes two
important tasks. First, it conveys a sense of empathy to the client by sending a
message that the client is accurately understood, which strengthens the therapeutic
bond. Second, it provides a mirror image for the client of what they are feeling and
saying. This “clinician mirror” is an invaluable method for the client to learn about
him or herself (Johnston et al., 1998). Reflection is a skill that assists clients to
monitor and identify different feeling states and also to express those states in a
healthy way.

Mastery of this skill does not mean that the clinician mimes or mimics the
responses of the client. Reflection of feeling can be delivered in a simple phrase,
such as “Sounds like you are feeling...,” “You must be feeling...,” or “I hear that you
are feeling....” Reflection of content means that the clinician accurately paraphrases
or summarizes the client’s statements, reflecting the “essence” of what the client
communicated but not using the exact words or phrases. Think of this skill as help-
ing the client in “getting to the heart of the matter” (Johnston et al., 1998). In sum-
mary, reflective statements can aid in the development of rapport as clients perceive
that they are being truly and deeply understood. In turn, the client may relay more
information that further strengthen the bond and ultimately assists the clinician in
determining appropriate interventions.
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1.3.4 Paying Attention to Language and Avoiding Jargon

An integral part of a successful interview is the communication between clinician
and client. To arrive at an accurate diagnostic picture, the clinician must communi-
cate to the client what is being asked of him or her. The clarity and comprehensibility
of the questions will facilitate identification of pertinent information while enhanc-
ing rapport and trust in the client—clinician relationship (Faust, 1998). A common
mistake that new clinicians sometimes make is their use of jargon or nonfamiliar
vocabulary. The clinician’s use of vocabulary heavy in psychological terminology
often hinders effective communication. For example, a graduate student asked her
new client, “What kind of boundaries do you have with your mother?” The term
boundaries may mean something completely different to the client than it does to
the clinician. In this example, the student clinician risks her client answering
without a clear understanding of what is being asked and possibly hindering devel-
opment of an accurate case formulation. Similar risks are possible with respect to
unfamiliar language. A client’s level of education, intelligence, background, and
geographical location should be taken into account during any interview (Faust,
1998). This does not mean that the clinician should “talk down to” the client in any
way. It does mean that words should be chosen with consideration.

1.3.5 Using Humor

The image of the stoic, impersonal, unflappable, and humorless clinician who is
devoid of feelings is an outdated one. Certainly, being able to see the humorous
elements even in the most challenging situations in one’s life can be an adaptive
coping strategy for clinicians and clients alike. In the interview setting, humor has
the potential to “take the edge” off a discussion of particularly painful material and
can serve to release physical tension. Smiling or even laughing together can be a
source of bonding between clinician and client. These positive aspects of humor
notwithstanding, some judicious caution in the use of humor is advised. For the
clinician, the use of jokes or humor should be done sparingly and with caution
before a therapeutic relationship is solidly formed. Although the intention of the
clinician may be to lighten the mood, a humorous remark is typically not appropriate
during the course of an initial clinical evaluation. When clients show the pattern of
habitually using humor, sarcasm, or jokes as a way to distance themselves from
feelings that are too painful or scary, the clinicians’ reaction should be dependent
on the context of the situation. At times, the clinician may choose to offer a gentle
interpretative statement, such as “I have noticed that when you start to experience
or discuss very painful feelings, you sometimes seem to make a joke to get away
from those feelings. Have you noticed this in yourself?”” Like all interventions and
tactics, humor has its place in the clinical interview, especially if it is timed cor-
rectly and not overused. Regardless of when humor is used, it is most imperative
that clinicians laugh with clients and not at them or their predicaments.
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1.3.6 Responding to Questions from Clients and Managing
Self-Disclosure

How one responds to questions from clients depends on the clinician’s level of
training and the types of questions being asked. In the early stages of training,
beginning clinicians should generally be cautious about offering diagnostic or dis-
position information without first discussing the topic in supervision. For example,
if during an interview a client asks “Do you think I have schizophrenia?” the clini-
cian should address the client’s feelings that are associated with the label, but delay
answering the question directly until after a consultation with the supervisor has
occurred. Questions of a pragmatic nature, for example about agency policies,
should be answered directly (e.g., questions about billing, payment, or times the
clinic is open).

Some clients ask clinicians to reveal personal information which can be a diffi-
cult situation to navigate. Should clinicians self-disclose and if so, what kind of
details and how much should they reveal? Whereas clinicians have highly divergent
opinions on the potential costs and benefits of self-disclosure, an occasional sharing
of personal information can facilitate the interview and enhance rapport (Knox &
Hill, 2003). However, like the use of humor, self-disclosure must be timed appro-
priately and used limitedly, and perhaps most important, the “shadow side” of self-
disclosure must be carefully considered.

One negative impact of revealing personal details is that it frequently switches
the focus of the interview from the client (where it rightfully should be) to the clini-
cian. In some cases, clients prod clinicians for self-disclosures to test the limits of
the psychotherapy relationship. Therefore, clinicians must always ask themselves
about the intent and impact the disclosure could have on the client’s progress
toward his or her identified goals. An inappropriate disclosure can also burden the
client. As such, beginning clinicians should generally keep self-disclosure to a
minimum. One rule of thumb is to freely disclose details one would not mind seeing
printed in the local newspaper, such as one’s age, level of training and education,
and the name of one’s supervisor. Clinicians should be cautious about disclosing
details of a more personal nature. When a personal disclosure is made, the clinician
should be able to articulate to the supervisor the reason why the disclosure was
made including the goal the clinician was trying to accomplish specifically by the
disclosure. Clinicians should also ask themselves “Could the goal have been
accomplished in another fashion that does not carry the risks associated with self-
disclosure?” If not, another general rule of thumb is to disclose feelings rather than
facts: “I know what it feels like to be hurt by somebody I trusted” rather than “I also
felt hurt when my ex-spouse cheated on me.” Should clients press for a self-disclo-
sure (e.g., “Have you ever been raped?”), it is advisable to reflect the client’s curi-
osity and try to understand what is behind the question, to illuminate the client’s
assumptions or concerns about the clinician. It also helps to refocus the discussion
back to the client. Under no circumstances is it appropriate for the clinician to self-
disclose about any current personal problems.
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1.4 Diversity and the Interviewing Process

Culture refers to a common sense of beliefs, norms, and values among a group of
people. Culture impacts whether individuals seek help, what type of help they seek,
what types of coping styles and social support are available, and how much stigma is
attached to mental illness (US Department of Health and Human Services (DHHS),
2001). The main purposes of a diagnostic interview are to establish a therapeutic
relationship with the client and to begin to formulate a clinical diagnosis. Failing to
consider issues of diversity can negatively impact both the relationship and the diag-
nosis, which can ultimately reduce the effectiveness of psychotherapy. Diversity, as it
is discussed here, includes all aspects of cultural identity such as age, gender, geo-
graphic location, physical ability, race and ethnicity, religious preference, sexual
orientation, and socioeconomic status. Consideration of cultural issues is particularly
important given the increasing diversity of the United States and the likelihood of
clinicians encountering clients from cultural backgrounds different from their own,
sometimes markedly so. Three major domains of cultural competence are (1) aware-
ness of one’s own assumptions, values, and biases, (2) understanding the worldview
of culturally diverse clients, and (3) knowledge of culturally appropriate intervention
strategies and techniques (Sue & Sue, 2008). Next, we briefly touch upon each of
these domains with the caveat that this section provides a general overview of the
issues and therefore is not intended to provide the necessary background material for
clinicians to adequately assess clients from different cultural groups.

1.4.1 Impact of Diversity on the Therapeutic Relationship

As we have highlighted earlier, a good working alliance is crucial for psychotherapy
to be effective. Particularly during the first few sessions, clinicians must create good
rapport and establish their credibility in a way that is sensitive to the client’s culture.
Dana (2002) describes a process by which African-American clients may “size up”
a mental health clinician, and suggests that African Americans look for signs of
genuineness, authenticity, and approachability in mental health clinicians. Individuals
from other racial or ethnic groups may find it important to maintain formality with
professional helpers. The clinical and diagnostic interview is often a client’s first
experience with the mental health-care system; therefore, it may be necessary to
spend time during the interview exploring the client’s expectations regarding
psychotherapy. For instance, different meanings for the term clinician can be found
across different cultural groups, ranging from physician, to medicine man/woman,
to folk healer (Paniagua, 2005). Understanding the client’s definition of clinician
will enhance the clinician’s ability to help the client manage his or her problem.
The field of psychology can function as a culture since it provides a lens for
viewing the world. Clinicians must be aware of the assumptions and biases of diagnosis
and treatment in the practice of traditional psychology. Sue and Sue (2008) describe
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several culture-bound values of psychology including: focus on the individual;
preference for verbal, emotional, behavioral expressiveness; insight; self-disclosure;
scientific empiricism; distinctions between mental and physical functioning; ambi-
guity; and patterns of communication. Nonverbal communication, such as bodily
movements (e.g., eye contact, facial expression, posture), the use and perception of
personal and interpersonal space, and vocal cues (e.g., loudness of voice, pauses,
rate, inflection) can vary depending on cultural factors (Sue & Sue, 2008).
Clinicians should be aware of their own communication style and anticipate how it
may affect clients with a different communication style. To facilitate rapport with
clients of a different culture, it may be helpful for clinicians to match the client’s
rhythm and pace of speech, maximize awareness of their comfort level with eye
contact and physical distance, show respect for hierarchy in the family and extended
family, and use appropriate metaphors and symbols (Ingram, 2006).

Adjustments can be made to the interview that may help to increase the comfort
level of the client and serve to strengthen the therapeutic relationship. For example,
clients with a visual impairment may require large print questionnaires and
informed consent forms. Alternatively, the clinician could offer to read printed
materials aloud. Hearing amplifiers can be offered to those clients with a hearing
impairment. Interpreters can be used when the clinician and client do not share the
same language. An interpreter can help to facilitate a client’s sense of belonging at
the treatment site, as well as increase client trust in the clinician and the psycho-
therapeutic process (Paone & Malott, 2008). Professional interpreters should have
training in mental health. Due to privacy and confidentiality concerns, use of a cli-
ent’s family member as an interpreter for psychotherapy is generally not recom-
mended (Paone & Malott, 2008; Sue & Sue, 2008).

Modifications in the diagnostic interview may also include clinicians being more
flexible in their role and shifting the traditional boundaries of “clinician.” For example,
for a client who has difficulty getting to the mental health clinic because of lack of
transportation, the clinician may conduct the interview outside of the office, such as in
the client’s home or another convenient location. Having a more active style by offer-
ing concrete advice and assistance may be necessary, such as providing information on
obtaining social services if they are needed by the client. Consulting family members
and paraprofessionals or folk healers may be appropriate in some cases in order to
better understand the struggles of culturally diverse clients (Paniagua, 2005). It is
important to determine external factors related to the presenting problem for clients
who have suffered from discrimination such as racism and sexism, in some cases for
many years. Finally, assessing the positive assets of culturally diverse clients, such as
family, community resources, and religious organizations is essential as well.

1.4.2 Impact of Diversity on Clinical Diagnosis

Clinicians must be sensitive to cultural issues not only to more effectively establish a
therapeutic relationship, but also because of the impact of diversity on clinical diagnosis.



1 Basic Issues in Interviewing and the Interview Process 15

An accurate diagnosis is essential, as it facilitates communication, dictates the
nature of treatment, and provides an indication of the likely prognosis and course
of the disorder (Segal & Coolidge, 2001). During the clinical interview, clinicians
use the client’s description of the frequency, intensity, and duration of the symp-
toms; signs from a mental status examination; and the clinician’s own observations
and judgment of the client’s behavior to determine a formal diagnosis of a mental
disorder. The final diagnosis depends on the clinician’s belief about whether the
client’s signs, symptom patterns, and impairment of functioning meet criteria for a
given diagnosis, as set forth by the American Psychiatric Association (APA, 2000)
in the Diagnostic and Statistical Manual of Mental Disorders.

Although the symptoms of mental disorders are found worldwide, diagnosis
can be challenging because the manifestations of mental disorders vary with age,
gender, race, ethnicity, and culture (DHHS, 2001). Culture can account for varia-
tion in the ways in which clients communicate their symptoms, which symptoms
they report, and the meanings they attach to mental illness. Clinicians who are
unfamiliar with a client’s frame of reference may incorrectly diagnose as psycho-
pathology variations in behavior, belief, or experience that are particular to and
normative within the client’s culture. For example, speaking in tongues, hearing
the voice of God, or witnessing spiritual beings should probably not be consid-
ered pathological for individuals from certain religious communities, whereas it
may be considered a problem from someone who is nonreligious (Johnson &
Friedman, 2008). Some have suggested that the use of structured and semi-
structured interviews can reduce clinician bias with regard to diagnosis (Aklin &
Turner, 2006).

The most recent edition of the Diagnostic and Statistical Manual of Mental
Disorders (DSM-IV-TR; APA, 2000) provides an outline designed to assist clini-
cians with developing a culturally appropriate clinical formulation. Clinicians are
encouraged to explore and provide a narrative summary for each of five categories,
which include:

1. Cultural identity of the client: ethnic or cultural reference groups, degree of
involvement with both culture of origin and host culture, language abilities, use,
and preference.

2. Cultural explanations of the client’s illness: predominant idioms of distress,
meaning and perceived severity of symptoms in relation to norms of cultural
group, local illness category used to identify the condition, perceived causes of
the illness, preference for and past experience with sources of care.

3. Cultural factors related to psychosocial environment and levels of functioning:
culturally relevant interpretations of social stressors, available social supports,
levels of functioning and disability.

4. Cultural elements of the relationship between the client and the clinician: differ-
ences in culture and social status between the client and the clinician and the
problems that these differences may cause in diagnosis and treatment.

5. Overall cultural assessment for diagnosis and care: discussion of how cultural
considerations influence diagnosis and care.
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The guidelines are meant to “supplement the multiaxial diagnostic assessment
and to address difficulties that may be encountered in applying DSM-IV criteria in
a multicultural environment” (APA, 2000, p. 897). The DSM-IV-TR also provides
a glossary of 30 culture-bound syndromes, which are “localized, folk, diagnostic
categories” generally limited to specific societies or cultures and may or may not
be linked to a specific diagnostic category (APA, 2000, p. 898). Becoming familiar
with the categories listed in the glossary can assist clinicians with recognizing
culture-specific conditions that may be apparent in an intake interview and inte-
grated into a diagnostic formulation.

Appraisal of client’s cultural background should be a standard part of any clini-
cal or diagnostic interview. However, a word of caution with regard to issues of
diversity: “Although it is critical for clinicians to have a basic understanding of the
generic characteristics of counseling and psychotherapy and the culture-specific
life values of different groups, overgeneralizing and stereotyping are ever-present
dangers” (Sue & Sue, 2008, p. 154). While generalizations are guidelines for
behaviors, they should be tentatively applied in new situations and open to change
and challenge (Sue & Sue, 2008). In addition, because each person has multiple
identity dimensions, clinicians should be cognizant of the many within-group dif-
ferences that can exist between members of a cultural group, which can sometimes
outnumber the between-group differences. For example, differences between indi-
viduals considered to be in the same racial or ethnic group can be due to any number
of factors, such as varying national origin, socioeconomic class, level of acculturation,
age, or gender, to name a few. Moreover, clinicians should not automatically
assume that the problems of culturally diverse clients are necessarily related to
cultural experiences or background. For example, it would be erroneous to assume
that an 85-year old-client is depressed because of age alone.

Readers are encouraged to consult a number of sources that cover issues of
diversity more comprehensively: DHHS (2001); Paniagua (2005); Pedersen,
Draguns, Lonner, and Trimble (2008); and Sue and Sue (2008).

1.5 Issues Specific to Emerging Professionals

The process of learning how to conduct a comprehensive clinical interview can be
exciting, but also anxiety provoking. Many emerging professionals feel over-
whelmed by the task and lack confidence in their knowledge and skills. Conducting
an effective interview is a skill that can only be developed over time and, in the
beginning, errors are likely to be made. In fact, struggling with one’s first several
interviews is to be expected and therefore should not be a source of undue anxiety
for the emerging professional. Common issues specific to emerging professionals in
the context of clinical interviewing include managing anxiety, obtaining the appro-
priate breadth and depth of information, overlooking the process (i.e., the interaction
between client and clinician) of the interview, premature advice-giving, interacting
with clients with diverse characteristics, and handling personal questions.
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Clients can often sense a clinician’s anxiety or lack of control; therefore, it is
essential for emerging professionals to learn to manage their nervousness during
interviews. Frequently, clients are anxious at the interview as well and might not
know what to expect, depending on whether or not they have had previous experi-
ence with psychotherapy. It can be helpful to ease into the initial interview by
engaging the client in small talk before delving into the client’s concerns. Emerging
professionals can reduce their own anxiety regarding interviews by activities such
as observing more experienced clinicians conduct diagnostic interviews, practicing
mock diagnostic interviews with peers, and reviewing ahead of time any informa-
tion gathered about the client and the client’s pressing concerns. In addition, the
beginning of one’s career is a good time to learn to engage in adequate self-care.
Regular exercise, a sufficient amount of sleep, and use of relaxation exercises and
meditation are all ways of maintaining an overall sense of well-being and control,
which will likely have a positive impact on one’s level of professional confidence.

Emerging professionals tend to worry about getting “all” of the necessary informa-
tion in the initial interview and struggle with asking too many superfluous questions
(Faust, 1998). This can make the interview feel like an interrogation rather than a
conversation between the clinician and client. However, in a sense, the entire course
of psychotherapy with a client can be thought of as an “intake” process. Clinicians
continue to learn more about the client as the psychotherapy progresses so, whereas
it is important to obtain as much relevant information as possible, getting all of the
information in one or two interviews is not necessarily a requirement. On the other
hand, emerging professionals may struggle with not exploring sensitive areas out of
the belief that it is impolite to explore certain aspects of clients’ lives (Faust, 1998).
Avoidance of socially sensitive topics has the potential for communicating to the
client that certain areas are “off-limits” and should not be explored in psychotherapy.
For example, young clinicians may be hesitant to discuss sexuality with an older
client, even when it is central to the presenting problem. In addition, avoiding sensitive
topics in an interview could be life-threatening if a client has suicidal or homicidal
ideation or is dealing with domestic violence or substance abuse.

Some emerging professionals focus so much on the content of the interview that
they end up overlooking the process of the interview. Many clinics use interview
outlines or checklists to assist emerging professionals with obtaining relevant infor-
mation. However, this can lead to an excessive amount of note-taking in an attempt
to make sure every blank on the intake form is filled in. This may give the impres-
sion to clients that the clinician is more interested in filling out paperwork than
getting to know them as individuals, which can negatively impact the development
of rapport. If diagnostic interviews are audio- or video-taped for the purpose of
supervision, clinicians can use those to ensure no vital information was overlooked.
Emerging professionals may become frustrated if there are significant gaps in the
information obtained during a diagnostic interview, in spite of repeated attempts to
get pertinent answers. Difficulty with obtaining information from a client is often
important diagnostically. For example, it could reflect the client’s ambivalence about
psychotherapy, personality style, cognitive impairment, or a poor therapeutic alliance.
It is often useful to address this difficulty directly by checking in with the client
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about how he or she is feeling about the interview, about the clinician, and about
disclosing personal information.

Many emerging professionals struggle with the impulse to “fix” the client
(Ingram, 2006). At times it may be necessary to take action during an interview, for
example, to ensure the safety of a suicidal client or assist a low-income client with
obtaining financial assistance for basic needs such as food or electricity. However,
advice-giving often evolves from the interviewer’s experiences and perspective,
rather than the client’s (Faust, 1998). Some clinicians feel a sense of pressure to “do
something” to demonstrate their competence to a client early in the interview or
treatment process and may be tempted to offer simple advice. We encourage clini-
cians to resist this temptation and discuss it in supervision. Often clients enter
psychotherapy only when they have tried every other solution to address their prob-
lems and none of those solutions have been effective. It is likely that the clinician
who gives advice without adequate exploration will make suggestions that have
already been tried, adding to a sense of hopelessness and frustration on the part of
the client and undermining the client’s confidence in the clinician’s abilities.
Simple solutions for complex problems simply do not work! Emerging clinicians
can assure themselves that providing empathic listening and emotional support for
the client are active strategies that are known to be beneficial.

Some emerging professionals are uncomfortable interacting with clients from
diverse backgrounds, and one’s level of comfort with diverse characteristics will deter-
mine how issues of diversity are handled (Faust, 1998). Consultations with supervisors
and peers who are more knowledgeable about issues of diversity as well as attending
workshops and continuing education programs can better equip clinicians to work with
diverse populations (DHHS, 2001). In addition, clinicians should constantly strive to
be aware of their own biases and stereotypes to ensure they are not impacting the
interview process or impairing the therapeutic relationship. Clinical supervision and
the clinician’s personal psychotherapy are appropriate environments in which to
explore one’s own biases, stereotypes, and areas of discomfort. Clinicians should be
willing to do extra research after meeting with a new client if there is a knowledge deficit
in a particular area. If a clinician determines that he or she is not competent to work with
a specific client, that client should be referred to another clinician who is.

Dealing with personal questions such as the clinician’s age, ethnic background,
marital status, or whether or not the clinician has children can be especially difficult
for emerging professionals. There are several reasons for why a client might ask a
clinician a personal question. Sometimes clients who ask personal questions are
looking for a way to “bond” or become more comfortable with the clinician by
seeking common ground, for instance, by asking where the clinician grew up.
Alternatively, clients may be unaware of the unique nature of clinician—client rela-
tionships and how this professional relationship is different from relationships with
family or friends. Other times, clients are unsure whether the clinician has the
expertise or life experience to adequately understand their struggles and assist them
with finding solutions to those struggles. For example, an older client might ask
about the clinician’s age because the clinician seems “too young” to be helpful. As
we noted earlier, answering these types of factual questions in a nondefensive way
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that reassures the client of one’s professional competence can lessen the client’s
concerns. It may also be useful to discuss with the client the reason behind the
question. Exploring the client’s concerns can facilitate the therapeutic alliance as
well as provide further diagnostic information.

1.6 Clinical Interviewing Dos and Don’ts

Although there is great flexibility in the ways clinicians conduct the clinical or
diagnostic interview, we gently offer the following guidance regarding some posi-
tive strategies clinicians may endorse and some tactics they may wish to avoid.
Beginning with the “dos” of the interview, do focus as much on developing rapport
as on gathering data. Whereas the two primary goals of the clinical interview are to
develop a working alliance with the client and to gather relevant data about the
personal background of the client and the types of problems he or she is experiencing,
the first goal of establishing rapport is arguably the most important of the two.
Indeed, without the development and ongoing nurturance of a positive therapeutic
relationship, the act of gathering information about the client is pointless if he or
she does not return for ongoing treatment (Hook et al., 2010).

Do provide structure and direction in the interview as needed (Segal, Maxfield,
& Coolidge, 2008). Whereas advantages of a nonstructured clinical interview
include its flexibility, which allows for discussion and exploration of topics that
may not necessarily be covered by a structured interview, and its provision of
extensive opportunities for empathizing with the client and developing a strong
therapeutic alliance, a potential hazard is that the interview may stray excessively.
A general rule of thumb is that if clients provide appropriate structure to the interview
(moving appropriately from topic to topic), then no active structuring is required by
the clinician. However, if clients struggle with providing their own structure (e.g.,
spending too much time on topics of little or questionable relevance to the problems
at hand), then the clinician must provide more guidance. Along these lines, do have
a solid knowledge of the symptoms and requirements for diagnosing a wide range
of disorders from the DSM-IV-TR to be able to assess for the full range of cardinal
and associated symptoms as part of the diagnostic process. This knowledge will
also be of help when crafting case conceptualizations and treatment plans.

Do pay special attention to the final moments of the initial interview (Segal
etal., 2008). There is a lot to accomplish during the first interview, and this includes
the last 5-10 min as well. Rather than end abruptly, the clinician should attend to
the sensitive information that has been shared and may want to thank the client for
sharing personal, potentially upsetting experiences. The ending of the interview is
also an opportunity to review important themes addressed and, as a means for offer-
ing a sense of hope, clinicians can suggest some of the ways that psychotherapy
could be helpful in addressing the presenting complaints.

Conversely, there are a number of things to avoid during the interviewing process.
Don’t become overly committed to an initial diagnostic hypothesis, instead maintain
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multiple hypotheses (Segal et al., 2008). Although knowledge of a previous
diagnosis and initial impressions of the client are useful, it is important to keep an
open mind. If clinicians are not flexible in diagnosing, they may be closed off or
dismissing of information that does not align with that first hypothesis. Maintaining
multiple hypotheses is essential in making accurate diagnoses and subsequently
providing an effective treatment.

Don’t make assumptions (Segal et al., 2008). It is tempting to believe that we
understand the client’s symptoms when they use labels. For example, when someone
says that they have been experiencing “panic attacks,” it is easy to imagine increased
heart rate, sweating, and the intense fear that he or she is going to die or have a heart
attack. As another example, when someone says that they are “codependent” it likely
conjures an image of a person who exhibits overdependence on people, behaviors,
or things, such as a spouse who supports addiction by excusing, denying, or concealing
evidence of the partner’s alcohol abuse. At first blush, these labels seem reasonable.
However, without specific inquiry and the gathering of specific examples of behav-
iors, it is unclear that the clinician and client define the problem or symptoms in the
exact same way. It is possible in fact that the clinician and client are thinking of quite
different experiences, making appropriate and effective treatment unlikely.

Finally, it is important that clinicians do not let their opinions or values unduly
factor into the interview (Segal et al., 2008). There will be instances in which the
clinician feels at odds with the client’s decisions and behaviors; however, with the
exception of illegal and harmful actions, it is important to provide an environment
for the client that is free of the clinician’s biases and values. This is especially chal-
lenging if the client has done things the clinician feels are reprehensible or disgusting.
In these cases, it can be helpful to try to understand and empathize with a person
who has done awful things rather then with an awful client, so try to conceptualize
the person as not equivalent to their behavior.

In order to feel comfortable sharing such personal information with a stranger,
the client must feel safe, rather than conscious of the topics that make the clinician
uncomfortable or are of particular interest to the clinician. Unfortunately, one’s
biases and judgments are not always conscious, so special attention must be paid to
one’s reactions to the content of interviews and psychotherapy sessions. In the event
that a clinician’s opposition to the client’s behaviors, values, or decisions is intense,
the clinician should discuss the issue with a colleague or supervisor, and if the feel-
ings continue to intrude into the treatment, the clinician should refer the client
elsewhere if ongoing psychotherapy is needed.
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Chapter 2
Interviewing Strategies, Rapport, and Empathy

Catherine Miller

2.1 Introduction

The two main tasks of a clinician are to accurately assess client symptoms and then
to effectively treat these symptoms. What ties these two tasks together is the clinical
diagnosis. Diagnosis has been defined as the “identification and labeling of a psy-
chiatric disorder by examination and analysis” (Segal, Maxfield, & Coolidge, 2008,
p- 371). It is essential that clinicians arrive at a reliable and valid diagnosis to suc-
cessfully treat the disorder and ameliorate client distress. In order to do this, clini-
cians must be able to effectively interview clients. Effective interviewing involves
both technical knowledge, such as what subject areas to cover, and interpersonal
skills, such as the ability to create rapport and respond empathically with clients.
This chapter will address both areas. Technical knowledge will be addressed by
reviewing the main diagnostic interviewing strategies that have been utilized in the
field, whereas interpersonal skills will be addressed by reviewing the extant litera-
ture on empathy and rapport.

2.2 Technical Skills

Despite the proliferation of self-report instruments, questionnaires, and other testing
devices utilized in clinical psychology for diagnostic purposes, “the face-to-face
verbal dialogue between assessor and client is the prototypical format for most
clinical enterprises” (Loney & Frick, 2003, p. 235). It remains the most common
method to evaluate and diagnose individuals (Rogers, 1995; Segal & Coolidge,
2007). The term clinical interview is a broad one, including interview formats that
vary in terms of subjects addressed, length of time to complete, and degree of
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interviewer structure imposed. Clinical interviews can be broadly divided into two
categories: unstructured and structured approaches. Each category will be reviewed,
including the main advantages and disadvantages of each interviewing format.
Examples of three common structured approaches will also be presented.

2.2.1 Unstructured Approaches to Interviewing

Unstructured approaches to interviewing allow clinicians to formulate their own
questions depending on a client’s issues and concerns. In addition, unstructured
approaches allow clinicians to record client responses in idiosyncratic ways
(Rogers, 1995). Utilizing such formats, it is the clinician who is “entirely respon-
sible for determining what questions to ask and how the resulting information is to
be used in arriving at a diagnosis” (Summerfeldt & Antony, 2002, p. 3). This lack
of uniformity or standardization requires the clinician to rely on client presentation,
clinical intuition, theoretical model, knowledge base, view of psychopathology, and
interpersonal style to guide the interview process (Segal & Coolidge, 2007).

The primary advantage of the unstructured approach lies in the flexibility of
such a format. Unstructured interviews are “highly dependent on the specific inter-
viewer, the specific interviewee, the type of interview, and the conditions under
which the interview took place” (Sattler, 1992, p. 463). This approach allows the
clinician to have maximum latitude and flexibility regarding what questions to ask,
how to probe symptom patterns, and how much time to spend on different subject
matters, resulting in a rich amount of clinical information and a deep understanding
of the unique make-up of a client (Segal et al., 2008). Such flexibility is thought to
greatly aid in establishing rapport with the client, as the client’s main concerns are
the focus of the interview and little time is spent in questioning other areas or symp-
toms (Mash & Terdel, 1997; Sattler, 1992).

The flexibility that is the hallmark of unstructured approaches carries with it a
cost: reduced reliability and validity (Rogers, 2001). There are an infinite variety of
ways an interview may be conducted, depending upon the client’s presentation and
the clinician’s interests. Ten clinicians may interview the same client and end up
with ten different diagnostic pictures, based on the types of questions they chose to
ask. Not having an accurate diagnosis may hinder the effective treatment of the cli-
ent, and also poses a public relations problem for psychology as a field. If we can-
not agree on a diagnosis, how can we present ourselves to the public as competent
and effective mental health providers?

Research has clearly shown that clinicians with similar training in similar working
environments are often unable to agree about an individual’s diagnosis (Angold &
Fisher, 1999). Why this is such a common phenomenon is likely due to the variability
inherent in diagnostic interviews. Within an interview, two main sources of variability
have been identified: criterion variance and information variance (Ward, Beck,
Mendelson, Mock, & Erbaugh, 1962). Criterion variance may be defined as “varia-
tions among clinicians in applying standards for what is clinically relevant ... and
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when the diagnostic criteria are met” (Rogers, 2001, p. 5). Nosological systems such
as the current version of the Diagnostic and Statistical Manual of Mental Disorders
(DSM-IV-TR; American Psychiatric Association, 2000), which contain explicit diag-
nostic criteria and a multiaxial system, have substantially reduced criterion variance
but have not eliminated the problem (Lesser, 1997; Rogers, 1995). For example,
Blashfield (1992, as cited in Rogers, 1995) found that clinicians using unstructured
interview methods still do not systematically apply diagnostic criteria, resulting in
misdiagnosis 60% of the time.

Information variance may be defined as “variations among clinicians in what
questions are asked, which observations are made, and how the resulting informa-
tion is organized” (Rogers, 2001, p. 5). For example, clinicians may ask questions
in unique ways that may be understood in different ways by different clients. In
addition, clinicians are subject to confirmatory bias. In other words, clinicians tend
to form a diagnostic hypothesis before they have collected all the relevant data and
then seek information selectively to confirm that hypothesis, ignoring any discon-
firming evidence and missing important symptoms (Angold & Fisher, 1999;
Rogers, 2001). Finally, clinicians tend to stop the interview process after the first
mental disorder is established, so that many diagnoses are missed, particularly dis-
orders that are rare (Rogers, 2001). All of these variations among interviewers leads
to different amounts and type of information being collected; this naturally results
in different diagnostic formulations (Lesser, 1997).

In a classic study, Ward et al. (1962) argued that the majority of diagnostic discrep-
ancies between clinicians arise from criterion and information variance, not from true
differences in client symptom presentation. Ward et al. reported that 62.5% of vari-
ability in responding results from criterion variance, 32.5% results from information
variance, and only 5.0% is the result of true changes in a client’s clinical presentation.
In other words, how the interview is conducted (information variance) and how the
criteria are utilized to score responses (criterion variance) greatly affect the results.

Such findings led to dissatisfaction with traditional unstructured approaches to
interviewing. To reduce information variance, researchers discarded the unstruc-
tured approach to interviewing, instead developing structured interview formats
that required interviewers to ask the same questions of all clients (Lesser, 1997).

2.2.2 Structured Approaches to Interviewing

Within the past three decades, structured approaches have been developed that have
systematized the interview process (Rogers, 2001). These structured interviews
were developed initially for use with adult clients in research settings, but their use
has expanded to child/adolescent populations and to clinical settings (Loney &
Frick, 2003). Structured interviews require clinicians to do two things: (a) ask questions
and follow-up probes in a standardized manner and sequence, and (b) rate client
responses using systematized ratings (Segal & Coolidge, 2007). Client responses
are generally rated by clinicians in either a dichotomous yes/no format or by using
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a Likert-type scale that allows for symptom severity ratings. Interview questions
typically start with a stem question and then follow-up with a series of questions designed
to assess frequency, duration, and severity of the behavior of interest (Loney &
Frick, 2003). Some of the structured interviews utilize a computer-assisted admin-
istration format, wherein the clinician reads each item and enters client responses.
The computer scores responses along the way, allowing only appropriate follow-up
questions to be presented (Loney & Frick, 2003).

There are several advantages of structured approaches over unstructured interview
formats, including improvements in the assessment of psychometric properties, cov-
erage of diagnostic categories, ratings of psychopathology, and administration of
interviews. First and foremost, structured interviews are able to demonstrate good to
excellent psychometric properties, something that was difficult to even assess with
unstructured formats (Rogers, 1995). Second, there is more comprehensive coverage
of diagnostic categories with structured interviews, including diagnoses that are less
prevalent (Segal & Coolidge, 2007). Such a thorough diagnostic evaluation aids both
clients and clinicians. Clients benefit from improved treatment planning whereas
clinicians benefit from decreased risk of negligence or malpractice allegations
(Hodges & Cools, 1990). Third, depending on the type of response allowed, struc-
tured interviews allow clinicians to rate gradations in severity of symptoms and level
of impairment, rather than to merely note the presence or absence of symptoms
(Rogers, 1995). Fourth, the routine wording and ordering of questions of structured
formats greatly eases interview administration and, therefore, expense. Rather than
highly trained professionals, lay interviewers or computerized administrations may
be utilized for some of the more highly structured interview formats. The improved
administration ease and reduced expense may allow thorough diagnostic interviews
to be conducted in large settings where few clinicians traditionally are found, such as
prisons, residential treatment centers, shelters, etc. (Shaffer, Fisher, & Lucas, 1999).

Although their advantages are convincing, structured interviews have several
disadvantages. First, the rigid structure of the interview may interfere with relaxed
communication. If clinicians become too tied to a rigid and inflexible protocol,
there is a chance that clients may become disengaged from the diagnostic process
(Rogers, 1995). Second, there is some evidence that clients report more symptoms
early in the interview process, regardless of which symptoms are assessed first
(Loney & Frick, 2003). The reasons for this are unclear, but two main hypotheses
have been proposed. It may be that clients learn over time that endorsement of
symptoms lengthens the interview process and so they begin to deny later symp-
toms. Alternatively, clients may become sensitized to the threshold for reporting
issues by attending to the questions in the first part of the interview (Loney & Frick,
2003). Regardless of the reason, it is imperative that clinicians remain aware that
clients may be endorsing more items in the beginning of the interview process and
that this may be due to an artifact of the assessment method rather than a true pic-
ture of the client functioning. Third, as mentioned earlier, structured interviews
specify precise wording of questions and generally do not allow for rephrasing of
questions by interviewers. There is a risk that clients may misunderstand questions
and then respond inappropriately (Shaffer et al., 1999). Fourth, interviews cannot
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cover every diagnosis and symptom presentation; if they did, they would be too
long and cumbersome to be helpful. Therefore, they may not do an adequate job
assessing atypical symptoms or diagnoses (Shaffer et al., 1999). Finally, these inter-
views are time-consuming to learn and to administer. Training in administration
typically takes at least 1 week and often up to 4 weeks. Administration typically
takes at least 75 min but may take up to 4 h with severely disturbed clients.

Most structured interview formats share some common features (Hodges &
Cools, 1990; Loney & Frick, 2003; Rogers, 1995). First, these interviews are typi-
cally organized by disorder or syndrome, a system called symptom clustering.
Although this organization necessarily entails repeated questioning of symptoms
contained in several diagnoses, it is advantageous in that it allows clinicians to
quickly rule out specific disorders and to allocate maximum time within the inter-
view to those diagnoses that appear most likely (Summerfeldt & Antony, 2002).
Second, structured interviews typically employ unidirectional scoring, meaning that
endorsement of an item is a sign of psychopathology. Such a process allows for rapid
scoring and diagnostic decision making. Finally, questions included in many struc-
tured interviews directly correspond to diagnostic criteria contained in the DSM or
some other classification system, such as the Research Diagnostic Criteria (RDC;
Spitzer, Endicott, & Robins, 1978). This direct correspondence clearly aids clini-
cians when attempting to diagnose clients based on interview responses. However,
it may cause some problems, as these interviews must constantly be revised to keep
up with changes in diagnostic classification systems (Angold & Fisher, 1999).

Despite common features, structured interviews vary considerably across three
main dimensions, including diagnostic coverage, ease of use, and degree of struc-
ture (Rogers, 2001). First, structured interviews differ according to breadth and
depth of focus, known in the literature as the bandwidth-fidelity issue (Widiger &
Frances, 1987, as cited in Rogers, 2001). Due to time constraints, a single interview
cannot simultaneously cover all diagnostic categories in considerable depth.
Interviews with broad diagnostic coverage sacrifice depth in two ways: by screen-
ing out disorders and by minimizing the number of questions asked. In contrast,
interviews with greater depth (i.e., more questions regarding each symptom) restrict
coverage to common diagnoses. Second, structured interviews differ according to
ease of use. As previously mentioned, interviews that closely follow DSM diagnostic
criteria and that are organized around symptom clusters simplify administration and
scoring (Rogers, 2001). Interviews that require considerable clinical judgment in
question formulation and scoring are obviously much more difficult to use.

The main difference between the various structured interviews lies in the level
of structure imposed on the clinician. There are two types of structured approaches:
semistructured and highly structured interviews (Rogers, 2001). Highly structured
interviews specify the exact wording, order, and coding of each question (Edelbrock
& Costello, 1988). Questions must be read verbatim, with no variation or additions.
In contrast, semistructured approaches provide only general and flexible guidelines
for conducting the interview, allowing clinicians more latitude in pursuing alterna-
tive lines of inquiry (Edelbrock & Costello, 1988). Clinicians may even invent their
own unstructured questions (Rogers, 1995), allowing semistructured interviews to
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appear more conversational than highly structured interviews (Edelstein & Berler,
1987). Semistructured formats have been referred to as interviewer-based inter-
views, as the clinician has some discretion in varying the wording and the ordering
of questions (Angold & Fisher, 1999). In contrast, highly structured formats have
been referred to as respondent-based interviews, as the client is required to interpret
the meaning of the questions and decide on a reply with minimal or no assistance
of the interviewer (Shaffer et al., 1999).

Deciding which format to utilize is dependent on type of setting and purpose of
the interview. Because more clinical judgment is needed in the semistructured inter-
views, these can only be administered by experienced clinicians with advanced
training. Because more diagnostic categories are typically sampled in fully struc-
tured interviews, these require more time to complete. Currently, semistructured and
highly structured interviews are utilized in the following three arenas: research,
clinical practice, and clinical training (Segal & Coolidge, 2007; Summerfeldt &
Antony, 2002). Fully structured interviews are most commonly utilized in research
settings, as this allows for direct comparisons across clinicians, settings, and diag-
nostic groups (Rogers, 1995, 2003). Such interviews are also utilized in clinical
settings, where portions of fully structured interviews may be administered as part
of a comprehensive intake (Segal & Coolidge, 2007). This is preceded or followed
by an unstructured interview and administration of other measures in order to best
meet the needs of both clinicians and clients (Loney & Frick, 2003; Rogers, 2003).
Finally, semistructured and fully structured interviews have been utilized as part of
clinical training of mental health professionals (Segal & Coolidge, 2007). Learning
to administer such interviews greatly aids the budding clinician’s understanding of
diagnostic criteria and provides a thorough template for the clinician to use in devel-
oping his or her own style of unstructured interviewing (Loney & Frick, 2003).

This next portion of the chapter will briefly review three common structured
interview formats so that clinicians may better evaluate their relative merits. These
three were chosen as they are the most commonly utilized formats in clinical and
research settings.

2.2.2.1 Highly Structured Interview Formats
Diagnostic Interview Schedule for DSM-1V

The Diagnostic Interview Schedule for DSM-1V (DIS-1V) for adults was the first highly
structured diagnostic interview to be developed (Robins, Cottler, Bucholz, & Compton,
1995). It was designed in 1978 as a research instrument for the Epidemiological
Catchment Area project, a large epidemiological study in the United States sponsored by
the National Institutes of Mental Health (NIMH). The highly structured format of the
DIS can be attributed to budgetary restrictions of the study. To minimize the high cost of
experienced clinicians, the developers of the DIS utilized a highly structured approach
which minimized clinical inference and judgment, allowing less costly lay persons to
administer interviews (Rogers, 2001; Summerfeldt & Antony, 2002). Because it is a
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highly structured interview, the questions on the DIS must be read verbatim; the
interviewer is not given the flexibility to invent his or her own questions (Rogers, 2001).
Computerized administration (either self- or interviewer-administered) of the DIS-1V is
recommended, so as to maximize standardization (Segal et al., 2008). All questions are
closed-ended and replies are coded with a forced-choice yes/no format.

The DIS is a broad-based measure, designed to assess a wide range of both current
and lifetime diagnoses (Summerfeldt & Antony, 2002). Originally, it was based on
diagnostic criteria from the third revision of the DSM (DSM-III; American Psychiatric
Association, 1980), and it has been revised several times to reflect updated DSM
criteria. The current version corresponds to DSM-IV diagnostic criteria (American
Psychiatric Association, 2000) and covers more than 30 Axis I diagnoses and 1 Axis II
diagnosis (antisocial personality disorder) (Rogers, 2001). Although primarily designed
as an adult instrument, DIS-IV covers several disorders that originate in childhood,
including attention deficit hyperactivity disorder (ADHD), separation anxiety disorder,
oppositional defiant disorder, and conduct disorder (Rogers, 2001). Due to time and
length restrictions, several diagnoses are not covered, including most somatoform dis-
orders, dissociative disorders, most sexual disorders, and delusional disorders
(Summerfeldt & Antony, 2002). In general, administration time of the DIS-IV is esti-
mated to take approximately 90—150 min (Rogers, 2001; Segal et al., 2008). However,
administration time may be significantly increased for severely ill patients or those with
multiple disorders (Summerfeldt & Antony, 2002). It should be noted that hand scoring
is not available on the DIS-IV; instead, the interview must be scored via computer.

The interview is organized into 19 diagnostic modules, which are designed to be
independent of each other (Rogers, 2001). Within each module, there are optional
termination points, which indicate appropriate places to stop questioning if too few
required symptoms are endorsed to meet diagnostic criteria. Items in the DIS-IV
consist of standard forced-choice questions and optional probes. If the respondent
answers affirmatively to the standard question, the interviewer may ask optional
probes. The purposes of these optional probes are twofold: to assess the clinical
significance of a symptom, and to assess potential etiology, including physical
conditions or substance use (Summerfeldt & Antony, 2002). The DIS-IV includes
detailed instructions on when and how to use these probes (Rogers, 2001).

The DIS-IV has been widely used for epidemiological research and has been
translated into over a dozen languages (Segal et al., 2008). Its psychometric proper-
ties have been reported as excellent (for a review, see Compton & Cottler, 2004).

2.2.2.2 Semistructured Interview Formats

Schedule for Affective Disorders and Schizophrenia

The Schedule for Affective Disorders and Schizophrenia (SADS; Spitzer & Endicott,
1978) for adults is a semistructured interview that was designed primarily for the

diagnosis of mood and psychotic disorders (Rogers, 2001). Rather than DSM criteria,
the SADS is based on Research Diagnostic Criteria (RDC; Spitzer et al., 1978).
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In contrast to the broad-based format of the DIS, the SADS covers only 23 RDC
diagnoses in great depth (Summerfeldt & Antony, 2002). In addition to this depth
of coverage, another advantage of the SADS is its ability to assess the severity and
duration of symptoms (Rogers, 2001).

Partly because it is a semistructured interview, there are several different ver-
sions of the SADS that have been customized by different researchers (for a review
of SADS versions, see Rogers, 2001). By far, the most widely used versions are the
original SADS and the SADS-Lifetime (SADS-L) (Summerfeldt & Antony, 2002).
The original SADS has two main sections: Part I assesses the current episode, while
Part IT assesses any prior episodes (Segal et al., 2008). The SADS-L is similar to
Part II of the original SADS; however, the time period is not restricted and instead
covers all current and past symptoms (Summerfeldt & Antony, 2002).

Because it is a semistructured interview, the SADS should be administered by
clinicians rather than lay persons, due to the amount of inference and judgment
required during administration. As with highly structured interview formats, the
SADS contains standard questions asked of all respondents, as well as optional
probes that are used to clarify incomplete or ambiguous responses. In addition to
these verbatim questions, however, clinicians are free to construct other unscripted
questions if necessary (Rogers, 2001). Clinicians also are allowed to utilize their
judgment in skipping questions throughout the interview (Summerfeldt & Antony,
2002). The semistructured format broadens the range of time needed to administer
the interview. Typically, Part I takes 45—75 min to administer, while Part II takes an
additional 15-60 min (Rogers, 2001). However, administration may take up to 4 h
with severely ill clients (Summerfeldt & Antony, 2002).

Ratings of symptoms on the SADS differ from the highly structured interviews
in that they are not based solely on interview responses. Instead, clinicians are
encouraged to rate symptoms based on a combination of interview data and informa-
tion collected from record reviews and/or collateral interviews (Rogers, 2001). Once
all ratings have been made, they are summed to produce the following eight scales:
depressed mood and ideation, endogenous features, depressive-associated features,
suicidal ideation and behavior, anxiety, manic syndrome, delusions/hallucinations,
and formal thought disorder (Rogers, 2001; Summerfeldt & Antony, 2002).

The SADS has been widely used in clinical research over the past three decades
but has been infrequently utilized in clinical settings, primarily due to its complexity
and length of administration (Segal et al., 2008). Its psychometric properties have
been reported to be excellent (for a review, see Rogers, Jackson, & Cashel, 2004).

Structured Clinical Interview for DSM-1V

There are two distinct versions of the Structured Clinical Interview for DSM-IV
(SCID), a Research Version (First, Spitzer, Gibbon, & Williams, 2002a, 2002b) and
a Clinical Version (First, Spitzer, Gibbon, & Williams, 1996). Both versions
provide broad coverage of DSM-IV disorders, with the Research Version covering
more disorders, subtypes, and course specifiers (Rogers, 2001; Segal et al., 2008).
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For many diagnostic categories, information is obtained regarding both current
episode and lifetime prevalence. However, the following conditions are only ques-
tioned regarding current episode: dysthymic disorder, generalized anxiety disorder,
all somatoform disorders, and adjustment disorder (Summerfeldt & Antony, 2002).
Administration time ranges from 1 to 3 h, depending upon the version employed
and the severity of symptoms (Rogers, 2001). Computer-assisted versions are avail-
able to aid in administration (Segal et al., 2008).

There are several modules within the SCID, organized by diagnostic categories
(Rogers, 2001). Clinicians may customize each interview by administering only
those modules of interest (Summerfeldt & Antony, 2002). Within each module,
there are standard questions asked of each client, required probe questions, and
optional follow-up questions (Summerfeldt & Antony, 2002). In addition, clini-
cians have the flexibility of developing unstructured questions if desired (Rogers,
2001). Within each module, there are clear decision trees for discontinuation, if
required symptoms are not endorsed (Rogers, 2001). The SCID begins with an
open-ended interview portion. Then the modules are presented for assessment of
specific disorders (Segal et al., 2008). Similar to the SADS, final ratings are made
based on all sources of data, including client interview as well as record review and/
or collateral interviews (Rogers, 2001).

The SCID has been translated into a dozen languages and has been widely used
both in research and clinical settings (Segal et al., 2008). It has been utilized in over
1,000 studies, and its psychometric properties have been reported to be excellent (for
review of the most recent version of the SCID, see First & Gibbon, 2004; for review
of an earlier version of the SCID, see Segal, Hersen, & Van Hasselt, 1994).

2.2.2.3 Summary of Specific Interview Formats

In summary, several different structured interview formats exist which differ in
terms of level of structure and breadth of diagnostic coverage. Irrespective of which
specific measure is chosen, clinicians must establish the reliability of the instru-
ment in their own particular site and must continuously monitor reliability in order
to avoid the gradual process of interviewer drift (Orvaschel, 2006). In addition,
clinicians must remain aware that even highly structured interview formats were
never intended to be used in isolation; instead clinicians should supplement inter-
view findings with additional measures (Orvaschel, 2006).

When deciding which structured interview to administer, clinicians should con-
sider two main factors: (a) the purposes of the interview (Orvaschel, 2006), and (b)
practical matters (Angold & Fisher, 1999). First, clinicians should review the par-
ticular needs the interview should meet. Some formats assess a broad range of
diagnostic categories (DIS), whereas others assess a more narrowly defined range
(SADS), so determining the level of diagnostic coverage needed is essential. Some
structured formats limit certain diagnostic categories to only current episodes
(SCID) while others assess both current and lifetime symptoms (DIS, SADS), so
determining the necessary time frame is required (Orvaschel, 2006).
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Second, clinicians should review practical issues, such as the time and money
involved in training on administration and scoring of each interview. In general, more
structured interviews minimize the role of inference, thereby allowing lay persons, or
those with minimal clinical training, to conduct these interviews. Semistructured
interviews, which allow greater interviewer latitude in determining question wording
and order as well as in interpreting responses, require clinically sophisticated inter-
viewers (Edelbrock & Costello, 1988). In addition, most structured interview sched-
ules require clinicians to dedicate significant amounts of time toward training and
maintaining adherence to the interview format (Orvaschel, 2006).

2.3 Interpersonal Skills

Empathy and rapport have been called “the most inherently fundamental tenants
requisite for successful intervention as a clinician” (Johnston, Van Hasselt, &
Hersen, 1998). These important concepts, however, have been difficult to empiri-
cally define and to reliably assess. The terms are often used interchangeably in the
literature, even though they are distinct concepts. This section will review the basic
concepts of rapport and empathy, including ways to utilize these concepts during
diagnostic interviews.

2.3.1 Rapport

Rapport has been defined as an alliance with a client, or the establishment of a
working relationship in which both parties are able to openly and easily express
thoughts and feelings, even those that are complicated or anxiety-provoking
(Johnston et al., 1998). It has been characterized “by a sense of being ‘on the same
wavelength’” (Gruba-McCallister, 2005, p. 42). Morrison (1995) stated that rapport
is best developed by the clinician displaying a relaxed but interested and nonjudg-
mental environment. In other words, clinicians should convey an open attitude to
whatever a client presents, a willingness to listen without judgment, and an over-
riding respect for the client’s perspective.

There are many specific ways to encourage rapport, including orienting the client
to the process of therapy, thoroughly discussing the client’s expectations for therapy,
and coming to an agreement regarding the purpose and goals of sessions (Gruba-
McCallister, 2005). In addition, rapport may be enhanced by clarifying client state-
ments, using paraphrasing or summarizing to express understanding of client
issues, handling emotionally sensitive material in a calm and understanding manner,
being attentive and focused on client statements and behaviors in the session, and
providing hope that change is possible. Identifying the client’s language and using
it during sessions may also enhance rapport (Ledley & Rauch, 2005), as can
mirroring the client’s body posture, specific gestures, facial expressions, and voice
tone (Wolf, 2005). Humor may at times enhance rapport, but it must be used carefully
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(Ledley & Rauch, 2005). Humor may be off-putting to some clients, particularly in
the first few sessions, so clinicians may not want to engage in too much jocularity
during the initial diagnostic interview. Finally, clinicians must learn to monitor their
own feelings toward the client and attend to any discomfort or negative feelings in
order to enhance rapport (Morrison, 1995).

Rapport may be damaged by not attending to client concerns. Focusing on a
strict protocol of questions in a structured interview may damage rapport if the client
does not feel heard or believes that the clinician’s agenda is more important than
the client’s. Rapport may also be damaged if the pacing of questions in a structured
protocol does not match the client’s comfort level (Ledley & Rauch, 2005).

Clinicians must allow sufficient time for trust between clinician and client to
develop. Some clients and clinicians may develop a good rapport in the first session,
but other clients and clinicians may require many sessions before rapport is estab-
lished. In addition, it is important to note that the level of rapport is ever-changing;
therefore, rapport must be assessed consistently, both across and within sessions.

2.3.2 Empathy

Empathy has been defined as “the ability to understand people from their frame of
reference rather than your own” (Cormier & Nurius, 2003, p. 65). Empathic respond-
ing enables clinicians to express that they are “accepting, understanding, and con-
firming [a client’s] ‘world,” without making judgments about that world” (Johnston
et al., 1998, p. 45). Responding empathically to client concerns is a necessary set of
skills for clinicians to learn in order to enhance the quality and effectiveness of the
therapeutic relationship. Specifically, responding empathically can assist the thera-
peutic process in five ways: (a) by building rapport and the working alliance with
clients; (b) by encouraging client exploration of feelings, thoughts, and behaviors;
(c) by allowing the client to explore ambivalence toward change; (d) by providing
methods to clarify client responses in session; and (e) by providing the foundation
for later interventions (Johnston et al., 1998; Miller & Rollnick, 2002).

There are two main types of empathic responses: validating and limit-setting
responses (Cormier & Nurius, 2003). Validating responses are those that mirror the
client’s feelings, experiences, and behaviors (Johnston et al., 1998). Rather than
attempting to correct the client’s view or perception, a validating response would
allow the client to feel heard. For example, if a client arrives late to a session and
is angry that she had trouble finding a parking spot, a clinician’s first response may
be to problem-solve with her ways she can budget enough time to find a parking
space and still get to the session on time. Instead, to improve the therapeutic
relationship, the clinician may want to offer a validating response, which would
offer understanding of the difficulties the client faces in getting to session and the
frustration she is feeling. By feeling heard and having her feelings validated, it may
encourage the client to open up about the many difficulties she has in navigating
through her daily life.
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Limit-setting responses allow the clinician to create an environment of protec-
tive containment and an atmosphere of safety in the session, which functions to
encourage client growth (Cormier & Nurius, 2003). For example, if a client repeat-
edly interrupts the clinician, the clinician can provide a limit-setting response by
noting the behavior, explaining that it seems to be the client’s way of expressing
how she feels, and encouraging the client to express her feelings in another way.

Continually utilizing empathic responses may create what has been called an
effective therapeutic holding environment (Teyber, 2000; Winnicott, 1958, as cited
in Cormier & Nurius, 2003). In such an environment, not only do clinicians convey
deep understanding of clients’ experiences, they also provide a safe and structured
environment for clients to experience what they may perceive as overwhelming
emotions and/or thoughts. As Cormier and Hackney (1999) noted, clinicians “stay
with or hold the client’s feelings instead of moving away or distancing from the
feelings of the client” (p. 99). Responding to affect rather than content of a client’s
statements is one way to create such an environment and encourage client growth
(Johnston et al., 1998).

2.4 Summary and Recommendations

Effective interviewing involves not only the ability to ask the appropriate, relevant
question for each clinical situation but also to set the stage to obtain the most infor-
mative, complete answer from each client. Clinicians formulate which questions to
ask by the type of interview format they utilize: structured or unstructured. They
obtain useful and relevant answers to these questions by their skillful and continu-
ous use of empathic responding and rapport-building behaviors. Thus, technical
knowledge and interpersonal skills must go hand-in-hand for an effective diagnos-
tic interview to be conducted. They must be integrated flexibly to allow for different
client presentations and clinician strengths/preferences.

Unfortunately, there is little research available to help guide clinicians on the
optimal method of conducting a diagnostic interview. First, although there is a
plethora of literature on rapport and empathy, the majority of these articles are theo-
retical or at best anecdotal in nature. There is much advice to be found on how to
develop an empathic stance but few empirical studies on the impact on client func-
tioning of rapport-building behaviors or empathic responding.

Second, although interviewing strategies, particularly structured interview
schedules, have been studied for their psychometric properties, several areas remain
that have not been adequately studied. For example, there is little research on the
impact on rapport when utilizing more structured interview schedules. Breton,
Bergeron, Valla, Berthiaume, and St. Georges (1998), in a study on the reliability
of the child version of the DIS, suggested that individuals who have not established
rapport with the clinician may not disclose information or request clarification of
confusing questions. How this may impact the ultimate diagnostic formulation is
still unclear. There is also little research on the impact of ethnicity or other diversity
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factors when using structured interviews (Grills-Taquechel & Ollendick, 2008).
Finally, researchers have not adequately examined the acceptability to clients of
either an unstructured or structured approach to interviewing. Clinicians continue
to utilize an unstructured approach, assuming that this format is more acceptable to
clients, without ever testing that assumption empirically. Clinicians continue to
avoid structured interview formats, assuming that they may be off-putting to cli-
ents. Particularly with highly structured interviews which must be read verbatim,
there is a fear that clients may be distanced from the diagnostic process and become
bored or frustrated. It is thought that even semistructured interview formats may be
offensive or insulting to clients if they perceive the repeated questions asked
throughout several diagnostic modules to be redundant and evidence that the inter-
viewer is not listening. Only one study has even indirectly studied client satisfac-
tion utilizing an alternative administration format for the child version of the DIS
(Edelbrock, Crnic, & Bohnert, 1999). They found that allowing respondents to
control the administration order of the diagnostic modules, a large departure from
the highly structured format of the DIS, resulted in positive client reactions. Further
studies assessing client satisfaction with both structured and unstructured approaches
may help clinicians make more informed decisions for each client.

In the meantime, clinicians should become their own local clinical scientist
(Stricker & Trierweiler, 1995). This means that clinicians should utilize a variety of
interview formats and continually assess the impacts of each format on their clients.
Clinicians could create short, setting-specific surveys of client satisfaction that could
be administered at the end of the diagnostic interview. They would then need to utilize
the resulting data to make more informed choices about which types of clients should
receive structured versus unstructured interviews. Clinicians could tape sessions with
clients and review portions of tapes for the impact of various rapport-building behaviors
and empathic responding. In short, clinicians must begin utilizing data, either from
large-scale empirical studies or from systematic observations of their own practice, to
make effective clinical decisions about each individual client.
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Chapter 3
Presenting Problem, History of Presenting
Problem, and Social History

Philinda Smith Hutchings and Thomas B. Virden

The client usually approaches the interview seeking assistance to address a problem.
The task of the interviewer is to gather information about the client, the problem, the
circumstances, and context, as well as the history, in order to conclude with a diagnostic
impression. The diagnosis sets the stage for intervention, because the first step in
addressing a problem is to define it, and it must be defined carefully and accurately.
The most skillfully implemented intervention will fail miserably if it seeks to
address the wrong problem. Therefore, the successful diagnostic interview relies on
the thoughtful and well-planned gathering of information about the problem in
order to arrive at a reasonable and supportable diagnosis (Rosqvist, Bjorgvinsson,
& Davidson, 2007).

3.1 Presenting Problem

After establishing an initial connection with the client and setting the stage for the
interview, the interviewer should ask the client for the presenting problem. This is
usually accomplished through general or open inquiry, such as “Please tell me what
brought you here to see me today,” or “How can I help you today?” The presenting
problem may take a variety of forms, including a symptom (e.g., trouble sleeping),
a conflict (e.g., relationship discord), a stressor (e.g., unemployment), an emotion
(e.g., anxiety), a behavior (e.g., fighting), or any of a number of other things. On
occasion, the presenting problem may not even appear to be problematic (e.g.,
recent marriage), until more explanation is elicited. In any case, the interviewer
must understand the presenting problem and how it poses difficulties for the client.

Immediately upon learning the presenting problem, the interviewer should gen-
erate at least five diagnostic hypotheses about the most likely disorders that would
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lead a client to present this problem. This is the beginning of the differential diag-
nostic process; the interviewer uses his or her knowledge of psychopathology and
where symptoms occur in the lists of diagnostic criteria for various disorders to
generate those disorders as likely hypotheses for the client’s eventual diagnosis.
This is an important step in the interviewing process because it guides the inter-
viewer to seek specific information in the course of the interview that will confirm
or eliminate each of these hypotheses (Othmer & Othmer, 2002). Generating at
least five hypotheses will ensure that the interviewer considers several alternatives
and will therefore investigate the hypotheses thoroughly.

At this point in the interview, the diagnostic hypotheses may be either specific
disorders or categories of disorders. For instance, if the presenting problem is
difficulty sleeping, the hypotheses may include the categories of sleep disorders,
anxiety disorders, mood disorders, substance-related disorders, and adjustment
disorders, because difficulty sleeping appears as a symptom of several specific
disorders within these categories. Within these categories, difficulty sleeping might
be due to primary insomnia, primary hypersomnia, nightmare disorder, or sleep
apnea in the sleep disorders; it might be indication of generalized anxiety disorder,
acute stress disorder, or posttraumatic stress disorder in the anxiety disorders; it
might indicate either major depressive episode or a manic episodes in a mood dis-
order, or dysthymia or cyclothymia; it may be related to abuse of or dependence
upon a psychoactive substance; and it may be a symptom of an adjustment disorder
with depressed mood or anxiety. Alternatively, if the presenting problem is fighting,
a much shorter list of likely hypotheses, in the form of specific disorders, may be
generated. These hypotheses may include conduct disorder, adjustment disorder
with conduct disturbance, intermittent explosive disorder, antisocial personality
disorder, and substance-related disorders. Interviewers should remember that they
may need to include disorders in their list of hypotheses that do not list the present-
ing problem as a symptom criterion, but where it is reasonable to question whether
the disorder might manifest in such a way as to lead a client to present this problem.
For instance, hallucinations and/or delusions are not listed as symptom criteria for
a Manic Episode, but many people experience psychotic symptoms such as hallu-
cinations and delusions during episodes of elevated mood, so this is a reasonable
hypothesis to explain the presentation of psychotic symptoms.

Generating diagnostic hypotheses from the presenting problem alone takes some
practice, because doing so involves using knowledge of psychopathology differ-
ently than the way it was learned. When students study psychopathology, they learn
about a category of disorders with common characteristics or features, and learn the
symptoms of each of those disorders, from the top down. When the interviewer uses
this knowledge in to generate diagnostic hypotheses, the evaluator must mentally
scan the lists of symptom criteria across disorders and categories, and identify dis-
orders with the presenting problem in that list, from the bottom up.

The interviewer holds these hypotheses in mind, and now follows up on the
presenting problem to gather more specific information. It is important to under-
stand exactly what the client means by the presenting complaint, so the interviewer
asks about the specific characteristics (e.g., Jenkins, 2007). “Fighting” could mean
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arguing, disagreements, angry outbursts, or physical altercations and assault. “Fits”
might mean seizures, fainting spells, distress, or temper tantrums. It is essential to
understand the client’s cultural context and traditions to determine when a present-
ing complaint represents a problem or culturally normative behavior or circum-
stance (Fontes, 2008). Greater awareness of the client’s background and cultural
traditions will help the interviewer prevent misunderstandings and the unwarranted
perception of pathology in culturally different practices (Turner, Hersen, & Heiser,
2003). Even when interviewing someone from the same cultural background and
language history, misunderstandings can be common, so it is wise to ask the client
to expand the description of the presenting problem to ensure understanding.

In general terms, there are several aspects of the presenting problem that the
interviewer must understand, including the onset, duration, course, severity, and
associated stressors (e.g., Watson, & Gross, 1998; Othmer & Othmer, 2002).
Specific questions are asked to determine these aspects, such as,

* When did you begin having trouble sleeping?

* How long has this been going on?

* Has it been getting worse or better; going up and down?
* How much sleep are you getting each night?

* What else was going on in your life when this began?

* Are there other factors that make it better or worse?

These questions will vary according to the nature of the presenting problem.
Some presenting problems are discrete incidents of behavior or symptoms, such as
fighting or panic attacks. Other problems are ongoing or continuous situations or
symptoms, such as relationship discord or depressed mood. The interviewer needs
to ask questions appropriate to the problem to assess onset, duration, course, severity,
and associated stressors.

The onset of the presenting problem may be date and time certain, for instance,
“My first panic attack was May 14, 2006 at 2:00 p.m.” or it may be identified as a
general time frame, “I believe I first noticed I had trouble sleeping when I began
college in1975.” The interviewer needs to tailor questions to identify onset depend-
ing upon the nature of the presenting problem, such as, “When did you become
dissatisfied with your relationship,” “Do you remember your first fight,” or “When
did you first have trouble sleeping?” For some problems with insidious or gradual
onset, the interviewer will need to determine when the client noticed it had become
a problem, while those with acute or sudden onset may be specifically determined.
Similarly, questions about duration and course need to be appropriate to the prob-
lem, such as “How long have you had trouble sleeping,” “Are there times when your
relationship improves, and how long does this last,” “Has it been getting worse the
whole time,” or “How much time goes by in between episodes?”

Assessing the severity of the presenting problem also requires consideration of
questions specific to the problem. There are several factors that might be included
in an assessment of severity, including frequency, intensity, and impact (Cormier &
Cormier, 1991). Problems characterized by discrete events or episodes should be
assessed for frequency, such as “How many panic attacks have you had in the past
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month,” or “How many fights have you had?” Problems that are ongoing, continuous
states cannot be described in terms of frequency, and should be assessed in terms
of amount or intensity, such as “How many hours do you sleep at night,” or “How
serious is your relationship problem?” The interview also investigates the severity
of the problem by asking about its impact, such as “Does the difficulty sleeping
affect your ability to work,” “Are you experiencing legal problems as a result of
fighting,” or “How has this affected your relationships?”

The interviewer must also investigate associated stressors of the presenting
problem. There are two aspects of this inquiry, events temporally related to the
onset of the presenting problem, and stressors resulting from or related to the pre-
senting problem. This line of inquiry investigates the context of the problem,
and helps the interviewer to evaluate possible causes or precipitants of the problem.
The interviewer will understand a client’s difficulty sleeping differently if it began
when she moved to a new apartment near an airport or if it began when she discovered
that her husband was having an affair, or if it began when her mother passed away.
Questions such as, “What else was happening about the time you began having
trouble sleeping,” “What was going on when you began to feel depressed,” or
“What sorts of things seem to trigger these fights,” will help the interviewer evalu-
ate stressors associated with the onset of the problem. To evaluate stressors result-
ing from the presenting problem, the interviewer can ask questions closely related
to those assessing the impact of the problem, such as, “Has the fighting produced
any other problems for you,” or “How did the panic attacks affect your work or your
social life?” The stressors that function as precipitants of the client’s decision to
seek intervention for the problem can be assessed by asking such questions as,
“What made you decide to seek help,” “What’s going on that led you to make this
appointment,” or “Why now?”

Assessment of the onset, duration, course, severity, and associated stressors
prompts review of the initial list of diagnostic hypotheses. This information will
indicate which of these hypotheses are more likely, moving them up to the top of
the list, and which are less likely or can be ruled out.

The next step in evaluating the presenting problem is to identify associated
symptoms (Watson & Gross, 1998). The line of questioning will be guided by the
list of diagnostic hypotheses, investigating the presence or absence of other
symptoms the interviewer expects to observe in each of the other possible conditions.
For instance, when the presenting problem is difficulty sleeping, we expect to find
depressed mood or loss of interest in activities if the problem is depression, elevated
mood it is mania, excessive worry if the problem is generalized anxiety disorder,
nightmares or flashbacks if it is posttraumatic stress disorder, and so on. Many
times, the client may volunteer this information as part of the initial assessment of
the presenting problem, but other times, the interviewer needs to ask questions
about these specific symptoms to evaluate the diagnostic hypotheses. It is prudent
and efficient to ask about essential or most important symptoms associated with the
hypotheses first. If the client reports neither depressed mood nor loss of interest in
activities, the interviewer can rule out major depression without asking about appe-
tite disturbance, excessive guilt, or psychomotor retardation.
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Try this exercise: Take a piece of paper, write a presenting problem on the top and draw two
lines down the page to divide it into three columns. On the left side, write as many diagnostic
hypotheses as you can generate (at least five), and in the middle column, write the associated
symptoms you need to investigate in order to confirm or rule out that hypothesis. Now think
about the questions to ask a client in order to determine the presence or absence of these
associated symptoms, and write them in the right column. See the example in Fig. 3.1.

The interviewer must assess the onset, duration, course, severity, and associated
stressors of these associated symptoms similar to the assessment for the presenting
problems. It is important to determine if any associated symptom preceded devel-
opment of the presenting problem, or has been present at times the presenting
problem was absent, in order to help the interviewer to evaluate if these symptoms
are related to or independent of the presenting problem. For instance, if the present-
ing problem is difficulty sleeping, and the client reports problem drinking soon
after the onset of the difficulty sleeping, one might draw different conclusions about
the relationship between alcohol consumption and sleep than if the client reported
problem drinking for some years before the onset of sleep disturbance. If there are
several associated symptoms, the interviewer might ask if they are all related in
their characteristics, for instance, “Did all of this begin about the same time,” or if
any of these symptoms were experienced independent of the others.

Once again, the interviewer should consider the list of diagnostic hypotheses
using the information gained about associated symptoms and consider which ones
remain viable explanations of the presenting problem, which can be ruled out, and
what new hypotheses should now be added to the list. In your exercise, cross off the
diagnoses you can confidently rule out, underline the ones supported by the new
information, and add new ones to the left column.

Once the interviewer has arrived at this point, it if often helpful to summarize
the presenting problem, asking the client to verify or correct his/her understanding
of it. This not only allows the interviewer to check with the client about the per-
ceived problem, but also sets the stage to move to the next phase of the interview.
It provides a sort of “punctuation mark” to demarcate the end of one phase and the
transition to the next phase. For example, “As I understand it, you began having
difficulty sleeping about 2 months ago, when you were laid off from work, and
since that time you have also felt depressed, nothing is fun anymore, you feel irri-
table, tired, can’t seem to concentrate on anything, and you’ve lost about 15 pounds
without dieting. Is that right?” The client can now add important details that the
interviewer has neglected to assess, or can endorse the summary, and the inter-
viewer can now move on to inquire about the history of this problem.

3.2 History of Presenting Problem

It is important to determine if this presenting problem is the same or similar to
problems experienced in the past or if this is the first time the client has had such
a problem. Similar to the assessment of symptoms, the interviewer needs to determine
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Hypotheses Associated symptoms Questions
Sleep Disorders: Difficulty going to sleep or | How long does it take you
Primary insomnia, staying asleep, nightmares, | to go to sleep? Do you wake
Nightmare Disorder, loud, irregular snoring up frequently during the
Sleep Apnea night? Do you have

nightmares? Has anyone
ever told you that you snore

loudly?
Anxiety Disorders: Excessive worry about a | Do you worry about a lot of
Generalized Anxiety number of issues, numbing | things? Do you feel like you
Disorder, Acute Stress or detachment, recurrent | are emotionally numb? Are
Disorder, Posttraumatic | recollections of trauma you troubled by intrusive
Stress Disorder memories of a horrifying

event?
Mood Disorders: Depressed mood, loss of How is your mood? Have
Major Depressive Disorder, | interest in activities, you lost interest in things
Bipolar Disorder, elevated mood. you used to enjoy? Do you
Dysthymia, Cyclothymia feel “on top of the world?”
Substance Abuse or Use of a substance, How much do you drink?
Dependence tolerance, withdrawal, or | What drugs are you using?

compulsive use. Do you have to use more to

feel the effect? What
happens if you stop using?

Adjustment Disorder with Depressed mood, How is your mood? Are
Depressed Mood or Anxiety | nervousness you feeling jittery or
nervous?

Fig. 3.1 Investigation of diagnostic hypotheses

when the problem first began, what impact it has had on the client’s well-being
and functioning, and what course it has taken. Some disorders are characterized
by episodes of symptoms with full recovery in between episodes, whereas oth-
ers have a course of continuous disturbance and deterioration of function. The
interviewer’s assessment of the history of the presenting problem will add to
the process of differential diagnosis and refine the impression of the nature of
the problem.

In the event that the presenting problem is one that has happened before, the
interviewer will need to determine the beginning and course of each previous epi-
sode. It may be helpful to ask questions such as, “Have you ever felt this way
before,” or “Is this the first time you felt this way?” If previous episodes are
reported, one can often elicit information about the onset, duration, and course
simply by asking about the episodes, “Tell me about that,” since the client has just
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been answering questions about these factors. Otherwise, it may be necessary to
prompt the specific information required to evaluate previous episodes, e.g., “Was
it worse then,” “Did it last longer,” or “Did it feel much the same that time, or was
it different then?”

It is also important to understand the client’s explanation of the development of
the problem, its causes or precipitants, the maintaining factors, and the client’s
attempts at resolution or treatment. This is often called insight, and an evaluation
of the client’s understanding of the development and maintenance of the problem
can provide diagnostic clues as well. The client may volunteer an explanation or the
interviewer may ask a client directly: “What do you think caused this problem,”
“What made it worse now,” and “What have you tried to do about it?”” Asking about
previous treatment is part of this assessment, including visits to health-care profes-
sionals as well as alternative and nonprofessional treatment methods, such as medi-
tation and talking to friends. A client may state, “The doctor told me it’s all in my
head, but I think that’s just because he can’t figure out what’s wrong with me,”
indicating the presence of unexplained medical complaints as well as frustration
with previous treatment attempts.

Information about previous treatment for this presenting problem is also impor-
tant. The interviewer should inquire about a history of counseling, psychotherapy,
medications, and other interventions; when were they attempted, what impact did
they have on the problem, have they been discontinued, and if so, why? This is a
convenient time to ask for permission to contact any current or previous service
providers to exchange information, if desired. History of treatment efforts for the
presenting problem also provides diagnostic information; for instance, if the client
has been in treatment for depressive symptoms continuously for the last year, an
acute adjustment disorder can be ruled out.

By this time, the interviewer has gained quite a lot of information about the
client’s problem to assist in the diagnostic process, and has probably been able
to narrow the list of diagnostic hypotheses, or may have expanded the list to
include new possibilities. In order to further evaluate the list of hypotheses,
the interviewer now needs to understand the client’s background, development,
and strengths.

3.3 Social History

There are many areas of the client’s social history to be assessed, including
developmental milestones, social and sexual functioning, diversity, educational,
vocational, legal, family, substance use, trauma, and medical history. These areas
can be assessed by a variety of different methods and approaches. Some interviewers
take each section separately and inquire about each one in turn, keeping in mind the
questions they need to address to confirm or rule out their remaining diagnostic
hypotheses. This can be rather time consuming and requires frequent transitions
from one topic to another, although if the interviewer has an “intake form” that
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requires filling out information on these areas sequentially, it can be convenient
(e.g., Hook, Hodges, Whitney, & Segal, 2007). However, we recommend a more
global method that roughly resembles a chronological account of the client’s life,
during which the interviewer asks questions about all of these areas as the biogra-
phy progresses. Then one can follow up with any missing information at the end
without disrupting the general life story.

To implement this “biographical” method of collecting the social history, the
interviewer marks the transition with an introductory statement and inquiry, such
as, “Okay, now I need to understand some background information. Tell me about
your childhood,” or “Let’s go back a bit now to your childhood. When and where
were you born?” The interviewer then progresses through the lifespan, directing the
client to respond to specific queries about different areas of the social history during
the narrative. In the course of this questioning, the interviewer must keep the list of
diagnostic hypotheses in mind, to be sure to gather information relevant to each of
them in the client’s social history. For instance, if a diagnostic hypothesis is antisocial
personality disorder, evidence of conduct disturbance must be apparent prior to the
age of 15, and a family history of major mood disorder may support an impression
of bipolar disorder.

While we recommend the chronological method of social history assessment,
we will discuss the kinds of information to gather by topic area. No interviewer will
collect all of this information for each client, but it is especially important to collect
information that is out of the ordinary, unusual, or clinically relevant, in order to
evaluate the diagnostic hypotheses or to understand the client’s strengths and chal-
lenges and to arrive at treatment recommendations.

3.3.1 Developmental Milestones

The interviewer may inquire about any difficulties the client’s mother experienced
during pregnancy, such as gestational diabetes or eclampsia, or during childbirth,
such as premature birth or forceps delivery. Some client’s may know about their
APGAR score, a numerical indication of the newborn’s general health. Any unusual
feeding problems in infancy, low birth weight or difficulty gaining weight may
be queried. Then the interviewer will want to ask about the achievement of a
variety of developmental milestones, for example, the age at which the client sat
up unassisted, crawled, walked, talked, and ate solid food, and especially any
delay in achievement of these milestones. Delay in speech development, if
present, should be further assessed to determine if the delay was in vocalization,
speech clarity, forming sentences, or involved loss of speech after apparently
normal development.

Assessment of the age and process of toilet training is also needed. The age at
which the client no longer needed to wear diapers during the day and at night may
be quite different, so ask about nocturnal bed-wetting in addition to potty training.
Any recurrence of bed-wetting after successful toilet training should be noted. It
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may also be important to ask about self-soothing behavior or transitional objects
during early childhood. Thumb-sucking or rocking are common self-soothing
behaviors and many children have a favorite blanket or stuffed animal that they use
to comfort themselves.

It is common for clients to report remembering nothing at all about their early
childhood development nor hearing anything from their parents about it. This usu-
ally indicates that there was nothing remarkable about their achievement of devel-
opmental milestones, no significant delay or unusual behavior. It is also important
to bear in mind that there is a considerable degree of variability as to when or how
a child achieves certain milestones (Boggs, Griffin, & Gross, 2003). As such, it may
be advisable that the interviewer consider a developmental delay or difficulty as
diagnostically relevant only if it is particularly aberrant or resulted in some diffi-
culty to the child or parent.

Sample questions to ask:

* Did your mother ever tell you anything about any problems during pregnancy or
delivery with you?

* Do you know if you sat up, crawled, and walked at the usual time?

* Do you remember anybody telling you about your toilet training or bed-
wetting?

* Do you remember them saying anything about you learning to talk?

* Are you aware of any health or development problems in your early childhood?

* Do you remember anybody ever telling you anything unusual about your early
childhood development?

3.3.2 Family of Origin History

There are at least two essential components of family history to assess, family func-
tioning and family history of disorders. The interviewer should inquire about family
members, their roles, ages, interactions, and changes over time. It is important not
to limit inquiry to a traditional “nuclear” family, but to inquire about who was living
in the household while the client was a child, who filled parental roles, who were the
siblings, and what extended family members were involved in daily and other
family activities. It is best to begin with open and broad inquiry, such as, “Tell me
about your family,” and to follow up with questions to understand how the client
defines family, rather than to impose a definition of family on the client by asking
“Tell me about your immediate family,” or “Tell me about your mother and father,
brothers and sisters.” One can then learn about the composition of the client’s family,
and the client’s position within it, including factors such as birth order.

Once the interviewer understands the composition of the client’s family of origin,
it is time to inquire about its functioning. It is important to understand the child-
rearing practices that the client experienced and the nature of the relationships in
the family. Some areas of inquiry include methods of reward and discipline, patterns
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of communication, the warmth or difficulties in interaction with family members,
and the closeness or distance in relationships the client experienced. The inter-
viewer will also want to know about family traditions and practices surrounding
holidays and important life events and transitions, such as the client’s first day at
school or birthday celebrations, and any ceremonies marking transition in life
phases. Inquiry about the nature and process of conflict resolution, or the lack
thereof, is also needed.

In the course of this line of inquiry, the client may volunteer information about
family history of medical and psychological disorders or problems. If so, the inter-
viewer will still need to check to see if there are any other problems in the family
history beyond the ones reported. Sometimes clients do not volunteer information
about disorders experienced by family members, and the interviewer needs to intro-
duce the inquiry. It may be important to determine whether the family member with
a reported problem or disorder is a blood relative, in order to assist in the diagnosis
of disorders that have a genetic contribution to etiology. For instance, schizophrenia
has been shown to be far more prevalent in first-degree relatives of clients with
schizophrenia than in the general population (Gottesman, 2001). For some other
disorders that are not known to have a genetic or familial pattern, the interviewer
may need to inquire about how the disorder impacted the family functioning, for
example, frequent absences of a caregiver from the home, changes in disciplinary
practices, or early assumption of adult responsibilities.

Sample questions to ask:

e Tell me about your family when you were growing up.

e Who lived in the household?

* How did you get along with them?

*  Who took care of the discipline, and how?

* What sorts of family traditions did you observe?

e Were you close to your (mother, father, brother, grandmother, etc.)?

* How did you all show affection?

* How did arguments get resolved in your family?

e Did anyone in your family have psychological problems or major medical
problems?

* Did anyone in your family have alcohol or substance use problems?

e How did that affect you?

3.3.3 Educational History

The essential elements to include in educational history are when the client started
school, how far they went in school, and what particular strengths or difficulties
they had in learning. Clients will usually respond to direct questions about educa-
tion, such as, “Where did you go to school,” and “How far did you go in school?”
To assess how well the client did in schooling, it may be best to initially ask about
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strengths as well as weaknesses, “What were your best and worst subjects,” rather
than a question that might be perceived as challenging, such as “What kinds of
grades did you get in school?” The interviewer can then steer the inquiry to perfor-
mance issues, difficulties learning material or learning disorders, or behavior
problems.

Educational history and performance information aids the differential diagnosis
process in several different ways. In evaluating neuropsychological information, it
is useful to have an idea about a client’s previous intellectual function, and educa-
tion history can give a general impression of that, so that if a client is currently
functioning at a very low level, but had a college education with As and Bs, a dete-
rioration of function since college may be indicated. On the other hand, a history of
special education classes and poor academic performance in the same, low-func-
tioning client may support a diagnostic hypothesis of mental retardation or perva-
sive developmental disorder.

Sample questions to ask:

e When did you start school?

e What subjects did you like best, and which did you like the least?
* Did you have any difficulties in school?

e What was the last grade you complete?

* Have you participated in educational programs outside of school?
e What were your strengths and challenges?

3.3.4 Social and Sexual Functioning

The interviewer will need to ask the client about social relationships and develop-
ment, romantic relationships, and sexual activity. Childhood friendships, after-
school activities, membership in organizations, and participation in athletic or sport
activities all give the interviewer information about the client’s social development
and degrees of relatedness to others. It is often convenient to ask about these activi-
ties while gathering information about the client’s educational activities, such as,
“Did you have a few close friends in school,” “Did you participate in organized
sports while in school,” or “Were you a member of Scouts or something like that?”
Some disorders are characterized by limited social relationships and interactions
even in early childhood, such as autism, while other disorders may be characterized
by unusual patterns of social relationships, such as gender identity disorder.

It is important to inquire about romantic or dating relationships in a culturally
sensitive way, not assuming a heterosexual development of interest, or intruding
unnecessarily on cultural or religious values or prohibitions. One can ask about the
development of romantic interest, and about first sexual experiences in a rather open
way, and then follow up with more specific questions. “Do you remember when you
first developed a romantic interest in someone,” and then, “Who was that?” “When
was your first sexual experience,” and then, “What was the sexual contact and activ-
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ity?” Clients are often reticent to volunteer information about sexual activity, dys-
function, and abuse due to social and cultural norms that discourage such
self-disclosure to strangers (Fontes, 2008). This information is clinically important,
so the interviewer will need to inquire about it in a matter-of-fact, straightforward
way, indicating that sensitive discussion of sexuality is accepted and expected.

The interviewer will want to understand the client’s history of formal and infor-
mal liaisons, such as marriages or committed relationships, and whether or not the
client has children. Establishment of new family structures then needs to be under-
stood, so the interviewer will want to ask some of the same kinds of questions to
understand the new family functioning as were asked about the client’s family of
origin, including child-rearing practices, division of responsibilities, methods of
conflict resolution, and so on.

Sample questions to ask:

* Tell me about your childhood friends.

* What sorts of social activities did you enjoy?

* Did you belong to any clubs or organizations?

* How about friendships now?

e What do you do for fun?

e Do you remember your first romantic interest? Who was that?
* When did you start dating?

* When was your first sexual contact? What was it? With Whom?
* Have you been in a committed relationship or marriage?

* Do you have any children? Do they live with you?

*  Who lives in your household now?

e What will this relationship be like 5 years from now?

3.3.5 Vocational History

The client’s history of work activities should be assessed. This line of questioning
may flow naturally after inquiry about educational history, as people often begin
work after completing some course of education. The interviewer should not
assume, however, that clients did not work while they were in school, or that they
went to work after they were no longer in school. One might ask “Did you have a
job while you were in school,” and “Then what did you do,” to inquire about occu-
pations after formal schooling. The nature of work activities informs the diagnostic
process as well; occupations that do not appear to be consistent with their educa-
tional achievements or a series of jobs of short duration rather than a career of
rather stable positions in the same or similar fields may indicate maladaptive pat-
terns consistent with personality disorders. It is important to inquire about military
service and the nature of all employment activities, such as exposure to trauma and
occupational hazards and stressors. For instance, avoidance of eye contact may be
expected in individuals who have worked in underground mining for many years,
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because it is blinding to look directly at someone with a light source on one’s helmet
and pointing forward. Some occupations require exposure to solvents, while others
include frequent exposures to dangerous conditions. It is also important to under-
stand periods of unemployment in the chronology and what led to the unemploy-
ment or changes in occupation. All of this information helps the interviewer
understand and interpret the client’s behavior and functioning.

Sample questions to ask:

e What kinds of work have you done?

* Have you served in the military?

* How about volunteer work or positions?

* What was the longest period of time you ever held a job?
e What did you do while you were unemployed?

3.3.6 Diversity

Diversity is defined here in its broadest sense, including but not limited to race, ethnic-
ity, culture(s), age, disability, gender and gender identity, language, nationality, reli-
gion, socio-economic status, and sexual orientation. This does not mean that the
interviewer needs to ask the client for an explanation of each of these factors, but the
interviewer needs to understand the context of the client’s life and experience.
Understanding diversity issues helps the interviewer to understand and interpret the
client’s history, behavior, and outlook. Despite the interviewer’s knowledge and
experience with diversity and diverse groups, the client is the expert on his or her own
experience. The purpose of the diagnostic interview is to identify and assess any
psychopathology, but it is equally important to identify and assess “normalcy” and not
to misunderstand and misinterpret difference as psychopathology (Fontes, 2008).
Information about racial, ethnic, and cultural backgrounds is usually obtained
during inquiry about the client’s family of origin. One should not rely on assump-
tions about racial identity from appearance, but inquire about the client’s self-
identification of race. The interviewer will need to ask about the client’s first
language, and what language was spoken at home. It is also important to understand
regional and cultural differences in language, in “accent” and word usage. For
instance, people living in the Northeast or Midwest of the United States may find a
“Southern drawl” charming, but are unaware that commenting on it can be offen-
sive. While investigating social history, as stated previously, the interviewer should
avoid making assumptions about gender identity and sexual orientation, and ask
about it instead. Asking about religious upbringing and current practice or lack
thereof, is an important area of inquiry which helps the interviewer understand
issues regarding spirituality. Information about socio-economic status helps one to
understand the resources available both in the client’s history and currently.
Significant changes in resources, increases, decreases, or both, over the lifespan can
create significant stress and place strains upon the client’s coping strategies. Age



52 P.S. Hutchings and T.B. Virden

can be calculated from the client’s date of birth or asked directly, and developmental
issues related to age are important, but age has many implications for life experi-
ences as well. Women born in the 1940s and 1950s are likely to have a very
different gender experience than women born in the 1970s and 1980s. Similarly,
men who reached the age of 18 in the 1960s had different stressors and experiences
than men who reached that age in 1980s, because of the military draft and the
Vietnam War. Not all disabilities are apparent, and the interviewer should ask about
abilities and experienced difficulties, their history and development, and how they
experience the impact of any conditions. Not all conditions that may be termed
“disabling” are experienced as disabilities. For instance, many hearing impaired
persons do not perceive deafness as a disability, but rather as a different set of abili-
ties, so one might view such a person as different in culture, language, and experi-
ence, but not as disabled.
Sample questions to ask:

* How do you describe your race and ethnicity?

*  What language was spoken at home when you were growing up?

* How would you describe your sexual orientation?

*  Were you raised in an organized religion?

* Are you practicing a religion now?

* How would you describe your family’s economic status? And now?
* How would you describe your current age and phase of life?

* Do you have any conditions that interfere with your life or function?

3.3.7 Legal History

Clients are sometimes reluctant to report violations of legal restrictions, so the
interviewer needs to ask about it directly, whether the client has volunteered infor-
mation or not. In addition to asking about a history of arrests, convictions, misde-
meanors and felonies, it is important to ask about civil actions as well. The
interviewer will need to inquire about difficulties in childhood, adolescence and
adult life, about interactions with law enforcement personnel, the judicial system,
and attorneys. One might start with a general question about involvement in the
legal system, “Tell me about any legal problems,” and then follow up with specific
questions, “Have you ever been arrested,” “Have you filed any lawsuits,” “Have
you been incarcerated?” Some disorders are characterized by violations of legal
restrictions, including conduct disorder and antisocial personality disorder, while
other disorders may include an increased likelihood of violations, such as dependence
on illegal substances or pathological gambling. Some disorders are associated with
greater likelihood of filing frequent complaints and lawsuits, including paranoid
personality disorder.

A history of victimization is important to understand. Crime victims have not
only experienced the distress or trauma of being targeted, they also may have had
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experiences with the legal system that are sometimes as distressing as the crime
itself. While some clients may have had a very supportive and satisfying experience
with law enforcement and the court system, others may report frustration and anxiety,
or even feeling as if they were victimized again. It is not the interviewer’s role to
right any wrongs or to determine the worth or merit of any complaints, but to under-
stand the perspective and the experience of the client and how that experience has
impacted their functioning, their support system, and their outlook. Many clients
who are ordered by the court to obtain a psychological evaluation will explain at
length the circumstances of the charges, the court and legal proceedings, and so on,
making it difficult to focus on the purpose of the interview, usually to screen for the
presence of psychopathology. At such a time, the interviewer will need to refocus
the line of inquiry toward other areas of social history.
Sample questions to ask:

*  What sorts of legal problems have you had?

e Tell me about any arrests and convictions.

* Have you been in jail or prison?

e Have you filed legal complaints or lawsuits against anyone?
* Have you been sued?

* Have you been the victim of a crime?

* What was your experience with the legal system?

3.3.8 Trauma and Abuse History

The interviewer should not assume that clients will spontaneously offer information
about a history of trauma or abuse. Even though such a history may appear to be
clinically relevant, clients are often reluctant to reveal this information, because
talking about it makes them uncomfortable. For this reason, all interviews should
include inquiry about traumatic events and possible abuse, even if the interviewer
has no diagnostic hypotheses about acute stress disorder, posttraumatic stress
disorder (PTSD) or the abuse codes. The American Psychological Association
(APA) (2004) estimates that 70% of adults in the United States have experienced at
least one traumatic event, that 20% of these develop symptoms of PTSD, and more
women than men develop PTSD because they are more likely to experience domestic
violence and sexual assault or abuse. Childhood physical and sexual abuse has been
associated with a variety of other disorders, including dissociative identity disorder
(Sadock & Sadock, 2007).

It is best to avoid using the words, “abuse,” and “rape,” in questions during the
interview, because the client’s own definitions of these terms may not match the
interviewer’s concepts. A client may state he/she has never been raped, but then
report having been forced to engage in sexual intercourse; the client’s idiosyncratic
definition of the word, “rape,” may include only forced sexual contact with strangers,
violent assaults, or vaginal penetration. Men may assume that rape is something
that only happens to women. Similarly, a client may deny a history of abuse, and
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then report severe beatings as child resulting in serious injury, because the client
perceived this as discipline rather than abuse. Instead, the interviewer should
inquire about a history of physical or sexual assault or abuse by using descriptions,
such as “Have you been kicked, slapped, punched, pushed, or beaten,” and “Have
you ever had sexual contact when you didn’t want to, because you were forced or
coerced?” Then the interviewer can follow up any endorsements of these events to
get specific details and evaluation of the events.

In addition to assault and abuse by others, clients may have experienced other
traumatic events, such as natural disaster, fire, accident, combat, terrorism, or other vio-
lent crime. Clients may have witnessed traumatic events occur or happen to others,
and experienced vicarious trauma as a result. It is also important to investigate how
the client has dealt with any traumatic events in order to assess coping skills and
resources. All of this information is clinically important.

Sample questions to ask:

* Have you ever been beaten, slapped, shoved, kicked, or punched?

* Have you had sexual activity when you didn’t want to, because someone forced
you, or you didn’t think you could refuse?

* Have you experienced a disaster, accident, or serious injury?

* Did any of these things happen to someone you know, or did you see anything
like this happening?

3.3.9 Substance Use History

While it may be argued that almost everyone has used some sort of psychoactive
substance during their lifetime, it is important to determine a history of substance
use and abuse. Substance-induced disorders should almost always be included in
the interviewer’s list of diagnostic hypotheses, because substances can mimic
almost any other psychological disorder, and produce symptoms that are very similar
to those of other disorders. When a person is brought to the emergency room in an
agitated state, evidencing hallucinations, odd and rapid speech, it is difficult to
differentiate among diagnostic hypotheses of manic episode, schizophrenic disorder,
and amphetamine intoxication or psychosis. Inquiry about substances needs to
include alcohol, prescriptions, over-the-counter medications, illegal, and unusual
substances. Perhaps the most commonly used and abused substance is alcohol,
according to the Diagnostic and Statistical Manual of Mental Disorders (APA,
2000). Since at least 90% of adults in the United States have some experience with
alcohol, it is better to ask, “How much alcohol do you drink,” rather than “Do you
drink?” Similarly, the interviewer may ask, “What substances do you use,” rather
than “Do you use drugs?”’ Again, clients are likely to have different definitions of
the terms, “substance,” and “drugs,” than the interviewer. Remember to ask about
the use of tobacco and caffeine. A client complaining of anxiety symptoms may not
realize a connection between those symptoms and drinking a pot or two of coffee
every day.
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Similarly, clients often supplement their treatment regimen with herbal remedies
without understanding potential effects, mistakenly believing that anything “natu-
ral” must necessarily be benign. However, it is important to note that many herbal
supplements have significant impact on the central nervous system and may result
in symptoms of anxiety (e.g., ephedra), interact with prescribed medication (e.g.,
St. John’s wort), or produce other effects (Spinella, 2005). Unfortunately, most
clients are unlikely to spontaneously reveal their intake of herbal supplements,
largely because they do not understand the effects. The interviewer is well-advised
to specifically ask something akin to: “Are you currently using herbs or taking other
alternative remedies?”

It is important to inquire about the age at which the client began using a
substance, how much and how often, and under what circumstances. The impact of
substance use must also be assessed in order to evaluate diagnostic hypotheses
of substance dependence and substance abuse. Questions such as, “How old were
you when you had your first drink of alcohol,” “What’s the most you consumed in
a week,” “How much do you drink, on average, now,” “How long have you gone
without a drink,” “Do your family members or friends complain about your alcohol
use,” and “Have you ever had a hard time getting to work because you were hung
over,” may be used to evaluate alcohol use, and similar questions may be used to
evaluate any other substances endorsed (Watson & Gross, 1998). When a client has
used or abused multiple substances, it is important to determine their preferences.
Most substances can be classified as stimulants or depressants, and users often have
a preference for one over the other, and for one class of substances, like sedatives,
over others with similar effects.

Sample questions to ask:

e  How much alcohol do you drink, on average?

e What substances do you use?

* Have you ever used tobacco, cigarettes, cigars, or snuff?

* Are you taking vitamins, herbs, or food supplements?

* How old were you when you started?

* When did you use the most, and how much then?

* What’s your drug of choice?

* How much coffee, tea, and caffeinated soda do you drink?
* Have there been periods of time you didn’t use (substance)?
* Do other people complain about your use?

* Does it interfere with work or relationships?

3.3.10 Medical History

The interviewer may not need to generate a checklist of common childhood dis-
eases or tabulate every cold or minor injury, but it is important to understand the
client’s health and history of significant illnesses or injuries. Some medical conditions
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can produce symptoms of psychological disturbances and disorders (APA, 2000),
while health problems are psychosocial stressors that may influence the develop-
ment of other disorders. The diagnosis of cancer, heart disease, or diabetes is likely
to be upsetting to anyone; a history of brain injury may explain a client’s memory
lapse. The interviewer is not expected to diagnose medical conditions but is
expected to gather information about the client’s medical history to evaluate the
context of the problem, strengths and challenges (Watson & Gross, 1998). General,
questions about health concerns, “How would you describe your health now,”
“Have you had serious illnesses or injuries, been hospitalized, or had surgery?” can
be followed by specific inquiry about illness and injury, “Have you ever had
seizures, periods of high fever, been hit in the head and lost consciousness?” As
with other areas of history, one must then determine when this illness or injury
occurred, how long it lasted, whether or not it is ongoing, and what impact it had
on client functioning.

Along with this identification of health problems, it’s important to ask about
treatments or interventions the client has received or pursued, and what sorts of
health professionals have been involved in treatment efforts. Some clients rely on
vitamins and food supplements or are reluctant to take prescription medications,
while others seek advice and intervention only from traditional health practitioners
and prescriptions. The interviewer can ask the client “Who is treating you for this
condition,” or “What treatment are you receiving for it?”” One also needs to under-
stand the perceived effectiveness or outcome of the treatment received, “How did
that work for you?”

Sample questions to ask:

* How would you describe your health?

* Have you been diagnosed with a serious illness?

* Have you been in a medical hospital or had surgery?
* Any history of significant injuries, broken bones?

e How has this condition been treated?

* What was the outcome; was the treatment effective?

3.3.11 Technique

On occasion, the client’s speech may become hesitant, he or she may begin to avoid
eye contact, or some other indication may emerge to give the impression that the
client is not providing the interviewer with a complete picture. This, of course, may
spring from a variety of sources, such as an inability to recall certain details or an
unwillingness to discuss particular events. In the latter case, a client may be encour-
aged by simply acknowledging the resistance and reaffirming the interview’s goal
with a statement such as “This may be a difficult topic for you to discuss. I appreciate
all the information you can give me in order to help you.” A statement such as this
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not only emphasizes the importance of gaining sufficient information to reach a
reasonable conceptualization, but emphasizes understanding and empathy on the
part of the interviewer and normalizes anxieties that the client may be feeling with
regard to disclosure (Morrison, 1995).

Alternatively, much can be gained by simply easing the client into the topic, and
this is particularly true with regard to asking about family history (Falk, 1998).
Simply starting with a bluntly invasive question such as “Were you abused as a
child?” may do little more than produce defensive silence. Beginning with such
benign questions as “Where were you born?”” and gradually increasing the sensitivity
of the question, e.g., “Where were you raised?” “Did you like it there?” often aids
in building rapport and decreases the defensiveness.

It is very rare for any of us to accurately recall all things at all times, so the client
will likely experience some lapses of memory. This is to be expected and is not
necessarily an indication of amnesia, cognitive difficulty, or resistance. Occasionally,
however, a client may either refuse or be unable to recall any information to account
for significant periods of time. Such amnestic events may warrant a referral for
further evaluation. In addition, however, it is often prudent to explore the emotional
meaning behind the memory lapse. Questions such as “What does that lapse of
memory mean to you?” or “What do you think about not recalling things today?”
may yield helpful information (Falk, 1998). In addition, if there appears to be some
indication that the client is not being entirely truthful or has some extrinsic motiva-
tion to avoid disclosure, it may be helpful to explain confidentiality issues, the
consequences of misleading the interviewer, or even to gently confront the client
with questions about the accuracy of self-report. In some cases, the interviewer can
gain more information by questioning until meeting resistance to disclosure, then
switch topics and approach the information from a different perspective until again
meeting resistance, and continue this process until a more complete perspective of
the information is gained (Othmer & Othmer, 2002). One might use this technique
when interviewing a client about alcohol use, for instance, and respond to protests
that the client “is not an alcoholic” by inquiring about social activities, work, legal
difficulties, and so on, asking about alcohol use and its consequences within in each
topic area.

In contrast to not recalling sufficient information, some clients may be quite
verbose, recounting events in grueling detail over an extended period of time. This
is particularly true for clients who are experiencing an acute crisis (Falk, 1998).
While the event that the client is describing is clearly important and needs to be
thoroughly explored, a situation such as this often occurs at the detriment of exploring
other important areas of the client’s life and problems. This can be minimized by
gently redirecting the client with phrases such as, “That’s very important to know.
I’d like to switch gears for a moment to get a well-rounded picture of you, so that
I can help.” Sometimes simply reminding the client of time constraints and asking
for their assistance to meet them will be helpful, such as “Okay, we only have about
15 minutes left, and I want to be sure I understand everything important to know
about you today.”
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3.4 Conclusion

At this point in the interview, examine the list of diagnostic hypotheses again. It is
likely that enough information has been gathered to rule out many hypotheses on
the list, and possibly to confirm a diagnosis. However, the interviewer should be
wary of reaching a premature conclusion, and even new hypotheses can be gener-
ated during the assessment of social history. Important information will be gathered
in the process of the Mental Status Examination (discussed thoroughly in Chapter
4 in this book) that will support or disconfirm diagnostic impressions. Before clos-
ing, the interviewing should consider what historical information would assist in
ruling out or evaluating any of the diagnostic hypotheses still on the list. Then, one
may ask about that information, even though it may appear to be off-topic, simply
by saying, “I’'m sorry, I forgot to ask you about something.” It is better to follow up
on necessary diagnostic information during the interview than to write an interview
report with several “rule-outs.” Scanning the list of diagnostic hypotheses and
evaluating those diagnostic impressions before closing this part of the interview
should help the interviewer feel more confident about the diagnosis.

Even with a thorough discussion of the client’s history, whether the information
was gathered as a chronological account or by topic area, there may be important
pieces of information left out. The interviewer may close this section of the inter-
view by inquiring about anything else the client would like to convey about the
presenting problem or history. The interviewer will often use an open question or
comment about this, such as “What else should I know about you,” “Have we cov-
ered everything,” “What else do you want to tell me?”

3.5 Summary

Evaluating the presenting problem, history of presenting problem, and social history
forms the bulk of the diagnostic interview. It may appear to be daunting, looking at
the lengthy list of information to be included, yet in practice, it may often be com-
pleted in less than one hour. With practice, the interviewer will be able to guide the
questioning through consideration of diagnostic hypotheses, directing inquiry to the
areas of social history that will inform the differential diagnostic process, and allow
for an accurate diagnostic impression by the end of the interview.
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Chapter 4
Mental Status Examination

Michael Daniel and Jessica Gurczynski

4.1 Introduction

The mental status examination (MSE) is an interview screening evaluation of all the
important areas of a patient’s current emotional and cognitive functioning, often
augmented with some simple cognitive tests. The MSE provides the data for for-
mulating a psychiatric diagnosis or developing a working hypothesis regarding
psychiatric diagnosis. The MSE is to psychiatric diagnosis what the physical
examination is to medical diagnosis (Scheiber, 2004; Robinson, 2001). The MSE
also can be used as a basis for developing diagnosis of neurobehavioral disorders
because of neurological damage, but this chapter will focus on the psychiatric
application of the MSE. Interested readers are referred to Strub and Black’s (2000)
seminal work on use of the MSE for a neurologically oriented diagnosis.

The MSE is based on observations of the patient’s nonverbal and verbal behavior
and includes the patient’s descriptions of her subjective experiences. Evaluation of
a person’s emotional and cognitive state by means of interview observations can be
subjective. Subjective impressions can lead to an unreliable diagnosis. The purpose
of the MSE is to provide a framework for the comprehensive evaluation of mental
functioning that increases objectivity and reliability of the data and subsequent
diagnosis. There is a high degree of similarity between various MSE formats pre-
sented in the literature, suggesting there is a relatively good consensus about what
comprises a standard MSE. It is thus important to develop a standardized approach
for conducting an MSE that includes assessment of the domains described below.
A standardized approach increases reliability of the MSE — that is, the likelihood
that the patient would be diagnosed the same way by another professional using an
MSE (Daniel & Crider, 2003; Scheiber, 2004). A standardized approach facilitates
communication about the patient and makes it easier to identify changes in the
patient. It aids in assessing the severity of the patient’s problems by establishing a
standard of comparison across patients (Schogt & Rewilak, 2007).
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Another issue related to reliability of diagnosis is the importance of specifying
the behavior on which key interpretations and conclusions are based. If you state
the patient is guarded, hostile, anxious, or hallucinating, describe the behavior(s)
you observed that led to the conclusion. These behaviors may be statements made
by the patient (e.g., “I feel like I'm about to come out of my skin”) or nonverbal
behaviors (e.g., “the patient was restless, rapidly bouncing his leg up and down on
the ball of his foot and often sitting forward on the edge of his chair”). Holding
yourself to the standard of citing behavioral data to support your clinical interpreta-
tions will make your diagnosis more reliable and clearly communicate to other
mental health professionals the data on which your impressions are based.

A standardized and comprehensive approach to the MSE must be balanced with
the individualization necessary to set the patient at ease and develop rapport. The
patient is most likely to feel at ease, and the clinician most likely to obtain valid
data, if the MSE flows smoothly and has a conversational quality, especially at
the beginning of the interview. Empathy is expressed by a genuine concern for the
patient and the circumstances that have brought her to the MSE; an earnest attempt
to obtain all pertinent information and understand its context, meaning, and impli-
cations for the patient will effectively convey the positive regard necessary to
develop rapport, and is an effective way to collect comprehensive, reliable, and
valid data. Developing rapport from the beginning of the MSE will increase the
patient’s comfort with, and likelihood of good effort on, more structured cognitive
tests employed later in the MSE to assess specific cognitive abilities. In addition to
rapport, environmental influences should be considered such as privacy and safety
(Scheiber, 2004).

Finally, the MSE is one component of a comprehensive psychiatric evaluation.
The information derived from an MSE offers a picture of the patient’s functioning
at that moment and reevaluation may be necessary if there is a change in the
patient’s condition (Shader, 2003). These data are most meaningful in the context
of a thorough psychosocial and psychiatric history. The significance of ambiguous
symptoms noted in the MSE often is much clearer when considered in light of the
patterns of behavior evident in the patient’s history. In addition, many symptoms
that may represent psychiatric disturbance also can be caused by medical problems
or medications. General knowledge of this overlapping etiology and accurate infor-
mation about current medical status will prevent misdiagnosis that could have seri-
ous consequences.

4.2 Age and Cultural Considerations

Another important element of rapport and obtaining valid MSE results is awareness
of the patient’s cultural background. It is often necessary to modify the MSE to
accommodate children, older adults, and those from various cultural backgrounds
(Daniel & Carothers, 2007; Scheiber, 2004; Schogt & Rewilak, 2007; see Palmer,
Fiorito, & Tagliareni, 2007 for information about MSE with children).
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Sometimes it is necessary to speak more slowly and loudly when assessing
elderly patients. It is not uncommon for elderly patients to become anxious if they
know they are being evaluated for psychological purposes (Robinson, 2001; Schogt
& Rewilak, 2007) and extra efforts may be required to help set the patient at ease.
Elderly patients are more likely to have completed less education which can affect
language ability. Elders may talk more than other patients as they have a great deal
of life experience and stories they often like to share. They have a higher risk for
depression and suicide and the majority of indicators of depression are similar to
those of younger patients (i.e., decreased interest in activities, feelings of hopeless-
ness, etc.). However, elderly patients tend to have more somatic complaints and
physical symptoms are not as reliable an indicator of depression (Robinson, 2001).
Aging affects performance on cognitive tests. Whereas verbal abilities and general
fund of knowledge remain intact as an individual ages, speed, visual-spatial, and
construction abilities decline with age (Daniel & Carothers, 2007).

Valid MSE of patients requires consideration of cultural factors (Daniel &
Carothers, 2007). Cultural factors will influence the extent of eye contact, how
appropriate individuals feel it is to reveal personal and family information, how
emotionally expressive they are and their understanding of and response to cogni-
tive tests. Developing a successful working relationship with a patient from a dif-
ferent culture will require modification of the MSE in a way that respects their
cultural mores. In addition, behaviors and beliefs that often will be interpreted as
likely signs of psychopathology in mainstream American culture may be common
in sub- and non-American cultures. For instance, it is common in some cultures to
believe that certain people possess special powers that enable them to place curses
on others or enlist the power of spirits to manipulate others’ actions. While these
beliefs likely represent delusions in many patients, in some cases they may repre-
sent the person’s acculturation. Nonnative English speaking status is a potential
confound for all verbal aspects of the MSE, even for patients whose English
appears fairly fluent.

There are various ways of organizing the domains assessed during an MSE and
the domains will vary slightly according to the purpose (e.g., psychiatric vs. neuro-
logical) (Daniel & Carothers, 2007). We divide the MSE into three general domains
as shown in Table 4.1.

Some mental functions can be included in more than one category (e.g., some-
times speech is as much reflective of a psychiatric process as it is a cognitive ability
and behavior is as much a dimension of emotional functioning as physical).

Table 4.1 Domains of the mental status exam

Physical Emotional Cognitive

Appearance Attitude Orientation

Behavior Mood and affect Attention/concentration

Motor activity Thought and perception Speech and language
Insight/judgment Memory

Intelligence/abstraction
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We developed this scheme based on the type of data each area is intended to
provide for a psychiatrically oriented MSE.

4.3 Physical

4.3.1 Appearance

Appearance is what the patient looks like. References on MSE encourage the examiner
to paint a portrait (e.g., Schogt and Rewilak, 2007; Scheiber, 2004) with a descrip-
tion that captures unique features and affords the reader a clear mental image of the
patient. Description of the patient’s appearance documents an important element of
the context in which other MSE data are obtained. Such documentation proves
valuable if the patient is evaluated again in the future as it allows comparison and
detection of any change in appearance that may be a manifestation of a change in
psychiatric status. The person who, appropriately attired and groomed, was diagnosed
with a depressive adjustment disorder 9 months ago but now appears disheveled
and unshaven may not have availed himself of the recommended psychotherapy
and deteriorated into a major depressive disorder or may have an undiagnosed
dementia. Often, description of appearance merely will note there is nothing
unusual and will not contribute to diagnosis.

Poor grooming and hygiene in the form of an unwashed/malodorous body,
unwashed/unkempt hair, poor dental hygiene, and dirty fingernails often are signs
of a psychiatric disorder such as schizophrenia or severe depression, brain dysfunc-
tion such as dementia, or the underprivilege of homelessness. However, body odor
also is culturally determined as many non-American cultures bathe less frequently
and have what Americans experience as pungent body odor. Unkempt or dirty attire
or dress may be associated with the same conditions just described. Bizarre or
outrageous attire may be an indication of mania, psychosis, or dementia. Seductive
or lavish dress, jewelry, or makeup can reflect a histrionic or narcissistic personality
style. Sloppy dress and unshaven appearance with adequate hygiene may indicate
the patient has no interest in impressing the examiner or is resistant to seeing a
clinician for MSE.

Essentially, all MSE references instruct the clinician to comment on whether the
patient appears their stated age. Patients who appear younger than their chronologi-
cal age are either genetically blessed or have had successful cosmetic rehabilitation;
this generally does not have clinical significance, with the exception of when the
latter is a manifestation of a clinical issue with body image. When patients appear
older than their stated age it may be because of poor physical health, medical problems,
alcohol or drug abuse, or a life of severe hardship such as homelessness. Severe or
chronic psychiatric disturbance including depression, mania, and schizophrenia
may also result in a prematurely aged appearance. Facial expression may convey
information about mood. Decreased facial expression is common in schizophrenia
and can be a side effect of antipsychotic medication. An expressionless or mask-like
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face is typical of Parkinson’s and right hemisphere cerebral vascular accident
(CVA). Posture also can convey information about the patient’s emotional state at
the moment or mood. Anxiety or resistance to the interview may be manifested in
arms tightly crossed across the body. A “kicked back” posture may reflect general
comfort with or indifference to the circumstances. Abrupt changes in posture, especially
becoming more rigid, crossing arms, or turning away often indicate the patient is
having an emotional reaction to or at least is uncomfortable with the topic at hand.
Scars may represent previous suicide gestures and tatfoos gang affiliation. If the
nature of an unusual physical feature is unclear, it is preferable to inquire about it
rather than to ignore it out of concern for social grace.

Eye contact may reflect various features of emotional functioning. Little eye
contact with the examiner and down turned gaze may reflect depression, anxiety,
awkwardness, or low self-esteem. Glaring may signal hostility. As with many elements
of social interaction, eye contact is culturally determined and it is considered rude
to make direct eye contact in certain situations in some cultures. Indeed, it is important
to determine if this is the case especially for patients of non-Western cultures.

Any distinctive or unusual features should be noted including weight, height, physi-
cal disability, sweating, and signs of intoxication such as conjunctivitis, narrowed
eyelids, and dilated pupils. Akiskal and Akiskal’s (1994, p. 28) excellent examples of
how appearance may contribute to the MSE diagnostic picture are excerpted below:

This 20-year-old, self-referred single, Chinese-American student was interviewed in the
student counseling center. She is a petite, frail-looking woman appearing much younger
than her stated age. She wore no makeup, and was dressed in simple attire consisting of a
blue button-down boy’s shirt, a pair of cutoff blue jeans, woolen knee stockings, and penny
loafers. She carried a knapsack full of books that she held closely on her lap. Throughout
the interview, her hands were tightly clasped around her knapsack. Her fingernails were
bitten down to the quick.

The description of this patient’s appearance gives us clues about a moderate
level of anxiety and tension, clues that should be pursued during the remainder of
the examination. The next example illustrates a more disturbed patient.

This divorced white woman was brought to the county mental health center by her dis-
traught son and daughter-in-law because she had become increasingly hostile and combat-
ive at home and was staying up all night. She was restless during the interview, rising
frequently from her chair, looking at every diploma on the walls, making comments about
each of them, doing essentially all the talking during the interview. She looked her stated
age of 53, but her clothes would have been appropriate only for a much younger person.
Although quite obese, she wore orange “hot pants” and a halter top that showed a bare
midriff. Her legs had prominent varicose veins. She wore old wooden beach sandals with
high spike heels. Her general level of grooming was very poor: Her short gray hair was
matted on both sides of an irregular part. Her fingernails were long and yellowed from
nicotine; her toenails were also very long, each painted a different color.

The general appearance of this patient suggests a psychotic level of disorder and
raises hypotheses of much different nature from those generated by the first patient,
necessitating further inquiry along the lines of a manic disorder.

The general appearance of the third patient suggests entirely different diag-
nostic possibilities.
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A 25-year-old single white engineer was seen in a private office. He was impeccably
dressed in a three-piece gray pinstripe suit and matching dress shoes. His hair and mustache
were carefully groomed. The secretary noted that when he signed his name on the admis-
sion form, his hands were visibly tremulous. He generally appeared uneasy and glanced
furtively about the room, paying special attention to electrical outlets, air-conditioning
vents, and, most especially, the security camera.

Inquiry along the lines of a delusional disorder is suggested by this patient’s
general appearance, and differential diagnosis should consider such conditions as
amphetamine psychosis and paranoid schizophrenia.

4.3.2 Behavior

Behavior is how the patient acts. Of course, everything assessed in an MSE is
behavior of some type; whether motor, verbal, or affect, it all is behavior. This section
refers to the more general qualities of behavior not subsumed under other sections.
Behavior is observed throughout the MSE. As noted above for posture, any abrupt
or notable change in demeanor may indicate the patient is uncomfortable with
or threatened by the topic at hand. As with appearance, the MSE description of behavior
may merely note there was nothing unusual and will not contribute to diagnosis.

Many MSE references include level of consciousness under the topic of behavior.
Normal consciousness is in evidence when the patient is alert, normally aware of
internal and external stimuli (Strub & Black, 2000), and responds generally
appropriately to the interview. Low level of consciousness is manifest in decreased
alertness and arousal and the patient may appear lethargic. At more extreme low
levels of consciousness, the person is described as obtunded or stuporous (Strub &
Black, 2000). Low levels of arousal almost always are because of physiological or
other acute medical problems and are referred to as an acute confusional state or
delirium. These patients are often inattentive and their conversations are inconsis-
tent and confabulatory (Daniel & Carothers, 2007). Causes include toxic or idio-
syncratic drug reactions, sedative-hypnotic use, infection, metabolic abnormality,
or systemic failure (e.g., cardiac, respiratory, renal). Delirium can also occur with
the onset of an acute brain event such as CVA. It can occur among older adults with
most any kind of medical challenge. It is common postoperatively, especially in
older adults who have some pulmonary compromise (e.g., smoke cigarettes,
emphysema, asthma). Generally, the most reliable clinical feature distinguishing
delirium from other types of brain dysfunction (e.g., dementia) and psychiatric
disturbance is general impairment of alertness or “clouding of consciousness.”
Fluctuations in level of consciousness, variable alertness, and incoherent answers
are qualities of delirium (Strub & Black, 2000).

At the opposite end of the arousal continuum is hypervigilance. Hypervigilant
patients may restlessly scan the room and attend to every discernible sound and
change in visual stimuli; they may be easily startled. Hyperarousal is typical of
anxiety, mania, and paranoia as well as some medical conditions such as hyperthy-
roidism. It may also be the effect of acute substance abuse (Morrison, 2008).
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Morrison (2008) defines mannerisms as unnecessary behaviors that are part of a
goal-directed activity. They are at least unique, and often are atypical actions such
as always rubbing the back of one’s head before speaking. Many people with
substantially below average intelligence have stereotyped mannerisms. Alone,
mannerisms usually are not specifically diagnostic; the significance of mannerisms
is determined by considering them in conjunction with other MSE findings.
Compulsions are an extreme form of mannerisms; they are stereotyped, often ritu-
alistic, and trivial. Compulsions almost always parallel obsessive thoughts. They
can take many forms including repeatedly saying a phrase before responding or
doing some repetitive act like washing hands or turning a light switch on and off.
Morrison (2008) suggests asking patients: “Have you ever had thoughts that seem
senseless to you, but keep coming back anyways?” and “Have you ever had ... ritu-
als or routines that you feel you must perform over and over, even though you try
to resist?” (p. 129). If patients respond affirmatively or the clinician observes any
unusual or repetitive behavior suggestive of compulsions, follow up questions
include, “are you aware of the behavior?,” “in what circumstances does the behavior
occur?,” and “would you like to stop the behavior but are unable to?” If the answer to
all these questions is yes, the behavior very likely is a compulsion and further similar
inquiry for obsessions is indicated. In addition to obsessive—compulsive disorder,
compulsions also occur in Tourette’s syndrome. If the patient is not aware of the
behavior in question or it is accompanied by an altered level of consciousness
(i.e., delirium), then it is unlikely a compulsion.

4.3.3 Motor Activity

Motor activity is the type and quality of movements the patient makes. The patient
may sit quietly, have no abnormal movements, and move normally. Abnormal
movement is broadly divided into the dichotomy of those that are part of a psychi-
atric disturbance and those that are because of neurological dysfunction. Astute
observation of motor activity can play an important role in the differential diagnosis
of psychological and neurological disorders (Daniel & Carothers, 2007).
Decreased level of motor activity is psychomotor retardation and often is associ-
ated with psychological conditions such as severe depression, schizophrenia, and
narcolepsy (Robinson, 2001). Decreased motor activity because of neurological
cause is referred to as akinesia (absence of movement), hypokinesia (decreased
movement), or bradykinesia (slowed movement); these terms and psychomotor
retardation often are used synonymously. Subcortical disorders such as Parkinson’s
disease, Huntington’s disease, progressive supranuclear palsy, and AIDS related
brain deterioration all result in decreased motor activity. In Parkinson’s, the patient
frequently also has tremor (described below) as well as rigid posture, problems
initiating movements (e.g., getting up from chair and taking the first step when
walking) and short-stepped gait. Observations of these other motor qualities
will aid in discriminating psychomotor retardation because of psychological vs.
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neurological cause. Catatonia is an extreme form of psychomotor retardation
typically seen in schizophrenia. The catatonic patient will remain immobile for
prolonged periods of time despite prompts or circumstances that will elicit
responses in patients with other psychiatric disorders. Catalepsy or posturing is
immobility that involves assuming a (often unusual) posture for prolonged periods;
sometimes the patient is rigid in this posture. In waxy flexibility, the patient’s
posture can be changed by someone else, but is maintained in whatever position the
patient is left, even if it is odd.

Paresis and plegia are decreased motor movement because of loss of strength
resulting from neurological damage. CVA, traumatic brain injury, and spinal cord
injury are common causes. Paralysis of a body part also occurs in conversion
disorders. Neurological vs. psychological etiology of paresis usually is determined
by anatomical inconsistencies in the presentation of paralysis and evidence in the
history suggesting likely functional basis for the symptom. Muscle weakness (not
referred to as paresis or plegia) is a primary symptom of neurological disorders
such as multiple sclerosis, Guillian-Barre, and myasthenia gravis.

As the foregoing makes clear, it is important to carefully observe and describe
the quality of decreased movement to distinguish psychological and neurological
causes. In most cases, medical causes of movement disorders are documented by
the time MSE is conducted with the patient, although there may be those rare
occasions when a neurological problem has been unrecognized prior to MSE.

More common in mental health patients is increased motor activity or psycho-
motor agitation (Morrison, 2008). Obvious active motor signs of emotional states
are hand wringing, nail biting, or pacing, all of which may reflect anxiety. It is
associated with agitated depression, mania and can occur in delirium (Morrison,
2008). It also can be a byproduct of stimulant drug use.

Whereas psychomotor agitation as defined above is not a common symptom of
neurological disease, there are many neurological conditions that produce abnormal
involuntary movements. Akathisia is increased motor activity such as fidgeting,
rocking, and pacing that is typically the result of antipsychotic medication
(Robinson, 2001). Tardive dyskinesia exclusively affects psychiatric patients and
results from long-term use of antidopaminergic neuroleptic medication. Tardive
dyskinesia most commonly affects the muscles of the face, especially the lips and
mouth and appears as a writhing or tic-like (see below) movement. Tremors are
oscillating movements that occur in a relatively consistent rhythm, often occurring
in distal body parts such as the hands; tremor can become more pronounced with
stress and can be temporarily controlled volitionally (Cummings & Mega, 2003).
Resting tremors are common in Parkinson’s while intention tremors (i.e., with
movement) can occur with cerebellum damage. Some older people have tremor as
a result of nonspecific infirmities of age. Tics are involuntary movements or vocal-
izations that range from simple to complex including blinking, facial grimacing,
neck jerks, shoulder shrugging, and throat clearing; they are associated with
obsessive—compulsive disorder and stimulant use (Robinson, 2001). Multiple types
of motor and vocal tics wax and wane over time in individuals with Tourette’s syn-
drome (Cummings & Mega, 2003). Many people who are mentally and emotionally



4 Mental Status Examination 69

healthy have tics, so their significance is determined by the overall findings of the
MSE. Patients who experience tics may not express them during the MSE as they
typically occur in response to increased discomfort or distress (Robinson, 2001).
Choreiform movements are a wide variety of involuntary movements that have a
rapid, highly complex, and jerky quality, and they are typical of Huntington’s disease.
Often people with choreiform movement disorders are skillful at “finishing”
the involuntary movement to make it look intentional and functional, and thus disguise
its involuntary nature.

4.4 Emotional

4.4.1 Attitude

Attitude is how patients feel and what they think about participating in the
MSE. Attitude is inferred from the patient’s behavior, including characteristics
described above such as facial expression, posture, and eye contact. Other behav-
ioral indicators of attitude are voice tone, how completely or evasively the patient
answers questions, and their attentiveness and responsiveness to questions (Schogt
& Rewilak, 2007). A patient’s attitude may change during the MSE depending on
the topic at hand and it is important to take note of these shifts (Carlat, 2005;
Scheiber, 2004). Many patients will participate willingly in the MSE and are usu-
ally described as cooperative, friendly, responsive, and/or open.

Other patients, however, are not willing participants in the MSE. Attitude is
important because if the patient is not sufficiently cooperative, the MSE will not
produce valid results. If it appears at the outset that the patient is not willing to
engage in the MSE in a productive manner or the patient’s attitude changes notably
in the course of the MSE, it probably is best to empathically mention your observa-
tions, attempt to find out how the person is feeling and if anything can be done to
enlist their cooperation. “You seem upset by/uneasy with this whole thing/what
we’re talking about now.” Allow the patient to confirm or disconfirm. “I was won-
dering what makes you feel that way?” Allow the patient to respond. “What would
make you feel better about talking to me/talking about this?” If it is not clear
whether the patient is open and truthful in their responses, you can ask them a ques-
tion about a potentially delicate topic to which you already know the answer.
Comparison of their response with collateral information will give some indication
of their frankness and may also give you the patient’s unique perspective that was
not available in other accounts.

Patients may be guarded or suspicious: reluctant to answer questions for fear the
information they provide will be the basis for bias against them in the hospital,
clinic, or by the doctor. Other patients may be hostile because they are angry about
whatever circumstances led to their referral for an MSE; often they believe they
have no problems and view their referral for an MSE as part of a malicious plot



70 M. Daniel and J. Gurczynski

against them or the failure of others to understand their circumstances. Passive
patients will not volunteer information; when asked, their answers are incomplete
and unelaborated.

The patient’s attitude may shed light on psychopathology. A patient high in
psychopathy may be socially skilled and charming but evade giving full or truthful
answers to avoid revealing illicit activities. Patients with histrionic personality dis-
order may be seductive in an effort to manipulate the examiner. Patients with a
borderline personality disorder may have difficulty with the ambiguity of simulta-
neous positive and negative feeling toward a person and so can vacillate between
extremes of very positive and very negative feelings for the examiner. This may
lead to the patient suddenly and unexpectedly directing anger toward the examiner
because the examiner will not grant some request or endorse some point of view
favored by the patient. This can be followed by just as abrupt an expression of
admiration and affection by the patient for the examiner.

Other attitude characterizations include childlike, argumentative, resistant, dra-
matic (Amchin, 1991) and flippant, threatening, impatient, preoccupied, sarcastic,
arrogant (Trzepacz & Baker, 1993). It is important to specify the behaviors on
which a pejorative attitude attribution is based.

4.4.2 Mood and Affect

Affect and mood disturbance are the central features of many common psychiatric
disorders. While definitions vary somewhat, in general mood is considered the
internal emotional state of the patient and affect is the external expression of emotional
state. Normally, there is high concordance between mood and affect; however, they
may be discordant in patients with psychiatric disorders. Generally, mood is
considered more stable, changing over days and weeks, whereas affect may change
moment to moment and is more influenced by context.

Since mood is the subjective experience of the patient, many authors recommend
using the patient’s self-report to characterize mood (Daniel & Carothers, 2007;
Robinson, 2001; Shader, 2003), and quoting the patient’s statements about their
mood is a good way of documenting it. Others suggest that in addition to the
patient’s self-report, the clinician describes the patient’s mood based on clinical
impressions. Discrepancies between the patient and clinician’s formulation may
indicate the patient has decreased awareness of their mood suggesting the possibility
of poor awareness of emotional state or denial. Whether the patient’s mood is
judged “abnormal” is determined by the degree to which it appears to match present
life circumstances. It is important to discuss the patient’s mood in an empathetic
manner, communicating genuine concern if they are experiencing emotional pain.

We modify Robinson’s (2001) model and characterize mood in six categories
(see Table 4.2).

Euthymic is essentially normal mood without pathology. Unfortunately, many non-
mental health professionals who read MSE reports do not know what this word means.
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Table 4.2 Mood categorizations

Euthymic Angry/irritable
Dysphoric Apprehensive
Euphoric Apathetic?

Based on material from Robinson (2001)
*Qur addition

Dysphoric mood is sad and depressed. It is one of the most common moods in
patients referred for an MSE and the hallmark feature of depressive disorders.
According to the Diagnostic and Statistical Manual of Mental Disorders (DSM-
IV-TR; American Psychiatric Association, 2000), it also occurs with many other
psychiatric disturbances, including bipolar disorders, psychosis, anxiety disorders,
personality disorders, and substance induced states. Many patients with medical
problems have dysphoric mood as a direct effect of or reaction to their condition.
In addition, sadness and grief are a normal response to substantial loss or trauma.
Euphoria is at the opposite end of the mood continuum and is typified by extreme
and excessive happiness and elation. Most common in manic disorders, it also can
occur in schizophrenia and substance induced states (American Psychiatric
Association, 2000). Angry or irritable mood often is manifested in antagonism,
belligerence, confrontation, and opposition. It is seen in patients with mania who
are not euphoric, depressives who are not merely sad, and can be the result of
substance induced states. Often it is a consequence of dementia and other brain
dysfunction, especially in the prefrontal lobes. Patients with borderline, antisocial,
and narcissistic personality disorders express poorly regulated anger when their
demands are not met or limits are set on their behavior. Of course, when a patient
is angry it is always important to assess their potential for violence and the clinician’s
safety. Apprehensive mood is distinguished by worry, dread, and fear. It is common
in anxiety disorders and sometimes is present in depression and paranoid states.
Panic, an extreme form of apprehension, usually is accompanied by pronounced
autonomic nervous system symptoms such as palpitations, hyperventilation, sweat-
ing, and sometimes chest pains; as a result, panic frequently is associated with fear
of imminent death. Anxiety is a direct symptom of some medical problems, such as
hyperthyroidism. Patients who suffer respiratory compromise often become very
apprehensive because severe symptoms can make the person feel like he is dying.
Apathetic mood is characterized by disinterest and detachment. Apathy can occur
as an acute reaction to severe trauma or emotional shock. It also is associated with
severe forms of psychosis such as catatonia and can be a symptom of conversion
disorder. Brain dysfunction in the prefrontal — basal ganglia circuit can cause apathy
(Trzepacz & Baker, 1993).

Assessment of affect is based on the clinician’s observations of the patient’s
behavior, some of which were discussed above. Obvious characteristics such as
crying, laughing, shouting, and startling as well as more subtle qualities such as facial
expression, voice tone, and body posture are the behavioral data that define affect.
Therefore, it is important to reference the behavioral observations on which the
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Table 4.3 Characteristics of affect: modified from Trzepacz and Baker (1993)

Quality of affect Normal Abnormal
Appropriateness Congruent with context Incongruent with context
Range/variability Full, Shows change Restricted
Constricted
Labile
Intensity Strength of emotional response typical ~ Flat
for social interactions Blunted
Animated Exaggerated
Responsiveness Reacts emotionally to changes in Nonreactive
context Unresponsive

Extreme reactions

clinical judgment of affect is based (Table 4.3). For example, “Affect was anxious
as evidenced by rapid sometimes stammering speech, biting the inside of his lip,
near constant shifting in the chair and visible perspiration stains on the underarms
of his shirt.”

Appropriateness is how well the patient’s affect matches the circumstances and
topic of discussion. Affect is congruent if emotional expression matches patients’
description of their mood and other verbalizations, for example, acting sad or being
tearful when describing recent loss or trauma or acting anxious when discussing a
planned potentially painful medical procedure. Affect is incongruent when it does
not match reported mood or verbalizations, for example, matter of factly discussing
recent significant loss, demonstrating great anger about an inconsequential slight,
or laughing when nothing humorous occurred or was said; the first is common
among histrionic patients, the second among borderline personalities, and the last
among people with schizophrenia. It is important to consider culture when judging
the appropriateness of affect as some nondominant cultural groups show more or
less affect in a situation than dominant cultural groups (Morrison, 2008).

Range or variability is the breadth of emotional expression demonstrated.
Normally, affective range varies in the course of a social interaction depending on
the topic and idiosyncratic feelings about it. Affective variability can be abnormal
in both directions from the normal median. At one extreme, the patient who shows
little or no variation in emotional expression despite changes in circumstances has
restricted or constricted affect. Affect may be restricted to any part of the contin-
uum. For example, the patient who is only ebullient has restricted range just as
someone who is only sad. Depressed and schizophrenic patients often have
restricted affective range, as do some patients with right CVA and many with
prefrontal brain injury. At the other end of the continuum is a capricious and often
rapid change in emotional expression referred to as labile. Labile patients suddenly
burst into tears or burst into laughter and regain control with effort, only to
repeatedly burst into tears or laughter again. Lability is common among right CVA
patients and can occur in schizophrenia.

Intensity is the strength of emotional response. Normal intensity is defined in
both normative and contextual terms: that is, how strongly would the average
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person respond in this situation. In most situations, normal intensity is referred to
as animated. Intensity can be abnormal in both directions from the normal median.
At one extreme, the patient shows little or no animation in emotional expression
and has blunted or flat affect. This is common in severely depressed and
schizophrenic patients as well as in patients with prefrontal lobe damage,
Parkinson’s and right CVA. Exaggerated affect is at the other extreme and is an
unusually strong emotional response; histrionic and borderline personalities often
have exaggerated affect.

Responsiveness is the degree to which the patient responds emotionally to things
people usually respond to. Normally, people will respond to emotionally laden
topics. The patient may be nonreactive or unresponsive in an indifferent manner
such as seen in histrionic personalities, or they may be unresponsive in a constricted
manner characteristic of schizophrenia. The patient’s responsiveness is extreme
when his emotions are notably more intense than normal.

4.4.3 Speech and Language

Language is the use of symbols to communicate. Speech, one of four general modes
of language, is what the patient says and the quality of how she talks. Before speech
can be considered an indication of psychiatric functioning, it must be first estab-
lished that there is no language impairment because of brain dysfunction. For most
patients, it will be clear from the outset that there is no language deficit because
their responses to questions reflect comprehension and they are able to express
ideas adequately in speech. For these patients, speech and language is normal, no
further evaluation of these abilities is necessary and speech can be considered a
reliable reflection of thought and perception (discussed below). However, when
there is some abnormality of speech or it is not clear the patient reliably compre-
hends what is said, it is necessary to further assess language in an effort to deter-
mine if these problems are because of psychiatric disturbance, brain damage, or
both. Although thought disorder and language impairment usually occur indepen-
dently, there are similarities in the speech anomalies seen in brain damage and
psychosis; typically, the presence/absence of associated symptoms allows differen-
tial diagnosis (Schogt & Rewilak, 2007). If brain damage is suspected, medical
concerns are referred for neurological and cognitive issues for neuropsychological
or speech pathology consultation.

Only a brief overview of language functioning is possible here; refer to Strub and
Black (2000) for a more detailed description of language. From a cognitive perspective,
language generally is divided into four domains as illustrated in Table 4.4.

Aphasia is impairment of language because of brain damage and is broadly
classified into two general syndromes: nonfluent, mostly associated with frontal
brain damage, and fluent, mostly associated with temporal-parietal damage.
Nonfluent aphasia is characterized by slow, labored, halting speech with particular
difficulty saying function words (e.g., a, the, in, about). Nonfluent aphasics mostly
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Table 4.4 Broad domains of language

Receptive Expressive
Auditory Auditory—verbal comprehension Speech
Visual Reading Writing

produce content words, primarily nouns, but also some verbs, adjectives, and
adverbs. Auditory—verbal comprehension is less affected, but often there are
comprehension deficits for statements when the grammatical structure is important
in conveying the meaning (e.g., distinguishing between “the child called for her
mother” and “the mother called for her child” and “the mother was called by her
child”). Fluent aphasia is characterized by impaired auditory—verbal comprehension
and speech that generally is normal in rhythm, intonation, and quantity, but is a
meaningless mix of nonsense words (neologisms or jargon) and real words. For the
most part, nonfluent aphasics are aware of their language deficits while fluent aphasics
are not. Reading and writing deficits are associated with fluent and nonfluent aphasia.
Dysnomia, or word retrieval deficits, is a common symptom of most aphasia
syndromes. When CVA is the cause of aphasia it often produces symptoms of
both syndromes; aphasia also can result from head injury and dementia. Speech
deficits will be, for the most part, apparent in conversation. If it appears the patient
is experiencing subtle word finding problems unrelated to psychiatric disturbance,
a referral for neuropsychological or speech pathology evaluation is indicated. If the
patient gives unreliable or incoherent answers to questions, comprehension may be
at issue and can be tested at a basic level. Place three or four common items in front
of the patient (e.g., pen, cup, book, key) and say “I want to make sure you can
understand what I’m saying so I'm going to ask you to do some things with these
objects on the table. Point to the ;> completing the statement with each item in
turn. If the patient is successful at this level then give three to four instructions that
include two or more objects: e.g., “put the pen in the cup...put the key on top of the
book...put the cup between the pen and key.” You can also use prompts such as
“show me the one you use to unlock a door.” Anything other than perfect perfor-
mance indicates the patient is not reliably processing language and it is important
to determine if it represents a neurological or psychiatric problem. The patient who
passes this simple comprehension screening but still appears to have comprehen-
sion deficits that appear unrelated to psychiatric disturbance should be referred for
more comprehensive evaluation. Dysarthria is distorted pronunciation because of
impaired neuromuscular control of oral—facial muscles and results from a number
of developmental disorders and acquired brain injury.

From a psychiatric perspective, features of speech such as the rate, intonation,
latency, spontaneity, articulation, and volume may be relevant. Manic patients
often will interrupt or respond without pause with rapid, pressured speech that
parallels racing thoughts. Significantly depressed patients will have slow speech
of low volume, little variation in intonation, increased response latencies and no
initiation; the speech of some schizophrenics will have the same qualities, but
often will have bizarre content (discussed below). Although slurred speech often
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is the result of intoxication, the possibility of an acute neurological event must be
considered. Mutism is the complete absence of speech. It can occur after brain
injury, but it is relatively rare and is mostly associated with focal lesion of the
anterior cingulate. Psychiatrically, mutism may occur in catatonia and should be
distinguished from “loss of voice” because of conversion disorder; the latter
is distinguished by accurately mouthing words and ability to communicate adequately
in other verbal and nonverbal forms, although it is important to rule out medical
pathology in these cases.

Clinically, the most difficult distinction to make is between fluent aphasia and
the bizarre speech of schizophrenia. The disturbed speech of a person with schizo-
phrenia may contain confused, fragmented utterances with nonsense “made up”
words similar to that which occurs in fluent aphasia. However, schizophrenics
often will vary between coherent statements, especially in response to structured
questions, and confused speech; this type of variation is less common in fluent
aphasia where the nonsensical quality of speech is consistent. Syntax usually is
preserved in thought disorder but not in fluent aphasia (Trzepacz & Baker, 1993).
In addition, a schizophrenic’s speech abnormalities are more likely to be accom-
panied by delusions, hallucinations, and affective disturbance, symptoms uncom-
mon among fluent aphasics. Unless severely psychotic, patients with thought
disturbance can read aloud, write to simple dictation and copy from written material
while patients with fluent aphasia will show impairments in these areas that parallel
their speech. Even incoherent schizophrenics typically can follow simple instruc-
tions, name objects, and repeat simple phrases, abilities impaired in fluent aphasia
(Trzepacz & Baker, 1993).

4.4.4 Thought and Perception

Thought is the internal dialog that occurs in the patient’s mind. Perception is the
patient’s sensory-perceptual experience and interpretation of external events and
circumstances (Robinson, 2001). Since thought and perception are internal, they are
inferred almost completely from what the patient says (thus the importance of first
ruling out neurologically based language impairment). While in some situations, it
is to an extent possible to infer thought and perception from the patient’s behavior
(e.g., if they attend or respond to auditory hallucinations), it is not possible to assess
thought and perception if the patient does not express herself through speech, writing,
or sign language. Patients who have otherwise significant psychological problems
(e.g., mood disturbance), and those that have none, will have logical goal-directed
thoughts in adequate quantity, express them in an organized fashion and will inter-
pret events in a realistic manner. These patients have no thought or perception dis-
order. Most often, thought and perception disturbance is the hallmark of psychosis,
although it can be present in severe mania and depression.

Most references on MSE distinguish two aspects of thought: process and con-
tent. Thought process is the formulation, flow, and organization of thought
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(Robinson, 2001). Although sometimes it is unclear if a patient’s thought process
is “normal,” there are certain types of thought processes that are considered disor-
dered (Daniel & Carothers, 2007). Circumstantiality is the mildest form of thought
disorder (and a personal style of many otherwise normal people). Responses are
over-elaborative, include much more detail than necessary but eventually get to the
point and ultimately are relevant. For example, when asked what resulted in his
current admission, the circumstantial patient may begin with a detailed description
of a conflict 10 years ago with his mother “where it all began” and give excruciating
detail of ensuing events. Circumstantiality may reflect normal conversation style,
obsessive thinking, anxiety, or below average intelligence and is described clini-
cally in patients who have dementia and temporal lobe epilepsy (Carlat, 2005;
Robinson, 2001). Tangentiality is a train of thought that strays from the original
topic and never returns; the thoughts generally are logical, but digress from the
target and at best are minimally relevant. Tangentiality is not diagnostic of psychi-
atric disturbance in and of itself. Flight of ideas is the repeated rapid successive
change from one idea to another associated idea. Ideas typically are logical and the
association between them clear; however, in severe cases neither may be discern-
able. In mania, flight of ideas is manifest in pressured speech. Loose associations,
also called thought derailment, are thoughts without logical basis or based on
obscure or bizarre logic (Robinson, 2001). Shader (2003) noted that loosening of
associations may be obscured in a completely structured MSE interview, so it is
useful to include some open-ended questions and unstructured conversation to
allow opportunity for loose associations to emerge. Word salad is the most extreme
form of thought process disturbance in which even the logical association between
words is lost and the patient’s speech is a jumble of meaningless words and non-
sense words. Most often a sign of schizophrenia, word salad must be distinguished
from fluent aphasia (see Sect. 4.4.3).

Other types of thought disturbance include thought blocking, which is losing
track of a thought before it is completely expressed and is manifest in a mid-sen-
tence pause; if speech resumes the topic has changed. If asked, the patient usually
does not remember what they were thinking/talking about prior to speech arrest.
Perseveration is the repetition of a word, phrase, or idea resulting from failure to
properly inhibit and cease a response when it no longer is appropriate. At extreme
levels, the patient may repeat the same word or phrase in a mechanical and rote
manner, relevant or not, regardless of redirecting prompts; this typically occurs in
psychotic and severely brain damaged patients. At a less severe level, the patient
may perseverate on a topic or idea that continually intrudes despite change of topic;
this may be associated with psychosis or obsessive—compulsive disorder. Clang
associations are productions of words or phrases based on rhyming sound; for
example, the patient may say “My pants are too loose. You must be Toulouse
Lautrec. I think I’ve seen you on Star Trek.” Neologisms are made up words. The
patient may say “They stole my ferckle and I need it to especialate.” Neologisms
are common in fluent aphasia and need to be distinguished from schizophrenia (see
Sect. 4.4.3). Patients who extensively or only repeat what they hear the clinician say
have echolalia. This also can occur in aphasia and dementia and should be distinguished
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from psychosis (Robinson, 2001). For the most part, the thought disorders in this
paragraph are relatively rare (American Psychiatric Association, 2000).

Thought content is what the patient thinks about, as reflected in what they talk
about. Obsessions are persistent ideas, thoughts, impulses, or images that are expe-
rienced as intrusive and inappropriate and that cause significant anxiety or distress
(American Psychiatric Association, 2000). The thought is disturbing to the patient
who has insight that it is irrational. In the MSE, preoccupations often are an indication
of an underlying obsession and are manifest in continually revisiting a topic. The
best way to find out if a patient is experiencing obsessions is to ask about it. If she
is, follow up with specific inquiry about content, frequency, accompanying feelings,
and associated actions. Phobia is fear of an object or situation that in fact is not
threatening. Phobic patients usually recognize the irrationality of their fears. We
will briefly discuss three types of phobias: agoraphobia, social phobia, and specific
phobia. Agoraphobia is fear of open and/or public places and often results in the
patient restricting herself to home. Panic attacks frequently accompany agoraphobia;
they are characterized by autonomic nervous system symptoms such as sweating,
hyperventilation, and rapid heart rate, often giving rise to a feeling of impending
death. Social phobia is a fear of public humiliation or embarrassment that is so
severe it interferes with the patient’s social or occupational functioning. Specific
phobia is inordinate fear of a specific object or situation, such as spiders, heights,
or flying. Specific phobias in and of themselves are not indicative of significant
psychopathology, but can substantially disrupt the patient’s life when the associated
avoidance interferes with functioning (American Psychiatric Association, 2000).

Of course, it is very important to evaluate suicidal and homicidal ideation
since this represents one of the major areas of risk for the patient and others, as
well as liability for the clinician. It should be routinely documented in the MSE
report whether present or absent. If the patient acknowledges suicidal ideation,
distinguish between passive thoughts/desire to die vs. intention to actively end
life. Ask if the patient has a plan, what the plan is (noting the extent of detail), if
they have the means to execute the plan (e.g., access to weapons or potentially
lethal medication) and whether the patient has done anything to execute the plan.
Other risk factors for suicide that should be assessed are past suicide attempts,
attempts by family or friends, and alcohol abuse. Chronically depressed and
schizophrenic patients are most likely to commit suicide (Carlson, 2007), but any
patient with intent is at risk. Homicidal ideation or thoughts of just assaulting
someone can be assessed with essentially the same approach. Distinguish
between passive thought and active intent. Inquire about plans, means, degree of
execution of plan, and past/family history of violence. Psychopathic personalities
are the most likely to plan violence.

Perception is the patient’s interpretation of external events and circumstances;
delusions are impairments in this interpretation. Delusions are “a fixed, false belief
that the patient’s culture and education cannot account for” (Morrison, 2008,
p-132). Delusions range from plausible (the police are following me) to bizarre (my
neighbor’s Christmas lights are arranged in code to communicate with aliens). They
also vary in their organization. Some delusional systems are stable — i.e., change
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little over time — and systematized — i.e., the various features of the delusions
are interrelated. Unstable and nonsystematized delusions change frequently with little
connection between various features. Cultural factors are pertinent (see Sect. 4.2).
Paranoid delusions, especially persecutory ones, are the most common in general
psychiatric populations (Robinson, 2001). Persecutory delusions are irrational
beliefs that one is the victim or target of harm or threat (e.g., my neighbor sends
signals through her sewing machine to my mind) and are seen in schizophrenics as
well as people with delirium, dementia, and temporal lobe epilepsy (Cummings &
Mega, 2003). Grandiose delusions are of exceptional skills, status, or position.
These patients may claim to have great wealth, exclusive knowledge/ability or to
be confidants of prominent people and are most common in mania. Somatic
delusions are of physical symptoms and medical problems (e.g., there are worms
eating my insides). In less severe forms, these delusions are plausible symptoms
and it is important to rule out veridical medical pathology. Somatic delusions occur
in schizophrenia, brief reactive psychosis, severe depression, mania, dementia, and
delirium (Robinson, 2001). Ideas of reference are delusions that some unrelated
thing has special and specific reference to the patient. Media often is the focus of
ideas of reference: e.g., “the news reporter was talking about me on television when
she did that story about...” or “when they put the flag at half mast that meant I was
only going to work for another 2 weeks.” Other forms of delusions are: erotomania
— belief someone else, usually famous, is in love with me; delusional jealousy —
unfounded and consuming belief that one’s partner is unfaithful; nihilistic delusions
— belief of some impending or already occurred doom. Some authors refer to irra-
tional beliefs that are illogical, but not quiet bad enough to be delusional: for
instance, believing that cheating on income taxes resulted in physical illness.
Magical thinking also refers to the belief that there is connection between events
when none actually exists.

A hallucination is an impairment of sensory experience in which the patient has
a perception that is internally generated and not the result of sensory input from the
environment (i.e., hears, sees, feels, smells something that actually is not there).
Auditory hallucinations are the most common in psychiatric patients, especially
schizophrenia, and usually consist of hearing voices. They may hear a voice calling
their name or saying insulting, critical, derogatory things about the patient. If the
voices give instructions they are called command auditory hallucinations and it is
important to determine if the patient has acted or feels compelled to act on them.
Unformed sounds such as ringing and buzzing are more likely to be related to neu-
rological dysfunction. Visual hallucinations can occur in psychiatric disturbance,
but more likely represent neurological dysfunction. Olfactory and gustatory hallu-
cinations are most likely related to neurological dysfunction, especially temporal
lobe epilepsy. Tactile hallucinations such as ants crawling on the skin are common
in alcohol withdrawal, drug toxicity, and somatic delusions (Robinson, 2001).
Hypnagogic hallucinations are part of a sleep disorder in which dreaming occurs
with the sleep paralysis that is a normal element of dreaming, but while lying
awake; they typically occur when transitioning to sleep or just after awakening and
do not represent a psychiatric problem.
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4.4.5 Insight and Judgment

Insight is the extent to which the patient recognizes he has a problem, recognizes
the nature and various elements of the problem, understands that the problem rep-
resents a departure from what is considered normal or at least desirable, under-
stands the negative effects of the problem for self and others, and accepts the need
for treatment (Scheiber, 2004; Robinson, 2001). At the highest levels, insight is the
patient’s appreciation of how her personality, perceptions, behavior, and past expe-
riences interact with present circumstances to give rise to the problem. Few patients
will have insight at all these levels (and a large portion of nonpatients will not).
Intact cognitive functions are a necessary but not sufficient requisite for good
insight. In general, the more severe the patient’s psychiatric disturbance or cogni-
tive impairment, the poorer insight. However, patients with intact cognitive abili-
ties, including some with high intelligence, have impaired insight because of their
psychiatric disorder.

Virtually all psychiatric disorders potentially can impair insight to some degree.
Level of insight tends to vary and can deteriorate with worsening symptoms and
improves during remission (Morrison, 2008). Severely psychotic patients will not
even recognize they have a problem or that their functioning is impaired. Manic
patients often do not know or care they are experiencing or causing problems
because of the reinforcing nature of the elation they experience. Histrionic person-
ality disorder and conversion disorder often deny they have a problem or any dis-
ruption in functioning/relationships. Borderline personality disorders may
acknowledge a problem exists, but blame others for their own dysfunction. Patients
with impaired cognitive abilities often have associated impairment of insight; right
hemisphere CVA, dementia, and traumatic brain injury commonly are associated
with poor insight.

Ultimately, assessment of insight derives from clinical judgment largely based
on what the patient says spontaneously and in response to questions regarding the
areas outlined above. Generally, ability to articulate accurately about the areas out-
lined above, or at least in a reasonable and plausible way not at odds with verified
information, is evidence of good insight. By convention, insight is rated as good,
fair, or poor. It is most meaningful to reference these ratings with specific examples
of the patient’s good or poor insight into the specifics of their circumstances.

Judgment is the ability to make and execute good decisions. To make good deci-
sions it is necessary to identify, consider, and weigh important information.
Important information includes the advantages and disadvantages of various
options, the likely outcomes for self and others, what is morally right and wrong,
and long-term consequences. This cognitive process leads to a rational decision.
To execute good decisions it is necessary to act in accordance with the decision.
Often, good judgment requires cognitive reformulation or restraint of emotional
inclinations for behavior. Poor judgment can manifest itself in the most basic inaction,
such as not initiating simple hygiene, or in the most complex circumstances, such
as when someone repeatedly becomes involved with partners who have addictions.
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To act emotionally without the guidance of this rational process also can lead to
impulsive behavior. Most patients referred for MSE will show some difficulty with
judgment, but the behavioral level at which it occurs will vary depending on the
nature and severity of the psychiatric disturbance or cognitive impairment. Similar
to insight, virtually all psychiatric disorders potentially can impair judgment to
some degree. Patients with schizophrenia may not have the judgment to maintain
even basic health. Individuals experiencing a manic episode often use bad judgment
and engage in outrageous behavior such as spending sprees or audacious social
interactions. Patients with borderline personality disorder may assault, vandalize,
or make a suicide gesture because of bad judgment.

Insight and adequate cognitive ability are necessary but not sufficient for making
good decisions. As with insight, patients with adequate and even superior cognitive
abilities have impaired judgment. However, ability to verbalize rational responses
to hypothetical scenarios presented in interview is not a reliable predictor of the
patient’s ability to use good judgment in everyday circumstances. At times, psychiatric
and brain damaged patients are able to verbalize accurate knowledge about the
appropriate action, but when confronted with the real-life circumstance this knowl-
edge does not guide their behavior, such as when the brain damaged patient
accurately identifies the dangers of using power tools but does it anyway or the
co-dependent patient goes back to an abusive spouse despite being able to articulate
the dysfunction and danger of the relationship. Thus, while assessment of judgment
is to some degree based on the patient’s verbal responses in interview, it is most
accurately evaluated based on the patient’s past judgment as reflected in behavior.
Finally, to some extent, cultural issues determine what is rational good judgment
and what is not. For example, presuming to select your child’s marriage partner and
negotiating the terms of the marriage would be considered bad judgment and irra-
tional in American culture, but is expected behavior in others.

4.5 Cognitive

4.5.1 Orientation

Orientation is awareness of personal identity, time, location, and circumstances
(i.e., what led up to the patient’s referral for MSE and why are they here). Most patients
seen for MSE will be oriented in all these spheres and it is significant for those who
are not. It is not unusual for patients to not accurately know the date, especially if
they are hospitalized, but they should at least be able to indicate if it is in the first
or last half of the month. Otherwise, perfect performance is expected (Carlat, 2005;
Morrison, 2008). Disorientation most often is a sign of brain dysfunction.
Delirious patients and those with moderate or worse dementia are disoriented;
disorientation is common in the acute phase following CVA and traumatic brain
injury. Psychotic patients usually are oriented unless they have severe thought
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disturbance or hallucinations. Orientation is expected to be accurate in all other
forms of psychiatric disturbance.

Two, and frequently three, aspects of orientation can be surreptitiously assessed
in the course of conversation with the patient. Upon first approaching the patient,
introduce yourself and many times the patient will respond by telling you their
name; if not you can say “and what is your name?” After explaining who you are
and what you are doing, it is natural to ask the patient “So, tell me what led up to
you being here.” The patient’s response to this question will reveal if they are ori-
ented to location and present circumstances. If the patient’s response does not
clearly reflect accurate orientation, ask directly. When you begin the cognitive tests
(described below) you can ask the patient to write his name, date, and address on a
sheet of paper. Any dimensions to which the patient is not spontaneously oriented
should be assessed with simple multiple choices: e.g., are you in a doctor’s office,
hospital, or clinic? Or for more disoriented patients: are you in a church, hospital,
or school? The patient who responds correctly to multiple choices is better oriented
than one who does not.

4.5.2 Attention/Concentration

In more recent neuropsychological models, the cognitive abilities formerly
known as attention and concentration are now referred to as working memory.
However, we will use the terms attention and concentration because they still are
used when discussing MSE. Simply put, attention is the ability to focus cognitive
processing on the appropriate target and avoid being distracted by irrelevant
stimuli. While attention generally is limited to accurately detecting target stimuli,
concentration adds the demands of sustaining attention over a longer period of
time or manipulating and processing the contents of what is attended to. Attention
also is a gateway to other types of cognitive processing. Before language can be
comprehended, visual-spatial relationships perceived, information remembered
or problems solved, the stimuli must be attended to. Thus, if attention is impaired,
other types of cognitive abilities likely will be impaired as a consequence.
Attention and concentration are affected by brain damage and psychological
disturbance of many types.

Attention and concentration deficits are common to many types of brain injury
including right hemisphere CVA, traumatic brain injury, cortical and subcortical
dementias. Delirium is always accompanied by impaired attention, and many
drug-induced states are as well. Impaired attention may reflect attention deficit
hyperactivity disorder (ADHD). Anxiety, depression, psychosis, histrionic person-
ality, and somatoform disorder all can affect performance on attention and concen-
tration tests. Usually, it is not possible to discriminate between these underlying
psychological causes of poor attention based on attention test performance alone;
this is determined by findings from other parts of the MSE and the patient’s history.
For example, patients with ADHD, depression, and schizophrenia each may be
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intermittently inattentive and it is not possible to distinguish between them based
on how many digits each can repeat in order. It is the extra-test behavior that
distinguishes them, with the patient with schizophrenia talking back to voices, the
depressed patient sitting passively expending little apparent effort and the patient
with ADHD losing track of the task when a magazine picture of a motorcycle
distracts him. Assessing attention and concentration gives an indication of how
reliably the patient processes information and as such serves as a guide for structuring
interactions with the patient ranging from simple medicine instructions to psycho-
therapy approaches.

Attention and concentration are subjectively assessed throughout the MSE by
observations of the patient’s behavior and verbal responses. More obvious behav-
ioral signs of attention problems are motor restlessness (e.g., frequent shifting in
the chair, standing and walking around the room, peering out the window, doors or
at objects in the room), attending to extraneous sounds, being distracted by ambient
stimuli and doing something else while the examiner is attempting to engage in
conversation. More subtle signs of attention problems are evident in the quality and
cadence of verbal responses. The patient may begin answering a question before it
is completed. Tangential answers or irrelevant answers represent problems with
attention and concentration. The poorly attentive patient may start answering a
question, become tangential and then ask, “What was the question again?” or indi-
cate they do not know what the original question was if a circumstantial answer is
interrupted with an inquiry.

The most common test of attention probably is digit span forward and backward.
Digit span forward is a measure of attention and digits backward of concentration
(using the definitions described above). It is best to have digit sequences written in
advance for ready reference and to assure accuracy of scoring the patient’s perfor-
mance (i.e., so you can remember what the digit sequences were!). Different digit
sequences should be used for forward and backward to avoid potential confounding
of memory for number sequences (which is more likely if the patient uses the
superior strategy of “‘chunking” numbers). Read numbers at the rate of one per second.
Average performance is similar for ages 20-64 years after which there is a slight
decline (see Table 4.5). In general, individuals with more education will perform at
the top of the average range and those with lower education at the lower end.

Other commonly used tests of concentration are to ask the patient to spell a word
backward. This is an easy task and failure indicates likely significant problems with
concentration; accurately spelling words demonstrates some capacity for concen-
tration, but does not rule out concentration problems. Serial calculations also are a
favorite MSE test of concentration (Daniel & Carothers, 2007; Morrison, 2008).
An easy version is to start with 1 and count by 3’s. Most people can perform 13
trials with no more than one error (usually adding 3 to 19 and getting 21). The more
standard format is serial subtraction by 7 starting from 100. Most people can
perform serial subtractions with only one or two errors in 14 trials. Although useful
for screening attention, it is important to keep in mind that as many as 58% of
normal individuals make some errors on these types of tasks (Robinson, 2001;
Shader, 2003; Strub & Black, 2000).
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Table 4.5 Average digit span performance by age

Age 20-64  65-69 70-89
Digits forward 6-8 6-8 6-7
Digits backward 5-7 5-6 4-5

Compiled from Wechsler (1997)

4.5.3 Memory

Memory is a complex cognitive ability that involves the recall or recognition of
previous experience (Cummings & Mega, 2003). The formation of new memories
involves recognition and registration of the initial sensory input, retention and storage
of the information, and recall or retrieval of the stored information (Strub & Black,
2000). Memory impairment is one of the most common sequelae of brain damage
of all kinds and is the most prominent early deficit of progressive dementias like
Alzheimer’s disease. Memory distortion occurs as part of the presentation of many
forms of psychopathology, but often the quality of MSE memory performance is
different from patients with brain damage. For purposes of MSE, memory can be
divided into remote, recent, immediate, and delayed. The first two are recall of
events from many years and a few days to months ago respectively; the latter two
are the types of memory evaluated by MSE cognitive tests.

Memory impairment associated with many types of brain injury such as traumatic
brain injury, CVA, early and mid-stage progressive dementia typically is worse for
recent information and relatively preserved for past or remote information. In these
cases, the patient’s memory deficit will be most evident on the memory tests for
words and figures given in the MSE and for recall of recent history (i.e., since head
injury or CVA, or in the case of dementia recall of the past few months) with rela-
tively good recall of past personal history (before onset of brain injury or dementia)
several years ago. In more advanced stages of dementia and more severe brain
injuries, memory is impaired for everything.

Anxiety and mood disturbance also can interfere with memory performance.
In these cases, the patient likely does not have true memory impairment; rather,
psychological processes interfere with their ability to perform to potential. Severe
anxiety can greatly interfere with memory test performance, but usually is not a
factor at low levels. Depression also decreases memory test performance. Often,
people who are depressed do poorly on free recall but are accurate on recognition
tests. Presence of depressed affect and mood disturbance help confirm this pattern
of memory performance is because of depression. However, this pattern of memory
performance and affective change also is seen in many subcortical dementias.
Distortions in memory of past events are part and parcel of many types of psycho-
pathology. Patients with histrionic personalities will recall events in exaggerated
and dramatic fashion. Individuals with borderline personalities will remember
relationships in a distorted manner as either idealized or extremely negative.
Patients with antisocial personality disorder may lie to serve their purposes.
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All these circumstances of inaccurately reported memories are the result of personality
functioning distorting what is otherwise an intact memory capacity.

Evaluation of remote and recent memory is obtained when taking history of recent
events and psychosocial history. Key aspects of this information obtained from the
patient are verified (e.g., by family) to determine the reliability of memory in these
areas. Impaired attention will interfere with memory of new information and evaluation
of attention is described above. When assessing immediate and delayed recall in MSE,
the goal is to determine in a screening fashion if the person is capable of recalling new
information following delay. Although many references recommend a delay period of
5 min, a 20-min delay is necessary to ensure the patient’s consolidation and storage are
evaluated. While many MSE formats include recall of only verbal information, it is
important also to evaluate visual-graphic memory for those rare patients who may have
a previously unrecognized cerebral event lateralized to the right hemisphere, and to
screen for cognitive deficits among those who have identified cerebral involvement.

Tell the patient you are going to say three words that you want them to remember.
We use the words screwdriver, compassion, brown presented in that order (to minimize
the chances of the patient using a visual or verbal mnemonic such as “brown
screwdriver”). Say all three words at once, pausing briefly between each. Then have
the patient repeat all three. Repeat all three as necessary until the patient can say all
three. Then have the patient copy three figures. We use the figures in Fig. 4.1.

The patient’s accurate copy of the figures indicates their basic visual-perceptual
and construction skills are intact. Difficulty copying the figures may indicate deficits
in either of these areas and merits further neuropsychological evaluation. Consistent
or exclusive left-sided errors on drawing likely reflect some degree of left inatten-
tion or neglect associated with right hemisphere damage. Tell the patient you will
ask them to draw the figures again from memory later. Continue the MSE for
20 min keeping the patient engaged with other activities to assure they are not
rehearsing the words or figures. Then ask them to recall the words. Almost all normal
people under the age of 70 will remember the words immediately; people over 70
may spontaneously remember only two and should at least recognize the third in
multiple-choice format. For any words not spontaneously recalled, give a cue: e.g.,
“one of the words was a tool/feeling/color.” If the word(s) is not recalled with the
cue, give multiple-choice recognition: e.g., “Was the word: pliers, wrench or screw-
driver — frustration, compassion or admiration — brown, black or gray?” Then ask the
patient to draw the three figures again. For any figures not spontaneously recalled,

] w

Fig. 4.1 Figures for memory test
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Fig. 4.2 Multiple-choice figures for figure recognition

horizontally present the target figure with the foils in Fig. 4.2 for multiple-choice
recognition; be sure that the target figure appears in a different position (i.e., first,
second, or third) for each trial. Most everyone under age 60 will remember all three
figures. Ability to recall and draw figures after a delay declines steadily after 60
and many normal people in their 70s and 80s will recall only one or two of the
drawings; however, most people older than 60 will recognize the figures in multi-
ple-choice format they do not recall spontaneously. Performance below these
expected levels merits referral for neuropsychological evaluation, especially in
the absence of significant findings in other areas of the MSE.

4.5.4 Intelligence and Abstraction

Evaluation of intelligence and abstraction essentially is an attempt to estimate
where the patient’s abilities fall on a continuum of innate overall cognitive ability.
If an accurate measurement of intelligence or abstract thinking ability is needed, the
patient should be referred for neuropsychological evaluation. Short of this, these
abilities can be only grossly estimated based on the MSE.

The best demographic predictors of an individual’s intelligence are education and
occupation. In general, people with less than a high school education will have low-
average or below intelligence, high school average, college high-average, and graduate
education high-average to superior intelligence. There are people for whom education
underestimates their cognitive ability and in these cases occupational achievement is a
better indicator. If someone dropped out of school in the 11th grade but now owns a
large real estate company, is a deacon in his church, and designs web pages as a hobby,
the high-average intelligence predicted by these nonacademic activities likely is more
accurate than the low-average level predicted by education. In general, higher techni-
cal and professional occupations require higher levels of intelligence for success than
manual labor and clerical jobs. In the MSE, the patient’s use of vocabulary, ability to
give concise but thorough answers, and ability to independently comprehend the
implications of statements are indications of intellectual level.
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Abstraction is the capacity to recognize and comprehend relationships that are
not immediately or concretely apparent. Most MSE references describe two
approaches to assessing abstraction: similarities and proverb interpretation.
Similarities involve asking the patient in what way two objects or concepts are
alike. Test items range from more obvious and concrete to more abstract in ascend-
ing difficulty, for example, celery—carrot, music—sculpture, love-hate, and talking—
listening. Responses may range from accurate identification of the abstract
similarity (they are vegetables) to a correct but concrete similarity (you can eat both
of them) to a correct but irrelevant or incorrect response (you buy both in a store).
Proverb interpretation is asking the patient to explain the more general meaning of
a concrete statement. These also are organized from simple to complex, for exam-
ple, there’s no use crying over spilt milk, a stitch in time saves nine, people who
live in glass houses shouldn’t throw stones, and a rolling stone gathers no moss.
Responses are scored along the same lines as described above for similarities. For
both similarities and proverb interpretation patients of low education/occupational
status are expected to get only the simplest item of each set correct, high school
education/average occupational attainment two to three correct, and high education/
occupational status all four items correct.

Poor performance on these types of items confirms the patient of limited education
and occupational success is of modest innate cognitive ability. However, poor
performance by someone of advanced education/high occupational success suggests
the possibility of brain dysfunction and should be considered in conjunction with
performance on other cognitive screening tests described above. Performance on
these types of tests is useful for identifying low cognitive ability because of endow-
ment or brain dysfunction but not for identifying psychiatric disturbance.

4.5.5 Summary

The MSE is an interview screening evaluation of all the important areas of a
patient’s emotional and cognitive functioning, often augmented with some simple
cognitive tests. The MSE provides the data for formulating a psychiatric diagnosis
or developing a working hypothesis regarding psychiatric diagnosis. A standard-
ized approach increases reliability of the MSE. Specifying the behavior on which
key interpretations and conclusions are based also is important for MSE reliability.
Genuine concern for the patient, awareness of her/his cultural background and
some degree of individualization of the MSE is necessary to set the patient at ease,
develop rapport and is an effective way to collect comprehensive, reliable, and valid
data. MSE data are most meaningful when considered in the context of a thorough
psychosocial and psychiatric history. General knowledge of the overlapping etiology
of psychiatric and medical processes is important to prevent misdiagnosis.

A comprehensive MSE includes evaluation of 12 areas. Appearance is what the
patient looks like. Behavior is how the patient acts. Motor activity is the type and
quality of movements the patient makes. Atfitude is how the patient feels and what
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they think about participating in the MSE. Mood is the internal emotional state of
the patient and affect is the external expression of emotional state. Language is the
ability to use symbols to communicate and speech is what the patient says and the
quality of how they talk. Thought is the internal dialog that occurs in the patient’s
mind while perception is the patient’s sensory-perceptual experience and interpre-
tation of external events and circumstances. Insight is the extent to which the
patient recognizes the existence, nature, and scope of her problems; judgment is
the ability to make and execute good decisions. Orientation is awareness of
personal identity, time, location, and circumstances. Attention is the ability to focus
and sustain cognitive processing on the appropriate target. Memory is the ability to
recall previous experience as well as store and recall new information. Intelligence
and abstraction are innate cognitive abilities; the former is overall level of cognitive
ability, the latter the ability to recognize and comprehend relationships that are not
immediately or concretely apparent.
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Chapter 5
Dealing with Defenses and Defensiveness
in Interviews

Steven N. Gold and Yenys Castillo

5.1 Dealing with Defensiveness

Learning to conduct an effective interview is essential to carrying out almost any
form of clinical assessment or intervention. However, the unpredictability of the
interviewing process can make mastery of this skill a challenging and, at times,
even discouraging task. Each client introduces into the interview situation, unique
characteristics that limit the therapist’s ability to control the direction of the inter-
view. The most common complication is client defensiveness, which prevents the
interview from unfolding predictably and straightforwardly. Therefore, an adequate
understanding of defenses is essential for competency in interviewing. If interviewers
do not understand defensiveness and how to effectively respond to it, the clinical
interview is likely to be, at best, frustrating and, at worst, a pointless enterprise for
both participants.

Clinical activities are most productive when there is collaboration between
practitioner and client. Defensive reactions can be easily misread by clinicians as
a refusal or failure to take part in a cooperative effort (Teyber, 1997). Therapists
may wonder, “if clients really want help, why are they so difficult, antagonistic,
and evasive?” Such perceptions may elicit irritation, causing therapists to become
more confrontational and forceful in pressing for a straightforward response from
the client. Almost invariably, this approach has the opposite effect, and the situ-
ation rapidly grows increasingly unproductive (Lankton & Lankton, 1983;
Vaillant, 1992).
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5.2 Understanding Client Defensiveness

Therapists who are able to make sense of their clients’ defensiveness are more
prepared to respond to it. At the very least, therapists may limit the potentially
disruptive consequences of defensive reactions. And in the best of circumstances,
they may effectively manage defenses and promote therapeutic progress.

5.2.1 Identifying and Classifying Defensive Behaviors

Introductory texts on personality theory commonly catalog defenses into different
types (e.g., repression, denial, projection, reaction formation). It is assumed that a
familiarity with this classification system assists therapists in recognizing and
effectively responding to client defensiveness (Vaillant, 1992).

However, identifying a behavior as defensive and classifying it according to a
typology is of little pragmatic usefulness. Simply telling clients that they are “being
defensive” likely compounds the problem by eliciting more defensiveness (Teyber,
1997). For instance, phrases such as “You’re in denial” or “You’re projecting” may
be unproductive as clients perceive them as being critical and insulting.

5.2.2 The Meaning of Defensiveness

When therapists categorize and label, they assume the position of an outside
observer. The most constructive approach to defensiveness is to try to understand it
from the client’s experience and perspective. A useful starting place is to consider
the meaning of defense not as a technical psychological term, but in common,
everyday usage. A defense is a protection (Benjamin, 1995). Hence, clients who
seem defensive can be understood to react under the assumption that they are being
threatened or attacked (Teyber, 1997).

Accepting clients’ defensive behavior as an indication that they are feeling
vulnerable and threatened can be difficult, particularly for student therapists. And
clinicians who focus on their intention to be helpful are more likely to become
perplexed and impatient with the client’s efforts at self-protection. However, taking
the client’s vantage point increases the likelihood of responding in productive ways.
Begin by accepting that the client feels endangered, and proceed by trying to appre-
ciate why this might be the case.

Direct confrontation is unlikely to be effective because defenses are mobilized
in response to a perceived threat (Lankton & Lankton, 1983; Vaillant, 1992).
Clients may perceive confrontation as criticism for employing self-protection and
as an attempt to remove them (Teyber, 1997). Explicitly challenging the client’s
defenses, therefore, is most likely to increase clients’ efforts at self-protection.
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Moreover, in its use as a psychological term, defensiveness often refers to forms
of self-protection that are triggered and operate automatically, outside of the
person’s conscious awareness. When this is the case, clients themselves may view
self-protective maneuvers as unacceptable or unnecessary. Another possibility is
that clients may face a situation that they perceive as being too threatening and
disruptive to acknowledge consciously. Under such circumstances, directly
addressing clients’ defensiveness is highly likely to be confusing and anxiety
provoking (Teyber, 1997).

5.2.3 The Value of Self-Protection

Interviewers remain perplexed at clients’ need for self-protection. Why would
clients feel endangered by a situation intended to provide assistance? Undeniably,
there are clinical situations, such as court-ordered or involuntary evaluations and
interventions, in which clients have not fully chosen to participate. In those circum-
stances, it seems obvious that clients would feel threatened and defensive. However,
it is more difficult to understand the much more common situation in which clients
who actively seek therapy, still feel a need for self-protection.

But imagine a hypothetical client at the other extreme — someone notably lack-
ing in defensiveness. Picture a person who immediately, from the very first inter-
view, reveals the most intimate, intense difficulties and shortcomings willingly and
in detail, without conveying the slightest recognition of being in a vulnerable posi-
tion. This is an individual who, rather than being at all guarded or self-protective,
responds to any and all inquiries without any censoring, and unhesitatingly accepts
any feedback or recommendations offered by the interviewer.

This form of presentation, completely lacking in defensiveness, would probably
arouse concern. After all, why should clients who have not yet had the opportunity
to get to know therapists — and consequently do not have grounds on which to
determine whether their therapists are understanding, responsive, trustworthy, or
helpful — indiscriminately open up to them? If clients operate in a similar manner
outside of therapy, there would be good reason to believe that they are particularly
vulnerable to being manipulated and taken advantage of by other people.

This extreme example highlights a crucial point: some measure of defensiveness
and self-protection is both expected and desirable (Benjamin, 1995; Bowins, 2006;
Cramer & Jones, 2007; Vaillant, 1992). Life is often complicated, demanding, and
stressful. Managing interpersonal relationships, especially with unfamiliar people,
is frequently a challenging and convoluted enterprise. Therefore, some degree of
caution and self-protection is a useful and even necessary component of effectively
dealing with day-to-day pressures and interpersonal interactions (Bowins, 2004;
Bowins, 2006). In many instances, precisely because the business of managing daily
life is so complex and taxing, it is useful that these safeguards be mobilized rapidly
and spontaneously, without having to be filtered through conscious processing
(American Psychiatric Association, 2000). From this perspective, client defensiveness
becomes much easier to comprehend.
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5.3 Common Reasons for Client Defensiveness

In addition to the general value of and need for self-protection in day-to-day life,
there are numerous reasons why clients experience pulls to self-protect, which are
specific to the interview situation. It would be impossible to catalog all of these
reasons. However, to better understand client defensiveness, it would be useful to
explore some of the more common motivations for self-protection in the interview.

5.3.1 The Stigma of Seeking Help

Many people who seek counseling or psychotherapy do so months or even years
after their difficulties first began. This itself can be seen as a manifestation of defen-
siveness. Receiving professional help constitutes an acknowledgment that one has
problems which have been impossible to resolve, and are severe enough to warrant
the attention of someone with special training and skills (Teyber, 1997). The stigma
of having psychological difficulties leads many people to conclude that having
problems which require outside assistance is a shameful sign of weakness.
Moreover, a cherished value in society dictates that people should rely on them-
selves and resolve their own difficulties, or failing that, be able to turn to friends or
family members for assistance. In other words, many people may view the very fact
of seeking counseling or therapy as an admission of failure, which constitutes a
serious threat to their self-esteem.

A related concern is clients who believe that they do not deserve professional
help. Some clients have had life experiences that have led them to feel very com-
fortable giving to and assisting others, but awkward and insecure receiving help
from others. Clients with this background tend to minimize the seriousness of their
difficulties. They may wonder aloud to the interviewer whether their problems are
severe enough to require professional attention. Particularly when it is clear to the
interviewer that the problems are substantial, these clients may be seen as having
developed the conviction that they are not worthy of caring, concern, and
assistance. The attention and interest of the interviewer challenges this belief about
themselves, thereby creating confusion and anxiety.

5.3.2 The Threat of Betrayal

Many clients seek help for problems caused or compounded by adverse circum-
stances and painful life experiences. In many instances, these misfortunes center
around interpersonal relationships in which the client experienced mistreatment or
hurtful interactions with others. These clients enter therapy in a particularly vulner-
able position (Teyber, 1997). How can they trust that the therapist will not betray
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them as others seem to have done in the past? Clients cannot answer this question
without first observing therapists over time to appraise how safe it is to rely on
them. Once again, it is reasonable from this vantage point that clients will employ
a certain degree of defensiveness. Attempting to maintain protection against being
hurt or betrayed by the therapist, at least until a certain level or trust can be estab-
lished, is understandable. However, clients often find it difficult to acknowledge
that they harbor mistrust toward the therapist who is, after all, assisting them.

5.3.3 The Threat of Change

Another threat inherent in the therapeutic situation is the uncertainty created by the
prospect of change. As bad as a problem may be, it is familiar and known to the
sufferer. Despite being disturbing and disruptive, clients often experience problems
as part of who they are. The possibility of being without the problem, therefore,
carries with it the concern that life, and even one’s feelings and behaviors, will be
unpredictably and unsettlingly different.

Change is threatening because it usually requires substantially altering existing
convictions. Most individuals are strongly invested in the way they see things. To a
large extent, their self-concept is anchored in subscribing to particular beliefs and
perspectives. In other words, people define themselves, in part, in terms of their
convictions. Taking the risk of altering the way they see and think about things can
be confusing and anxiety provoking because it calls into question people’s very
definition of who they are, and endangers the security that comes with their sense
of certainty that things are as they believe them to be.

5.3.4 The Threat of Relinquishing a Solution

Clients are sometimes defensive because problems themselves serve as forms of
self-protection. Clients may employ a problem as a solution to whatever difficult
circumstances exist at the time. Recognizing that clients’ problems sometimes also
represent solutions, and can serve a purpose, raises another source of threat for the
client. For clients, resolving a problem may simultaneously represent losing a
valued solution.

For example, some people are mistreated as children — they are beaten, yelled at,
and criticized — and, therefore, find it difficult to express or in some instances even
experience emotions. These individuals have learned not to display intense feelings —
particularly anger or sadness — to avoid being attacked. To solve the “problem” of
growing up in these circumstances, and to reduce the frequency with which they
were battered or criticized, these individuals have developed the ability to control
their feelings. Whereas this solution was effective and perhaps even necessary
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at the time, these clients’ inability to express emotions in the present prevents
others from knowing and responding to their feelings, which might be a source of
interpersonal misunderstandings and considerable personal frustration. As children
their self-protection shielded clients from extremely painful mistreatment. They
may therefore perceive the attempts of therapists to “help” them to express feelings
more clearly and effectively, as efforts at removing a valuable form of protection.
It is understandable, from this perspective, why clients might react defensively to
such “assistance.”

5.3.5 The Threat of Acknowledging Responsibility
Jor a Problem

That people can only change those things over which they have control may seem
an obvious statement. However, some people enter counseling only to end up
blaming their difficulties on others and refusing to take responsibility for overcom-
ing their problems. Having gained insight into past experiences leading to their
difficulties, they now feel powerless over changing their present circumstances.
They reason that if situations in the past created their problems, then they have no
hope of resolving their present difficulties.

Many of the problems that people bring to a therapist are not of their own making.
Initially, at least, they arose in response to faulty learning, or unfortunate,
overwhelming circumstances. In most cases, therefore, the origins of current dif-
ficulties may have been entirely outside the clients’ control and responsibility.

Some clients find it difficult to acknowledge responsibility for overcoming their
difficulties. They have difficulty understanding that even if they did not create their
own problems, only they have the capacity to resolve them. Consequently, clients
may defensively deny having the power to correct the problems that brought them
to therapy. They confuse responsibility in the sense of “having the ability to
respond” with “being at fault.”

5.4 Constructive Responses to Client Defensiveness

So, how can therapists effectively deal with defensive reactions in the clinical inter-
view? The central premise presented here is that in order to be productive, responses
to defensive reactions must be guided by the ability to make sense of them from the
client’s point of view (Lankton & Lankton, 1983). This process is guided by the
idea that clients engage in defensive behavior when they perceive the existence of
a threat or danger. Once therapists formulate a hypothesis about the origins of a
particular instance or pattern of defensiveness, they obtain a rationale from which
to construct an effective response.
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The process of dealing with defensiveness in the clinical interview is presented
here in a series of steps. However, rigidly executing the full range of steps is neither
practical nor desirable in many situations. There is nothing magical or sacrosanct
about the steps described here or the order in which they appear. They are, rather,
a teaching device to organize the material and make it more comprehensible.
In actual practice, steps may be skipped, blended together, or carried out in a different
order, depending on the dictates of clinical judgment at particular moments.

5.4.1 Prevention of Defensiveness

Beginning therapists are often puzzled when clients feel threatened by the very
process designed to assist them. However, as discussed in the previous section,
many clients perceive the clinical interview as an inherently threatening situation.
Help-seeking situations implicitly carry the threat of being stigmatization, betrayal,
change, assuming responsibility, and other “dangers.”

Therapists who recognize these threatening qualities can prevent many defen-
sive reactions by creating an atmosphere that reduces the likelihood of clients feel-
ing vulnerable and in need of self-protection. It is a common temptation, however,
to deny or minimize this aspect of the therapeutic encounter. Therapists’ attempts
to reassure the client with direct statements such as “There is nothing to be afraid
of,” “You can trust me,” or “Things can only get better” are likely to have the exact
opposite effect. For many clients, such denials further convince them of the need
for self-protection as they may conclude that the therapist is naive, foolish, a liar,
or simply incapable of understanding their concerns (Vaillant, 1992).

Acknowledging that the interviewing situation is threatening to the client is
more likely to be successful (Teyber, 1997). Statements such as “I know this is dif-
ficult,” or “People don’t come to trust someone overnight,” can be somewhat com-
forting because they convey that the therapist recognizes and appreciates the
dangers of the situation. Knowing that the therapist understands can lead some
clients to feel validated, reassured, and safer. However, for other clients, acknowl-
edgment can be threatening in its own way. Some clients reason that if therapists
know their vulnerable areas, then therapists have the power to use those vulnerabili-
ties against them. Thus, before making direct statements about perceived threats,
therapists should consider how clients are likely to react. This means they must ask
themselves — based on what is known about the client’s personality, the circum-
stances which brought this individual to counseling, and the nature of the problem
— “How will this person react to this specific statement?” When therapists are
uncertain about a response, it is best to avoid direct statements about potential
threats, whether they take the form of denial or affirmation of danger.

In most instances, therapists should be mindful of the potentially threatening quali-
ties of the clinical interview, and take anticipatory action to minimize the likelihood
that the client will feel endangered. Traditionally, defensiveness has been thought of as
an intrapsychic process, something that originates and occurs within the individual.
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In contrast, it is useful to conceptualize defensiveness from an interpersonal, interactive
point of view (Benjamin, 1995). It is true that some people have a greater tendency to
react defensively than others. Similarly, particular situations are more likely to elicit
defensiveness than others. However, the quality of interaction between therapist and
client can have considerable influence on the probability that defensiveness will actu-
ally arise (Benjamin, 1995). Each of the following four strategies facilitates a quality
of interpersonal relations that minimizes the likelihood that clients will feel threatened,
and consequently, defensive.

5.4.1.1 Do Not Move Prematurely into a Goal-Directed Stance

Little can be expected to be accomplished in a clinical interview if therapists are not
goal-directed. They must be clear about the purpose of the interview, and have some plan
for achieving that goal. Therapists are ultimately responsible for monitoring and ensuring
that steps are being taken to attain the objectives established for the interview.

However, it can be counterproductive to become too invested in a goal-directed
stance from the outset of the interview. Whether an interview is being conducted as
part of an assessment or for treatment purposes, it is important for therapists to
avoid an immediate, single-minded focus on “getting down to business.” Particularly
in an initial interview, therapists must remember that clients do not know them, and
may not even be entirely clear about the purpose or format of the interview. Taking
a few minutes to address these issues at the outset is likely to pay off immeasurably
in the long run. If clients feel comfortable, it is more likely that the therapist—client
interchange will be more collaborative and less defensive. This, in turn, will result
in a more productive and efficient use of the time allocated for the interview.

Most therapists adopt different approaches to the interview in dependence of
whether such interview constitutes an assessment evaluation or the beginning of a
course of therapy. Although some clients make the decision to seek an evaluation
independently, many are referred by a third party (e.g., a social worker, physician,
attorney, or teacher). Hence, it is especially important in an assessment interview to
ask clients at the outset why they think they need the evaluation. This way, thera-
pists can correct misconceptions that may create unnecessary apprehensiveness and
evasiveness on the part of the client. Direct questioning implicitly communicates
that the therapist is attentive to treating clients as informed and active participants
in the assessment process. Perhaps most important, by opening the interview with
this discussion, clients have a chance to ease into the interview process and develop
some familiarity with the interpersonal style and intentions of the therapist.

In an initial treatment interview, the client should be allowed to make the transition
into the therapeutic process, and to develop some sense of comfort with the counselor.
It is usually more desirable for clients to take a more active role in shaping the direction
of the therapy interview. Consequently, therapists should avoid setting the precedent
or expectation that the client’s role in the therapy interview is to passively respond to
questions. If therapists decide to use direct questioning to help put the client at ease
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at the outset of the interview, then it is especially important to “shift gears” when
making the transition from rapport building to exploring the problem.

Consider, for example, an instance in which the interviewer chooses to help a
client feel at ease by asking direct, informational questions (e.g., Did you have any
trouble finding the office? Who referred you to me? or Have you ever been in
therapy before?). If the counselor immediately moves into the more therapeutic
portion of the interview by asking direct, specific questions (e.g., What problem
brings you here? When did it start?), then the client is likely to answer each question,
stop, and wait for the next question to be asked. Instead, it is often more useful to
begin exploring the problem by asking very general, open-ended, or indirect ques-
tions (e.g., What do you want to talk about today? Tell me about yourself, or Why
don’t you fill me in about your situation?).

This approach has several advantages. It subtly communicates to clients that
they are expected to take some responsibility for the direction of the interview. It is
also likely to minimize defensiveness in many clients because the open-ended and
permissive aspects of this approach give clients some measure of control over what
is discussed, in how much detail, and at what point in time. For many clients, the
more power they are given in governing the therapeutic process, the less threatened
and defensive they feel, and the more willing they are to open up and work
collaboratively with the counselor.

However, no one’s approach is effective for all clients. Some clients will feel more
threatened and guarded when presented with general, open-ended questions. To feel
more comfortable, these clients need the clarity and direction provided by more specific,
close-ended questions at the outset of the interview. However, once they feel more at
ease, they can tolerate the ambiguity of more general, open-ended questions.

5.4.1.2 Continually Monitor the Quality of the Interaction and Relationship
with the Client

Establishing rapport and helping clients to feel at ease, rather than threatened, is not
accomplished once and for all at the outset of the assessment interview or therapy
process. Throughout the course of assessment or treatment, therapists must be
attentive to the quality of their interactions and relationship with the client. If thera-
pists become too immersed in being goal directed, at the expense of the client’s
comfort level and of maintaining a collaborative relationship, then there is an
increased risk that the client will feel threatened.

A great deal of defensiveness can be avoided through regular monitoring of the
client’s level of security and the quality of the therapist—client relationship. It may
be especially useful in an ongoing course of therapy for the therapist to assess the
client’s degree of comfort at the beginning of each interview. Sensing that the client
is feeling apprehensive and threatened is often a sign that defensive reactions will
follow. A therapist who is sensitive to this uneasiness can use the mechanisms
discussed later in the section to respond to defensive reactions.
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5.4.1.3 Recognize the Legitimacy of Perceived Threats

Therapists must be responsive to perceived threats although they may seem groundless
(Linehan, 1993; Teyber, 1997). It can be difficult to assume clients’ perspective and
appreciate their vulnerability. However, the more the therapists can empathize with
a client’s perception of danger, the more effective they are likely to be in helping.
For this reason, it is usually not helpful, and perhaps harmful, to try to deny clients
their feelings. Instead, making a purposeful effort to appreciate their legitimacy will
aid therapists in responding to clients’ concerns in such a way as to make them feel
understood, respected, and, ultimately, safe (Lankton & Lankton, 1983; Teyber,
1997). When clients feel confident that therapists empathize with and are willing to
validate their perceived dangers, they feel less of a need to protect themselves from
therapists or the interview process.

5.4.1.4 Anticipate Potential Threats

An invaluable strategy for preventing defensive reactions is for therapists to anticipate
aspects of and points in the assessment or therapy process that are likely to be perceived
as threatening to a particular client (Teyber, 1997; Vaillant, 1992). With this knowledge,
therapists can develop a plan to avoid the development of a defensive response. In addi-
tion, the client’s general propensity to become defensive is likely to diminish with the
realization that the therapist is committed to upholding safety and security. Hence, clients
will feel less of a need to be guarded, wary, and self-protective.

Before approaching a threatening target area, it is helpful to introduce a related
topic. As that topic is being discussed, the therapist has the opportunity to observe
the client’s level of discomfort and evasion. If the client does not appear unduly
distressed, then the interview might proceed to another topic more closely related
to the target area. In this manner, the interviewer can maneuver progressively closer
to the target area, simultaneously attending to the client’s level of discomfort and
avoidance. If at any point the client seems to grow excessively agitated, uneasy, or
elusive, then the therapist can elect to postpone raising the target topic.

Another useful approach is to explicitly suggest that the issue not be discussed
unless the client feels ready to. This often makes self-protection unnecessary. It makes
it clear that the therapist considers it the client’s decision whether or not to proceed.
It also conveys that the client is in control of the direction and pace of therapy.

5.4.2 Responding to Defensive Reactions

The likelihood of defensive reactions can be greatly reduced with the aforementioned
measures. However, these cannot always completely eliminate its occurrence.
Therapists, therefore, must be prepared for defensiveness, and know how to respond
to it. The following are possible responses.
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5.4.2.1 Do Nothing

In many instances, the more effective initial response may be to do nothing or, in
other words, to take a “wait and see” approach. There are several reasons for adopt-
ing this strategy. Frequently, the therapist’s first impulse is to feel annoyed or irri-
tated in response to client defensiveness. If these feelings show, then the sense of
threat that triggered the defensive reaction, and consequently the defensiveness
itself, is likely to increase. On the other hand, maintaining a calm and supportive
interpersonal stance may be sufficient to dispel the whole problem (Linehan, 1993).
Often, the most useful aspect of identifying and understanding client defensiveness
is that it alerts the therapist to the value of not reacting or intervening. The follow-
ing example illustrates this point:

A very bright and articulate woman entered therapy because of depression
caused by the loss of a loved one. Several sessions into counseling, in the midst of
talking about her depression, she “interrupted” herself, abruptly changing the sub-
ject and stating, “This fat [she was markedly overweight] is a protection, you
know.” She then immediately resumed discussing her depression. When she had
finished what she was saying, her therapist asked her what she had meant by the
remark about her weight. She replied nonchalantly that she had no idea, and imme-
diately returned to the topic of her depression.

A few sessions later, there was a similar incident. In the midst of discussing
another topic, she suddenly asked the therapist whether he had seen the magazine
cover depicting a celebrity who had revealed that she had been sexually molested
as a child. “Do you think the same thing could have happened to me?” she asked.
“I don’t know,” the counselor replied, upon which she immediately resumed what
she had been saying before she interrupted herself.

Over the next few months the same pattern of events recurred every few sessions.
The client would interrupt herself with a remark off the topic she had been discussing.
On those occasions when the therapist would ask her what she meant by the remark,
she would reply “I have no idea,” and return to what she had been saying previously.

As these incidents accumulated, the remarks made by the client increasingly
seemed to suggest that she had been the victim of sexual abuse as a child. However,
the therapist made a purposeful decision not to propose this to her, assuming that if
this was the case, and she was prepared to recognize it, she would do so on her own.
Finally, after a number of these incidents had occurred, the client herself began to
suspect that she had experienced and blocked out childhood sexual abuse. “Do you
think that’s possible?” she asked the therapist. “I don’t know, what do you think?”
he replied. At that point, she began to address the issue directly, gradually retrieving
a number of memories of childhood sexual abuse.

Considerably later in treatment, the counselor asked her, “What would have hap-
pened if in one of our initial meetings I had asked you if you had ever been sexually
abused as a child?” “Why,” she responded, “the same thing that happened when any
therapist I saw before got anywhere near that area. Although I did not know about
the abuse consciously, I was aware of it on some level. When they got anywhere
near that subject, I would panic inside, and immediately leave treatment.”
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5.4.2.2 Align with the Protective Function

When therapists conclude that the situation calls for more active intervention, it is
important that therapists respond in a way that aligns with the protective function
of the defensive reaction (Lankton & Lankton, 1983). This can be done, for
example, by overtly encouraging clients to slow down or postpone confronting the
threatening material until they are ready to do so. This is often extremely effective.
It has the advantages of simultaneously acknowledging the threat, affirming its
legitimacy, validating and supporting the impulse to be self-protective, and
endorsing the value of addressing the threatening material. Aligning with the pro-
tective function shifts the issue from whether to confront the threat to when is
most reasonable to do so because the therapist permits the client to postpone con-
fronting the threat while affirming the importance of eventually addressing it.
Consider this example:

A man told his therapist in the first session of therapy that he was experiencing
serious and very disturbing problems. He stated that he desperately wanted help
from them. However, having said that much, he then began to explain in an ago-
nized tone of voice that as much as he wanted to resolve his problems, he did not
feel comfortable telling the therapist about them.

After a brief silence, during which the client appeared extremely distressed, the
therapist replied that she could certainly understand his hesitancy. They had just
met, and it was not reasonable to expect that he would feel sufficiently comfortable
with her to discuss such sensitive matters. She told him that they could always
return to that topic some other time, and asked him what else he would like to talk
about. Another brief silence passed, and the client replied, “Oh heck, I might as
well go ahead and tell you what’s troubling me,” and proceeded to do so. From
there on in, the therapy continued without any major episodes of defensiveness. The
man was able, in fact, to resolve his problems within a few sessions.

This illustrates an additional component of effective responses to defensiveness:
offering the client’s choice. A common component of the experience of threat is the
perception that the choices or options are limited (i.e., the client is cornered or
trapped). A response that offers more options or choices that clients had recognized
will help remove the feeling of being trapped and thereby lower defensiveness.

5.4.2.3 Discuss the Defensive Behavior Directly

There are instances in which direct discussion of defensive behavior is appropriate
(McCabe & Priebe, 2004; Teyber, 1997). Often this is referred to as “confronta-
tion” of the defenses. The adversarial connotation provides an indication of
why this strategy is frequently ineffective. Challenging or assailing behaviors
aimed at self-protection can only be expected to result in an increased sense of
threat and a resulting increase in defensiveness (Vaillant, 1992). A key element
in the effective application of direct discussion of defensive reactions is timing.
A direct approach is most likely to be effective after the defensive reaction
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has been allowed to develop fully. Resisting the temptation to challenge or
attempt to dismantle the client’s defenses prematurely implicitly communi-
cates to the client that the interview situation is a safe and secure one (Vaillant,
1992). Clients are likely to be reassured that the interviewer appreciates the
value of defensiveness and therefore can be trusted. Usually, at that point,
clients are in a position to acknowledge and relinquish the defensive behavior.
For example:

A woman came into therapy to address a series of extremely violent assaults
throughout her childhood, the emotional effects of which continued to have a
debilitating impact on her functioning as an adult. After making substantial prog-
ress and experiencing considerable relief in the first several months of therapy, she
repeatedly forgot about and failed to appear for her appointments. In each instance
she would apologize and reschedule, providing a plausible excuse. Her therapist
made a point of avoiding suggesting to her that these incidents were defensive in
nature, accepting her excuses without questioning them.

Once this sequence of events had occurred a number of times, the therapist
remarked to the client, “There certainly have been a good number of times when
you forgot about your appointment. What do you make of that?” Without any fur-
ther prompting, the client replied, “I guess I'm relying on the old pattern I've
always used in the past to deal with difficulties. Instead of recognizing and dealing
with problems before they get out of hand, I pretend they’re not there and let them
grow so big that I can’t ignore them anymore.” Not only was she able to let go of
defensively forgetting her therapy appointments, but also she was able to recognize
and modify a pervasive pattern of behavior that had been adversely affecting many
areas of her life until that time.

5.5 Summary

Defensiveness indicates an effort to maintain self-protection in response to a per-
ceived threat. It is easy for the interviewer to become irritated by defensive reac-
tions, seeing them as obstacles to accomplishing the aims of the interview. However,
it is essential to appreciate that the capacity for self-protection is a desirable and
essential component of effective functioning in a complex, stressful society. The likeli-
hood of developing defensive reactions is greatly reduced when therapists are
aware of the potentially threatening aspects of the interview situation, appreciate
the legitimacy of self-protection, and establish and maintain a supportive and
nonthreatening relationship with the client. When defensive reactions do occur,
effective intervention is guided by understanding the nature and source of the threat
perceived by the client. Resisting the temptation to react prematurely to client
defensiveness, encouraging clients to temporarily maintain self-protection while
suggesting that eventually it will no longer be needed, and offering choices to
clients to counteract the misperception that they are trapped or endangered are
effective strategies for reducing defensiveness.
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Chapter 6
Consideration of Neuropsychological
Factors in Interviewing

Brian Yochim

The goal of this chapter is to accomplish two purposes: (1) to provide an introduction
to neuropsychological factors of which to be aware when conducting diagnostic
interviews, and (2) to give an introduction to the art and science of conducting
neuropsychological assessment interviews. The chapter serves as an overview of
how cognitive or brain dysfunction can manifest in a diagnostic interview and also
provides an introduction to neuropsychological interviewing for general clinical
psychology students or students focusing in clinical neuropsychology. The chapter
focuses on neuropsychological assessment with adults. Pediatric neuropsychology
will not be explored, but interested readers are referred to Sattler (2002) for infor-
mation on neuropsychological assessment interviews with children.

6.1 Factors That Might Suggest to Any Psychologist
That Cognitive or Brain Dysfunction Is Occurring
and the Need for a Neuropsychological Evaluation

When clinical psychologists conduct diagnostic interviews, they use their knowledge
of behavioral syndromes to note certain behaviors that may be observed in a client.
These observations are noted in a Behavioral Observations section of a report, and
this section tends to be present in any mental health evaluation. The behaviors to
note are often the same as what is typically included in a “mental status exam,” and
the two labels for this section of an assessment report can often be interchangeable.
Chapter 4 covers elements of the mental status exam in detail, so this chapter will
only provide a brief overview. There are certain behaviors exhibited by clients that
can suggest the presence of brain dysfunction and the need for further evaluation by
a neuropsychologist.
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When clients repeat questions or seem to forget things you have told them
(e.g., where the bathroom is, what time the evaluation will be over), this suggests
that a dementing illness such as Alzheimer’s disease may possibly be present. If this
disease is indeed present, the client may not be a good historian and if the disease
is severe enough, he or she may not benefit from psychotherapy because of an
inability to remember things from one session to the next. When clients perseverate
on a topic of conversation or give tangential or circumstantial answers to questions,
this also suggests that a cognitive disorder may be present. Clients who are hostile
or easily irritated or, at the other extreme, being flirtatious or making inappropriate
remarks (e.g., commenting on the looks of the examiner in an objectifying manner)
also may be experiencing brain dysfunction that will interfere with the assessment
and treatment process. These behaviors may be caused by damage to the frontal
lobes from a head injury or a disease process such as a brain tumor or frontotem-
poral dementia. If the client shows a face devoid of expression (i.e., a masked face),
speech that is slow and quiet (i.e., hypophonic), and delayed answers to questions,
this suggests that Parkinson’s disease may be present. People with Parkinson’s
disease have intact ability to remember information over time but take longer to
learn new things and to recall it. If the client seems easily angered, has depressed
affect, and has uncontrollable movements (choreiform movements), then she or he
may have symptoms of Huntington’s disease.

Other important behavioral observations from a neuropsychological standpoint
include elements of speech such as fluency, comprehension, and word-finding.
Problems in these areas can indicate the presence of aphasia caused by a stroke or
head injury, or a progressive dementia such as primary progressive aphasia. Often
clients have subtle deficits in language comprehension that can interfere with func-
tioning and these deficits are often mistaken for a “memory” problem. Even if a
language comprehension problem is not too severe, the client could still benefit
from psychotherapy.

It is often useful to ask about current events by asking, for example, “Can you
tell me what’s been going on in the news lately?” This can be followed up with
more specific questions such as “where are we currently at war?” or asking about
specific recent events such as “was there a natural disaster somewhere recently?”
or “is there a particular issue the president is struggling with lately?” Asking about
current events is often illuminating as to the client’s orientation and ability to
remember episodic events. That is, if the client cannot remember recent major
events, they are likely to have a set of symptoms indicative of delirium or dementia.
In summary, these are all elements of a mental status exam or behavioral observa-
tions that can indicate the presence of cognitive or brain dysfunction that will affect
the diagnostic interview process and subsequent treatment. If problems are notably
present, the client should be referred to a neuropsychologist and/or a neurologist for
further evaluation and intervention.

Another factor that may surface and suggest cognitive dysfunction is when
the client reports any history of a neurological problem such as a head injury,
stroke, brain tumor, or self-observed memory problem that has not been
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addressed by a neuropsychologist. Whereas these problems are often assessed
and treated by medical professionals such as general practitioners or neurolo-
gists, clients are usually not referred to neuropsychologists for evaluation of
how these problems have affected cognitive functioning. For example, a client
may have had a head injury from a car accident with a loss of consciousness of
30 min. The client may have been seen in the emergency department, found to
be stable after a couple of hours, and sent home without any notification that
their cognitive abilities may have been affected. Clients may struggle for
months or years with problems at work or interpersonal domains without hav-
ing the knowledge of the link to their neurological problem and ways to accom-
modate them. It is also possible that clients, particularly older adults, may have
experienced an event such as a car accident recently (e.g., 3 months ago) with
no loss of consciousness or trauma but changes since then such as abnormal
gait or headaches that could indicate a slowly developing subdural hematoma
resulting from the accident. A subdural hematoma is a mass of blood that takes
up space in the cranium, putting pressure on the brain that can result in serious
injury or even death.

Clinicians will often find that they are the first to discover that a client has a
history of a traumatic brain injury (TBI). TBIs can have subtle or major effects on
a person’s daily life and it is important that the cognitive effects of TBIs get evalu-
ated so that clients can be aware of areas that may prove to be a struggle for them
and ways to accommodate these limitations. For instance, even mild TBIs can leave
the client able to function in most environments but to have difficulty in highly
stimulating situations such as social events, public areas like malls and sporting
events, or driving in new places while conversing with others. All the clinician
needs to do to find if the client has a possible history of TBI is to ask if the client
has ever had a head injury or had a time when she or he lost consciousness. If clients
have lost consciousness for longer than 5 min, they may have lingering deficits that
should be evaluated by a neuropsychologist.

Another factor that suggests possible deficits may be present from a TBI is if
the client has no memory of events surrounding the injury. Particularly, if the client
lacks memory of events after the injury (i.e., posttraumatic amnesia), the injury
may have been severe enough to cause deficits. Sometimes a client will be aware
that his or her cognitive abilities or personality has changed since the accident, but
the client may be unaware that a certain type of professional (a neuropsychologist)
is trained specifically to figure out what deficits a person may have resulting from
a TBL

If the client has a suspected history of a moderate or severe TBI, this can affect
the interview process in several ways. He or she may have poor temper control and
may get easily annoyed with questions that do not seem pertinent or important, or
that are of a personal nature. On the other hand, she or he may show a lack of initia-
tive or interest, and not be very invested in the assessment process. Both of these
presentations can be related to frontal lobe damage. Clients with TBI can be slow
to respond and slow to generate an answer to a question. This would be related to
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the diffuse axonal injury (DAI), or the stretching and other damage to axons that
occurs in a TBI. Memory problems may be present that interfere with the client’s
ability to take in new information or to recall recent information.

The clinician may find that a client has had symptoms of strokes that may have
left the client with lingering deficits. Chief symptoms of stroke include sudden
weakness or numbness on one side of the body, sudden change in speech or vision,
sudden onset of severe headache pain, and, generally, any sudden change in behav-
ior. Clients and professionals need to be aware of these symptoms and should seek
treatment immediately if these symptoms are present. A clinician may see a client
who has experienced these symptoms in the last week, and the client should be told
to seek emergency help or at least to call an advice nurse.

If the clinician finds that a client may have dementia, or if this is known from a
prior neuropsychological evaluation, then there are some ramifications for the suc-
cessful completion of the interview. The client may be a poor historian, providing
inaccurate information. Sometimes clients give no behavioral indication of demen-
tia and the clinician assumes the client’s report to be accurate, only to find later that
much of their understanding of the client is inaccurate. The client’s memory prob-
lems will also interfere with their recall of things that the clinician may tell him or
her. Dementia also often affects people’s interpersonal functioning. The client may
be less inhibited from saying offensive statements, or may cross certain social
boundaries. Fortunately, clinicians should be accustomed to dealing with clients
with deficient social skills and should understand that these may be behavioral
manifestations of underlying brain damage.

Sometimes clients may not have cognitive problems of their own, but they may
be caregivers for someone with cognitive problems such as dementia or problems
resulting from a TBI. In this case, the client may not be in need of evaluation or
treatment for cognitive issues per se, but she or he may be significantly affected by
someone else’s cognitive disability. In this situation, the person who has the cogni-
tive problems should be evaluated and treated, and the clinician should evaluate
how the cognitive problems play a role in the client’s presenting problems. Caring
for someone with a cognitive disability can significantly impact a client’s mental
health, and the burden of this may be a major focus of treatment. Farias et al. (2008)
created a scale for a caregiver to complete that a clinician can use to determine if
significant cognitive decline has likely occurred in a care recipient. If significant
decline is reported, the care recipient should be referred for a neuropsychological
evaluation if it has not already occurred.

Many neuropsychologists come in contact with clients who have misconceptions
of the nature of dementia stemming from interactions with other medical profes-
sionals. This may result from inaccurate information being provided by the medi-
cal professionals, or from the client misunderstanding what has been told to him
or her. For example, one client was told that “You don’t have Alzheimer’s dis-
ease, but you have age-related dementia.” Those with current knowledge of
dementia know there is no such thing as “age-related dementia,” but that one
cause of dementia highly related to age is Alzheimer’s disease. Another client
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was told that he has “pseudodementia” (cognitive dysfunction related to
depression in late life, that is often mistaken for dementia), but was nonetheless
prescribed medications for dementia. Clients who need education about dementia
should be given it by a neuropsychologist or other clinician who is familiar with
this area, especially since our knowledge of the causes of dementia is currently
changing rapidly.

Table 6.1 summarizes factors that should lead a clinician to make a referral to a
clinical neuropsychologist.

The discussion so far has focused on factors that would lead a clinician to sus-
pect cognitive dysfunction, leading to an appropriate referral. When referrals are
made to a neuropsychologist, certain information should be included to lead to a
successful arrival at an answer to the question the referring provider has. Anytime
a referral is made to a neuropsychologist, the referring provider should include
mention of the condition (suspected or known) that may be causing cognitive
impairment. This should be paired with some description of the cognitive problems
the client is thought to be experiencing (memory problems, getting lost while driv-
ing, difficulty comprehending instructions, etc.). Some examples of useful referral
questions are: “client seems to have suffered a stroke a year ago and has had trouble
speaking since then”; “75-year-old woman with memory complaints; please evalu-
ate if she has Alzheimer’s disease”; “client was in car accident 3 years ago and has
had trouble working since then; please evaluate if he has cognitive impairment from
a head injury.”

Table 6.1 Factors that should lead a clinician to refer a client for neuropsychological evaluation

Client reports:

* Declining memory or other cognitive ability, or change in behavior, of unknown etiology

Medical history includes:

* Traumatic brain injury

e Stroke

e Brain tumor

» Possible cognitive effects resulting from neurological diseases such as Parkinson’s disease,
Huntington’s disease, etc.

Client displays certain behaviors suggestive of neuropsychological dysfunction:

» Repeating questions during interview or forgetting information given to him/her

e Poor comprehension of things said to her/him (if acute, client should seek emergency
evaluation for stroke)

 Difficulty speaking (if acute, client should seek emergency evaluation for stroke)

* Socially inappropriate behavior that may be caused by brain damage

Client is confused about current diagnosis or treatment for it:

* Client’s understanding of dementia reflects out-dated knowledge (e.g., “age-related dementia”
vs. Alzheimer’s disease)

* Client’s treatment regimen does not fit with their understanding of diagnosis (e.g., taking
dementia medications but having the understanding that he or she does not have dementia)

e Client has seen several professionals who reportedly have not been able to arrive at a
diagnosis
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6.2 Clinical Neuropsychological Interviewing

6.2.1 Introduction

We will now turn to the second part of this chapter, which is an introduction to the
art and science of conducting a neuropsychological assessment interview. This is a
skill which begins with readings such as this but can only be learned through obser-
vation of skilled interviewers and the experience of conducting multiple interviews.
Readers are referred to works by other authors (Donders, 2005; Lezak, Howieson,
& Loring, 2004; Strauss, Sherman, & Spreen, 2006; Vanderploeg, 2000) that also
serve as excellent introductions to neuropsychological interviewing.

There are three main sources of information in a neuropsychological assess-
ment, as explicated by Mitrushina, Boone, Razani, and D’Elia (2005): history,
behavioral observations, and test data. The clinical interview provides two of these
sources of information, so it is very important to neuropsychological assessment.
Neuropsychological testing is only conducted to test hypotheses that are generated
before and during the interview. There are times when it becomes clear during the
interview that test data are unnecessary to answer the referral question, and in these
situations it is hard to justify the client’s time and effort in undergoing testing. For
example, the client may be clearly delirious, severely demented, in the throes of a
major depressive episode, or floridly psychotic, and testing would be an unneces-
sary and perhaps unethical use of time. Most of the time, however, test data are very
important pieces of the neuropsychological assessment puzzle. The history and
behavioral observations gathered in the interview, and the test data, are combined
by the neuropsychologist and used to arrive at a diagnosis and formulation of the
client’s problems. This information then is linked in two directions: (1) to anatomi-
cal regions of the brain, or neuropathological processes, that are likely to be
involved in the client’s difficulties, and (2) to external daily living ramifications,
and recommendations. This model is depicted in Fig. 6.1, which is an expansion of
the model outlined by Mitrushina et al.

There are many different styles of interviewing; some clinicians vary greatly in
their styles from one client to the next, whereas others use the same approach with
every client. Some clinicians approach the interview knowing nothing about the
client, whereas others use the interview simply to query the client’s responses on a
form they have already completed. An approach that I follow is to send a detailed
history form to the client ahead of the appointment, along with a letter reminding
them of the appointment and explaining a little of what to expect in the evaluation.
When the client comes to the appointment, the interview consists of a discussion of
the reason for referral, current symptoms, and then clarifying information that they
provided on the form. This method has several advantages: (1) The client can look
up phone numbers, dates, and other specifics from their medical history without
having to remember them during the appointment. The form also prompts them to
bring in any past neuropsychological assessment reports and copies of other impor-
tant records. (2) If the client completes the form as desired, it can save considerable
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Fig. 6.1 Model of neuropsychological assessment (adapted from Mitrushina, Boone, Razani, &
D’Elia, 2005)

time on the day of the interview. (3) The form can be completed by a caregiver that
may not be able to accompany the client to the appointment. However, many clients
neglect to complete the history form ahead of time and thus no time is saved. Also,
some content areas (current mental health, description of current cognitive symp-
toms) are best addressed during an in-person interview, and thus these areas are not
covered on this history form.

6.2.2 Standard Areas to Cover in a Neuropsychological
Assessment Interview

There are several areas that are typically covered in a neuropsychological assess-
ment interview. Any one of these may represent the primary problem or cause of
cognitive dysfunction.

One important area to cover is the client’s medical history. Here, the interview
in a sense serves as a substitute for having actual medical records. If the clinician
can obtain medical records ahead of time, then she or he should review these
records in detail to obtain a solid understanding of the client’s medical conditions.
If the clinician can do this ahead of time, it will decrease the amount of time spent
discussing medical issues in the interview. Unfortunately, in many settings the clini-
cian cannot obtain these records until the client arrives to the clinic and signs
release of information forms, which are then sent to medical clinics. Medical facili-
ties vary in their responsiveness to requests for records, so a clinician may never be
sure that he or she will be able to obtain these records. This means that the clinician
must ask the client or caregiver for their description of the medical history.
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Medical records often provide information that was inaccurately reported by the
client. For example, a client reported that after having a stroke, she was uncon-
scious for 3 days. A review of medical records found her to be alert at the time of
the stroke, with no mention of any loss of consciousness in the following days. The
client was unlikely to be lying; rather, she probably simply had a poor memory of
the event or misunderstood the question asked of her. Another way medical records
make a valuable contribution is that they offer documentation of when memory
problems began. Clients and their caregivers often have poor recollection of when
memory problems began, whereas clinicians can often find mention of memory
problems in medical chart notes. For example, notes from years ago may say some-
thing like “client reports increasing memory problems, and word-finding difficul-
ties are present during the interview.” Information such as this can help the
neuropsychologist establish a diagnosis and prognosis for the client.

There are certain medical conditions that are related to cognition and some that
are less related. Obviously, any disease or injury related to the brain is important
information to have. Problems with other organ systems can have cognitive effects
too. Problems with the circulatory system (e.g., hypertension, diabetes, heart dis-
eases such as atrial fibrillation, and high cholesterol) can lead to poor circulation in
the brain. Major events in this system such as myocardial infarctions or heart sur-
gery should be noted, as these sometimes trigger cognitive problems. Problems
with the liver and kidney can also lead to cognitive dysfunction. Disorders with the
prefix “hep-" are usually related to the liver, and “renal” problems imply the kid-
neys. If possible, the clinician should strive to obtain lab results. High white blood
cell counts can imply an infection of some sort, which can lead to delirium. A high
thyroid stimulating hormone (TSH) count can imply an underactive thyroid gland,
which can affect cognitive functioning. Other important labs to note are vitamins
B, (thiamine) and B ,. Clients typically are unaware of these lab values, or that they
have even been drawn, so clinicians must obtain these values from medical charts.

Other medical conditions that can impact cognition include a known history of
stroke, brain tumors, AIDS, and recent surgeries. Surgeries in older adults can trig-
ger a delirium that can last for days afterward or can disrupt blood supply in the
brain, leading to cognitive deficits. When interviewing a client, an attempt should
be made to see if the onset of cognitive problems is related to parts of their medical
history. For example, the client may have started to experience memory problems
soon after a myocardial infarction. This would imply more of a vascular problem
than Alzheimer’s disease.

The client should also be asked about any family history of medical problems. For
example, if both of the client’s parents died of strokes or heart attacks, the client is
likely to have vascular diseases that may impact cognition. If the client’s parents both
had Alzheimer’s disease (which may have been misdiagnosed in decades past), that
increases the likelihood that the client has or will develop Alzheimer’s disease. It
should also be noted that family histories of certain medical problems do not ensure
that the client will have the same problems; it simply increases the probability.

A list of current medications should also be obtained from the client. This can be
facilitated by having the client bring all her or his medications to the appointment,
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or viewing a list on a recent medical document (though these can certainly be
inaccurate!). Likewise, it is helpful if the client writes down a list of medications
ahead of time and brings it to the appointment. Medications that can impact cogni-
tive functioning, as reviewed by Houston and Bondi (2006), include tricyclic
antidepressants, sedative/hypnotic medications such as benzodiazepines and barbi-
turates, antiepileptic drugs (particularly first-generation medications), and older,
sedating antihistamines.

Every psychologist, including neuropsychologists, has the specialized training
and responsibility to evaluate clients’ current mental health. Again, prior records
should be reviewed if possible. Whether or not the client’s prior history is known,
the clinician can simply ask “how has your mood been lately?” We can also ask
“Do you still enjoy activities that you’ve enjoyed before?” These two questions
assess two main symptoms of major depressive disorder. Questions about anxiety
and symptoms of schizophrenia (hallucinations and delusions) should also be
asked. Interviewing about mental health problems is covered in other chapters of
this book. Clinicians should also inquire as to what treatments clients have received
for mental health problems, whether psychotherapeutic or psychopharmacological,
and specifics such as how long the treatment occurred, how effective it was, and if
there were side effects of pharmacological treatment. All clients should also be
asked if they have ever seen a neuropsychologist before. If they have, those assess-
ment results are extremely valuable in serving as a baseline to which to compare
current test results.

Substance use is another area every psychologist should have some expertise
assessing. A helpful way to begin this line of questioning is to ask “How much
alcohol do you drink?” This immediately normalizes the regular ingestion of some
amount of alcohol, and can make the client less defensive, with the goal of obtain-
ing as accurate an answer as possible. If the clinician instead asks “do you drink
any alcohol?” the client may simply respond “no” to avoid discussing this area, and
the clinician will neglect to obtain important information. In this area, the clinician
should assess the classic variables of frequency, duration, and intensity. The clini-
cian should find out how often the client has an alcoholic drink, how much he or
she has at a given time, and how long they have kept this pattern. Clinicians should
inquire as to whether there were times in the past when the client used alcohol
excessively, or “maybe more than you should have?” Clinicians also should not
assume that people drink less alcohol as they age. On the contrary, alcohol abuse is
a problem in older adults as well and is more of a problem because of its contribu-
tion to disabling conditions and the slower recovery from them (Johnson-Greene &
Inscore, 2005). Current alcohol abuse can lead to symptoms of dementia that may
resolve with substantial decrease in alcohol use. Lifelong alcohol abuse unfortu-
nately can lead to a form of dementia that is not likely to improve. Clients with this
type of dementia may demonstrate several characteristic features during an inter-
view: memory problems, both for recent as well as more distant information, and
a somewhat unique impairment in memory for the order of temporal events.
For example, they may report that the Space Shuttle Challenger explosion occurred
after Bill Clinton was president, or that President Kennedy was assassinated after
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Martin Luther King was assassinated. They may display a lack of awareness of
their own deficits, saying “I’m just stressed”” when confronted with the difficulties
they are having.

Alcohol is notable for its problematic effects on cognition. Less is known about
the effects of other drugs on cognition. Nonetheless, clinicians should obtain a his-
tory of use of other substances such as marijuana, cocaine, methamphetamines,
LSD, and heroin. Although the direct effects of these substances on the brain are
less clear, a lifestyle marked by heavy use of these substances or addiction to them
can have detrimental effects on brain functioning.

The client’s developmental history should be assessed, and this is more impor-
tant the younger the client. Early childhood risk factors, including problems at birth
and childhood diseases, should be evaluated. Any deviation from normal develop-
ment should be noted. Especially important for neuropsychological assessment, the
clinician should obtain some details about the client’s schooling. The quality and
quantity of education should be assessed, and any difficulty in particular subjects
or any history of special education should be noted. The quantity and quality of
education will determine the population to whom the client is compared when
evaluating their neuropsychological test data. Thus, this piece of information, along
with the client’s age, is critical and must be a piece of information gathered from
every single neuropsychological assessment client. The clinician can inquire into
this by asking “how far did you go in school?” It is important that the clinician
translate this into a number of years of education. Neuropsychological tests are
normed by years of education, not degrees completed. Thus, if a client finished high
school, this is coded as 12 years of education. If they left high school a month
before graduating, that is coded as completing 11 years of education. The key is
how many full years the client completed.

For clients from impoverished backgrounds, the quality of education should also
be assessed. This is particularly important for older African American clients who
were educated in the Southern areas of the USA. The disparities in quality of educa-
tion between African Americans and European Americans in the South are well
documented (Manly, 2006). Thus, 12 years of education for someone from an
impoverished environment is not equivalent to 12 years of education from a more
enriched environment. Likewise, clients who were educated in other countries
should be asked about the quality of their education. Clients from rural backgrounds
may have had shorter school years than clients from more urban backgrounds. This
assessment of quality of education is important because neuropsychologists must
compare a client’s test performance to performance by people of similar back-
grounds. If a client with less education is compared with a population of the same
age with more education, the client may be misdiagnosed as impaired when in fact
he or she has no impairment.

Occupational history should also be assessed in all clients, for several reasons.
This provides the clinician a sense of the baseline functioning of the individual, to
serve as a comparison for current functioning. Clients who have a history of short
durations at any job, who are now seeking disability compensation, may have per-
sonality characteristics that interfere with their ability to stay in a job for very long
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and they may be seeking a way to reduce their need for employment. Also, a
description of the client’s occupation and how her or his cognitive problems have
manifested at work can be elucidating for the clinician in arriving at diagnostic
hypotheses.

Legal history should be assessed, especially for clients currently involved in the
legal system, to determine if there is any secondary gain to be had if the client is
found to have cognitive impairment. The clinician should keep in mind that the base
rate of malingering in forensic settings is estimated to range from 20 to 47%
(Larrabee, 2000). Also, the clinician should know if there is a strong probability
that her or his assessment findings will be presented in court, and if there is a
chance that he or she will have to testify. Of course, every report should be written
with the assumption that it could be presented in court.

Lastly, if clients are reporting cognitive problems the clinician should assess the
effect of the disorder on daily life. This will help in two ways: (1) it often helps in
arriving at a diagnosis. For example, if the client reports that she often forgets con-
versations with co-workers and it is interfering with her job, this may be a classic
symptom of Alzheimer’s disease. (2) It is always helpful to see how the disorder
interferes with each client’s particular needs. For example, the effects of a TBI on
a client’s social behavior may be very important for a client whose job has high
social demands, whereas a nighttime security guard may be less affected by social
behavior changes than by decreased attention skills.

6.2.3 The Interview Process

It cannot be overstated that one important purpose of the interview is to develop
rapport with the client. Rapport serves as the foundation upon which all clinical
work is completed. If the clinician does not have rapport with the client, then the
interview may be unsuccessful in obtaining necessary information. Without rap-
port, the client also may not feel motivated to expend sufficient effort during the
testing phase. If the client does not give sufficient effort, then the test data may
be invalid and thus may be a useless venture. If rapport is not established and the
interview and testing do not yield useful data, then the client has not been served.
Fortunately, most psychologists are well-trained in establishing rapport with clients.
Some things should be done at the start with a client to establish rapport, and the
first meeting with the client is critical in this regard. Clients should be greeted with
a smile and welcomed to the clinic. They should know that their comfort is a prior-
ity; thus, they should be informed where the restroom is, and offered a drink of
water. Clinicians may wish to keep snacks on hand so clients do not feel hungry.
Some clinics offer coffee and tea to clients, but other clinics avoid this to set firmer
boundaries with clients. Efforts should be made to have frequent eye contact with
the client, and to share a laugh at least once. I recommend to students that they find
something they have in common with a client and to point that out to the client. This
can be a place in common where they have both lived (without discussing where
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the clinician currently lives), a favorite pastime, favorite restaurant, favorite sports
team or TV show, or other commonality that can be discussed without crossing
professional boundaries. Whereas beginning clinicians may feel that the time spent
discussing a TV show is not beneficial to clinical needs, this can be strongly justi-
fied by the development of rapport with the client that serves as the foundation
upon which all clinical work is completed.

It is recommended that neuropsychologists utilize a hypothesis-testing approach
when conducting an interview, and during the entire evaluation and report write-up.
That is, as the client begins to report information, the clinician should generate
hypotheses to explain the client’s difficulties. These hypotheses should be tested
and refuted or confirmed. For example, a standard hypothesis to test in the evalua-
tion of cognitive dysfunction in older adults is that the client is experiencing
delirium (a medically caused temporary impairment in cognition). This can be eas-
ily refuted if the clinician finds that cognitive problems have been present for
months, or that there is no acute medical condition (e.g., an infection) that can be
causing the dysfunction. The reason all the background information, discussed
above, is collected is that this information is used to test hypotheses. For example,
the hypothesis of alcohol-induced persisting dementia can be ruled out if the client
does not seem to have a history of substance abuse. It is also important that the
clinician does not simply seek information that confirms her or his hypotheses.
Clinicians should also seek information that would refute their hypotheses. For
example, if the clinician thinks Alzheimer’s disease is the cause of the client’s
problems, the clinician should also seek evidence for other causes of cognitive
dysfunction. Vanderploeg (2000) discusses the importance of being aware of “con-
firmatory bias”; this is the tendency to seek and prioritize findings that supports
one’s hypothesis, while ignoring or minimizing evidence that contradicts one’s
hypothesis (Greenwald, Pratkanis, Leippe, & Baumgardner, 1986). The clinician is
operating as a scientist in this regard. Vanderploeg explains that

If the neuropsychologist focuses on evidence consistent with working hypotheses and
minimizes contradictory data, then hypotheses will always be confirmed, whether correct
or not. The corrective measure to confirmatory bias is to systematically list both confirma-
tory and disconfirmatory information and to consider alternative explanations for observed
behaviors. (p. 8)

Vanderploeg (2000) and Donders (2005) discuss the method of starting the
interview with general, open-ended questions (e.g., “so what brings you here
today?”) and gradually moving toward specific questions. This method allows the
examiner to observe how the client reacts to ambiguous stimuli and how the client
structures an unclear situation. Valuable behavioral observations can be made, such
as the client’s ability to find words when communicating freely, her or his ability to
stay on topic, ability to respond to your needs, etc. This also gives the client the
opportunity to express certain needs, problems, or concerns that are most important
to her or him (e.g., an older adult saying “My daughter is trying to put me in a
home” or “My memory is shot and I just know I’ve got Alzheimer’s disease,” or a
younger adult saying “I really want to be able to go back to work™ vs. “I am unable
to work and I’m trying to get disability compensation”). This gives the examiner
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valuable insight into the client’s thought processes. As the interview proceeds, the
clinician can probe for details into relevant areas and ask about areas that have not
been covered.

It is important to be flexible and responsive to the client’s wishes for the order
in which information is covered. If the client brings up a topic that the clinician
planned to address later, the clinician may wish to let the client discuss the topic
right then, instead of asking the client to wait until later to discuss it. For example,
substance use may be typically covered in the middle of an interview, but if the
client says something like “my wife thinks my memory problems are worse when
I’'m drinking a lot,” then the clinician may wish to take advantage of that open door
and discuss substance use at that time rather than waiting until later. Similarly, if
the client says “I have a family history of Alzheimer’s disease,” then the clinician
may wish to discuss family history of neurological problems at that time rather than
revisiting the topic later. Along the same lines, the client may move into a different
topic area before the clinician feels finished with the first topic. Here the clinician
must decide if it will harm rapport if the clinician asks the client to come back to
the first topic. For example, the client may say something like “it could be that these
problems are related to the time I was knocked out in a fight, but I think that the
stale air in my building is interfering with my work. Let me tell you about the build-
ing where I work...” At some level, the clinician may wish to have the client to
direct the interview, especially for the goal of establishing rapport, but this need
must be balanced with the need for the clinician to maintain control and obtain
information needed to help the client.

Some clinicians prefer to interview the client without having any caregivers in the
room, whereas others interview the client and caregiver simultaneously. It is certainly
important to get information from both parties, but each method has its strengths and
weaknesses. If the client is interviewed alone, it is possible that their cognitive
impairments or motivations will lead them to report information that is inaccurate,
and the clinician may not realize this. This can be ameliorated by interviewing a
caregiver at a different time and checking for accuracy. Sometimes, for reasons of
practicality, the client and caregiver are interviewed together. Donders (2005) points
out that in this case, care must be taken to allow the client to answer questions inde-
pendently without being interrupted by the caregiver. The clinician must also show
that the client’s opinions are valued as much as, if not more than, those of the care-
giver. Many clinicians make the mistake of speaking primarily to the caregiver, seem-
ing to ignore the client in the room. This practice, which can be disrespectful to the
client, can lead the client to feel unimportant or untrustworthy and thus interfere with
rapport. On the other hand, the client may defer to his or her caregiver and make little
effort to provide his or her own answer. Here the clinician should also make efforts
to encourage the client to provide her or his own opinion on things.

The clinician must strike a balance between guiding the interview so as to include
only relevant details and to gain enough of these details, and maintaining rapport
with the client. This can be challenging when clients’ answers to questions go on
tangents about information that is not relevant to the evaluation. For example, a client
may give extreme detail about the job he or she held 20 years ago, or a client may
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complain excessively about the health care system. The clinician must be able to
interrupt in a polite fashion to move the client toward providing information that will
be more helpful for the evaluation (and thus, the client’s needs). This can be done by
interrupting and saying something like “I’d like to hear more about that if we have
time later, but right now I wanted to ask you about something else. [and then, before
allowing the client to comment,] How has your mood been lately?” Interrupting
the client can seem intimidating to less-experienced clinicians, but they must remember
that the interruption is being done for the client’s best interests. If a loquacious client
were permitted to talk freely about everything they desired, the evaluation may never
be completed and the client will not be served. Sometimes the very nature of the
disorder the client has (e.g., dementia) makes the client more prone to such tangential
conversation, and more prone to anger if interrupted by the examiner. The examiner
must establish adequate rapport to guide the interview in this way. Sometimes it may
help to warn the client at the outset that “we have a lot to cover in a small amount
of time, so I may have to interrupt you to make sure you’re able to leave on time.
I apologize ahead of time if I have to do this.”

On the other hand, rather than rambling, some clients may not provide sufficient
information to answer the clinician’s questions and may be resistant to providing
more detail. For example, a victim of an assault or other traumatic event may prefer
to avoid discussing the nature of the event that caused a head injury, and the clini-
cian must decide whether it is worth pressing for more information at the expense
of possibly sacrificing rapport. Most of the time in neuropsychological assessment,
rapport with the client is a higher priority than obtaining all the information desired
in an interview. Rapport is necessary to obtain accurate test data. Background infor-
mation can always be obtained from another source or at a later time.

6.2.4 Reason for Referral

One of the key components, and overall goals, of all neuropsychological interviews
is clarifying the reason for referral. The reason for referral can generally fall into
one of two categories: (1) evaluate the extent, if at all, of cognitive change after a
known neurological event such as a stroke, head injury, brain tumor, epilepsy, or a
multitude of other conditions that affect cognitive functioning, or (2) evaluate
whether a cognitive disorder is present and, if so, what condition is causing it. This
differs from the first category in that the client or referring professional does not
know if a medical problem is present or not.

The reason for referral is usually the first area of discussion for an interview.
Starting with the question “So what brings you here today?” or something similar
can provide a great deal of information to the clinician. The client may be an astute,
well-informed person who tells you “I’ve had some memory problems developing
over the last two years and I'm wondering if it’s Alzheimer’s disease,” or something
similarly detailed, in which case the clinician may find that their client is a coopera-
tive, somewhat accurate historian who is interested in the outcome of the evaluation.
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This would bode well for developing rapport. On the other hand, the client may
answer that “My doctor said I needed to come here to get my brain checked but I
think it’s just a silly waste of time.” In this situation, the clinician may become
concerned about the lack of clarity in the reason for referral and, perhaps more
importantly, the lack of interest and rapport in the evaluation.

It can be surprisingly difficult to establish the reason for referral. Referring pro-
fessionals may not express exactly what information they wish to obtain. They may
not point out important information, such as the client appearing in court in several
weeks to have a guardian put in place. They often do not supply information that
they already know which would be useful to the neuropsychologist. For example, a
case manager may refer a 48-year-old woman for evaluation of possible cognitive
decline, without mentioning a history of mental retardation or brain tumor. Clients
may have no knowledge of the purpose of the evaluation, other than “My doctor/
lawyer sent me here.” If the client is impaired, and without a caregiver present at
the evaluation, they may not be able to surmise why they were sent to the “shrink.”
In cases such as this, the clinician must make her or his best attempt to infer what
the referral question may be.

It is best to clarify the reason for referral before the client even comes to the
appointment. This can be completed in a 5- or 10-min conversation with the refer-
ring professional ahead of time and can prevent a great deal of confusion the day
of the evaluation. Preparatory work like this ahead of time should be done to
decrease the amount of time the client needs to spend in the evaluation.

In a neuropsychological interview, the clinician should arrive at the stated reason
for referral while also having the goal of evaluating what we know needs to be
evaluated. That is, if we know certain factors should be evaluated in the context of
a given reason for referral, we should evaluate those factors even if not specifically
requested. For example, clients referred for dementia evaluations should also be
screened for depressive symptoms, even though clients or referring providers may
not request this. If a client is reporting difficulties at work since a TBI, we should
evaluate his or her work history before the TBI to assess if there truly has been a
change. In other words, we should not just evaluate what the client or referring
provider wants to have evaluated. When we go to see a physician, we hope and
assume that the physician evaluates things we have not thought of, with the goal of
best practice for us. Vanderploeg (2000) discusses this below:

By imagining what it is you would want and need to know if you were responsible for
the client’s care (or if you were the client), it is possible to develop meaningful evalua-
tion questions and begin to structure a useful evaluation. The neuropsychologist should
answer not only the referral questions that were asked, but also those that should have
been asked. (p. 7)

The clinician will be able to deduce the client’s understanding of what occurs in
a neuropsychological evaluation after asking about the reason for referral. Clients
typically have incomplete knowledge of what occurs in a neuropsychological evalu-
ation, and often have no knowledge at all. They may think they are going to have
blood drawn, or they may think they are about to have an MRI scan. This should be
clarified at the start of the evaluation. Much education can be provided in a one-page
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form letter sent to clients ahead of time. An example of a letter that is used in my
clinic is presented in Fig. 6.2. Anyone can appreciate the value of knowing what a
medical procedure will involve ahead of time. Before testing, they also need to be
informed that they will be asked to perform activities that they will be unable to do
completely successfully. For example, they may feel very frustrated at their inability
to learn all 16 words on a list-learning task, unless they know ahead of time that
hardly anyone is able to do that. Neuropsychological evaluations can be likened to a
vision exam, in which almost no one can read the smallest letters on an eye chart,
and it is completely normal if one cannot read the smallest letters. The goal of the
vision exam is not to make one feel incompetent, but to arrive at proper accommoda-
tions for the client. Clinical neuropsychology is very similar in this regard.

Once the reason for referral is established, the clinician can move into asking
questions most pertinent to the referral question. A useful exercise for clinicians to
undergo can be to ask oneself “If I only had five minutes to do the interview, what
information would I want to get?” This can force oneself to prioritize the most
important areas to cover. This often comes down to obtaining a history of the cur-
rent problem at the expense of more distal information.

The presenting problem should guide what historical information should be
obtained by the clinician. Two example presenting problems will be presented:
TBIs and dementia. To the extent possible, all information should be obtained from
both the client and her or his caregiver.

Dear NAME,

You have been scheduled for a neuropsychological evaluation on Wednesday, DATE at 8:30
A.M. The evaluation should last about 3 !> hours.

A neuropsychological evaluation is a way of checking for symptoms such as memory loss, or
difficulties with speaking, reasoning, or paying attention. You may not have any of these
problems; sometimes they are only suspected. The examination consists primarily of answering
questions, completing paper-and-pencil tasks, and solving various kinds of problems. This
evaluation is structured to help us determine if you are having difficulties that may be important
for your caregivers and health care providers to consider in your diagnosis and treatment.

The interview and evaluation will take approximately 3 Y2 hours, with ample rest periods and/or
rescheduling if you feel fatigued prior to completion. You may be asked to return on another day
for further evaluation if we feel it is warranted. Please be well-rested and eat breakfast before
coming in. Please take any medications as you normally would that morning.

If you wear glasses, dentures, or a hearing aid, please bring themwith you to your
appointnent.

Enclosed is a questionnaire with instructions. Please complete this and bring it with you on
the day of your evaluation. This information can help us finish the evaluation sooner.

[Include summary of policy on cancellation fees.]
If you have any questions, feel free to call me at [name of clinic] at [phone number].

Sincerely,

NAME
Title
Name of clinic

Fig. 6.2 Sample letter to send to clients ahead of evaluation date
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6.2.5 Traumatic Brain Injuries

The evaluation of TBIs has at least two goals: (1) to reconstruct a history of the
event, and (2) to evaluate the effects of the injury on cognition and behavior.
Reconstructing a history of the event must also involve gauging the severity of the
event, because the severity of the event plays a large role in the outcome for the cli-
ent’s life. The severity of the event can be established in several ways. The Glasgow
Coma Scale (Teasdale & Jennett, 1974) can be obtained from medical records, and
it provides a very commonly used way to gauge the severity of the head injury. A
GCS score in the 3—8 range is considered severe, 9—12 is moderate, and 1315 cor-
responds to a mild head injury (Rimel, Giordani, Barth, & Jane, 1982).

During the clinical interview, the neuropsychologist should assess the client’s
memory of the event. The client’s actual memory of the event must be distinguished
from what the client has been told about the event. By the time the client sees the
neuropsychologist (possibly months or years after the event), the client may have
learned a great deal about what happened in the injury. They may confuse this
knowledge of the event with actual memory of the event, and the clinician must
take great care to differentiate between the two. The extent to which the client has
posttraumatic amnesia (lack of memory for events after the injury) serves as one
way to rate the severity of the event. Lastly, the duration of time that the client was
unconscious can serve as another gauge of the injury severity. This is always hard
for the client to estimate, but gross estimates are often enough for this purpose.
A loss of consciousness of 30 min or less is considered a mild head injury, whereas
loss of consciousness of more than 30 min is considered a moderate or severe brain
injury, according to the Mild Traumatic Brain Injury Committee of the Head Injury
Interdisciplinary Special Interest Group of the American Congress of Rehabilitation
Medicine (1993).

Along with establishing the severity of the brain injury, another priority of the
clinical interview for a client with TBI is to reconstruct the history of the event. The
astute neuropsychologist performs this through a combination of reviewing medical
records of the event, interviewing the client, and interviewing his or her caregivers.
The neuropsychologist must know the nature of the injury and the location of dam-
age to assess what cognitive abilities may be affected by the injury. Head injuries
can be divided into two types: penetrating head injuries, in which a foreign object
(termed a missile) enters the brain, and closed head injuries, in which the skull
remains largely intact and no foreign object enters the brain. These two types of
head injuries are associated with certain neuropathological processes that must be
understood when evaluating a client with TBI. The neuropsychologist must also
know if certain parts of the brain were affected more than other parts, to assess what
cognitive abilities may have been affected. For example, if the left hemisphere was
damaged in an injury, the neuropsychologist would know that a detailed assessment
of language is in order. If the left hemisphere was largely unscathed in the injury,
the neuropsychologist would need to spend less of the client’s time evaluating language
abilities. Different locations in the brain correspond to different cognitive abilities,
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and the neuropsychologist’s knowledge of the client’s specific injury should be
combined with knowledge of general neuroanatomy to surmise what cognitive
abilities may have been affected and thus which should be evaluated.

Another large area to consider in the interview with a person with TBI is the
changes that have occurred in their functioning since the accident. It is important to
compare their functioning after the accident to their functioning before the accident.
Oftentimes the clinician will find that problems that have been present since the
injury were actually present before the injury, and thus are likely not to be an effect
of the injury. For example, a client may have difficulty maintaining employment
since an injury, but this may represent baseline functioning for her or him. Some of
the standard components of any diagnostic interview should be assessed in clients
with TBI: medical history, occupational or academic functioning, substance use,
psychiatric functioning, social functioning, etc. The clinician should assess for
changes in these domains. Hence, clinicians should inquire how these areas were
before the accident in addition to how they have been since the accident.

This was an introduction to conducting an interview with clients with a history
of TBI. TBIs are similar to other clinical situations in which the client has a known
history of something that can cause brain damage. Other situations like this are a
history of stroke, Parkinson’s disease, AIDS, brain tumors (adult and pediatric), and
pediatric problems such as cerebral palsy or fetal alcohol syndrome. With these
conditions, the clinician is charged with evaluating the effects of this known condi-
tion on cognitive and behavioral functioning. Common elements to the interview
for these conditions are that the clinician must assess functioning both before and
after the neurological event (with the exception, of course, of problems present
since birth), and that the clinician should seek information both from the client and
his or her caregivers.

6.2.6 Dementia

The discussion will now turn to evaluation of problems in which a neurological
condition is only suspected, rather than known. In these situations, a neurological
condition may or may not be present. The neuropsychologist first must determine
whether cognitive dysfunction is present. If it is present, only then does the neurop-
sychologist need to link the current problems to underlying brain dysfunction. The
most common example of this situation is the evaluation of suspected dementia.
Another example is the evaluation of suspected mental retardation or learning dis-
abilities in children. For mental retardation or learning disabilities, it may be impos-
sible to arrive at an etiology of deficits, but the client can still be helped by the
evaluation. Our understanding of dementia, however, is advanced enough that clini-
cians can usually establish with reasonable certainty the underlying cause of the
cognitive deficits.

Before proceeding, a student of neuropsychology should understand the differ-
ences between what are considered “cortical” dementias and “subcortical” dementias.
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A helpful review of this terminology is provided by Kaufer and Cummings (2003)
and Lezak et al. (2004). This nomenclature provides more of a conceptual guideline
and does not always reflect clinical reality, but is nonetheless useful for students to
understand for the purposes of diagnosing causes of dementia accurately. Cortical
dementia involves cerebral cortical regions (i.e., more of the outer surface of the
brain), whereas subcortical dementias are related to areas below the cortex, such as
the basal ganglia, thalamus, and the brainstem. The main type of cortical dementia
is Alzheimer’s disease. Subcortical dementias, on the other hand, include
Parkinson’s disease, Huntington’s disease, progressive supranuclear palsy, and sub-
cortical vascular disease. Mixed cortical/subcortical dementias include frontotem-
poral dementia and dementia with Lewy bodies. Cortical, subcortical, and mixed
dementias present with different symptoms that can be assessed in part during the
interview. It is important to be able to distinguish between these two classes of
dementias, because information obtained in the interview can be used to generate
hypotheses to evaluate with test data. A summary of differences between the two
categories of dementia is presented in Table 6.2.

Interviews should be conducted with both the client and a collateral source of
information. However, when the client is clearly cognitively impaired, or uncoop-
erative, the neuropsychologist must obtain this information solely from the care-
giver. Either way, the areas of information discussed below should be obtained
from both sources to the extent possible.

Interviews with clients suspected of having dementia should start with assessing
the client’s knowledge of the reason for referral, as outlined above. The interview
should also include discussion of specific cognitive difficulties the client or their
caregiver has noticed. This should start by asking the client what sort of problems
they have been experiencing. Clinicians should probe for examples of cognitive
difficulties, which can be elucidating. The caregiver may provide a response such
as “well, for example, yesterday he asked me five times if I’ve paid the electric bill.”
If the caregiver is unable to explain what difficulties the client is having, or to gen-
erate examples, one helpful way to elucidate this information is to ask “Let’s say
you had to leave town for a few days. Would you feel safe leaving your loved one
at home alone?” This often can lead the caregiver to give specific examples of the
client’s difficulties. For example, this may lead the caregiver to say “No, there’s no
way I could leave him home alone. He would forget to turn the stove off and to take
his medications!” If the client or caregiver cannot independently generate examples
of everyday problems, then the neuropsychologist can offer examples to see if the
client shows these problems. Examples of everyday manifestations of cognitive
problems can be gleaned from the Everyday Cognition Scale, mentioned previ-
ously, by Farias et al. (2008).

The main cognitive area to inquire into during the evaluation of dementia is
memory functioning. The hallmark of Alzheimer’s disease is impaired ability to
remember information after a delay. This can manifest in everyday life as forgetting
conversations, repeating statements, misplacing items, or forgetting one’s inten-
tions while driving or entering a room. The clinician should inquire with the client
and his or her caregiver whether the client has displayed symptoms such as these.
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If the client seems to have difficulty learning new information (e.g., what the plans
are for the upcoming weekend), but seems to retain the little that is learned, this
could suggest another process such as a subcortical dementia.

Another cognitive area to explore is language functioning; for example, how well
does the client understand what is spoken to her or him? Does the client have trouble
thinking of the right word to say in conversations, or have difficulty speaking in gen-
eral? If difficulty is reported in these areas, it could be due to a process involving the
left frontotemporal area, such as primary progressive aphasia or vascular damage to
this area, and may be independent of Alzheimer’s disease. Another area to cover is
executive functioning, which is defined in many different ways. Some everyday skills
that can be categorized as executive functioning include appropriate social behavior
(e.g., inhibiting oneself from offensive behaviors), initiating appropriate activity dur-
ing one’s day (e.g., preparing healthy meals, keeping up with bills), and planning
ability (e.g., structuring a day’s errands in an efficient manner). Impairments in these
abilities may reflect damage to the frontal lobes, caused by frontotemporal dementia,
vascular damage to this area, or advanced stages of Alzheimer’s disease. For exam-
ple, one frontotemporal dementia client began a new behavior of shoplifting small
items like cookies and candy bars, and became hostile to a security guard when
caught. Sometimes clients can report that their skills in general are fine but that every-
thing they do takes longer than it used to. This slowness of processing can be
extremely disabling, and can be frustrating and embarrassing when trying to engage
in conversation with others. Slowed processing speed can be due to disorders of the
basal ganglia such as Parkinson’s disease or progressive supranuclear palsy, strokes
in specific locations (i.e., “strategic” infarcts), or other subcortical processes.

There are several elements of the history of the presenting problem that should be
assessed in clients suspected of having dementia. The history of onset of symptoms

Table 6.2 Clinical characteristics of cortical and subcortical dementias that can be assessed in a
neuropsychological interview

Cortical dementias Subcortical dementias

Location of neuropathology Outer cortex Basal ganglia, thalamus, brain
stem
Alzheimer’s disease Parkinson’s disease, Huntington’s
disease, progressive
supranuclear palsy, subcortical

vascular disease

Disease types

History of onset

Course

Memory
Processing speed
Naming

Awareness
Motor features

Insidious

Progressive
Storage deficit
Preserved
Impaired

Can be impaired
None

Insidious, or possibly sudden with
vascular disease

Progressive or constant

Retrieval deficit

Impaired

Preserved, except for certain
locations of vascular damage

Preserved

Tremor, choreiform movements,
rigidity
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is essential information. How long have the problems been present? If they have
developed gradually over a year or more, the symptoms may be due to Alzheimer’s
disease (AD). Sometimes symptoms of AD are present for months or years but not
prominent until some crisis occurs. The “crisis” could be a family vacation, death
in the family, medical situation, or other situation outside of normal functioning in
which the client was pushed beyond her or his capabilities. Often, the client or family
cannot pin down a specific time that symptoms began. Vascular dementia, on the other
hand, tends to begin with a specific event such as a stroke or myocardial infarction.
Clients with vascular dementia tend to have vascular diseases in their medical
history, such as hypertension, diabetes, or atrial fibrillation, but these diseases can
be present in clients with other types of dementia.

The course of symptoms should also be assessed. Clients with vascular dementia
theoretically have a stepwise course of decline, in which they are stable for some
time, then decline, then are stable, then decline again. AD, on the other hand, is
characterized by a gradual decline. In reality, clients with vascular dementia often
do not fit into this category, and clients with AD often show a steep decline after an
abnormal event (e.g., a hospitalization), but the clinician should nonetheless be aware
of these probable differences in course. Clients who show variability in symptoms
throughout the course of the day may be suffering from Lewy Body dementia
although our understanding of this disease is quite limited.

Neuropsychologists are often requested to evaluate whether an older adult is
experiencing symptoms of depression or dementia, or both. During the interview,
several factors can help to answer this question. Older adults with depressive symp-
toms are often aware of memory problems, or even exaggerate problems that may
not even be present. Clients with dementia, on the other hand, are often unaware of
their cognitive difficulties. Another obvious but important thing to assess is current
and past history of depressive symptoms. This can help elucidate whether current
depressive symptoms are contributing to cognitive impairment.

The clinician should ensure that the interview is ended appropriately. Donders
(2005) points out that it is often useful to summarize the main concerns noted in the
interview, assess for correctness with the client, and then ask the client if there are any
other concerns the client would like to add or questions he or she would like to ask
before proceeding with the evaluation. One benefit to this is that the client may men-
tion something that the clinician may have neglected to inquire into. The clinician
should also expect that there will be questions she or he forgot to ask, and that these
questions can be asked later in the evaluation, or even over the phone on a later date.

6.3 Conclusion

It should be clear after reading this chapter that the clinical interview is an essential
part of the neuropsychological assessment process. It is also a complex set of skills
that takes years of experience to master. Students should seek out opportunities to
observe multiple experienced clinicians conducting interviews to develop this skill,



124 B. Yochim

and to glean aspects of multiple clinicians’ styles of interviewing. This, combined
with experience conducting multiple interviews, will enable the clinician to learn
this valuable skill.
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Chapter 7
Anxiety Disorders

Rose C. Smith, Lisa S. Elwood, Matthew T. Feldner, and Bunmi O. Olatunji

7.1 Description of the Disorders

Anxiety disorders are among the most common psychological disorders, with a
lifetime prevalence of 31.2% and a 12-month prevalence of 19.1% in the United
States (Kessler et al., 2005; Kessler, Chiu, Demler, Merikangas, & Walters, 2005).
Individuals with an anxiety disorder present with a variety of physical and psycho-
logical symptoms. Particularly unique to anxiety are the symptoms of physical
tension and apprehension about the future (Barlow, 2002). Anxiety disorders typi-
cally begin in childhood or early adolescence (Inderbitzen & Hope, 1995;
Liebowitz, Gorman, Fyer, & Klein, 1985; Macaulay & Kleinknecht, 1989;
Rasmussen & Eisen, 1990; Warren & Zgourides, 1988) and may follow a chronic
course into adulthood (Albano, Chorpita, & Barlow, 1998).

Anxiety disorders are highly comorbid with other psychological disorders, par-
ticularly mood disorders (Brown & Barlow, 2002; Brown, Campbell, Lehman,
Grisham, & Mancill, 2001; Kessler, 1997). In a large scale study of 1,127 patients,
Brown and colleagues (2001) found that 55% of the patients given a primary diag-
nosis of an anxiety or depressive disorder currently had at least one or the other
anxiety or depressive disorder. Anxiety disorders also commonly co-occur with
substance use disorders (Kessler et al., 1996). The breath of comorbidity surrounding
anxiety disorders complicates the diagnostic process, such that a detailed knowl-
edge of both anxiety disorders and their commonly co-occurring conditions is
essential to arriving at an accurate diagnosis. Specifically, anxiety disorders and
mood disorders have a notable amount of symptom overlap (e.g., anticipating the
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worst, worry, guilt, fatigue, crying, hopelessness, etc.). These symptoms, more
broadly termed negative affect, are common to both anxiety and depression (Brown
et al., 1998; Tellegen, 1985).

Shared symptoms of negative affectivity may complicate the differential diagno-
sis between depression and anxiety. To facilitate this differential diagnosis, research
has identified symptoms specific to fear and anxiety that appear to be distinct from
general negative affectivity (Zinbarg et al., 1994). As such, assessment of anxiety
disorders should incorporate understanding that negative affectivity is shared
between anxiety and depression, and that anxiety is typically characterized by rela-
tively elevated autonomic arousal (e.g., tachycardia, palpitations, chest pressure,
choking; Zinbarg et al.), whereas depression is typically characterized by anhedonic
symptoms (e.g., helplessness, depressed mood, anhedonia, suicidal ideation; Zinbarg
et al.). In unclear cases, identifying signs of “pure” anhedonic symptoms or “pure”
physiologic arousal (i.e., symptoms of autonomic arousal) may aid in an accurate
diagnosis. Table 7.1 lists symptoms of anxiety, physiologic arousal, depression, and
the shared symptoms of depression and anxiety (negative affect).

Anxiety disorders are comprised of both motoric and psychological symptom
clusters according to the Diagnostic and Statistical Manual of Mental Disorders

Table 7.1 Anxiety symptoms, depression symptoms signs of physiologic arousal, and the shared
depressive and anxious symptoms (negative affect)

Anxiety Negative affect
Apprehension Worry
Tension Poor concentration
Feeling “on edge” Irritability
Trembling Hypervigilance
Excessive worry Unsatisfying sleep
Nightmares Crying
Guilt
Fatigue
Poor memory
Middle or late insomnia
Feelings of worthlessness
Hopelessness
Early insomnia
Depression Physiological arousal
Helplessness Rapid heart beat
Depressed mood Palpitations
Loss of interest Chest pressure
Lack of pleasure Choking
Suicidal ideation Dizziness

Diminished libido

Feeling faint
Pricking sensations
Chest pain

Difficulty swallowing

Adapted from Zinbarg et al., 1994
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[DSM-IV-TR; American Psychiatric Association (APA), 2000]. These basic
physiologic and psychological processes may be characterized as either fearful or
anxious in nature (Barlow, Brown, & Craske, 1994). What may aid in the differen-
tial diagnosis between anxiety disorders is the particular configuration of anxious
versus fearful symptom presentations. For example, generalized anxiety disorder
(GAD) is characterized by the absence of a fear response, whereas the diagnosis
of panic disorder requires that the patient experience an uncued, fearful response
(Barlow et al., 1994). While the specific diagnostic criteria for anxiety disorders
will be discussed in the next section, the distinction between fear and anxiety will
be discussed here, given its overarching centrality to accurate differential diagnosis
within the anxiety disorders.

Anxiety has been defined as a future-oriented, negative mood state that involves
symptoms of physical tension and apprehensive expectation (Barlow, 2002). As
such, anxiety is a motoric and physiologic response to a perceived lack of control
over upcoming negative events. Fear, on the other hand, is defined as an immediate
emotional response to the perception of present danger (Barlow). This emotional
response, characterized by activation of the autonomic nervous system, is marked
by strong arousal and action tendencies (Barlow et al., 1994). The two most criti-
cal differences between anxiety and fear for the current discussion pertain to: (1)
time course and (2) the presence or absence of autonomic arousal. Anxiety is
future oriented and can occur in the absence of psychophysiologic arousal.
Conversely, fear is a response to a current threat characterized by the activation of
the autonomic nervous system [i.e., fight or flight response (Barlow &
Mavissakalian, 1981)]. With these relatively general characteristics that inform
differential diagnosis between anxiety disorders in mind, specific anxiety disor-
ders and related factors will now be considered in greater detail. We have divided
the anxiety disorders into those primarily characterized by a fear-based response
(i.e., autonomic arousal), and those primarily characterized by an anxious
response. This distinction is also reflected in the organization of the decision mak-
ing tree (see Fig. 7.1). It should be noted that posttraumatic stress disorder (PTSD)
and acute stress disorder (also categorized as anxiety disorders) will be covered in
another chapter.

A panic attack is a “discrete period of intense fear or discomfort in the absence
of real danger which is accompanied by at least 4 of 13 somatic or cognitive symp-
toms” (APA, 2000, p. 430). These symptoms develop abruptly and reach a peak
within 10 min. Panic attacks are either unexpected (uncued), situationally bound
(cued), or situationally predisposed (APA); thus, panic attacks are a type of fear
response (i.e., characterized by elevated autonomic arousal). While a “panic attack”
is not recognized as a disorder, it is important diagnostically in many of the anxiety
disorders. Many patients presenting with fear or anxiety will use the term “panic
attack” in lay vernacular. It is important to ascertain if the patient is describing a
discreet fear response or simply describing anxiety in a common way. Moreover, it
is important to determine if the fear response is triggered by a specific situation or
if they are uncued, as the symptom context has important implications for differen-
tial diagnosis. Whereas an uncued (“out of the blue”) panic attack is likely indicative
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of panic disorder, a panic attack cued by a specific situation (e.g., public speaking)
may indicate the presence of another anxiety disorder in which panic attacks often
occur (i.e., social phobia, specific phobia, obsessive compulsive disorder).

7.1.1 Disorders Typically Characterized by a Fear-Based
Response

The key feature of panic disorder is the presence of recurrent, unexpected (uncued)
panic attacks. Panic attacks must be accompanied by one month or more of at least
one of the following (a) persistent concern about having attacks; (b) worry about the
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implications of the attack or its consequences (e.g., losing control, having a heart
attack, or “going crazy”); or (c) a significant change in behavior related to the attacks
(APA, 2000). While panic disorder may be characterized by anxiety (e.g., worry
about having another panic attack), the central component of panic disorder (i.e.,
recurrent panic attacks) is a fearful psycho physiologic response. Thus, panic disor-
der may be categorized as a disorder primarily characterized by fear. Panic disorder
may occur with or without the presence of agoraphobia. Agoraphobia is defined as
“anxiety about being in places or situations from which escape might be difficult (or
embarrassing) or in which help may not be available in the event of having an unex-
pected or situationally predisposed panic attack or panic-like symptoms” (APA,
p. 433). Agoraphobia may be characterized by avoidance of activities such as driving,
traveling over bridges, traveling on airplanes, being home alone, or being in an ele-
vator (APA). Agoraphobia rarely occurs in the absence of previous panic attacks and
has come to be viewed by many scholars as conditioned avoidance of situations that
are thought to elicit a panic attack (Barlow & Craske, 1988; Klein & Klein, 1989).
As such, agoraphobia is viewed as diagnostically secondary to panic attacks (APA).
However, agoraphobia without history of panic disorder may be diagnosed when
agoraphobia is not accompanied by panic attacks (APA). Individuals with this diag-
nosis fear the occurrence of panic-like symptoms (including any of the symptoms of
a panic attack) or other debilitating physical symptoms (e.g., loss of bladder control,
vomiting), but have never met criteria for panic disorder.

Specific phobias are defined as “marked and persistent fear of clearly discern-
ible, circumscribed objects or situations” (APA, 2000, p. 443). Exposure to this
feared object or situation must provoke an immediate fear response. In addition, the
individual must: (1) recognize that the fear is unreasonable (in children this feature
may be absent), (2) avoid phobic situations or endure the situation with extreme
distress, and (3) experience significant distress or impairment in functioning due to
avoidance of the phobic situation, anxious anticipation, or distress in the feared
situation. In order to receive the diagnosis of a specific phobia, the immediate fear
response, phobic avoidance, or anxious anticipation must not be better accounted
for by another mental disorder (e.g., PTSD, obsessive compulsive disorder, social
phobia, etc.). Individuals with specific phobia may experience some generalized
anxious anticipation under conditions in which exposure to the feared stimulus is
more likely to occur (e.g., when a person who is fearful of rats passes by a dump-
ster). However, these individuals do not typically present with pervasive anxiety, as
the fearful or phobic reactions indicative of specific phobia are circumscribed to
specific objects or situations (APA). Thus, specific phobia may be characterized by
a fear-based (i.e., autonomic arousal) response. Specific phobias are categorized as:
animal type, natural environment type (e.g., heights, storms, water), blood-injection-
injury type, situational type (e.g., elevators, airplanes, enclosed places), or other types
[(e.g., fear of choking or vomiting, contracting an illness, in children fear of loud
sounds or costumed characters) APA].

Social phobia is a “marked and persistent fear of social or performance situations
in which embarrassment may occur” (APA, 2000, p. 450). The individual must (1)
almost invariably experience fear upon exposure to the feared social situation, (2)



130 R.C. Smith et al.

recognize that the fear is excessive or unreasonable (in children this feature may be
absent), (3) the feared social situation is avoided or endured with extreme anxiety or
clinically significant distress, and (4) avoidance and/or anticipation of the feared
social situation causes distress and clinically significant impairment (APA, p. 456).
Exposure to the feared social situation provokes symptoms of fear (e.g., sweating,
racing heart, dizziness,), anxiety (e.g., diarrhea, muscle tension), and/or a situation-
ally bound panic attack. Social phobia may be characterized by a fear-based response
as exposure to the feared stimulus (e.g., eating in front of others) generally provokes
an autonomic response. In some cases, this fearful response may meet criteria for a
panic attack (APA). Individuals with this diagnosis may also fear specific social situ-
ations (e.g., public speaking, urinating, eating, or writing in public) or they may fear
most social situations. In the latter case, the individual is given the diagnostic speci-
fier of generalized (APA). Unlike those with generalized social phobia, individuals
with nongeneralized social phobia are able to function in at least one general social
domain without distress or anxiety (Heimberg, Holt, Schneier, Spitzer, & Liebowitz,
1993). Social phobia is centered around the fear of negative evaluation, as those with
the disorder are generally able to perform tasks (e.g., writing, speaking, urinating)
without anxiety when they are alone. In individuals under the age of 18 years, the
duration of these symptoms must last for at least 6 months (APA).

7.1.2 Disorders Primarily Characterized by an Anxious
Response

The core features of obsessive-compulsive disorder (OCD) are recurrent obsessions
or compulsions. Obsessions are “persistent ideas, thoughts, impulses, or images that
are experienced as intrusive and inappropriate and that cause marked anxiety or dis-
tress” (APA, 2000, p. 457). Obsessive thoughts and impulses are beyond excessive
worry about real-life problems. In addition, the individual attempts to control these
thoughts and impulses with some other thought or action. Obsessions are distin-
guished from thought insertions or delusions, such that individuals are able to recog-
nize the obsessional thoughts are a product of his or her own mind (APA).
Compulsions are “repetitive behaviors (e.g., hand washing, ordering, checking) or
mental acts (e.g., praying, counting, repeating words silently) that function to prevent
or reduce anxiety or distress, not to provide pleasure or gratification” (APA, p. 457).
While a circumscribed panic attack may occur in individuals with OCD when con-
fronted with a feared stimuli (i.e., attempting to resist obsessions and compulsions),
this disorder is typified by excessive anxiety about the content of obsessions. Thus,
OCD may be characterized by an anxious response. Generally, compulsive behaviors
are aimed at reducing distress or anxiety that accompanies an obsession or to prevent
future, negative events. Thus, obsessive behaviors or mental acts are “not connected
in a realistic way with what they are designed to neutralize or prevent or are clearly
excessive” (APA, p. 462). Adult individuals with OCD generally recognize that
obsessions or compulsions are unreasonable (this may not be the case for children).
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Nonetheless, the obsessions and compulsions cause marked distress, take up more
than one hour per day, or significantly interfere with the individual’s psychosocial
functioning (APA). OCD is not diagnosed if another Axis I disorder is present and the
content of the obsessions or compulsions is limited to this other disorder [(e.g., preoc-
cupation with a particular part of the body in the case of body dysmorphic disorder,
preoccupation with food in the presence of an eating disorder) APA].

Generalized anxiety disorder (GAD) is a pattern of pathological worry and anxi-
ety, about a number of events or activities, occurring more days than not for a
period of at least 6 months. Individuals with GAD find it difficult to control or stop
the anxious apprehension (APA, 2000). GAD is the prototypic disorder that is char-
acterized primarily by anxiety, as no fear-based (i.e., autonomic arousal) responses
are considered to be symptoms of GAD. The diagnostic criteria (APA) specify that
anxiety in GAD is associated with three or more of the following symptoms (1)
restlessness; (2) susceptibility to fatigue; (3) difficulty concentrating or mind going
blank; (4) irritability; (5) muscle tension; or (6) sleep disturbance (APA, p. 476).
Broadly, individuals with GAD worry about everyday, minor life events (e.g., fam-
ily, finances, punctuality, household work, etc.) and are more likely than individuals
with other anxiety disorders to answer “yes” to the question “Do you worry exces-
sively about minor things?” (Sanderson & Barlow, 1990). As such, GAD phenom-
enologically differs from panic disorder (i.e., worry is not about having a panic
attack), social phobia (i.e., worry is not about social evaluation), or any other
domain-specific anxiety otherwise covered in the DSM-IV-TR (APA).

7.2 Procedures for Gathering Information

The clinical interview allows for the gathering of information to make an accurate
diagnosis. The interview also facilitates case conceptualization and rapport building
(this is especially important when the interviewer will serve as the primary clini-
cian). The clinician should also not rely solely on the information independently
provided or immediately endorsed by the client during a clinical interview. Many
factors may prevent valuable information from being reported. Clients are often
unaware of the relations between symptoms and may not voluntarily provide infor-
mation if they do not believe it is relevant. For example, clients frequently believe
that physical symptoms are unrelated to psychological difficulties. Similarly, clients
vary in level of insight regarding the functional nature of their actions. If avoidant
behaviors successfully reduce a client’s anxiety, he or she may not consider them to
be problematic and therefore, may not mention them to the clinician. In order to
obtain the most accurate information, clinicians should employ a combination of
open-ended and close-ended questions. If a client appears to have a tendency to either
over or underendorse symptoms, the clinician can compare (and weight if needed)
responses to these two formats.

The clinical interview should also consist of behaviorally specific questions in
understandable language. Many clients may have inaccurate understandings of
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symptoms based on lay interpretations. As mentioned previously, many clients will
report that they have experienced “panic attacks” using a lay definition of panic.
While many of these reports are accurate, others use the term to apply to any situ-
ation of extreme distress without referring to the specific constellation of symptoms
that meets the criteria for a panic attack. Behaviorally specific questions are also
useful when information is needed about symptoms that are viewed negatively by
society or that the client may find embarrassing. While clients are often hesitant to
volunteer sensitive information, many will acknowledge its presence when asked
directly. For example, individuals with social anxiety may experience a lot of anxi-
ety related to the perceived presence of or other focused attention paid to bodily
functions such as sweating or digestion. Finally, it is important that clinicians
obtain information about the context in which symptoms develop. Contextual infor-
mation provides invaluable information regarding differential diagnosis, particu-
larly when symptoms characteristic of one anxiety disorder present exclusively in
the presence of another anxiety disorder (e.g., a person who avoids social situations
because of a fear of judgment, indicative of social anxiety, or harm, potentially
indicative of PTSD, rather than of panic-like symptoms which would be consistent
with agoraphobia). Overall, when conducting a clinical interview to assess anxiety,
the clinician should strategically utilize specific questions to assess for the presence
and absence of anxious symptoms, obtain an understanding of symptom-related
context, and consider the function the symptoms play in the client’s life.

There are several ways in which a diagnostic interview can be supplemented
to improve the overall quality of an assessment. Specifically, assessments that are
multimodal (e.g., assessing both cognitive and behavioral symptoms), multimethod
(i.e., utilizing multiple instruments), and multi-informant, bolster the content valid-
ity of a given assessment, and may enhance the quality of the data gathered. For
example, a multimodal assessment will provide the clinician with data regarding
unique anxiety-related behaviors (e.g., avoiding public places) in addition to anxiety-
related cognitions (e.g., fear of negative social evaluation). A multimethod assessment
will also aid the clinician in capturing unique diagnostic issues across multiple
domains (e.g., using self-report measures and direct observation of behavior), and will
aid in capturing unique diagnostic issues across multiple environments (Eifert &
Wilson, 1991). Finally, the use of multiple-informants (e.g., the patient and his or her
spouse) may reduce levels of error variance caused by a respondent’s individual bias
(Haynes & O’Brien, 2000).

Finally, a thorough diagnostic interview addresses possible comorbid conditions
and the potential functional overlap between these conditions and anxiety disorders.
Other co-occurring conditions may maintain or aggravate symptoms of an anxiety
disorder. For example, a thorough diagnostic interview may reveal that a patient meets
criteria for both panic disorder and alcohol dependence. As more data is gathered by
the clinician, it becomes clear that factors related to alcohol dependence (e.g., with-
drawal symptoms) may function as bodily cues that elicit panic. Therefore, in addition
to providing information about concurrence, a thorough diagnostic interview should
obtain useful information about the functional relations between the co-occurring
diagnoses and their respective symptoms (Hayes, Nelson, & Jarrett, 1987).
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7.3 Case Illustrations

Gina: Worried Sick. Gina was a 44-year-old Caucasian woman with three children
(two boys, aged 11 and a daughter, aged 16). She was married to her husband of
20 years. Gina began experiencing difficulty sleeping, muscle tension, and irritability,
and went to her primary care physician for an evaluation. After finding no evidence
of an organic cause of her symptoms, her physician referred her for psychological
evaluation.

Upon meeting with her clinician, Gina stated that she was exhausted. She stated that
she frequently stayed up late into the night, unable to fall asleep. Gina reported that she
had become increasingly worried about several important areas in her life. She worried
that her daughter was going to go far away to college and would soon “write the family
off,” become injured, or get into trouble. In addition, she worried about the family’s
finances. Though her husband had a well-paying job (a manager for a local grocery
store chain), Gina worried that sending the children to college would prove to be
“financial ruin.” Gina also reported some marital discord. She reported that she and her
husband had been fighting about his unpredictable hours at work. If her husband did
not arrive home on time, Gina became preoccupied with his whereabouts. Though her
husband was never more than 40 min late, Gina regularly worried that he had been in
a car accident or was having an affair. Gina noticed that during these times of preoc-
cupation she was likely to lose track of the task at hand (e.g., burning dinner, leaving
the iron on, or forgetting perishable groceries in the car).

Gina reported that her sleep problems and muscle tension increased during times
of heightened anxiety and worry. In addition to worrying about her family and
finances, Gina was preoccupied with many day-to-day activities. She worried about
getting her boys to school on time, forgetting specific items at the grocery store, and
the health of the family pets. Gina reported that she was worried more than 70% of
her day-to-day life. However, Gina stated that she maintained relatively sound
health habits. She drank one glass of wine once or twice a week. She denied taking
any recreational or prescription drugs. She also stated that she had a robust appetite,
except during the times when she got an “anxious stomach,” with diarrhea and
abdominal pain.

Gina’s clinician asked her to complete the Penn State Worry Questionnaire
(PSWQ; Meyer, Miller, Metzger, & Borkovec, 1990) and the Worry Domains
Questionnaire (WDS; Tallis, Eysenck, & Matthews, 1992), both self-report ques-
tionnaires useful in the assessment of GAD. Gina received a score of 68 on the
PSWQ, a measure designed to assess an individual’s tendency to worry excessively.
Gina’s clinician examined the extant research on the psychometric properties and
clinical norms for the PSWQ (e.g., Fresco, Mennin, Heimburg, & Turk, 2003) and
found that a score of 68 supports a diagnosis of GAD. Gina’s tendency to worry
about finances and relationships was also reflected in her responses to the WDS, a
measure used to assess the specific domains about which an individual worries.

Gina’s symptoms were consistent with a diagnosis of GAD. She experienced
excessive anxiety and worry about a number of events or activities, and found it
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difficult to control the worry. In addition, consistent with the DSM-IV-TR (APA,
2000) definition of GAD, she experienced at least three of the following symptoms:
restlessness, irritability, fatigue, muscle tension, difficulty concentrating, and sleep
disturbances. Her worry was not better accounted for by another Axis I disorder
(e.g., she was not worried about having a panic attack) and her anxiety was not
caused by the direct physiologic effects of a substance or a general medical
condition.

Jeremy: Terribly Timid. Jeremy was a 19 year-old college freshman who lived at
home with his mother, father, and younger sister. He indicated that he sought ser-
vices because he was experiencing intense attacks of fear and anxiety. Jeremy
reported having discreet periods of fear during which he experienced shortness of
breath, dizziness, sweating, and a rapid heart beat. His clinician noted that these
symptoms met full criteria for experiencing panic attacks. Initially, Jeremy reported
that his panic attacks occurred “all of the time.” He reported that he was currently
failing school and in danger of losing his academic scholarship. He stated that his
grades had been excellent in high school, but that he had always been “painfully
shy.” He reported that his social anxiety had increased dramatically with the start
of college. Jeremy told his clinician that he began avoiding going to class because
his attacks of fear and anxiety seem to be worse on campus. He stated that he spent
a good deal of time worrying about attending class and speaking in class.

During the first session, the clinician completed a structured clinical interview
[the Anxiety Disorders Interview Schedule for DSM-IV (Brown, Di Nardo, &
Barlow, 1994)], which revealed that Jeremy worried that he would say something
“stupid” or that people might be “poking fun” at him in social situations. He stated
that he knows that people “probably aren’t paying that much attention to me.”
However, he still felt afraid. The interview revealed that Jeremy was afraid of any
situation in which he might be subject to the focus of other’s attention or poten-
tially subject to other’s negative evaluations. Jeremy stated that his social anxiety
also occurred in other social arenas. He stated that he is very fearful of going shop-
ping or to the library, meeting new people, and eating in the school cafeteria. Even
phone conversations (e.g., making a doctor’s appointment or ordering pizza)
caused him great anxiety and he tried to avoid these situations whenever possible.
At the end of this session, Jeremy was asked to fill out a panic attack record (i.e.,
self-monitoring sheet on which he was supposed to record the times, locations,
duration, triggering situation, and intensity of his panic attacks and anxiety) over
the following week.

Jeremy came to his second session prepared with a completed panic attack
record. Results of this self-monitoring sheet revealed that Jeremy’s panic attacks
were situationally bound. His panic attacks appeared to occur during times of social
interaction (e.g., attending class, checking out at the grocery store). Data from
Jeremy’s panic attack record suggested that he was particularly prone to fear and
anxiety in classes which required verbal participation. Jeremy’s panic attack record
also revealed that he rarely attended classes in which he was expected to speak,
participate in group-work, or give oral presentations.
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Jeremy met criteria for social phobia, generalized. Jeremy presented with both
fearful (e.g., panic attacks) and anxious symptoms (e.g., anxious apprehension
about social interactions). As demonstrated by his panic attack record, Jeremy
experienced an autonomic response to the perception of threat via social situations.
Jeremy feared both public performance situations (e.g., speaking in class) as well
as social interaction situations (e.g., meeting new people or going shopping).
Exposure to social situations frequently provoked a panic attack and he recognized
that this fear was unreasonable, yet he avoided these situations or endured them
with great distress. Unfortunately, his fears and avoidance behavior had begun to
interfere with his life such that he was unable to function in multiple situations
(e.g., attend class, make friends, go grocery shopping).

7.4 Recommendations for Formal Assessment

A well-developed actuarial assessment method has been demonstrated to predict
human behavior as well as or better than clinical judgment. That is to say, more
accurate diagnoses are given if the human judge is eliminated and diagnostic con-
clusions are based upon empirically established relations among assessment data
and the pathology of interest (Dawes, Faust, & Meehl, 1989). As such, effective
procedures for gathering information generally involve finding the appropriate
standardized measurement. Specific recommendations for actuarial assessment will
be given in the section entitled “Standardized Interview Formats.”

There are several methods of assessment that compliment a diagnostic interview
for anxiety disorders. Interview and assessment tools such as functional behavioral
analyses, self-monitoring, self-report measures, behavioral tests, multiple informants,
a medical evaluation, and a thorough consideration of frequently co-occurring diag-
noses may be useful in a comprehensive assessment of anxiety disorders. Many of
these assessment techniques, while insufficient to provide a diagnosis alone, are
extremely useful in the differential diagnosis of anxiety disorders as well as the
development of an idiographic representation of a given patient’s symptoms.

Functional behavioral analyses are useful in determining the relation between
physiologic, cognitive, and behavioral components of fear and anxiety (Chorpita &
Taylor, 2001). Functional analyses gather and synthesize data regarding the situa-
tional, cognitive, and behavioral components of an individual’s pathologic behavior
(Haynes, Leisen, & Blaine, 1997). For example, a patient reports that he gets
sweaty and his heart beats quickly (a fear response) in social situations, because he
worries that he might say the wrong thing. Furthermore, the patient experiences a
reduction in anxiety when social interactions are either avoided or escaped, thereby
maintaining the avoidance behavior. This synthesis of the functional relationship
between different types of information (i.e., the incorporation of the patient’s physi-
ologic fear response, anxious cognitions, and avoidance behavior) may lead to a
diagnosis of social phobia.
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Self-monitoring typically refers to consistent monitoring of a particular
aspect of a case, which aids in accumulating diagnostic information. This assess-
ment technique generally involves the patient maintaining a continuous (e.g.,
daily or throughout the day) record of particular behaviors or symptoms of a
disorder. Self-monitoring techniques have been described for many of the anxiety
disorders and are a vital part of behavioral assessment (Barlow & Craske, 2000).
For example, Craske, Barlow and O’Leary (1992) have described a Worry Record,
and Borkovek, Hazlett-Stevens, and Diaz (1999) have utilized the Worry Outcome
Diary in the assessment and treatment of GAD. In the case of panic disorder,
measures such as the Daily Panic Attack and Anxiety Record measure the onset,
severity, context, and phenomenology of panic attacks (Barlow & Craske). Self-
monitoring forms have also been used in the treatment and assessment of social
phobia and OCD (Feske & Chambless, 2000; Herbert, Rheinbold, & Brandsma,
2001). This assessment method is useful for both diagnostic assessment as well
as continued measurement of natural variability in symptom levels and symptom
change across the course of treatment. As an illustrative example, panic attack
records may be completed on a daily basis to understand panic attack triggers as
well as changes in panic attack severity or frequency across the course of treat-
ment. The former would be very important in differential diagnosis as panic
attack cues (e.g., uncued versus in response to a specific phobic stimulus) are
employed in determining the most appropriate anxiety disorder diagnosis.

Self-report measures may also be useful in assessing an individual’s particular
symptomatic profile. A full review of all relevant self-report measures for anxiety
disorders is beyond the scope of this chapter. Broadly, there are self report-mea-
sures for panic and agoraphobia that measure panic disorder severity, panic-related
cognitions, anxiety focused on emotions or physical sensations, and measures of
avoidance (White & Barlow, 2002; see Baker, Patterson, & Barlow, 2002 for a full
review). Self-report measures have also been designed to assess the diagnostic cri-
teria for GAD as well as the intensity and content of worry (Roemer, Orsillo,
Barlow, 2002). Self-report measures of social anxiety have been employed in the
assessment and research of social phobia (for a review, see Herbert, Rheingold, &
Brandsma, 2001). With regard to the assessment of OCD, multiple questionnaires
and rating scales have been developed to assess phenomenological facets of the
disorder (e.g., checking, urges, worries, overimportance of thoughts, etc.) that can
be helpful for monitoring treatment outcome or progression through treatment (for
a full review, see Feske & Chambless, 2000).

Commonly used self-report measures for anxiety include the Beck Anxiety
Inventory (BAI; Beck, Epstein, Brown, & Steer, 1988) and the State-Trait Anxiety
Inventory (STAI; Spielberger, 1983). The BAI is a 21-item scale on which patients
are asked to rank (from O to 4) how much a particular item (essentially anxiety symp-
toms) has bothered them in the past week (Beck et al., 1988). The STAI is a 22-item
self-report form that measures both a person’s tendency to perceive situations as
threatening as well as an individual’s anxiety in a particular moment in time
(Spielberger). When choosing a self-report measure, the clinician should consider
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the scope of information desired (general or disorder specific), the psychometric
properties of the measure (previously demonstrated reliability and validity), and
available normative data. Clinicians should refer to previously published norms for
interpretation of self-report measures and take into consideration any meaningful dif-
ferences between their client and the normative sample (e.g., Antony, Orsillo, &
Roemer, 2001).

Behavioral tests provide direct observation of the patient’s anxiety response sys-
tem and may be a useful assessment strategy. For example, the Behavioral Avoidance
Test (BAT) is used to test the degree or severity of agoraphobic avoidance (Craske,
Barlow, & Meadows, 2000). A common example of a BAT is one in which a patient
is asked to select some of their most feared agoraphobic situations. The patient is
asked to confront the feared situations. Patients are asked to rate their anticipatory
anxiety (e.g., on a 0-10 scale) and levels of anxiety during the task every 30 s
(Williams, 1985). While these tasks are subject to demand characteristics, they may
be an important supplement to other assessment modalities, as patients tend to
underestimate what they can actually accomplish (Craske, Rapee, & Barlow, 1988).
Standardized BATs have also been developed for social phobia (e.g., Coles &
Heimberg, 2000; McNeil, Reis, & Turk, 1995). Clearly, similar methods could be
applied to the direct observation of the avoidance of any feared stimuli (e.g., specific
phobia). BATs have been used less frequently in OCD (Steketee & Barlow, 2000);
however, direct observation is nonetheless an invaluable assessment tool (Goldfried
& Davison, 1994).

Another helpful assessment strategy is the use of multiple informants in the col-
lection of diagnostic data. The use of multiple informants may reduce error vari-
ance (Haynes & O’Brien, 2000) and increase the amount of diagnostic data
available to the clinician. Specifically, the use of an anxiety self-report scale is
inherently skewed towards the bias of the respondent. Utilizing a second informant,
the clinician is given access to the variability of the behavior across multiple con-
texts. Whereas the use of a multi-informant strategy has been frequently used in the
assessment of children (e.g., Barkely Scales; Barkley, 2006), it is less common in
adult assessment, perhaps due to the increased issues surrounding confidentiality.
However, as long as a patient’s right to confidentiality is respected, the use of mul-
tiple informants may enhance the depth of an assessment. For example, a spouse or
close friend of the patient may speak of ways in which the disorder is interfering
with the patient’s psychosocial functioning (e.g., taking time away from friends and
family, difficulty leaving the home).

Multiple medical conditions may cause anxiety symptoms. It is therefore impor-
tant to gather data regarding the patient’s medical history during the diagnostic
interview. Many medical conditions may cause anxiety symptoms, including endo-
crine, cardiovascular, respiratory, metabolic, and neurological conditions (APA,
2000). For example, endocrine disorders (e.g., hypothyroidism) may be associated
with affective instability and anxiety (Hall, Stickney, & Beresford, 1986). As such,
a medical evaluation is the only certain way to ensure that the anxiety symptoms
are not caused by a general medical condition (GMC).
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7.5 Standardized Interview Formats

Several structured and semistructured interviews are available to assist in actuarial
assessment of anxiety disorders. Examples of these instruments include the Anxiety
Disorders Interview Schedule for DSM-IV (ADIS-1V; Brown, Di Nardo, & Barlow,
1994), the Structured Clinical Interview for DSM-IV Axis I Disorders (SCID-I;
First, Spitzer, Gibbon, & Williams, 1997), the Schedule for Affective Disorders and
Schizophrenia—Lifetime Anxiety Version (SADS-LA; Fyer, Endicott, Manuzza, &
Klein, 1985), the Mini International Neuropsychiatric Interview, (MINI; Sheehan
et al., 1998), and the Composite International Diagnostic Interview (CIDI; World
Health Organization, 1990).

The ADIS-IV is a commonly used, semistructured interview designed specifi-
cally to identify the presence of DSM-IV anxiety disorders and other co-occurring
conditions. In addition to providing diagnostic information (i.e., the presence or
absence of a given disorder), the ADIS-IV operates on the supposition that psy-
chopathology falls along a continuum. As such, it provides dimensional assess-
ment that goes beyond categorical, diagnostic information (Brown, 1996). It
provides information about the presence or absence of a given diagnosis, as well
as information about subthreshold symptom levels or the severity of the disorder.
In addition, the ADIS-IV measures other clinically relevant considerations (e.g.,
substance use disorders), which play a significant role in subsequent assessment
and treatment strategies. A lifetime version of the ADIS-IV is available, which
provides diagnostic information about both current and lifetime disorders (the
ADIS-IV-L; Di Nardo, Brown, & Barlow, 1994). Evidence suggests the ADIS-IV
possesses good test-retest and inter-rater reliability (Brown, Di Nardo, Lehman, &
Campbell, 2001).

The ADIS-IV interview is structured in a hierarchical fashion, such that symp-
toms essential to a disorder are queried first. This “initial inquiry” generally con-
sists of dichotomous (i.e., “yes/no”) questions, which then guide the interviewer
as to how to proceed throughout the diagnostic section. The measure begins with
brief demographic and introductory sections. As the interview was designed to
primarily assess anxiety disorders, the first diagnostic section addresses anxiety
disorders and is followed by sections measuring mood disorders and some soma-
toform disorders (i.e., hypochondriasis and somatization disorder). Following
this is a section that measures symptoms of mixed anxiety-depression disorder.
The mixed anxiety-depression portion is not to be administered if the patient cur-
rently meets certain, manual-specified criteria (e.g., currently meets criteria for
any anxiety disorder). Subsequently, the ADIS-IV includes measures for alcohol
abuse/dependence, substance abuse, psychosis, family history of psychological
disorders, medical history, and Hamilton Depression items (Di Nardo, Brown, &
Barlow, 1994).

The SCID-I is a semistructured interview designed to identify the presence or
absence of Axis I diagnoses. The SCID-I takes approximately 45-90 min to administer
and may be used with either psychiatric or general medical patients (First et al., 1997).
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Adequate reliability of the SCID has been demonstrated (Segal, Hersen, & Van
Hasselt, 1994). The SCID-I begins with an open-ended interview, which gathers data
regarding the current illness, and past episodes of psychopathology. This measure is
divided into six modules: mood episodes, psychotic symptoms, psychotic disorders,
mood disorders, substance use disorders, and anxiety and other disorders. These
modules may be administered in any order. As such, the anxiety and other disorders
module may be administered first when assessing for anxiety disorders (First et al.).
The anxiety disorders module of the SCID-I begins with ratings for panic disorder,
including measures for the presence of panic attacks. Following this, the SCID
includes diagnostic sections for OCD and PTSD. The remainder of the anxiety dis-
orders in this module (i.e., agoraphobia without history of panic disorder, social
phobia, specific phobia, GAD, anxiety disorder not otherwise specified) are sub-
sumed into one category (First et al.).

The Schedule for Affective Disorders and Schizophrenia-Lifetime Version,
Anxiety Disorders (SADS-LA; Mannuzza, Fyer, Klein, & Endicott, 1986) is a
modification of the Schedule for Affective Disorders and Schizophrenia (SADS;
Endicott & Spitzer, 1978) to include the assessment of anxiety disorders. The
SADS-LA is a structured interview schedule that was designed for the study of
anxiety disorders and the relationship between the anxiety disorders. The SADS-LA
covers both diagnostic criteria as well as some subthreshold symptoms.

The MINI (Sheehan et al., 1998) is a short diagnostic interview that is compatible
with both DSM-IV and International Classification of Diseases-10 (World Health
Organization, 1992) psychological disorders. The MINI was developed for use in
clinical trials and epidemiological research. It can therefore be administered by
interviewers with limited training (i.e., administration is not limited to trained mental
health professionals). It is divided into 16 modules, each corresponding to a particular
diagnostic category. The MINI takes about 15 min to administer, and covers the
following anxiety disorders: panic disorder, agoraphobia, social phobia, OCD, specific
phobia, GAD, and PTSD (Sheehan et al., 1998).

The CIDI (World Health Organization, 1990) is a fully structured diagnostic
interview that can be administered by trained lay interviewers without clinical
experience. This interview assesses for many facets of psychological health beyond
particular diagnoses (e.g., risk factors, treatment, socio-demographics). The inter-
view covers the following DSM-IV disorders: mood and anxiety disorders, sub-
stance abuse, and other disorders (e.g., intermittent explosive disorder, eating
disorders). This interview is comprised of 22 sections, seven of which specifically
assess anxiety disorders. The entire interview takes approximately two hours to
administer (Kessler & Ustun, 2005; World Health Organization).

The CIDI was specifically designed for use in large scale epidemiological surveys
(Kessler & Ustun, 2005). Clinical calibration of DSM-IV diagnoses in the CIDI is
currently being conducted with the SCID (i.e., are the CIDI diagnoses consistent
with the SCID), however, the results of these studies have not yet been published
(Kessler et al., 2004). This interview was specifically designed for epidemiologic
studies rather than idiographic diagnoses in a clinical setting.
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7.6 Impact of Race, Culture, Ethnicity, and Age

A comprehensive diagnostic assessment should include consideration of sociode-
mographic influences. Included is an overview of findings regarding associations
between sociodemographic characteristics and anxiety disorders. Individuals who
make the decision to specialize in a particular anxiety disorder are strongly encour-
aged to become familiar with the sociodemographic findings related to that disorder
on a more intricate level.

7.6.1 Sex

Anxiety disorders are generally more common in women than men (Pigott, 1999).
This pattern appears to be consistent in childhood and adolescence, with a higher
prevalence of anxiety disorders in girls than boys (Essau, Conradt, & Petermann,
2000; Romano, Tremblay, Vitaro, Zoccolillo, & Pagan, 2001). One exception to
this pattern is that OCD symptoms may be more prevalent in male children and
adolescents (Geller et al., 2001; Pigott, 1999). While still present, gender differ-
ences in adults tend to be smaller for social anxiety disorder and OCD compared to
other anxiety disorders (Lang & Stein, 2001; Magee, Eaton, Wittchen, McGonagle,
& Kessler, 1996). Findings regarding sex differences in older adult samples are less
robust. Consistent with younger individuals, sex differences in panic disorder and
agoraphobia have been reported in older adults (McCabe, Cairney, Vledhuizen,
Hermann, & Streiner, 2006; Sheikh, Swales, Carlson, & Lindley, 2004). However,
one epidemiologic study revealed that while females reported higher rates of social
phobia in adulthood, gender differences were not present in a older adult (54+)
group (Cairney et al., 2007). Gender differences in anxiety disorders do appear to
be robust, although this may partially be moderated by age. These findings would
suggest that more attention be paid to female respondents who will report more
anxious symptoms. However, clinicians should also be sensitive to potential biases
in reporting when assessing male clients. Masculine gender role socialization can
lead to resistance to seeking psychological help and difficulty identifying and
expressing emotional states (Cochran, 2005).

7.6.2 Age

Reviews of the extant literature suggest that separation anxiety and specific phobias
have the earliest onset and are the most commonly diagnosed anxiety disorders in
children (Bernstein, Borchardt, & Perwien, 1996; Kessler et al., 2005; Wittchen,
Stein, & Kessler, 1999). Risk for the development of anxiety disorders increases
with age, with many anxiety disorders developing in adolescence. Social phobia
and OCD are two anxiety disorders that commonly develop in adolescence (Beesdo
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et al., 2007; Cairney et al., 2007; Fontenelle, Mendlowicz, & Versiani, 2006;
Kessler et al., 2005; Magee et al., 1996), with panic disorder developing more so in
early adulthood (Grant et al., 2006; Kessler et al., 2006; Weissman et al., 1997).
Although overanxious disorder was found to be one of the more prevalent anxiety
disorders in children (Bernstein et al.), its successor, GAD, most commonly develops
in adulthood (Grant et al., 2005; Wittchen, 2002).

When diagnosing anxiety in childhood, it is important to consider age-appropriate
modifications in diagnostic criteria. The DSM-IV TR (APA, 2000) includes several
modifications of diagnostic criteria when diagnosing anxiety disorders in children.
These modifications typically include the lack of a requirement to view their fears
as excessive or unreasonable, expression of fear through developmentally appropriate
behaviors (including crying, tantrums, freezing, or clinging), and the addition of
chronicity requirements (APA). Recommendations for integrating the consideration
of development into assessment in childhood include: consider development when
choosing measures, use normative guidelines for interpretation of results, consider
age differences in patterns of symptoms, and consider change in symptoms over time
(Silverman & Ollendick, 2005). In addition to general developmental differences,
disorders may have different presentations in children than adults. For example, a
comparison of OCD in children, adolescents, and adults found differences in the
content and number of obsessions and in hoarding compulsions (Geller et al.,
2001). Children and adolescents reported higher rates of aggressive obsessions and
hoarding compared to adults. Given the variance of cognitive and emotional devel-
opment in children, it is generally recommended that parents and other significant
adults serve as informants, in addition to the child patient. However, research has
revealed that there is often high discordance between child and parent ratings
(Silverman & Ollendick, 2005). In addition, teacher ratings are generally less helpful
for diagnosing internalizing symptoms, such as anxiety, than they are for external-
izing disorders (Silverman & Ollendick). It is especially important that clinicians
carefully consider all information available and not rely on one source of information
when assessing children.

Anxiety disorders are generally considered to be less common in older adults
than younger adults (Alwahhabi, 2003; Flint, 1994; Gretarsdottir, Woodruff-
Borden, Meeks, & Depp, 2004). Compared to other anxiety disorders, GAD is
more commonly reported by older adults (Alwahhabi; Beekman et al., 1998; Flint,
2005). Despite the relatively higher prevalence, it is considered rare for an indi-
vidual to develop GAD in older adulthood, suggesting that the prominence is likely
related to the chronicity of the disorder. Examination of new occurrences of GAD
among older adults reveals that the anxiety often develops in the context of a major
depressive episode, leading to the suggestion that a separate diagnosis of GAD not
be given unless it is clear that the anxiety is distinct from the depressive symptoms
(Flint). Comparably, development of social phobia in older adults is rare (Cairney
et al., 2007). One disorder that older adults may be at risk for developing is agora-
phobia. One study reported that approximately 30% of the older adult respondents
who met diagnostic criteria for agoraphobia in the previous year reported initial
onset after the age of 54 (McCabe et al., 20006).
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One explanation for the lower prevalence of anxiety disorders in older adults is
that older adults may experience and present anxiety differently than younger
adults (Kogan, Edelstein, & McKee, 2000). In addition, clinicians should be cau-
tious when interpreting self-report measures, as many of the common measures
have not been tested in older adult samples and studies have revealed that some
measures are less psychometrically sound when used with older adults (see Kogan
et al. for a review). For example, a study examining the assessment of GAD
revealed that the fatigue and irritability symptoms represented different things for
older participants than younger participants (Kubarych, Aggen, Hettema, Kendler,
& Neale, 2008). Specifically, older participants, on the whole, endorse greater tired-
ness and less irritability than younger participants. Results also revealed that tiring
easily becomes more discriminating with age, and irritability becomes less dis-
criminating with age (Kubarych et al.).

Whereas some differences in presentation between older and younger adults
have been reported, findings examining social phobia and panic disorder suggest
that symptom profiles for these disorders are generally similar in older and younger
adults (Gretarsdottir et al., 2004; Sheikh et al., 2004). Given the increase in physical
symptoms associated with old age, it is important to consider the physical health of
an older adult when diagnosing an anxiety disorder (Alwahhabi, 2003; Kogan et al.,
2000). Many of the anxiety disorders contain somatic symptoms as criteria that
could be related to health problems or medication side effects. Medical conditions
such as metabolic or endocrine disorders, degenerative disorders, dementia, brain
tumors, illnesses affecting the sympathetic nervous system (e.g., hypertension,
diabetes), heart disease or angina, and gastrointestinal disorders are associated with
symptoms consistent with anxiety (Alwahhabi; Kogan et al.). Obtaining a detailed
medical history and information regarding the temporal relations between physical
and anxious symptoms is especially important when working with older adults.

7.6.3 Race, Ethnicity, and Culture

Prevalence rates of anxiety disorders appear to vary across race/ethnicity. Within the
United States, epidemiological data has revealed that both Hispanic and non-Hispanic
Blacks report lower lifetime prevalence of anxiety disorders than non-Hispanic Whites
(Breslau, Kendler, Maxwell, Aguilar-Gaxiola, & Kessler, 2005; Himle, Baser,
Taylor, Campbell, & Jackson, 2009; Kessler et al., 2005). However, when examining
12 month prevalence within individuals positive for lifetime prevalence, both non-
Hispanic Blacks and Hispanics report higher prevalence of anxiety disorders,
suggesting greater symptom chronicity after development (Breslau et al.). In addition,
one study found that Blacks of Caribbean descent reported more severe anxious
symptoms than Blacks of African descent, and Whites reported lower levels of
functional impairment than Blacks of either descent (Himle et al.). Regarding spe-
cific disorders, Blacks report significantly lower rates of panic disorder, social
phobia, and GAD than Whites (Grant et al., 2005, 2006; Kessler et al., 2006; Smith
et al., 2006). Both Asian and Hispanic participants reported lower frequencies of
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panic disorder, specific phobia, social phobia, and GAD than White participants
(Grant et al., 2005, 2006; Stinson et al., 2007). Native Americans report panic disorder
at higher rates than Whites (Grant et al., 2006). An individual’s subculture may
influence their risk for the development of anxiety as well. A nationally representa-
tive sample of Hispanics in the US revealed that Male Cubans, men that immigrated
between the ages of 18-34, and women who have been in the US for less than
5 years were at decreased odds for meeting criteria for an anxiety disorder (Alegria
et al., 2007). English proficiency was associated with an increased risk for an anxi-
ety disorder in Hispanic females (Alegria et al.). However, a study comparing rates
of OCD in Blacks of African American descent to Blacks of Caribbean descent
found similar rates in the groups, with rates similar to previously reported national
rates (Himle et al., 2008). Consideration of anxiety prevalence on a larger scale
suggests that some disorders may share characteristics globally. A comparison of
epidemiological data from six countries, including United States, Puerto Rico, West
Germany, Beirut, Korea, and New Zealand revealed no significant differences in rates
of panic disorder across countries (Weissman et al., 1995). The rates were consis-
tently higher for women than for men across countries, with the exception of Puerto
Rico where the rates were similar across the sexes.

In addition to consideration of variance in prevalence rates of anxiety disorders
across cultural groups, clinicians should also be aware of variation in symptom pre-
sentation. For example, cultural variance has been found for both the presentation
and triggers of panic attacks. Panic attack cues and sensations are believed to be
linked to cultural syndromes that generate catastrophic cognitions about bodily sen-
sations (Himle et al., 2009). Physical symptoms that are associated with common
medical conditions in the individual’s society are likely to be responded to with fear,
which can manifest as panic symptoms. Heart attacks are well-known and com-
monly feared in the United States. Consistently, chest pain is a common symptom
of panic attacks in the US. Khmer individuals believe that if there is too much wind
in the body, the vessels carrying the wind and blood can become blocked, which
could result in permanent limb paralysis or rupturing of the vessels in the neck
(Hinton, Nathan, Bird, & Park, 2002). Symptoms associated with wind overload
include coldness in the hands and feet, numbness, weakness, muscle ache, dizziness,
and pressure in the head. These symptoms, especially dizziness, appear to be linked
with panic symptoms in Khmer individuals. Similarly, Vietnamese individuals may
believe that cold and wind disrupt the physiology of the body and, therefore, may
develop panic symptoms after perceiving a shift in bodily temperature.

A more commonly known, culturally specific disorder that overlaps with panic
disorder is ataque de nervios. Individuals from some Latin American countries,
especially Puerto Rico and the Dominican Republic, describe ataque de nervios as
a period of intense distress and symptoms of trembling, palpitations, shortness of
breath, and aggression. These symptoms are attributed to a potentially dangerous
dysregulation of the nerves (Hinton, Chong, Pollack, Barlow, & McNally, 2008). In
addition to the specific symptom overlap with panic attacks, a high level of fear of
experiencing an ataque de nervios may increase the individual’s vulnerability to
experiencing panic attacks, possibly through increased levels of anxiety sensitivity.
Within the United States, research suggests that African-Americans report more
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intense tingling in the hands and feet, fears of going crazy, and sleep paralysis than
Caucasians (Friedman & Paradis, 2002). This difference in symptom presentation
could be explained by medical and cultural differences. The higher prevalence of
diabetes, hypertension, and feet amputations in African-Americans could increase
fear of related physical symptoms in these individuals. Additionally, some African-
Americans, particularly those with Caribbean and Southern heritages, may interpret
physical sensations as consequences of voodoo or witchcraft, which may lead to
increased fears of going crazy or dying. Unfortunately, interpretations of panic
symptoms as manifestations of voodoo or witchcraft may lead to misdiagnoses of
psychosis in African-Americans. In any assessment, it is important for the clinician
to attempt to understand how an individual’s presentation compares to what is
expected in his or her culture or community. Clinicians should be aware that cultural
differences may exist in both presentation and explanations of anxiety symptoms
and be prepared to modify diagnoses and treatments as necessary.

7.6.4 Additional Demographic Factors

Additional demographic factors that have been associated with anxiety are SES,
employment status, education level, and marital status. Lower income has been asso-
ciated with increased risk for specific phobia, GAD, and social phobia (Grant et al.,
2005; Kessler, Keller, & Wittchen, 2001; Stinson et al., 2007). Lack of traditional
employment (e.g., unemployment, social security, or disability) has been linked with
higher rates of agoraphobia, adult separation anxiety disorder, and GAD (Kessler
et al., 2006; Shear, Jin, Ruscio, Walters, & Kessler, 2006; Wittchen & Hoyer, 2001).
Low education has been connected with adult separation anxiety disorder and social
phobia (Cairney et al., 2007; Lang & Stein, 2001; Shear et al., 2006). Being previ-
ously married has been reported to increase risk for GAD, social phobia, and panic
disorder with agoraphobia (Grant et al., 2005, 2006; Kessler et al., 2001 Wittchen &
Hoyer, 2001). The relationship between many of these demographic factors and anxi-
ety is complicated, and likely bidirectional. As many of these factors are likely to
legitimately increase stress for most individuals, clinicians should be careful not to
overpathologize normal responses to difficult circumstances. However, stressful life
events may activate anxiety symptoms in vulnerable individuals. Alternatively, severe
pathology may have a causal role in the development of the individual’s difficult life
circumstances. While it may be helpful to be aware of increased risk in vulnerable
populations, clinicians should always obtain a detailed history and have a strong case
conceptualization before making a diagnosis.

7.7 Information Critical to Making a Diagnosis

Figure 7.1 depicts a general overview of many of the key decision points summarized
thus far, in terms of differential diagnosis within the anxiety disorders. This “decision
tree” is to be used if a patient has reported some of the “pure” fear and anxiety symp-
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toms (e.g., apprehension, tension, edginess, trembling, excessive worry) or physio-
logic arousal characteristic of anxiety disorders. As highlighted in this figure, key
factors to consider include: the presence or absence of pure fear, the presence or
absence of a trigger for the fear, the type of trigger for the fear, the foci of anxiety,
and the presence or absence of compulsions. The decision tree is not intended as a
sole diagnostic measure. In addition to the consideration of specific “dos” and
“don’ts” outlined in Table 7.2, the decision tree may be a helpful organizational tool

Table 7.2 Dos and don’ts of diagnostic interviewing for the anxiety disorders

Dos

Do use your theoretical understanding of anxiety and anxiety disorders to guide your questions
when conducting a clinical interview

Do use behaviorally specific questions (open and close ended) when interviewing

Do obtain information about the context of the symptom presentation

Do use a standardized assessment in the diagnostic interview for anxiety disorders. Empirical
evidence suggests that your assessment will be more reliable and valid if you use these tools

Do use a multimodal assessment. Many assessment modalities are available (e.g., BATSs,
structured clinical interviews, self-report) and gathering information from a variety of
modalities increases the likelihood of making an accurate diagnostic conclusion (Eifert &
Wilson, 1991)

Do ensure that the assessor is properly trained. While there are some instruments that may be
administered by relatively untrained lay people, even the CIDI requires training to administer
(Kessler & Ustun, 2005; World Health Organization, 1990). Other assessments, such as
the SCID and the ADIS, require that the interviewer has sufficient training in the given
assessment

Do remember that a thorough diagnostic interview does not assume the validity of a phone
screener. Even if a patient tells the care provider or clinic staff that he or she has never had a
panic attack, you should still administer the panic portion of the assessment

Do recognize the ethical dilemmas in diagnostic assessment and interviewing. APA ethical
principals state that, “psychologists use assessment instruments whose validity and reliability
have been established for use with members of the population tested” (APA, 2002). If
this information is not available, it is your responsibility to explain the limitations of the
assessment and subsequent diagnosis

Don’ts

Don’t dismiss the patient’s input. The patient is an incredibly valuable source of information
about his or her particular situation. Pay attention!

Don’t assume that using standardized assessment procedures means throwing clinical skills and
rapport out of the window. It doesn’t! The patient still needs to feel comfortable talking to
you

Don’t rely on unguided, clinical judgment to perform an assessment. Statistical decisions
consistently outperform clinical judgment (Brown et al., 2001; Meehl, 1996)

Don’t let a lack of resources prevent you from incorporating multimodal and evidence based
assessment components. While a multimodal assessment is ideal, many clinicians may
not have the resources (e.g., time, tools, etc.) to complete an extensive assessment. Use
empirically supported assessment tools in ways that accommodate your particular situation.
For example, if lack of time is a problem, self-report measures and self-monitoring forms
can be mailed to clients prior to the interview

Don’t misdiagnose a phenotypically unusual depression as anxiety. Use good assessment
techniques and your knowledge of the shared symptoms of negative affectivity to avoid this
problem
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to outline some of the key decisions in the assessment of anxiety disorders. As with
any assessment, use of this tool should accompany a multimodal assessment that
includes consideration and evaluation of comorbid conditions.

7.8 Summary

Anxiety disorders are commonly occurring clinical conditions that can present
independently, with other anxiety disorders, or with other nonanxiety psychological
disorders. Furthermore, anxiety disorders share symptoms with other psychological
and medical disorders. As such, a detailed knowledge of the symptoms for anxiety
disorders, commonly co-occurring conditions, and shared symptoms (e.g., negative
affect), will aid in the diagnostic process. Specifically, knowing the difference
between fear and anxiety (both cognitive and physiologic) will allow clinicians to
make more accurate diagnoses. In addition, utilizing a variety of resources (a mul-
timodal assessment) will increase the likelihood of a valid diagnosis. A combina-
tion of reliable and valid assessment instruments (e.g., structured clinical interviews,
self-report measures, etc.), clinical judgment that is theoretically informed, and the
provision of a safe, therapeutic environment will increase one’s confidence in diag-
nostic conclusions.

References

Albano, A. M., Chorpita, B. F., & Barlow, D. H. (1998). Childhood anxiety disorders. In E. J.
Mash & R. A. Barkley (Eds.), Child psychopathology (pp. 196-241). New York: Guilford.
Alegria, M., Mulvaney-Day, N., Torres, M., Polo, A., Cao, Z., & Canino, G. (2007). Prevalence
of psychiatric disorders across Latino subgroups in the United States. American Journal of

Public Health, 97, 68-75.

Alwahhabi, F. (2003). Anxiety symptoms and generalized anxiety disorder in the elderly: A
review. Harvard Review of Psychiatry, 11, 180-193.

American Psychiatric Association. (2000). Diagnostic and statistical manual of mental disorders
(4th ed. — Text Revision). Washington, DC: Author.

American Psychological Association. (2002). Ethical principles of psychologists and code of
conduct. American Psychologist, 57, 1060—1073.

Antony, M. M., Orsillo, S. M., & Roemer, L. (2001). Practitioner’s guide to empirically based
measures of anxiety. New York: Plenum.

Baker, S., Patterson, M., & Barlow, D. (2002). Panic disorder and agoraphobia. Handbook of
assessment and treatment planning for psychological disorders (pp. 67-112). New York, NY
US: Guilford.

Barkley, R. A. (2006). Attention-Deficit/Hyperactivity Disorder. In D. A. Wolfe & E. J. Mash
(Eds.), Behavioral and emotional disorders in adolescents: Nature, assessment, and treatment.
New York: Guilford.

Barlow, D. H. (2002). Anxiety and its disorders: The nature and treatment of anxiety and panic
(2nd ed.). New York: Guilford.

Barlow, D., & Craske, M. (1988). The phenomenology of panic. Panic: Psychological perspectives
(pp- 11-35), Hillsdale, NJ: Lawrence Erlbaum Associates, Inc.



7 Anxiety Disorders 147

Barlow, D. H., & Craske, M. G. (2000). Mastery of your anxiety and panic (MAP-3): Client
work-book for anxiety and panic (3rd ed.). San Antonio, TX: Graywind/Psychological
Corporation.

Barlow, D. H., & Mavissakalian (Eds.). (1981). Phobia: psychological and pharmacological treatment.
New York: Guilford.

Barlow, D., Brown, T., & Craske, M. (1994, August). Definitions of panic attacks and panic dis-
order in the DSM-IV: Implications for research. Journal of Abnormal Psychology, 103(3),
553-564.

Beck, A. T., Epstein, N., Brown, G., & Steer, R. A. (1988). An inventory for measuring clinical anxiety:
Psychometric properties. Journal of Consulting and Clinical Psychology, 56, 893-897.

Beekman, A. T. F., Bremmer, M. A., Deeg, D. J. H., Van Balkom, A. J. L. M., Smit, J. H., De
Beurs, E., et al. (1998). Anxiety disorders in later life: A report from the longitudinal aging
study Amsterdam. International Journal of Geriatric Psychiatry, 13, 717-726.

Beesdo, K., Bittner, A., Pine, D. S., Stein, M. B., Hofler, M., Lieb, R., et al. (2007). Incidence of
social anxiety disorder and the consistent risk for secondary depression in the first three
decades of life. Archives of General Psychiatry, 64, 903-912.

Bernstein, G. A., Borchardt, C. M., & Perwien, A. R. (1996). Anxiety disorders in children and
adolescents: A review of the past ten years. Journal of the American Academy of Child and
Adolescent Psychiatry, 35, 1110-1119.

Borkovek, T. D., Hazlett-Stevens, H., & Diaz, M. L. (1999). The role of positive beliefs about
worry in generalized anxiety disorder and its treatment. Clinical Psychology and Psychotherapy,
6, 126-138.

Breslau, J., Kendler, K. S., Maxwell, S., Aguilar-Gaxiola, S., & Kessler, R. C. (2005). Lifetime
risk and prevalence of psychiatric disorders across ethnic groups in the United States.
Psychological Medicine, 35, 317-327.

Brown, T. A. (1996). Validity of the DSM-III-R and DSM-IV classification systems for anxiety
disorders. In R. N. Rapee (Ed.), Current controversies in the anxiety disorders. New York:
Guilford.

Brown, T. A., & Barlow, D. H. (2002). Classification of anxiety and mood disorders. In D. H.
Barlow (Ed.), Anxiety and its disorders: The nature and treatment of anxiety and panic (2nd
ed.). New York: Guilford.

Brown, T., Chorpita, B., & Barlow, D. (1998). Structural relationships among dimensions of the
DSM-1V anxiety and mood disorders and dimensions of negative affect, positive affect, and
autonomic arousal. Journal of Abnormal Psychology, 107(2), 179-192.

Brown, T. A., DiNardo, P, & Barlow, D. A. (1994). Anxiety disorders interview schedules for
DSM-1V (ADIS-1V). Albany, New York: Graywind Publications.

Brown, T. A., Campbell, L. A., Lehman, C. L., Grisham, J. R., & Mancill, R. B. (2001). Current
and lifetime comorbidity of the DSM-IV anxiety and mood disorders in a large clinical sample.
Journal of Abnormal Psychology, 110, 49-58.

Cairney, J., McCabe, L., Veldhuizen, S., Corna, L. M., Streiner, D., & Herrman, N. (2007).
Epidemiology of social phobia in later life. American Journal of Geriatric Psychiatry, 15,
224-233.

Chorpita, B., & Taylor, A. (2001). Behavioral assessment of anxiety disorders. Practitioner’s
guide to empirically based measures of anxiety (pp. 19-24). Dordrecht Netherlands: Kluwer
Academic Publishers.

Cochran, S. V. (2005). Evidence-based assessment with men. Journal of Clinical Psychology, 61,
649-660.

Coles, M., & Heimberg, R. (2000, April). Patterns of anxious arousal during exposure to feared
situations in individuals with social phobia. Behaviour Research and Therapy, 38(4),
405-424.

Craske, M. G., Barlow, D. H., & Meadows, E. (2000). Mastery of your anxiety and panic:
Therapist guide for anxiety, panic, and agoraphobia (MAP-3). San Antonio, TX: Graywind/
Psychological Corporation.

Craske, M. G., Barlow, D. H., & O’Leary, T. (1992). Mastery of your anxiety and worry. San
Antonio, TX: Psychological Corporation/Graywind.



148 R.C. Smith et al.

Craske, M. G., Rapee, R. M., & Barlow, D. H. (1988). The significance of panic-expectancy for
individual patterns of avoidance. Behavior Therapy, 19, 577-592.

Dawes, R. M., Faust, D., & Meehl, P. E. (1989). Clinical versus actuarial judgment. Science, 243,
1668-1673.

Di Nardo, P. A, Brown, T. A., & Barlow, D. H. (1994). Anxiety Disorders Interview Schedule for
DSM-1V: Lifetime Version (ADIS-IV-L). San Antonio, TX: Psychological Corporation/
Graywind Publications Incorporated.

Eifert, G. H., & Wilson, P. H. (1991). The triple response approach to assessment: A conceptual
and methodological appraisal. Behaviour Research and Therapy, 29, 283-292.

Endicott, J., & Spitzer, R. L. (1978). A diagnostic interview: The schedule for affective disorders
and schizophrenia. Archives of General Psychiatry, 35, 837-844.

Essau, C. A., Conradt, J., & Petermann, F. (2000). Frequency, comorbidity, and psychosocial
impairment of anxiety disorders in German adolescents. Journal of Anxiety Disorders, 14,
263-279.

Feske, U., & Chambless, D. L. (2000). A review of assessment measures for obsessive-compulsive
disorder. In W. K. Goodman, M. Rudorfer & J. D. Maser (Eds.), Obsessive compulsive disor-
der: Contemporary issues in treatment. Mahwah, NJ: Erlbaum.

First, M. B., Spitzer, R. L., Gibbon, M., & Williams, J. B. W. (1997). Structured Clinical Interview
for DSM-1V Axis 1 Disorders—Clinician Version (SCID-CV). Washington, DC: American
Psychiatric Press.

Flint, A. (1994). Epidemiology and comorbididty of anxiety disorders in the elderly. American
Journal of Psychiatry, 151(5), 640-649.

Flint, A. J. (2005). Generalised anxiety disorder in elderly patients: Epidemiology, diagnosis, and
treatment options. Drugs and Aging, 22, 101-114.

Fontenelle, L. F., Mendlowicz, M. V., & Versiani, M. (2006). The descriptive epidemiology of
obsessive-compulsive disorder. Progress in Neuro-Psychopharmacology and Biological
Psychiatry, 30, 327-337.

Fresco, D. M., Mennin, D. S., Heimburg, R. G., & Turk, C. L. (2003). Using the Penn State Worry
Questionnaire to identify individuals with generalized anxiety disorder: a receiver operating
characteristic analysis. Journal of Behavior Therapy and Experimental Psychiatry, 34,
283-291.

Friedman, S., & Paradis, C. (2002). Panic disorder in African-Americans: Symptomatology and
isolated sleep paralysis. Culture, Medicine, and Psychiatry, 26, 179-198.

Fyer, A. J., Endicott, J., Mannuzza, S., & Klein, D. F. (1985). Schedule for Affective Disorders and
Schizophrenia: Lifetime Version (modified for the study of anxiety disorders). New York:
Anxiety Disorders Clinic, New York State Psychiatric Clinic.

Geller, D. A., Biederman, J., Faraone, S., Agranat, A., Cradock, K., Hagermoser, L., et al. (2001).
Developmental aspects of obsessive compulsive disorder: Findings in children, adolescents,
and adults. Journal of Nervous and Mental Disease, 189, 471-477.

Goldfried, M. R., & Davison, G. C. (1994). Clinical behavior therapy (Expanded edition). New
York: Wiley.

Grant, B. F,, Hasin, D. S., Stinson, F. S., Dawson, D. A., Goldstein, R. B., Smith, S., et al. (2006).
The epidemiology of DSM-IV panic disorder and agoraphobia in the United States: Results
from the National Epidemiologic Survey on Alcohol and Related Conditions. Journal of
Clinical Psychiatry, 67, 363-374.

Grant, B. F,, Hasin, D. S., Stinson, F. S., Dawson, D. A., Ruan, W. J., Goldstein, R. B., et al.
(2005). Prevalence, correlates, co-morbidity, and comparative disability of DSM-IV general-
ized anxiety disorder in the USA: Results from the National Epidemiologic Survey on Alcohol
and Related Conditions. Psychological Medicine, 35, 1747-1759.

Gretarsdottir, E., Woodruff-Borden, J., Meeks, S., & Depp, C. A. (2004). Social anxiety in older
adults: Phenomenology, prevalence, and measurement. Behaviour Research and Therapy, 42,
459-475.

Hall, R. C., Stickney, S., & Beresford, T. P. (1986). Endocrine disease and behavior. Integrative
Psychiatry, 4, 122-130.



7 Anxiety Disorders 149

Hayes, S. C., Nelson, R. O., & Jarrett, R. B. (1987). The treatment utility of assessment: A func-
tional approach to evaluation assessment quality. American Psychologist, 42, 963-974.

Haynes, S. N., Leisen, M. B., & Blaine, D. B. (1997). Design of individualized behavioral treat-
ment programs using functional analytic clinical case models. Psychological Assessment, 9,
334-348.

Haynes, S. N., & O’Brien, W. H. (2000). Principles and practice of behavioral assessment. New
York: Kluwer/Plenum.

Heinberg, R. G., Holt, C. S., Schneier, F. R., Spitzer, R. L., & Leiboqitz, M. R. (1993). The issue
of subtypes in the diagnosis of social phobia. Journal of Anxiety Disorders, 7, 249-269.

Herbert, J. D., Rheinbold, A. A., & Brandsma, L. L. (2001). Assessment of social anxiety and
social phobia. In S. G. Hofmann & P. M. DiBartolo (Eds.), From social anxiety to social pho-
bia: Multiple perspectives. Needham Heights, MA: Allyn & Bacon.

Himle, J. A., Baser, R. E., Taylor, R. J., Campbell, R. D., & Jackson, J. S. (2009). Anxiety disor-
ders among African Americans, blacks of Caribbean descent, and non-Hispanic whites in the
United States, Journal of Anxiety Disorders, 23(5), 578-590.

Himle, J. A., Muroff, J. R., Taylor, R. J., Baser, R. E., Abelson, J. M., Hanna, G. L., et al. (2008).
Obsessive-compulsive disorder among African-Americans and Blacks of Caribbean descent:
Results from the National Survey of American Life. Depression and Anxiety, 25, 993-1005.

Hinton, D. E., Chong, R., Pollack, M. H., Barlow, D. H., & McNally, R. J. (2008). Ataque de
nervios: Relationship to anxiety sensitivity and dissociation predisposition. Depression and
Anxiety, 25, 489—495.

Hinton, D., Nathan, M., Bird, B., & Park, L. (2002). Panic probes and the identification of panic:
A historical and cross-cultural perspective. Culture, Medicine, and Psychiatry, 26, 137-153.

Inderbitzen, H. M., & Hope, D. (1995). Relationship among adolescent reports of social anxiety,
anxiety, and depressive symptoms. Journal of Anxiety Disorders, 9, 385-396.

Kessler, R. C. (1997). The prevalence of psychiatric comorbidity. In S. Wetzler & W. C. Sanderson
(Eds.), Treatment strategies for patients with psychiatric comorbidity. New York: Wiley.

Kessler, R., Abelson, J., Demler, O., Escobar, J., Gibbon, M., Guyer, M., et al. (2004). Clinical
calibration of DSM-IV diagnoses in the World Mental Health (WMH) version of the World
Health Organization (WHO) Composite International Diagnostic Interview (WMH-CIDI).
International Journal of Methods in Psychiatric Research, 13(2), 122—-139.

Kessler, R. C., Burglund, P. A., Demler, O., Jin, R., Merikangas, K. R., & Walters, E. E. (2005).
Lifetime prevalence and age-of-onset distributions of DSM-IV disorders in the National
Comorbidity Survey Replication (NCS-R). Archives of General Psychiatry, 62, 593—-602.

Kessler, R. C., Chiu, W. T., Demler, O., Merikangas, K. R., & Walters, E. E. (2005). Prevalence,
severity, and comorbidity of twelve-month DSM-IV disorders in the National Comorbidity
Survey Replication (NCS-R). Archives of General Psychiatry, 62(6), 617-627.

Kessler, R. C., Chiu, W. T, Jin, R., Ruscio, A. M., Shear, K., & Walters, E. E. (2006). The epide-
miology of panic attacks, panic disorder, and agoraphobia in the National Comorbidity Survey
replication. Archives of General Psychiatry, 63, 415-424.

Kessler, R. C., Keller, M. B., & Wittchen, H. (2001). The epidemiology of generalized anxiety
disorder. The Psychiatric Clinics of North America, 24, 19-39.

Kessler, R. C., Nelson, C. B., McGonagle, K. A., Elund, M. J., Frank, R. G., & Leaf, P. J. (1996).
The epidemiology of co-occurring addictive and mental disorders. American Journal of
Orthopsychiatry, 66, 17-31.

Kessler, R. C., & Ustun, T. B. (2005). The World Mental Health (WMH) Survey Initiative version
of the World Health Organization (WHO) Composite International Diagnostic Interview
(CIDD). International Journal of Methods in Psychiatric Research, 13, 93—121.

Klein, D., & Klein, H. (1989). The nosology, genetics, and theory of spontaneous panic and phobia.
Psychopharmacology of anxiety (pp. 163—195). New York, NY: Oxford University Press.

Kogan, J. N., Edelstein, B. A., & McKee, D. R. (2000). Assessment of anxiety in older adults:
Current status. Journal of Anxiety Disorders, 14, 109-132.

Kubarych, T. S., Aggen, S. H., Hettema, J. M., Kendler, K. S., & Neale, M. C. (2008). Assessment
of generalized anxiety disorder diagnostic criteria in the National Comorbidity Survey and the



150 R.C. Smith et al.

Virginia Adult Twin Study of Psychiatric and Substance Use Disorders. Psychological
Assessment, 20, 206-216.

Lang, A. J., & Stein, M. B. (2001). Social phobia: Prevalence and diagnostic threshold. Journal
of Clinical Psychiatry, 62, 5-10.

Liebowitz, M. R., Gorman, J. M., Fyer, A. J., & Klein, D. F. (1985). Social phobia: Review of a
neglected anxiety disorder. Archives of General Psychiatry, 42, 729-736.

Macaulay, J. L., & Kleinknecht, R. A. (1989). Panic and panic attacks in adolescents. Journal of
Anxiety Disorders, 3,221-241.

Magee, W. J., Eaton, W. W., Wittchen, H., McGonagle, K. A., & Kessler, R. C. (1996).
Agoraphobia, simple phobia, and social phobia in the National Comorbidity Survey. Archives
of General Psychiatry, 53, 159-168.

Mannuzza, S., Fyer, A., Klein, D. F., & Endicott, J. (1986). Schedule for Affective Disorders and
Schizophrenia-Lifetime Version modified for the study of anxiety disorders (SADS-LA):
Rationale and conceptual development. Journal of Psychiatric Research, 20, 317-325.

McCabe, L., Cairney, J., Veldhuizen, S., Herrman, N., & Streiner, D. L. (2006). Prevalence and
correlates of agoraphobia in older adults. American Journal of Geriatric Psychiatry, 14,
515-522.

McNeil, D., Reiss, B. J., & Turk, C. L. (1995). Behavioral assessment: Self- and other-report,
physiology, and overt behavior. In R. G. Heimberg, M. R. Liebowiz, D. A. Hope & F. R.
Schneier (Eds.), Social phobia: Diagnosis, assessment, and treatment. New York: Guilford.

Meehl, P. E. (1996). Clinical versus statistical prediction: A theoretical analysis and a review of
the evidence. Northvale, NJ: Jason Aaronson. (Original work published in 1954)

Meyer, T. J., Miller, M. L., Metzger, R. L., & Borkovec, T. D. (1990). Development and validation
of the Penn State Worry Questionnaire. Behavior Research and Therapy, 28, 487-495.

Pigott, T. A. (1999). Gender differences in the epidemiology and treatment of anxiety disorders.
Journal of Clinical Psychiatry, 60, 4—15.

Rasmussen, S. A., & Eisen, J. L. (1990). Epidemiology of obsessive compulsive disorder. Journal
of Clinical Psychiatry, 53, 3—10.

Roemer, L., Orsillo, S. M., & Barlow, D. H. (2002). Generalized anxiety disorder. In D. H. Barlow,
Anxiety and its disorders: The nature and treatment of anxiety and panic (2nd ed) (pp. 477-515).
New York: Guilford.

Romano, E., Tremblay, R. E., Vitaro, F., Zoccolillo, M., & Pagan, L. (2001). Prevalence of psy-
chiatric diagnoses and the role of perceived impairment: Findings from an adolescent com-
munity sample. Journal of Child Psychology and Psychiatry, 42, 451-461.

Sanderson, W. C., & Barlow, D. H. (1990). A description of patients diagnosed with DSM-III-R
anxiety disorder. Journal of Nervous and Mental Disease, 178, 588-591.

Segal, D. L., Hersen, M., & Van Hasselt, V. B. (1994). Reliability of the Structured Clinical
Interview for DSM-III-R: An evaluative review. Comprehensive Psychiatry, 35, 316-327.
Shear, K., Jin, R., Ruscio, A. M., Walters, E. E., & Kessler, R. C. (2006). Prevalence and correlates
of estimated DSM-IV child and adult separation anxiety disorder in the National Comorbidity

Survey replication. American Journal of Psychiatry, 163, 1074—1083.

Sheehan, D., Lecrubier, Y., Sheehan, K. H., Amorim, P., Janavs, J., Weiller, E., et al. (1998). The
Mini-international Neuropsychiatric Interview (M.LLN.L.): The development and validation of
a structured diagnostic psychiatric interview for DSM-IV and ICD-10.

Sheikh, J. I., Swales, P. J., Carlson, E. B., & Lindley, S. E. (2004). Aging and panic disorder:
Phenomenology, comorbidity, and risk factors. American Journal of Geriatric Psychiatry, 12,
102-109.

Silverman, W. K., & Ollendick, T. H. (2005). Evidence-based assessment of anxiety and disorders in
children and adolescents. Journal of Clinical and Child Adolescent Psychology, 34, 380—411.
Smith, S. M., Stinson, F. S., Dawson, D. A., Goldstein, R., Huang, B., & Grant, B. F. (2006). Race/
ethnic differences in the prevalence and co-occurrence of substance use disorders and indepen-
dent mood and anxiety disorders: Results from the National Epidemiologic Survey on Alcohol

and Related Conditions. Psychological Medicine, 36, 987-998.



7 Anxiety Disorders 151

Spielberger, C. D. (1983). Manual for the State-Trait Anxiety Inventory (Form Y). Palo Alto:
Consulting Psychologists Press.

Steketee, G., & Barlow, D. H. (2000). Obsessive compulsive disorder. In D. H. Barlow (Ed.),
Anxiety and its disorders: The nature and treatment of anxiety and panic (2nd ed.). New York:
Guilford.

Stinson, F. S., Dawson, D. A., Chou, S. P., Smith, S., Goldstein, R. B., Ruan, W. J., et al. (2007).
The epidemiology of DSM-IV specific phobia in the USA: Results from the National
Epidemiologic Survey on Alcohol and Related Conditions. Psychological Medicine, 37,
1047-1059.

Tallis, F.,, Eysenck, M. W., & Matthews, A. (1992). A questionnaire for the measurement of non-
pathological worry. Personality and Individual Differences, 13, 161-168.

Tellegen, A. (1985). Structures of mood and personality and their relevance to assessing anxiety,
with an emphasis on self-report. Anxiety and the anxiety disorders (pp. 681-706). Hillsdale,
NJ: Lawrence Erlbaum Associates, Inc.

Warren, R., & Zgourides, G. (1988). Panic attacks in high school students: Implications for pre-
vention and intervention. Phobia Practice and Research Journal, 1,97-113.

Weissman, M. M., Bland, R. C., Canino, G., Faravelli, C., Greenwald, S., Hwu, H., et al. (1997).
The cross-national epidemiology of panic disorder. Archives of General Psychiatry, 54,
305-309.

Weissman, M. M., Canino, G. J., Greenwald, S., Joyce, P. R., Karam, E. G., Lee, C., et al. (1995).
Current rates and symptom profiles of panic disorder in six cross-national studies. Clinical
Neuropharmacology, 18, S1-S6.

White, K. S., & Barlow, D. H. (2002). Panic disorder and agoraphobia. In D. H. Barlow (Ed.),
Anxiety and its disorders: The nature and treatment of anxiety and panic (2nd ed.). New York:
Guilford.

Williams, S. L. (1985). On the nature and measurement of agoraphobia. Progress in Behavior
Modification, 19, 109-144.

Wittchen, H. (2002). Generalized anxiety disorder: Prevalence, burden, and cost to society.
Depression and Anxiety, 16, 162—171.

Wittchen, H., & Hoyer, J. (2001). Generalized anxiety disorder: Nature and course. Journal of
Clinical Psychiatry, 62, 15-19.

Wittchen, H.-U., Stein, M. B., & Kessler, R. C. (1999). Social fears and social phobia in a com-
munity sample of adolescents and young adults: Prevalence, risk factors, and co-morbidity.
Psychological Medicine, 29, 309-323.

World Health Organization. (1990). Composite International Diagnostic Interview. Geneva:
Author.

World Health Organization. (1992). The ICD-10 classification of mental and behavioural disor-
ders: Clinical descriptions and diagnostic guidelines. Geneva: Author.

Zinbarg, R. E., Barlow, D. H., Liebowitz, M. D., Sreet, L., Broadhead, E., Katon, W., et al. (1994).
The DSM-IV field trial for mixed anxiety-depression. American Journal of Psychiatry, 151,
1153-1162.



Chapter 8
Mood Disorders

Leilani Feliciano and Amber M. Gum

Mood disorders are one of the most commonly seen psychiatric disorders, occurring
in about 20.8% of the general population (lifetime prevalence rate) (Kessler,
Berglund, Demler, Jin, & Walters, 2005). They are found amongst adult, child, and
older adult populations and cut across racial, ethnic, and socioeconomic groups.
Mood disorders are costly not only to the individual, in terms of emotional suffering
and physical distress, but also to families (e.g., disrupted household routine and
economic burden) and to our society. In fact, mood disorders are responsible for
significant burden in the United States due to loss of productivity, employee absen-
teeism/lost wages, and suicide (Greenberg, Stiglin, Finkelstein, & Berndt, 1993). In
2000, costs were identified as reaching estimates of 51.5 billion in productivity
losses, and 26.1 billion in treatment costs (Greenberg et al., 2003). Of all mental
health disorders, mood disorders are responsible for the highest suicide risk in more
developed countries (Nock et al., 2008).

8.1 Description of the Disorders

According to the Diagnostic and Statistical Manual of Mental Disorders (DSM-
IV-TR; American Psychiatric Association, 2000), to be considered a mood disorder
the main characteristic observed is a disruption in mood that is substantially different
from the person’s normal mood state. A mood episode is a collection of symptoms
that together form a piece of the diagnostic picture. Mood episodes in themselves are
not assigned a diagnostic code, but they are necessary elements for a mood disorder
to be classified as such, and we discuss them within their respective diagnostic classes.
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The main categories of mood disorders include the unipolar depressive disorders,
bipolar disorders, and mood disorders characterized by etiology.

8.1.1 Unipolar Disorders

The unipolar disorders category is composed of three diagnoses (i.e., major depressive
disorder, dysthymic disorder, and depressive disorder not otherwise specified). Major
depressive disorder (MDD) is the most severe of these and thus has been the target of
much clinical research. Although depressive feelings are common in response to loss,
MDD is diagnosed only in the presence of at least one major depressive episode, in
which the person reports either lowered mood (sadness/depressed mood) or dimin-
ished capacity for enjoyment or interest in usual activities (anhedonia). These symp-
toms must be present for the majority of the day, nearly every day of the week, and the
episode must persist for at least 2 weeks. Additionally, the person must also exhibit a
minimum of four additional symptoms during that same time period (see Table 8.1).
The observed symptoms must be severe enough to interfere with the person’s ability
to function in daily life (e.g., social, educational, or occupational arenas) or cause

Table 8.1 DSM-IV-TR symptoms for differential diagnosis of depressive disorders

Major depressive disorder Dysthymic disorder Depressive disorder, NOS

Noted by presence of A or B and Noted by persistent Noted by presence of

at least 5 of the numbered

symptoms. These must be present

for the majority of the day, for

approximately every day of the

week, for at least 2 weeks:

A. Depressed mood
B. Decreased interest or pleasure in

all, or almost all, activities

1. Significant weight loss
or gain, or an appetite
disturbance (i.e., decrease or
increase in appetite)

2. Sleep disturbance (i.e., too
much or too little)

3. Observable psychomotor
agitation or retardation

4. Fatigue or decreased energy

5. Feelings of worthless or
excessive or inappropriate guilt

6. Decreased ability to think,
concentrate, or to make
decisions

7. Recurrent thoughts of death,
suicidal ideation, plans, or
attempts

depressed mood (A)
occurring for most
days of the week, for
at least 2 years, but is
not severe enough to
warrant a diagnosis of
MDD. PLUS at least
2/6 of the numbered
symptoms:

. Depressed mood

1. Appetite
disturbance (i.e.,
poor appetite or
overeating)

2. Sleep disturbance
(i.e., insomnia or
hypersomnia)

3. Low energy or

fatigue

Low self-esteem

5. Poor concentration
or decision making

6. Feelings of
hopelessness

&

depressive symptoms
which do not meet
criteria for diagnosis of
other mood disorders

A. Minor depressive

disorder; at least 2
weeks of depressive
symptoms but only
3—4 of the symptoms
required for MDD

B. Recurrent brief

depressive disorder;
from 2 days to

2 weeks of depressive
symptoms, occurring
at least once a month
for 12 months (not
linked to menstrual
cycle in females)

. Clinician identified

depressive disorder;
depressive disorder is
present but it is unclear
whether it is primary
or secondary

Note: Adapted from the DSM-IV-TR (APA, 2000)
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significant distress to the person. To qualify for a diagnosis of MDD, the person must
not have ever met criteria for a manic episode, hypomanic episode, or cyclothymic
disorder (discussed in bipolar disorders section).

Depending on the severity of the symptoms, MDD is qualified as mild, moderate,
or severe. Severity is typically established depending on the number of symptoms and
the level of disability present in the affected individual. In mild MDD, the person who
typically displays only enough symptoms to merit diagnosis, is distressed by the
symptoms, is able to continue in social, educational, or occupational endeavors, but
finds it difficult and effortful. With moderate MDD, the person typically has more
symptoms than those in the mild category, but not enough to warrant a descriptor of
severe. The person typically has substantial difficulty in continuing with social, edu-
cation, or occupational activities. In severe MDD, the person displays multiple symp-
toms in addition to what is required for diagnosis, and symptoms clearly and
significantly interfere with social, educational, and occupational functioning.

Additionally, some persons with severe MDD may present with psychosis —
delusions and or hallucinations experienced during the depressive episode. The
person may experience catatonia, such that the person may present as immobile,
mute, or with bizarre posturing. A person will be given a diagnosis of MDD, recur-
rent type if he or she has experienced more than one episode of MDD. If the major
depressive episode has persisted for 2 years or more, a specifier of chronic MDD
should be added. Because at least 50% of the individuals who have experienced an
episode of MDD go on to experience another episode, rather than removing the
diagnosis, a person who is no longer experiencing any depressive symptoms is
considered to have MDD in remission (APA, 2000).

In epidemiological studies, the prevalence of MDD varies depending on the popula-
tion studied. In general community samples, the lifetime prevalence of MDD has been
reported to be between 5.8 and 16.6% (Kessler et al., 2005; Regier et al., 1988).
Although there does not appear to be a significantly greater risk by race or ethnicity
(although there is certainly variability between the different ethnic groups), women
tend to be at higher risk for MDD than men, and medical, inpatient, and nursing home
settings all have higher rates than that of the general population. For a more extensive
summary of prevalence rates in special populations, see Feliciano and Aredn (2008).

Dysthymic disorder (DYS). Dysthymic disorder (also called dysthymia) is described
as a chronic depression of mood, but it is not sufficiently severe to be classified as a
major depression. The estimated lifetime prevalence of dysthymic disorder is between
2.5% (Kessler et al., 2005) as reported in a large population-based study using DSM-IV
criteria (US National Comorbidity Survey Replication) to 3.1% (Weissman, Leaf,
Bruce, & Florio, 1988). Rates are reported to be higher in primary care settings (8.3%)
(Burnam, Wells, Leake, & Landsverk, 1988). DYS appears to be equally represented in
both boys and girls in childhood, but this changes in adulthood, with women being
diagnosed almost twice as often as men (Kessler et al., 1994; Weissman et al.).

To be classified as DYS, symptoms must last a minimum of 2 years, without
more than a 2-month period in which the person is without symptoms (see
Table 8.1). An additional requirement for diagnosis is that symptoms should not be
secondary to other medical (including direct effects of substance or medication side
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effects) or mental health conditions (including mania, hypomania, or cyclothymia),
and there should be no major depressive episode present during the first 2 years of
DYS. If one or more major depressive episodes occur after the 2-year period, then
MDD is also diagnosed, often referred to as “double depression.” Additional quali-
fiers for DYS are related to the age of onset of symptoms. If symptoms occur prior
to age 21, then a specifier of early onset is noted, and onset at age 21 or later is
referred to as late onset.

Depressive disorder not otherwise specified (Depressive disorder NOS). This
category contains a number of additional disorders that do not meet criteria for
MDD or DYS, and yet are clinically significant. These disorders have not been
researched well enough to merit their own diagnostic classification and thus are
subsumed under the unipolar depressive disorders category; these disorders include
minor depressive disorder, recurrent brief depressive disorder, clinician identified
depressive disorder, postpsychotic depressive disorder of schizophrenia, a major
depressive episode superimposed on psychotic or delusional disorders, and pre-
menstrual dysphoric disorder.

Minor depressive disorder refers to a subclinical depression (depressive episode
lasting 2 weeks or more but with only 3—4 of the required symptoms for diagnosis
of MDD). Recurrent brief depressive disorder refers to subclinical depression that
reoccurs, but lasts less than the 2 weeks required for MDD. Clinician identified
depressive disorder is a subjective category that allows for depression that is clini-
cal, but is unable to be determined whether the depression is primary or secondary
(e.g., due to a general medical condition). Depression due to a general medical
condition refers to a disruption in mood that is described as having either “depressed
mood; markedly diminished interest or pleasure; or elevated, expansive or irritable
mood...is the direct physiological consequence of a general medical condition...
and is not better accounted for by another mental disorder” (APA, 2000, p. 401).
The associated medical condition should be listed in the diagnosis (e.g., Mood
disorder due to Parkinson’s disease). If the depressed mood appears to be due to the
direct effect of substance use, abuse, or withdrawal, then a diagnosis of substance-
induced mood disorder would be given instead. Postpsychotic depressive disorder
of schizophrenia refers to a depression that occurs only following an active phase
of psychosis (i.e., residual phase). A major depressive episode superimposed on
psychotic or delusional disorders refers to depression that is comorbid with the
active phase of a psychotic disorder, and premenstrual dysphoric disorder refers to
a depression that occurs in relation to the female menstrual cycle and typically
remits a few days prior to, or 1-week, post menses.

8.1.2 Bipolar Disorders

The bipolar disorders include four diagnoses: bipolar I disorder, bipolar II disorder,
cyclothymic disorder, and bipolar disorder NOS. To be given a diagnosis of bipolar
I, a person has to exhibit at least one manic episode. A manic episode is one in
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which the person experiences an elevated, expansive, or irritable mood that is
different from normal mood states for that person and which persists for a period
of at least 1 week. In addition, the person must experience at least 3—4 additional
symptoms depending on whether the person has an elevated or expansive mood or
an irritable mood only (see Table 8.2). The symptoms should not be better
accounted for by other mental health or medical diagnoses. Frequently, persons
with bipolar I have also experienced at least one major depressive episode as well.
However, a major depressive episode is not required for diagnosis. If criteria for
both types of episodes are met at the same time, this is referred to as a mixed
episode (APA, 2000). In their review of bipolar and unipolar depression, Cuellar
and colleagues report that 25-33% of persons with bipolar I report the absence of
having any major depressive episode (2004). The lifetime prevalence rate of bipolar
Iis between 0.4% and 1.6% in community settings (APA).

Bipolar II requires only a hypomanic episode, which has the same characteristics
as a manic episode, but is less severe, in that it is required to last only at least 4
days, does not include psychotic features, and does not markedly impair functioning

Table 8.2 DSM-1V-TR symptoms for differential diagnosis of bipolar disorders
Bipolar I Bipolar II

Noted by presence of an irritable,
expansive or elevated mood (A),
and result in significant impairment
in function (B). Plus a minimum of
3/7 of the numbered symptoms must
be present, unless the mood is only

Noted by presence of an irritable, expansive
or elevated mood (A) and results in
some impairment in function (B). Plus
a minimum of 3/7 of the numbered
symptoms must be present, unless the
mood is only irritable in which case 4/7
irritable in which case 4/7 is required. is required. These must be present for at
These must be present for at least / least 4 days:
week: A. Discrete period of irritable, expansive, or

A. Discrete period of irritable, expansive, elevated mood without psychotic features
or elevated mood B. Symptoms result in some change in

B. Symptoms result in substantial
impairment in social, educational, or
occupational arenas — may require
hospitalization
1. Inflated sense of self-esteem or

grandiose thoughts
2. Sleep disturbance (i.e., decreased
need for sleep)

Hyperverbal or pressured speech

Reports of “racing thoughts”

5. Easily distractible by
nonsignificant details/stimuli

6. Psychomotor agitation or an
increase in purposeful activities

7. Excessive involvement in high risk
activities

o

social, educational, or occupational arenas

that is observable to others, but does not

require hospitalization

1. Inflated sense of self-esteem or
grandiose thoughts

2. Sleep disturbance (i.e., decreased need
for sleep)

3. Hyperverbal or pressured speech

Reports of “racing thoughts”

5. Easily distractible by nonsignificant
details/stimuli

6. Psychomotor agitation or an increase
in purposeful activities

7. Excessive involvement in high risk
activities

b

Note: Adapted from the DSM-IV-TR (APA, 2000)
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or cause hospitalization. Similar to MDD, the bipolar disorders are further classi-
fied regarding severity and initial or recurrent episode. If recurrent, the episode
should be categorized by the description of the most recent episode (e.g., bipolar I
disorder, most recent episode manic). Additionally, specifiers are added as to
whether catatonic features are present, onset following pregnancy (i.e., postpartum
onset), and presence of observable patterns in the course of the disorder (i.e., sea-
sonal pattern, rapid cycling). The lifetime prevalence rate of bipolar II is 0.5% in
community settings.

Although it is currently in debate whether bipolar I and bipolar II represent two
discrete categories of disorders or whether they are the same disorder but fall along
a continuum, current research notes that there are some differences in the clinical
course of the disorder. For example, individuals with bipolar II are five times more
likely to have a higher number of episodes and exhibit rapid cycling than those with
bipolar I (Baldessarini, Tondo, Floris, & Hennen, 2000).

According to the results from several large epidemiological studies, bipolar I
appears to be equally common in both men and women, but bipolar II tends to be
diagnosed more frequently in women (APA, 2000; Kessler et al., 2005; Schneck
et al., 2004). The average age of onset of bipolar disorder has been reported to be
between ages 20 and 25 (APA; Kessler et al.). Earlier age of onset is associated with
rapid cycling and with a poorer prognosis (Schneck et al.). Onset of an initial manic
episode that occurs after the age of 40 is likely to be secondary to a general medical
condition or substance use (APA).

A recent meta-analysis on bipolar disorders revealed that 25-50% of individuals
with bipolar disorder attempt suicide (lifetime prevalence) and another 1% of these
individuals die from their efforts (Fountoulakis, Gonda, Siamouli, & Rihmer,
2009). These staggering numbers highlight the importance of routinely assessing
suicide risk in this population.

Cyclothymic disorder (CD). Cyclothymic disorder (also called cyclothymia)
refers to a variant of bipolar disorder that is characterized by mood periods that
alternate between hypomanic and depressive symptoms. These symptoms are not
severe enough to meet criteria for a full manic or major depressive episode. CD has
a chronic course (2 years or greater) without more than a 2-month period free of
any symptoms. Similar to DYS, an additional requirement for diagnosis is that
symptoms should not be secondary to other medical (including direct effects of
substance or medication side effects) or mental health conditions (including any
psychotic disorder), and there should be no major depressive episode present during
the first 2 years of the diagnosis. After those first 2 years, if a major depressive
episode occurs, the person would receive diagnoses of both CD and bipolar II.
Likewise, during the first 2 years, there should be no manic or mixed episode pres-
ent, as well. If a manic or mixed episode occurs after those initial 2 years, the
person would receive diagnoses of both CD and bipolar I.

Bipolar disorder not otherwise specified (Bipolar disorder NOS). The last cate-
gory of bipolar disorders includes mood impairments that have bipolar features but
do not meet the threshold for diagnosis of any of the bipolar disorders. Examples
of disorders that would fit this category include: very rapid alternations that occur
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over several days but do not last long enough to meet the requirements for criteria
of manic, hypomanic, or major depressive episodes; recurrent hypomanic episodes
without intercurrent depressive symptoms; a manic or mixed episode superimposed
on a psychotic disorder refers to hypomania that is comorbid with the active phase
of a psychotic disorder, hypomanic episodes with chronic depressive symptoms but
those symptoms are not frequent enough to meet diagnosis for CD; and clinician
identified bipolar disorder is a subjective category that allows for a bipolar disorder
that is clinically significant, but unable to be determined if the bipolar disorder is
primary or secondary (e.g., due to a general medical condition).

8.1.3 Mood Disorder Characterized by Etiology

This last category of mood disorders includes mood disorders due to a general
medical condition and substance-induced mood disorder. The key feature for both
these disorders is that the mood impairment is deemed by the clinician to be sec-
ondary to either the medical condition or the effects of a substance. Thus, there
must be evidence that the mood disruption is a direct consequence of the medical
condition. Evidence can be from historical information or from a physical exam
(includes laboratory test results). The disruption in mood can be either depressive
in nature or can be elevated, expansive, or irritable. The mood disorder should not
be better accounted for by another mental disorder, or occur only during the course
of a delirium. Lastly, as with all mood disorders, the disruption in mood must cause
significant distress or impairment in social, educational, or occupational areas.

8.2 Procedures for Gathering Information

There are a number of different ways in which clinicians and researchers alike can
begin the process of gathering information for assessment. These strategies include
both informal and formal assessment methods. Despite the presence of some very
good structured and semistructured clinical interviews, informal assessment
remains the most commonly practiced strategy for information gathering. Typically,
the clinician or mental health practitioner will meet with the client in a face-to-face
interview and ask a number of questions regarding his or her current mood, the
length of time that the person has felt this way, and specific symptoms. An assess-
ment of family history, medical history, and previous psychiatric history are usually
also undertaken. The flow of questions in such an interview is typically unstruc-
tured, open-ended, and depends on the person’s response to the questions.
Unfortunately, relying solely on this strategy may be less reliable and lead to the
possibility of misdiagnosis or failing to recognize comorbid conditions that present
with similar symptomatology. For this reason, many managed health care organiza-
tions and mental health organizations prefer to use a mix of formal and informal
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methods of gathering data to serve as a guideline to ensure that all pertinent
questions are asked.

To approach assessment from an evidence-based perspective, the purpose of
assessment should determine the type of assessment strategies utilized. The pur-
pose of assessment typically includes screening for risk, diagnosis, and treatment
planning; thus, the type of assessment chosen should reflect these needs. For diag-
nostic purposes, semistructured and structured interviews are excellent tools to
assist in confirming the presence of a disorder. These interviews are reliable and
valid tools that assist in conducting a more thorough evaluation and diagnosis of
disorders compared to unstructured interviews. With semistructured interviews, the
interviewer has a list of specific questions to be covered and flexibility to ask fol-
low-up questions to seek clarification and details necessary for diagnosis.

Structured interviews contain a set number of questions to be asked in a set
order. Because of their format, these types of interview tools provide a standardized
process for gathering information, which can improve consistency in service deliv-
ery, reliability in diagnosis, and provide a means for tracking clinical outcomes/
change indicators (Sheehan et al., 1998). In addition, structured and semistructured
interviews decrease the need for extensive training of interviewers. However, some
of these interviews are time consuming and while they can be used for tracking
change, they are not practical for this purpose. Once a diagnosis is confirmed, a
clinician-administered measure such as the Hamilton Rating Scale for Depression
(HRSD; Hamilton, 1967) may be more useful for tracking outcomes (Joiner,
Walker, Petitt, Perez, & Cukrowicz, 2005). The other disadvantage to structured
interviews is that there is no flexibility in questioning. If a question is not fully
answered or explicated well, the interviewer is not allowed to deviate from the
prescribed set of questions. To deviate from the standardized process would lead to
a decrease in reliability and validity of the norms. The most commonly used struc-
tured and semistructured interviews will be discussed in further detail in later
sections.

Standardized screening measures are excellent choices, if the goal of assessment
is to identify those who may be at risk of developing a mood disorder. These mea-
sures can help identify those people who may need further assessment with a struc-
tured or semistructured diagnostic interview. The primary benefits of using a
screening measure include the brief amount of time required to administer them and
a decreased need for extensive training in their usage, making them ideal for use in
primary care and other general health and social service settings. The most com-
mon screening measures are self-report measures. Typically, the person is asked to
indicate the severity of a specific symptom that he or she may be experiencing over
an identified time period (e.g., over the last 2 weeks). The inventory is then scored
by the clinician. The person’s score on the instrument reflects the severity of the
disorder. Commonly used self-report measures of depressive symptoms include the
Beck Depression Inventory-1I (BDI-II; Beck, Steer, & Brown, 1996), the Center for
Epidemiological Studies-Depression Scale (CES-D; Radloff, 1977), the Zung
Depression Scale (ZDS; Zung, 1972), the Montgomery Asberg Depression Rating
Scale-Short form (MADRS-S; Montgomery & Asberg, 1979) and the Profile of
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Mood States (POMS; Plutchik, Platman, & Fieve, 1968). Of all the self-report
inventories available, the BDI-II is the most popular instrument used. The BDI-II is
a 21-item self-report inventory that addresses depressive symptoms, and has been
validated for use with community dwelling adults, older adults, and inpatient
samples. The BDI-II takes approximately 20 min to administer and has good inter-
nal consistency and concurrent validity (Segal, Coolidge, Cahill, & O’Riley, 2008;
Steer, Rissmiller, & Beck, 2000).

Other self-report measures have been designed for use with specific populations,
such as the Geriatric Depression Scale (GDS; Yesavage et al., 1982) and the Nine-
Item Patient Health Questionnaire (PHQ-9; Spitzer, Williams, Kroenke, Hornyak,
& McMurray, 2000). These inventories are thought to be more valid for use with
older adults and medical patients, respectively due to a decreased emphasis on
items related to somatic symptoms.

Other screening measures are administered by the clinician. These instruments
include the Hamilton Rating Scale for Depression (HRSD; Hamilton, 1967), the
Montgomery Asberg Depression Rating Scale (MADRS; Montgomery & Asberg,
1979), and the Inventory of Depressive Symptomatology — Clinician-rated. The
HRSD is a commonly used clinician-rated measure of depression severity and has
been considered by many to be the “gold standard.” Although there are several
versions of the HRSD available, the 21-item inventory is the most commonly
used. This inventory typically takes approximately 20-30 min to administer. The
HRSD has been well validated and has good internal consistency (Cronbach’s
alpha=0.81 and 0.88) (Carmody et al., 2006). The MADRS is a 10-item rating
scale for depression that takes approximately 20 min to administer. The MADRS
is an excellent alternative to the HRSD as it is reported to be more sensitive to
tracking clinical change in symptoms, is unifactorial, has higher internal consis-
tency ratings, and inter-rater reliability (>0.90). For a complete review of these
measures see Rogers (2001).

There are also screening measures that are designed for use with special populations
such as individuals with cognitive impairment and bipolar disorders. For example,
the Cornell Scale for Depression in Dementia (CSDD; Alexopoulos, Abrams,
Young, & Shamolan, 1988) is completed by the clinician in conjunction with
another person with sufficient knowledge of the identified patient (e.g., adminis-
tered directly to a caregiver, or significant other). Depressive symptoms are evalu-
ated on a 3-point rating scale (0=%absent”, 1=“mild or intermittent”, and
2="*severe”), with higher scores being indicative of higher severity of depression.
The CSDD has adequate inter-rater reliability (kappa=0.67), good internal consis-
tency (0.84), and concurrent validity with the HRSD.

Picardi (2008) in her review of rating scales in bipolar disorder, states that
because the clinical features of bipolar disorder are different than in unipolar disor-
ders (e.g., motoric retardation, elevated or expansive mood), the typical depressive
symptom self-report scales may not be as useful for identification of bipolar
symptoms. Self-rating measures recently developed, that are specific to bipolar
disorders, include the Bipolar Depression Rating Scale (BDRS; Berk et al., 2007)
and the Bipolar Inventory of Symptoms Scale (Bowden et al., 2007). The Inventory
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of Depressive Symptomatology has also been used in research to screen for bipolar
disorder. Similar to other self-report measures of depressive symptomology, these
measures are brief and allow for frequent administration, which can be effective in
tracking rapid cycling (Picardi, 2008). The reader is referred to Picardi (2008) and
Allen and Smith (2008) for a more comprehensive review of screening measures
for bipolar disorders.

Self-report screening measures tend to differ on how frequently the measure
should be administered (e.g., the BDI-II can be given every 2 weeks, whereas the
CES-D and ZDS can be given weekly and the BDRS is given every 2 days),
the symptoms covered (e.g., the PHQ-9 directly maps onto the major criteria of the
DSM-1vV MDD diagnostic criteria whereas the BDI-II covers less core depressive
symptoms), the format of the questions (e.g., the BDI-II has scaled questions with
a “0” indicating absence of the symptom and a “3” indicating the most severe
expression of that symptom, whereas the GDS has items that are presented in a
“yes/no” format), and the amount of time necessary to administer. The main drawback
to the use of screening measures lies within their inability to fully assess the degree
of impairment and nuances of the depressive symptoms. Screening measures tend
to be more inclusive (i.e., more sensitive than specific) in order to capture as many
possible persons at risk and, therefore, tend to result in more false positives. For these
reasons, screening measures should never be used in place of a thorough diagnostic
workup in making a definitive diagnosis.

Finally, if the goal of assessment is tracking outcomes or clinical change over
time, clinicians can use a severity measure or have the client use a data sheet to
self-monitor depressive symptoms (e.g., daily mood log) or engagement in pleasur-
able events (e.g., weekly activity log). Because self-report is subjective, can be
biased, or otherwise inaccurate (relies on memory and adequate perceptions of
events) direct observation of the client may also be useful in tracking outcomes.
These observations can occur within session by the clinician (e.g., observation of
person’s grooming, hygiene, psychomotor agitation or slowing), or out of session,
by a significant others (e.g., collateral data). Regardless of the method chosen,
tracking outcomes can provide evidence as to whether or not the clinician accu-
rately diagnosed the condition, provide information for treatment planning, and
allow for evaluation of treatment effectiveness.

8.3 Case Illustrations

8.3.1 Older Adult with Longstanding Bipolar Disorder

The client was a 67-year old, Caucasian man who was voluntarily admitted to a
psychiatric inpatient facility with severe depressive symptoms and suicidal ideation.
His medical records indicated a longstanding history of bipolar disorder, with a
current, severe, depressive episode that had been resistant to outpatient treatment.
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The intake assessment included a thorough assessment of his current psychiatric
symptoms using a semistructured interview format, with particular emphasis on
assessment of DSM-IV criteria for manic and depressive episodes. The intake
assessment also included a comprehensive review of his psychiatric history, includ-
ing past manic and depressive episodes, alcohol and substance use, suicidality, and
treatment history. He reported one suicide attempt approximately 20 years prior.

The intake assessment revealed that the client was experiencing a severe major
depressive episode with frequent thoughts of suicide, but no current suicidal intention
or plan and no current manic symptoms. He complained of cognitive deficits, and his
medical history included diagnoses of hypertension, hypercholesteremia, and Type II
diabetes, all risk factors for dementia. CT scans revealed no lesions suspected to
affect cognitive functioning. Thus, a neuropsychological evaluation was performed
next to determine the presence of dementia and/or the potential effects of the client’s
depressive episode on his cognition. A standard neuropsychological battery was
administered that assessed multiple domains of cognition: intelligence, visuospatial
ability, language, memory, and executive functioning. An important part of the
assessment was careful observation of the client’s behavior, such as level of effort,
signs of fatigue, self-criticism, and response to encouragement.

Overall, the client’s performance was indicative of a depressive pattern of cogni-
tive functioning without signs of dementia. Compared to age and education-adjusted
norms, his performance indicated average intelligence, language, and verbal mem-
ory. His performance was low-average for visuospatial ability and nonverbal mem-
ory. Tests of executive functioning were average overall but varied, with low-average
performance on abstract reasoning and cognitive flexibility. His behavior also indi-
cated interference from depressive symptoms, such as his variable effort (usually
better at the beginning of tasks, suggesting fatigue), criticizing his performance,
working slowly on timed tasks, and responding positively to encouragement.

Ultimately, this client was diagnosed with bipolar disorder, current episode
depressed, with no diagnosis of dementia. The treatment plan focused on management
of depressive symptoms, as well as structuring and encouragement to facilitate his
engagement in tasks and pleasant activities that would be cognitively stimulating but
not taxing. This case is illustrative of many of the issues in diagnostic interviewing
with older adults. Most older adults have onset of their psychiatric disturbance prior to
entering late life (Kessler et al., 2005) and thus, may have a long, complex diagnostic
and treatment history requiring thorough evaluation. Older adults also frequently have
medical comorbidities and cognitive deficits that complicate the diagnostic picture, so
the ideal assessment process involves an interdisciplinary team including experts in
psychiatry, geriatric medicine, and neuropsychology, among others.

8.3.2 Minority Older Adult with Major Depressive Disorder

The client was a 71-year old, divorced, Hispanic-American woman who presented
with complaints of lifetime depression. The intake assessment included a thorough
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assessment of her current and past history of psychiatric symptoms, alcohol and
substance use, suicidality, medical and treatment history using the SCID. The SCID
was supplemented with a depression severity measure (HRSD) and a mental status
exam. Because the client also endorsed some memory complaints, the intake
assessment also included a brief neuropsychological battery.

At intake, careful attention was given to developing rapport, and explaining the
reason for assessment and for questions that were asked about her psychiatric and
family history. The client reported symptoms consistent with a diagnosis of major
depressive disorder, including depressed mood all day nearly every day, fatigue,
and disrupted and restless sleep (occasional difficulties falling asleep but wakes
frequently and sometimes takes 1-3 h to fall back to sleep). She stated that she cried
frequently, was lonely, and had few social supports. She reported being self-critical
(about her weight and cleanliness/clutter of her home), feeling worthless and guilty
over things that she has done or not done. She believed that she has brought the
depression on herself and wondered why she didn’t take better care of herself. She
also reported a loss of interest and pleasure in things that she used to enjoy and felt
that she had to push herself to do anything, and reported “having nothing to look
forward to.” She also reported feeling discouraged and pessimistic about the future
(e.g., saw her future as “bleak’). When asked how she thinks things will work out,
she stated that she will “probably be alone the rest of my life,” A review of her
psychiatric history revealed that she had struggled with depression on and off for
most of her life. Her medical history was notable only for a total hip replacement
several years prior and her family history was unremarkable for psychiatric
disorders.

In addition to depressive symptoms, the client reports several psychosocial
stressors including worry about finances, problems at work (conflict with supervisor),
and worry about physical health. However, these did not appear to be excessive
given her current financial situation (e.g., low-income) and history of medical
problems. In addition, these symptoms did not, by the client’s report, cause clinically
significant distress or significant impairment in occupational or social functioning.
She denied current suicidal ideation, hallucinations and delusions.

Her mental status exam was notable for psychomotor retardation, somewhat
blunted affect, and negative thought content (e.g., depressotypic thoughts, worry
about health and financial difficulties). She described her mood as “sad” and was
preoccupied with worry over cognitive complaints including difficulties with
concentrating at work, making decisions, and mild memory difficulties including
difficulty remembering medications and dates. On exam, she also met criteria for
mild cognitive impairment.

At the conclusion of the assessment, this client was diagnosed with major
depressive disorder, recurrent, moderate. In addition to depressive symptoms, she
reported psychosocial stressors including worry about finances, problems at work
(conflict with supervisor), and worry about physical health. Despite this report, she
did not meet criteria for a diagnosis of a comorbid anxiety disorder, as the anxiety
did not cause clinically significant distress or significant impairment in social or
occupational functioning. Given her test results, the client also received a diagnosis
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of mild cognitive impairment. The treatment plan focused on depressive symptoms
and utilized Problem Solving Therapy techniques. The case is illustrative of some
of the issues related to working with a minority elder. For example, careful attention
was given to the development of rapport and reducing stigma associated with
reporting mental health symptoms. The interviewer was attentive to the client’s
biopsychosocial concerns and took care to use the client’s preferred language for
discussing depressive symptoms resulting in an increased atmosphere of caring and
comfort to assist the client with the assessment process.

8.4 Recommendations for Formal Assessment

In their evidence-based review of depression and its assessment, Joiner, Walker,
Pettit, Perez, and Cukrowicz (2005) recommended that a structured clinical inter-
view is the best start for assessing depression. In addition, these researchers recom-
mended that the interview should be supported with well-validated and reliable
self-report instruments to provide a measure of symptom severity. In this manner,
both clinician-ratings and client report are adequately taken into account. We heart-
ily agree with these recommendations. However, in certain settings in which a full
clinical interview is not possible (e.g., primary care), we add that it is often more
expedient to use a valid and sensitive screening measure first, followed by a more
thorough assessment for those individuals who screen positive.

8.5 Standardized Interview Formats

There are many standardized interviews that are designed to aid the clinician in
diagnosis of mental health conditions. Each interview contains sections geared
towards identification of mood disorders within the larger context of other psychi-
atric disorders. The following section will review some of the more commonly used
reliable and valid instruments.

The Structured Clinical Interview for DSM-IV-TR Axis I Disorders (SCID; First,
Spitzer, Gibbon, & Williams, 2002) is considered the state-of-the-art semistruc-
tured clinical interview based on the DSM-IV and has been used in many studies
worldwide. The SCID fully assesses the criteria for mood disorders and can take
from 1 to 3 h to fully administer. It contains sections designed to differentiate
depressive and bipolar episodes and to differentiate mood symptoms induced by
substances or medical illness. The format of items includes standard questions,
qualifying questions, and optional probe questions to clarify diagnostic criteria.
The SCID is available in two formats: The Clinician Version (SCID-CV) and the
Research Version (SCID-RV). The SCID-RV may be used with the SCID-CV and
supplements the interview with focus given to additional diagnoses and specifiers.
Reliability studies, overall, indicate good to excellent reliability for current diagnoses,
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moderate test—retest reliability, moderate concurrent validity, and moderate convergent
validity (Rogers, 2001).

An alternative is the Composite International Diagnostic Interview Version 2.0
(CIDI; WHO, 1997), which is a fully-structured clinical interview that is briefer
than the SCID. The CIDI was developed for the World Health Organization to allow
for a comparison of psychopathology from an ICD framework to one that is com-
patible with definitions from the DSM-IV. This structured clinical interview is also
available in a computerized format that is programmed to allow for probe ques-
tions, skip patterns, and flow charts that enable full diagnostic potential. Because
the program provides the diagnosis, the examiner does not need to make any clini-
cal judgments and thus, the CIDI can be administered by anyone with minimal
training (Cooper, Peters, & Andrews, 1998). However, the drawback to computer
administration lies in its reliance on self-report. Therefore, individuals who have
poor insight or who may deny the presence of mental disorders may make it diffi-
cult to accurately diagnose certain disorders (Thornton, Russell, & Hudson, 1998).
For these reasons, the CIDI is best used in conjunction with an interview with a
clinician. Reliability and validity measures of the CIDI are complex and depend on
the version used, translation, and administration format. The reader is r