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Concetti chiave del DSM 5

Dal DSM-III, si decise di adottare un modello “ateorico”
(Robert Spitzer)...e davvero possibile essere “ateorici™?

Forse e meglio dire basato symptom-based e a bassa
inferenzialita

Esclusione delle eziologie, in quanto spesso ignote.
Eccezioni: PTSD...

Aumentare la validita della diagnosi. Stiamo veramente
diagnosticando Il fenomeno che crediamo? Introduzione del
criteri diagnostici (DSM-I1I, 1980)




Fin dal 1980, il DSM ha preferito adottare:

Sistema politetico (piu coerente col modello ateoretico)

e Tutti i criteri hanno lo stesso valore (anche se non sempre vero). Si
sceglie una soglia di inclusione stabilendo un numero minimo di criteri
necessari

 Eccessiva eterogeneita. Secondo il DSM-III vi sono ben 93 modi diversi
di soddisfare i criteri diagnostici della personalita borderline, mentre due
pazienti possono soddisfare i criteri della personalita schizotipica senza
avere in comune nemmeno un criterio (Frances et al.,1990)

* Necessita conseguente di innalzare la soglia di inclusione. Unico modo
consentito dal sistema politetico, aumentando il numero dei criteri
necessari alla diagnosi

* La psichiatria si separa dalla medicina, che usa di solito modelli
monotetici

...piuttosto che

Sistema monotetico (sottende una qualche teoria)

» Uno o piu criteri sono condizione necessaria per la diagnosi

(i sintomi di | rango di Schneider per la diagnosi di schizofrenia)




L'approccio “nomotetico” cataloga i dati secondo leggi
(nomos) categorie che includono I pazienti

L'approccio “idiografico” guarda cio che € specifico di ogni
singolo paziente (idios “unico”) per cercare di conoscere
guello che non sta nelle leggi conosciute

(Gordon Allport , a meta del XX secolo in America)




Modello categoriale

« Malattia separata dalla salute

» Ogni disturbo (categoria) € nettamente separato dall’altro

 Le forme intermedie, la quota di realta che non si riesce a
collocare nelle mie categorie occupano uno spazio a parte, che
diventa una nuova categoria (il famigerato NAS , Non Altrimenti
Specificato). La coerenza formale sembra salva, ma ...
 Implica un maggiore livello di astrazione e la concezione di
“prototipi”, difficilmente osservabili, ma utili nell'incontro con la
grande variabilita dei fenomeni clinici

Modello dimensionale

* Individua diverse dimensioni. Ogni fenomeno clinico varia
guantitativamente su un continuum di valori ordinati
(figurativamente come su una retta). Ad esempio i tratti della
personalita, dell'umore,della cognizione.

* || modello dimensionale si adatta meglio a molti aspetti della
realta
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Sistema non-assiale...
Asse |, I, e Il (DSM-IV-TR) inclusi in questa sezione...

Disturbi del neurosviluppo Disfunzioni sessuali
Spettro schizofrenico e altri disturbi psicotici Disforia di genere
Disturbi bipolari e disturbi correlati Disturbi distruttivi, del controllo degli

impulsi e della condotta

Disturbi depressivi . . )
P Disturbi correlati alle sostanze e alle

Disturbi d’ansia dipendenze

Disturbo ossessivo-compulsivo e disturbi Disturbi neurocognitivi
correlati Disturbi di personalita
Disturbi correlati a trauma e stressors Parafilie

Disturbi dissociativi Altri disturbi mentali

Disturbi del movimento indotti da

Sintomi somatici e disturbi correlati i ) ) o :
farmaci e altri effetti avversi ai farmaci

. ) . L .
Disturbi della nutrizione e dell’alimentazione Altre condizioni che possono meritare

Disturbi dell’eliminazione attenzione clinica

Disturbi del ritmo sonno-veglia




Comorbidita

La comorbidita e definita come
la (frequente) co-presenza di
piu disturbi
contemporaneamente.

Ad esempio, depressione e
disturbi correlate a sostanze...
Oppure, depressione e
disturba da ansia
generalizzata.

e davvero cosi strano che
MDD e GAD siano altamente
comorbidi?




Generalized Anxiety Disorder
Diagnostic Criteria 300.02 (F41.1)

A. Excessive anxiety and worry (apprehensive expectation), occurring more days than
not for at least 6 months, about a number of events or activities (such as work or school
performance).

B. The individual finds it difficult to control the worry.

C. The anxiety and worry are associated with three (or more) of the following six symp-
toms (with at least some symptoms having been present for more days than not for the
past 6 months):

Note: Only one item is required in children.

1. [BBﬁILe_&sM_om_eh_]ngLev_e_d_uMe_] Major Depressive Disorder

2.
. - - .
3.| Difficulty concentrating or mind going blank.] Diagnostic Criteria
4. Trntability. A. Five (or more) of the following symptoms have been present during the same 2-week
5. Muscle tension. period and represent a change from previous funclioning; at least one of the symptoms

6. Sleep disturbance (difficulty falling or staying asleep] . iseither (1) depressed mood or (2) loss of interest or pleasure. -
\ Note: Do not include symptoms that are clearly attributable to ancther medical condition.
1. Depressed mood most of the day, nearly every day, as indicated by either subjec-
tive report (e.g., feels sad, empty, hopeless) or observation made by others (e.g.,
appears tearful), (Note: In children and adolescents, can be irritable mood.)
2. Markedly diminished interast or pleasure in all, or almaost all, activities most of the
day, nearly every day (as indicated by either subjective account or observation).

£

3. Significant weight loss when not dieting or weight gain (e.g., a change of more than
5% of body weight in a month), or decrease or increase in appetite nearly every day.
{Mote: In children, consider failure to make expected weight gain.)

4, (Insomnia or hypersomnia nearly every day.

5. (Psychomotor agitat'al or retardation nearly every day (observable by others, nol
merely subjective feelings ofirestless or being slowed down).

&. | Fatigue or loss of energy nearly every day.

7. Feelings of worthlessness or excessive or inappropriate guilt (which may be delu-
sional) nearly every day (not merely self-reproach or guilt about being sick).

(8. Diminished ability to think or concentrate) or indecisiveness, nearly every day (ei-
ther by subjective account or as observed by others).

9. Recurrent thoughts of death (not just fear of dying), recurrent suicidal ideation with-

out a specific plan, or a suicide attempt or a specific plan for committing suicide.




Comorbidita

Visualization of a subset of DSM-IV-TR's
criteria space, containing Major Depressive
Disorder (MDD) and Generalized Anxiety
Disorder (GAD). Criteria are represented as
nodes and connected whenever they occur in
the same disorder. Blue indicates MDD
criteria; red indicates GAD criteria; purple
indicates criteria that belong to both MDD and
GAD. 1 = weight loss, 2 = worthlessness/qguilt,
3 = depressed mood, 4 = diminished interest
in activities, 5 = increased appetite, 6 = weight
gain, 7 = decreases appetite, 8 = psychomotor
retardation, 9 = thoughts of death, 10 = 2 or
more Major Depressive Episodes, 11 =
hypersomnia, 12 = fatigue, 13 = decreased
concentration, 14 = insomnia, 15 =
psychomotor agitation, 16 = irritability, 17 =
excessive worry, 18 = excessive anxiety, 19 =
difficulty controlling worry, 20 = mind going
blank, 21 = muscle tension.
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Il “problema™ della comorbidita
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Esempi di network individual

https://network-
v10.azurewebsites.net/diagrams/force/data=995759eng

https://network-
v10.azurewebsites.net/diagrams/force/data=487943eng

https://network-
v10.azurewebsites.net/diagrams/force/data=938110eng

https://network-
v10.azurewebsites.net/diagrams/force/data=817339eng



https://network-v10.azurewebsites.net/diagrams/force/data=995759eng
https://network-v10.azurewebsites.net/diagrams/force/data=487943eng
https://network-v10.azurewebsites.net/diagrams/force/data=938110eng
https://network-v10.azurewebsites.net/diagrams/force/data=817339eng

Sistema ancora fondamentalmente categoriale...

...ma e stato (parzialmente) ibridato con un approccio
dimensionale

« Considerare la variabilita dei sintomi intraindividuali

« Quando si applica un criterio monotetico, graduare
I'intensita dei sintomi

« Quando si applica un criterio politetico, discriminare la
diversa intensita dei sintomi e le diverse combinazioni

* Prendere in considerazione il vissuto del soggeto nei
confronti dei sintomi




Nonostante le modifiche per rendere il DSM-5 piu in linea
con la realta clinica, molte (moltissime) critiche si sono
sollevate, anche da parte di clinici e ricercatori molto
autorevoli, come Allen Frances, a capo del DSM-IV
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_ So Mr. Psychiatrist ... have you ever cured anyone? _




Critiche di Frances:

1) La definizione del disturbo
mentale nel DSM-5 e vaga
e poco utile per:

« Stabilire | confini fra
normalita e patologia,
zona molto affollata;

« Decidere quali
diagnosi devono far
parte della

classificazione DSM-5
« Decidere se una data

persona deve essere
considerata un
paziente o meno

noremal (no
1. an insider’s revoltaps
out-of-control psychiatric

diagnosis, DSM-5, big pharma,
and the medicalization of
ordinary life




2) Cio che definiamo disturbo mentale e un costrutto utile
per scopi clinici, di ricerca, forensi, epidemiologici,
amministrativi ed educative...ma € un modo di
descrivere la realta, non certamente il solo

3) Il DSM-5 aumenta I'eccesso di diagnosi (falsi positivi) e
I'eccesso di trattamenti farmacologici

4) Aumenta la medicalizzazione della normalita

5) Peggioramento delle 3 epidemie verificatesi nell’
Infanzia col DSM-1V Disturbo bipolare — Autismo —
ADHD

6) Abbassamento della soglia per alcune diagnosi (lutto e
MDD)
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Critiche spesso fondate e motivate...
...tuttavia, dobbiamo stare attenti a
non dimenticare, negare, o rinnegare

| tanti passi avanti che abbiamo fatto
dall’adozione del DSM

The Clinical Textbook of Biblical Psychiatry
Self-Diagnostic System

"Psychiatry"” is a Greek word meaning "doctor of the soul"

Clinical Textbo Clinical Text
Biblical Psych;::';r‘;f Biblical Psygg%rgf
Self Test 2 Self Test 3
MMPI-7.. EDS-7..
Meticulous Etiological
Moral Principles Diagnostic
Inquiry Snapsheets
A checklist of 155 behaviors 338 yes/no moral

|dentify behavior causes
& deftyermine solutions
Steve Rudd e

choice questions

www.bible.ca www.bible.ca

f
|

© Copywrite 2001-2014 Steven Rudd



Insomma il DSM-5 e davvero la Bibbia della psichiatria?

STIC AND STATSNCAL £ 4
MANUAL OF % n
NTAL .\“1:' b e

DSM-5

Non so...chiedetelo a uno psichiatra!l Ma se lo €, € un
testo sacro molto strano, perche e un ancora un work
INn progress




Manuale Diagnostico e Statlstlco del Dlsturbl Mentall (DSM)

Antesignano DSM 1844

DSM-I 1952

DSM-II 1968

DSM-III 1980

DSM-III-R 1087

DSM-IV 1994

DSM-IV-R 2000

DSM-5 2013

*— (o SR

g T AR

SM m D ‘Qlﬁ?QBIK?-T;-" STEAp =
N _W St d- I g IR T F o

Iu\ G AN SEATSTK

| ’ l" J14f\11||l)w1

T AP

M I HAGNOSTIC AND STATISTICAL .
DSM IV MANUAL OF MENTAI ])\;,:

e el R B M e

, ,-fi '- b DIAGNOSTICAR :
b, Y RT"‘ M ALOFME

IG5

DIAGNOSTIC AND STATISTICAL
MANUAL OF
MENTAL DISORDERS

FIFTH EDITION
TEXT REVISION

DSM-5-TR"

DIAGNOSTIC AND STATISTICAL
MANUAL OF
MENTAL DISORDERS

DSM-5

AMERICAN PSYCHIATRIC ASSOCIATION




DEPRESSIONE

DSM-I (1952

PSYCHONEUROTIC DISORDERS

The chicf characteristic of these disorders is “anxiety” which may be
directly felt and expressed or which may be unconsciously and automatically
controlled by the utilization of various psychological defense mechanisms

{depression, conversion, displacement, etc.). In contrast to those with psy- AND

STATISTI
: , MANUAL

000-x06 Depressive reaction
The anxiety in this reaction is allayed, and hence partially relieved, by
depression and self-depreciation. The reaction is precipitated by a current
situation, E':qur:mly by some loss sustained by the patient, and is often
associated with a feeling of guilt for past failures or deeds. The degree of

the reaction in such cases is dependent upon the intensity of the patient's
ambivalent feeling toward his loss (love, possession) as well as upon the
realistic circumstances of the loss.

The term is synonymous with “reactive depression” and is to be differenti-
ated from-the corresponding psychotie reaction. In this differentiation, points
to be considered are (1) life history of patient, with special reference to
mood swings (suggestive of psychotic reaction), to the personality structure
(neurotic or cyclothymic) and to precipitating environmental factors and
(2) absence of malignant symptoms (hypochondriacal preoceupation, agita-
tion, delusions, particularly somaric, hallucinations, severe guilt feelings,
intractable insomnia, suicidal ruminations, severe psychomotor retardation,
profound retardation of thought, stuper).

AMUERICAN PSYCHIATRIC ASSOCIATION



DSM-II (1968)

300.4 Depressive neurosis

This disorder is manifested by an excessive reaction of depression
due to an internal conflict or to an identifiable event such as the loss
of a love object or cherished possession. It is to be distinguished from
Involutional melancholia (q.v.) and Manic-depressive illness (q.v.).
Reactive depressions or Depressive reactions are to be classified here.

MENTAL
DISORDER




DSM-IIl (1980)

Diagnostic criteria for major depressive episode

A. Dysphoric mood or loss of interest or pleasure in all or almost all usual
activities and pastimes. The dysphoric mood is characterized by symptoms
such as the following: depressed, sad, blue, hopeless, low, down in the

dumps, irritable. The mood disturbance must be prominent and relatively DlAC,NOSTlC AND STAT]ST ICAL
persistent, but not necessarily the most dominant symptom, and does not M ANUAL OF

include momentary shifts from one dysphoric mood to another dysphoric

mood, e.g., anxiety to depression to anger, such as are seen in states of MENTAL DBORDE%

acute psychotic turmoil. (For children under six, dysphoric mood may (THro Epimon)
have to be inferred from a persistently sad facial expression.)

B. At least four of the following symptoms have each been present DSM‘I"
nearly every day for a period of at least two weeks (in children under
six, at least three of the first four).

(1) poor appetite or significant weight loss (when not dieting) or

increased appetite or significant weight gain (in children under

six, consider failure to make expected weight gains)

{2) insomnia or hypersomnia

(3) psychomotor agitation or retardation (but not merely subjective

feelings of restlessness or being slowed down) (in children under six,

hypoactivity)

(4) loss of interest or pleasure in usual activities, or decrease in

sexual drive not limited to a period when delusional or hallucinating

(in children under six, signs of apathy)

(5) loss of energy; fatigue

(6) feelings of worthlessness, self-reproach, or excessive or inap-

propriate guilt (either may be delusional)

{7) complaints or evidence of diminished ability to think or con-

centrate, such as slowed thinking, or indecisiveness not associated AMERCAN PSYCHIATRIC. ASSOCIATION

with marked loosening of associations or incoherence

(8) recurrent thoughts of death, suicidal ideation, wishes to be dead,
= Or suicide attempt




DSM-III-R (1987)

Dhagnostic critena for Major Depressive Emsode

Note: A "Major Depressive Syndrome” Is defined as criterion A below,

A At least five ufihe following symptoms have been pre-sent dl:ll'irl.g the same D] AGNOSTIC AND S‘[/\TB‘HG\L
two-week period and represent a change from previous functioning; at least N
one of the symptoms is either 1) depressed mood, or (2) loss of interest or NUAL OF i
pleasure. (Do not include symptoms that are clearly due to a physical condi- MENI‘\L DISORDER)
tion, mood-incongruent delusions or hallucinations, incoherence, or marked (Trro EDMON - Revisen)
loosening of associations.)
(1) depressed mood (or can be iritable mood in children and adolescents) DSM _I"_ R

most of the day, nearly every day, as indicated either by subjective ac-
count or observation by others

{2) markedly diminished interest or pleasure in all, or almost all, activities
most of the day, nearly every day (as indicated either by subjective ac-
count or observation by others of apathy most of the time)

{3) significant weight loss or weight gain when not dieting (e.g., more than
5% of body weight in a month), or decrease or increase in appetite nearly
every day (in children, consider failure to make expected weight gains)

{4) insomnia or hypersomnia nearly every day

{5} psychomotor agitation or retardation nearly every day (observable by
gther&, not merely subjective feelings of restlessness or being slowed

W)

(6) fatigue or loss of energy nearly every day

{7) feelings of worthlessness or excessive or inappropriate guilt {which may
be delusional) nearly every day (not merely self-reproach or guilt about
being sick)

(8) diminished ability to think or concentrate, or indecisiveness, nearly every
day (either by subjective account or as observed by others)

{9) recurrent thoughts of death (not just fear of dying), recurrent suicidal
ideation without a specific plan, or a suicide attempt or a specific plan for

committing suicide AMERICAN PSYCHIATRIC ASSOCIATION




DSM-IV (1994)

B Criteria for Major Depressive Episode

A, Five (or more) of the following symproms have been present during the
same 2-week period and represent a change from previous functioning;
at least one of the symproms is either (1) depressed mood or (2) loss
of interest or pleasure,

MNote: Do not include symptoms thar are clearly due o a general medical
condition, or mood-incongrueent delusions or hallucinations.

1)

2)

3

{4}
[3)

(&)
{7

(8

(®

depressed mood maost of the day, nearly every day, as indicared
by either subjective report (e.g., feels sad or empty) or observation
made by athers {eg., appears tearful). Note: In children and
adolescents, can be irritable mood.

markedly diminished interest or pleasure in all, or almost all,
activities most of the day, nearly every day (as indicated by either
subjective account or observation made by others)

significant weight loss when not dieting or weight gain (eg., a
change of more than 5% of body weight in a month), or decrease
or ncrease in appetite nearly every day. Note: In children,
consider failure to make expected weight gains.

insomnia or hypersomnia nearly every day

pavehomaotor agitation or retardation nearly every day (observable
by others, not merely subjective feelings of restlessness or being
slowed down)

fatigne or loss of energy nearly every day

feelings of worthlessness or excessive or inappropriate guilt (which
may he delusional) nearly every day (not merely self-reproach or
puilt about being sick)

diminished ability to think or concentrate, or indecisiveness, nearly
every day (either by subjective account or as observed by others)
recurrent thoughts of death (not just [ear of dying), recurrent
suicidal ideation without a specific plan, or a suicide attempt or a
specific plan for committing suicide

DIAGNOSTIC AND STATISTICAL
MANUAL OF
MENTAL DISORDERS

FouRTH EDITION

DSM-IV"™

1ERICAN PSYCHIATRIC




DSM-IV-TR (2000)

Criteria for Major Depressive Episode

A. Five (or more) of the following symptoms have been present during the same 2-week
period and represent a change from previous functioning; at least one of the symp-
toms is either (1) depressed mood or (2) loss of interest or pleasure.

Note: Do not include symptoms that are clearly due to a general medical condi-
tion, or mood-incongruent delusions or hallucinations.

(M
)

J
(3)
(4)

(5)

(6)
\7)

(8)
(9

depressed mood most of the day, nearly every day, as indicated by either sub-
jective report (e.g., feels sad or empty) or observation made by others (e.g., ap-
pears tearful). Note: In children and adolescents, can be irritable mood.
markedly diminished interest or pleasure in all, or almost all, activities most of
the day, nearly every day (as indicated by either subjective account or observa-
tion made by others)

significant weight loss when not dieting or weight gain (e.g., a change of more
than 5% of body weight in a month), or decrease or increase in appetite nearly
everyday. Note: In children, consider failure to make expected weight gains.
insomnia or hypersomnia nearly every day

psychomotor agitation or retardation nearly every day (observable by others,
not merely subjective feelings of restlessness or being slowed down)

fatigue or loss of energy nearly every day

feelings of worthlessness or excessive or inappropriate guilt (which may be de-
lusional) nearly every day (not merely self-reproach or guilt about being sick)
diminished ability to think or concentrate, or indecisiveness, nearly every day
(either by subjective account or as observed by others)

recurrent thoughts of death (not just fear of dying), recurrent suicidal ideation
without a specific plan, or a suicide attempt or a specific plan for committing
suicide

DIAGNOSTIC AND STATISTICAL
MANUAL OF
MENTAL DISORDERS

FOURTH EDITION
TEXT REVISION

—DSM-IV-TR™

Published by the
American Psychiatric Association
Washington, DC




DSM-5 (2013)

Major Depressive Disorder

Diagnostic Criteria DlAGNOST|C AN D STAT'ST'CA'
A. Five {or more) of the following symptoms have been present during the same 2-week MAN UAI_ OF

period and represent a change from previous functioning; at least one of the symptoms

is either (1) depressed mood or (2) loss of interest or pleasure, ME NTAI_ D | SO R DE RS

MNote: Do not include symptoms that are clearly attributable to another medical condition.

1. Depressed mood most of the day, nearly every day, as indicated by either subjec- FIFTH EDITION
tive report (e.g., feels sad, empty, hopeless) or observation made by others (e.qg.,
appears tearful). (Note: In children and adolescents, can be irritable mood.)

2. Markedly diminished interest or pleasure in all, or almost all, activities most of the ™
day, nearly every day (as indicated by either subjective account or cbservation), DS M 5
—

3. Significant weight loss when not dieting or weight gain (e.qg., a change of more than
5% of body weight in a month), or decrease or increase in appetite nearly every day.
{Note: In children, consider failure to make expected weight gain.)

4. Insomnia or hypersomnia nearly every day.

5. Psychomotor agitation or retardation nearly every day (observable by others, not
merely subjective feelings of restlessness or being slowed down).

6. Fatigue or loss of energy nearly every day.

7. Feelings of worthlessness or excessive or inappropriate guilt (which may be delu-
sional) nearly every day (not merely self-reproach or guilt about being sick).

8. Diminished ability to think or concentrate, or indecisiveness, nearly every day (ei-
ther by subjective account or as ocbserved by others).

9. Recurrent thoughts of death (not just fear of dying), recurrent suicidal ideation with-
out a specific plan, or a suicide attempt or a specific plan for committing suicide.




OMOSSESUALITA

DSM-I (1952

38 MENTAL DISORDERS

000—x60 SoCIOPATHIC PERSONALITY DISTURBANCE

Individuals to be placed in this category are ill primarily in terms of DIAGNOSTIC
society and of conformity with the prevailing cultural milieu, and not only AND
in terms of personal discomfort and relations with other individuals. How- QT A AT Y A
ever, sociopathic reactions are very often symptomatic of severe underlying STATISTICAL
personality disorder, neurosis, or psychosis, or occur as the result of organic MANITJAL,

brain injury or discase. Before a definitive diagnosis in this group is em-
ployed, strict attention must be paid to the possibility of the presence of a
more primary personality disturbance; such underlying disturbance will be
diagnosed when recognized. Reactions will be differentiated as defined
below.

000-x63 Sexual deviation

This diagnosis is reserved for deviant sexuality which is not symptomatic
of more extensive syndromes, such as schizophrenic and obsessional reactions.

The term includes most of the cases formerly classed as “psychopathic
personality with pathologic sexuality.” The diagnosis will specify the type
of the pathologic behavior, such as homosexuality, transvestism, pedophilia,
fetishism and sexual sadism (including rape, sexual assault, mutilation).

AMERICAN PSYCHIATRIC ASSOCIATION



DSM-II (1968)

V. PERSONALITY DISORDERS AND CERTAIN OTHER NON.
PSYCHOTIC MENTAL DISORDERS (301—304)

302 Sexual deviations

This category is for individuals whose sexual interests are directed
primarily toward objects other than people of the opposite sex, to-
ward sexual acts not usually associated with coitus, or toward coitus
performed under bizarre circumstances as in necrophilia, pedophilia,
sexual sadism, and fetishism. Even though many find their practices
distasteful, they remain unable to substitute normal sexual behavior
for them. This diagnosis is not appropriate for individuals who per-
form deviant sexual acts because normal sexual objects are not
available to them.

302.0 Homosexuality

302.1 Fetishism MENTAL
302.2 Pedophilia DISORDERS

302.3 Transvestitism

302.4 Exhibitionism

302.5* Voyeurism*

302.6* Sadism*

302.7* Masochism*

302.8 Other sexual deviation

[302.9 Unspecified sexual deviation]

In 1973, the American Psychiatric Association (APA) removed
& the diagnosis of “homosexuality” from the second edition of its FEEEEE
I Diagnostic and Statistical Manual (DSM)




DSM-IIl (1980)

Psychosexual Disorders

Diagnostic criteria for Ego-dystonic Homosexuality

A. The individual complains that heterosexual arousal is persistently
absent or weak and significantly interferes with initiating or maintaining
wanted heterosexual relationships.

B. There is a sustained pattern of homosexual arousal that the individual
explicitly states has been unwanted and a persistent source of distress.

DIAGNOSTIC AND STATISTICAL
MANUAL OF
MENTAL [DISORDERS

(TrHrD EDimon)

DSM-II
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DSM-III-R (1987)

[DIAGNOSTIC AND STATISTICAL
Diagnostic criteria for 302 .50 Transsexualism M/‘\NUAL OF
A. Persistent discomfort and sense of inappropriateness about one’s assigned MEiJIL\IL DlS? R[?ER)
sex. \ IHIRD EDITION - REVISED)
B. Persistent preoccupation for at least two years with getting rid of one’s pri-
mary and secondary sex characteristics and acquiring the sex characteristics DS M oN I I | it R

of the other sex.
C. The person has reached puberty.

Specify history of sexual orientation: asexual, homosexual, heterosexual, or un-
specified.
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DSM-IV (1994)
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DSM-IV-TR (2000)
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DSM-5 (2013)

DIAGNOSTIC AND STATISTICAL
MANUAL OF
MENTAL DISORDERS
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DSM-5°

Omosessualita non piu menzionata tra i criteri diagnostici




Le basi del colloquio diagnostico con il DSM-5

Sintomi = resoconto soggetti da parte di una persona di una
anomalia

Segni = esiti oggettivi manifestati dalla persona

In psichiatria, i segni sono di solito considerati piu eloquients
dei sintomi, poiché i primi sono osservabili. Comunque, sia i
segni sia | sintomi sono passibili di interpretazioni

Ad esempio, una persona che piange (segno) puo indicare
sia un grande dolore sia un’allergia. Quindi, lo stesso segno
puo avere interpretazioni molto diverse se svincolato dalla
persona che porta il segno




E importante ricordare che i segni e i sintomi psichiatrici
spesso esistono nelle terre di confine tra cio che e normale e
cio che e patologico. Chiaramente, interpretare tali segni e
sintomi e difficile, e il rischio di una diagnosi sbagliata e alto,
per cui abbiamo una responsabilita etica nel fare una
diagnosi il piu accurata possibile alla persona che abbiamo
davanti.

Quando si conduce un colloguio diagnhostico, si produce una
diagnosi. Le diagnosi prodotte da un colloquio basato sul
DSM-5 si definiscono disturbi (disorders), piuttosto che
malattia (illnesses) o patologie (diseases). Sebbene tutte e
tre 1 sintomi indichino una compromissione del
funzionamento normale, il termine disturbo riconosce
esplicitamente che la sofferenza mentale presente e dovuta
ad una complessa interazione di fattori biologici, sociali,

culturali e psicologici.




Esame dello stato mentale

Lo stato mentale consiste nella espressione delle risposte
emotive, umore, funzioni cognitive e personalita di una data
persona.

Le seguenti dimensioni sono generalmente considerate:
1) Aspetto e comportamento

2) Linguaggio

3) Umore e affetto

4) Pensiero

5) Funzioni cognitive (memoria, percezione, etc.)

6) Giudizio

7) Insight e autopercezione




Aspetto e comportamento

Aspetto generale:

 Corporatura e peso

Appare a suo agio oppure no

Salute fisica

Cura di se e igiene

Abbigliamento

* Facies (espressione facciale)




Aspetto e comportamento
Comprensione:

« Adeguata o compromessa
Postura:
« Tipica o atipica (es. cuscino psicologico)

Atteggiamento sociale:

* Normotipico, eccessivo, diminuito




Aspetto e comportamento

Atteggiamento verso « Oppositivo
I'intervistatore: e Suggestionabile
« Coopertivo « Attento

* Difeso * Poco interessato
« Sprezzante « Distaccato

« Guardingo « Evitante
 Ipervigile




Aspetto e comportamento

Spettro motorio

Rallentamento

psicomotorio, | Rilassato, | Iperattivo
ipoattivo e normale restless
apatico

Catatonico Agitato




Linguaggio
Produzione:

* Presente-assente

e Spontaneo
 Iper/ipo-produzione

* Veloce-rapido

» Pressione-poverta del linguaggio
Volume:

 Aumentato-diminuito




Linguaggio
Ritmo:

* Fluido
« Blocchi
« Tangenziale

* Perseverazione

 Fugadiidee...




Affetto e Umore

| 'affetto e I'espressione esterna di come la persona si sente
a livello soggettivo

Due componenti dell’affetto:
1) Espressione dell’affetto
2) Congruenza o incongruenza

Si registra anche I'affetto soggettivo, ovvero cosa la persona
riporta di percepire




Affetto e Umore

L'umore viene definito (qui) come lo stato emotivo, piuttosto
che la sua espressione.

Tende a persistere nel tempo (a differenza delle emozioni)
Due caratteristiche:

1) Gamma
2) Labilita

Possibili sintomi associate allumore: anedonia e sintomi
vegetativi




Affetto e Umore

Depresso -
disforico

Eutimico euforico




Pensiero

Il pensiero viene definite come l'insieme dei processi tramite
| quali le persone interpretano il mondo e creano connessioni
tra | diversi contenuti mentali

Tre caratteristiche:

1) Forma del pensiero

2) Attenzione

3) Velocita del pensiero




Pensiero

: Associazi
Tangenzia !

Circostanziale X oni

allentate




Pensiero

Attenzione:
* Distraibile
 Ruminazione
* Preoccupata

Velocita del pensiero:
* Latente
* Racing thoughts




Insight e autopercezione

Ego congruenza: valutazione personale se il proprio
comportamento e congruente o incongruente con la propria
personalita

« Ego-sintonico

« Ego-distonico

Egocentrismo: estrema focalizzazione su se stessi, Spesso
associate con grandiosita

* Presuntuosita

« Grandiosita

Forza dell’lo: abilita di far fronte a eventi stressanti e
iImpulse. Se la forza dell’io e ridotta:

Autopunitivita

Catastrofizzazione
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Diagnostic Criteria F40.10

A. Marked fear or anxiety about one or more social situations in which the individual
is exposed to possible scrutiny by others. Examples include social interactions
(e.g.. having a conversation, meeting unfamiliar people), being observed (e.g.,
eating or drinking), and performing in front of others (e.g., giving a speech).

Note: In children, the anxiety must occur in peer settings and not just during
interactions with adults.

B. The individual fears that he or she will act in a way or show anxiety symptoms
that will be negatively evaluated (i.e., will be humiliating or embarrassing:; will
lead to rejection or offend others).

C. The social situations almost always provoke fear or anxiety.
Note: In children, the fear or anxiety may be expressed by crying, tantrums,
freezing, clinging, shrinking, or failing to speak in social situations.

D. The social situations are avoided or endured with intense fear or anxiety.

The fear or anxiety is out of proportion to the actual threat posed by the social
situation and to the sociocultural context.

m

F. The fear, anxiety, or avoidance is persistent, typically lasting for 6 months or
more.

G. The fear, anxiety, or avoidance causes clinically significant distress or
impairment in social, occupational, or other important areas of functioning.

H. The fear, anxiety, or avoidance is not attributable to the physiological effects of a
substance (e.g., a drug of abuse, a medication) or another medical condition.

I. The fear, anxiety, or avoidance is not better explained by the symptoms of
another mental disorder, such as panic disorder, body dysmorphic disorder, or
autism spectrum disorder.

J. If another medical condition (e.g., Parkinson's disease, obesity, disfigurement
from burns or injury) is present, the fear, anxiety, or avoidance is clearly
unrelated or is excessive.

Specify if:

Performance only: If the fear is restricted to speaking or performing in public.










