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Mr. D

During his initial evaluation, Mr. D, a 48-year-old unemployed father of three, has a look of dread on his face. His hands pick restlessly at sores on his arms.  For several weeks before this visit, he has become increasingly withdrawn, and during the interview he responds mainly with grunts and nods. Mr. D’s wife, who accompanied him, is extremely alarmed by her husband’s symptoms. She reports that he says that he is hearing voices that keep him from “communicating” with outsiders. His mother, dead for five years, is insisting that he kill himself so that they can be reunited. His father is also appearing in visual as well as auditory hallucinations, calling him a “freaking, dumb moron” and threatening to kill him if he doesn’t kill himself first. In addition, a medley of unrecognizable and tormenting voices are mocking him. Mr. D told his wife that he could only silence them by banging his head sharply against the wall, although he usually doesn’t have the energy to do this.  

The doctor reviews the symptoms of depression and Mr. D grunts affirmatively to having a depressed mood, not sleeping, having no energy, feelings of worthlessness, and suicidal thoughts. Mr. D does verbalize that he would like to kill himself but does not have enough energy to do so.  Mr. D also verbalized during the interview that he feels he is a damaged and damaging creature, and that he blames himself for his mother’s death.  Mr. D’s wife reported that she found him early one morning sitting shivering on the bathroom floor, listlessly playing with a razor blade.

Chart review shows that Mr. D has been hospitalized five times during the previous nine years. One hospitalization six years ago was characterized by symptoms very much like his current ones. His other hospitalizations were necessitated by severe depression and suicidal thoughts but were not accompanied by psychotic symptoms. His previous treatments included ECT (three separate regimens), antidepressants, and a combination of a tricyclic antidepressant and antipsychotic medication. Mr. D generally improved during his hospitalizations and was able to return home within 6-8 weeks. 

Mr. D does not function very well between these major episodes, and his functioning before the first episode was also poor. His chart indicates past statements that there are only brief periods when he finds life worth living and feels that he can approach responsibilities with reasonable energy and confidence. For the most part, he is a withdrawn and despairing person who spends many hours alone, feeling empty and sad. 

Labs and physical exam are normal. There is no history of manic episodes or manic symptoms.  There is no history of drug or alcohol abuse.

Diagnostic issues:

· The patient endorses ample symptoms and symptom severity to warrant a current diagnosis of DD NOS (311).  More specifically, the patient endorses symptoms sufficient for an MDE, so a more precise diagnosis would be Major Depressive Disorder.  The history provides evidence for past episodes, so the Disorder is Recurrent (296.30).

· There are psychotic symptoms present, so coding DD NOS (311) and Psychotic Disorder NOS (298.9) would be o.k. Technically, however, the psychotic symptoms only occur in the context of depressive episodes, so a more accurate diagnosis is Major Depressive Disorder, Recurrent, Severe with Psychotic Features (296.34).

· The patient is grieving his mother’s death but the death occurred five years ago so a diagnosis of Bereavement would be inappropriate.  Even if the death occurred two months ago instead of five years ago, the severity and nature of these symptoms would warrant a diagnosis of Major Depressive Disorder instead of Bereavement.

· The patient’s poor functioning between episodes suggests that an additional diagnosis of Dysthymia (300.4) is appropriate.  This situation—episodes of Major Depression superimposed on preexisting Dysthymia—is often termed “double depression.”

· Note very high suicidal risk in this case, consistent with Psychotic Depression.

Mr. E

During his initial evaluation, Mr. E, a 55-year-old owner of an auto parts store, reports that he is having trouble sleeping. He reports that he is usually able to fall asleep easily, but he often awakens in the early morning hours and paces and becomes very agitated.  He reports that he feels crummy during the day but the worst time is shortly before sunrise, when he sometimes feels like killing himself.  He appears dehydrated and reports he has lost between 15 and 20 pounds (physical and lab tests reveal no significant abnormalities). His face shows no emotion, and he states convincingly that he finds nothing pleasurable and has lost his sense of humor. He states that his grandchildren came for a visit and he was only able to summon a temporary smile. He says that he feels like a failure at work and as a husband and is constantly apologizing to everyone for not getting better.  

Mr. E reports that he has felt badly in the past, sometimes for up to one month continuously, but never like this. He reports that he these episodes have always been triggered by a psychosocial stressor, but he has always “just felt better” after a few weeks. In this case, his current episode started in the context of problems at work, but his feelings did not improve as his business did. Instead, his depressed feelings gradually deepened and became more severe and pervasive.  He has not go to work in three weeks, and he often spends the day lying in bed.  

Mr. E’s chart indicates that there is no history of mania, psychosis, or current problems with drugs or alcohol.

Diagnostic issues: 

· DD NOS is an appropriate diagnosis, although a more precise diagnosis would be MDD.  The current episode clearly meets criteria for an MDE, and there is no history of mania. We do not have quite enough information to establish that the past episodes met criteria for MDEs, but given how they were described it is reasonable to conclude that at least some of them probably did, so we would add “Recurrent” to the diagnosis (296.30).  This patient’s current episode is clearly the most severe of all the episodes.  As an aside, it fits well into the “Melancholic” subtype category, the hallmarks of which are loss of pleasure in almost all activities, lack of reactivity to usually pleasurable stimuli (e.g., grandchildren), feeling worse in the mornings, early morning awakening, and significant weight loss. 

Mr. P

Mr. P is a 32-year old single man who recently was honorably discharged from the Marines.  Since then, he moved back in with his parents and has been fighting consistently with his mother, who wants him to find his own place to live. One night, the patient wanted to order a pizza that his mother did not think he needed.  The patient remembers that his mother called him a “spoiled brat;” the patient, feeling rejected and despondent, went to his room and ingested a full container of Tylenol.  

Since the discharge, the patient reported that he has been drinking more than usual and has lost interest in his friends and social activities. About his drinking, he reports that it is not a problem because he learned to hold his alcohol while in the Marines, so he never acts drunk.  However, he has been drinking 6-8 12 ounce beers, 4-5 nights per week, since returning home. He has been eating more and recently begun to gain weight.  Exercise and running were a big part of his life while in the service, but he has not exercised since leaving.  When questioned about sleep, he reported that he has been feeling very tired lately and that he often feels as if there is no reason to get out of bed.  He did mention that he is excited about an upcoming visit from his girlfriend who he met while stationed on the other side of the country, but he is very worried that she will reject him.

Pt was asked about mania, e.g., “Have you ever had periods when you felt so happy or energetic that your friends told you were talking too fast or were ‘too hyper’?”  Pt reported that he usually is very happy and energetic, but everything has changed since his discharge.  He reported that sometimes he would stay up all night without sleep when he was having a good time with his buddies, and then he would have to be up at 5 a.m. for his duties as a Marine, but he would never do this for more than a one day.

Diagnostic issues:

· Pt’s responses to the mania questions are suggestive but not indicative of a history of mania.  A true manic episode would be much more severe than what the patient describes.  For example, the episode would last at least one week; he would go days without sleep and feel that sleep was impossible because he was too energetic.  On the other hand, this patient is young and it is typical for depressive episodes to precede the first manic episode in patients with a bipolar disorder, so the doctor would want to watch this patient a bit more carefully.

· A diagnosis of DD NOS (311) would be appropriate. More precisely, a diagnosis of MDD, Single Episode (296.20) would be appropriate.  As an aside, this episode fits well into the “Atypical” subtype category, the hallmarks of which are mood reactivity (i.e., mood brightens in response to actual or potential positive events), significant appetite increase or weight gain, hypersomnia, and a pattern of interpersonal rejection sensitivity.

· Pt’s reported level of drinking is also of concern but there is no evidence to suggest that his depressive disorder is substance-induced.  Instead, it appears as if the alcohol problem developed in parallel with the depression or as a result of the depression. We do not have enough information to make a specific Alcohol Abuse vs. Dependence diagnosis, so a diagnosis of Alcohol-Related Disorder NOS (291.9) would be appropriate, as would a referral for substance abuse treatment.  It seems reasonable to continue to treat the depression in primary care, however.

Mr. R.

Mr. R is a 45-year-old plumber who had a brief period of IV-heroin use in the mid-1970s.  During his initial interview, he complained of fatigue, sore throat, and headaches. These symptoms had developed three months earlier, a few weeks after he learned that he was positive for HIV. At that time his physical exam suggested mild allergies that account for his sore throat; otherwise the exam was normal and lab tests were all negative.  There is no evidence of HIV-related CNS infections or tumor. Nevertheless, he continued to worry that his symptoms of fatigue, sore throat, and headaches might be the prodrome for AIDS.  He began to have frequent and intrusive thoughts about dying and the disease process, and would ruminate for long periods about a painful and prolonged death.  These ruminations result in increased depressed mood.

During his interview he reported constant and increasing anxiety that is causing him to have trouble concentrating at work.  He reported that he has become increasingly concerned about job-related stress and worries that such stress may itself compromise his immune system.  He contemplates quitting his job.  He now avoids reading the newspaper about AIDS or any social situations in which this topic is likely to be discussed because of the anxiety it causes him.  He can still enjoy situations that take his mind off his problems, like an engrossing movie, and there are periods of time when he is able to stop ruminating and not feel depressed. His appetite and sleep have remained unchanged except for the recurrence of a nightmare about dying alone in a hospital.  He reports that until now he has always regarded himself as a happy person.

Diagnostic issues:

· This is a tricky case that could perhaps be diagnosed DD NOS but is more appropriately diagnosed as Adjustment Disorder, with Mixed Anxiety and Depressed Mood (309.28). First, he does not have the full clinical picture of Major Depressive Disorder, and he has not been depressed long enough for a diagnosis of Dysthymia. Both Adjustment Disorder and DD NOS are residual categories appropriate for this situation.  In addition, the clear environmental stressor makes either diagnosis appropriate.  

· Why Adjustment Disorder?  The clinical picture is a mixture of excessive anxiety and depressive symptoms that were triggered by a clear environmental stressor and are not severe enough to warrant a more specific diagnosis.  As such, Adjustment Disorder is the most appropriate diagnosis.  

· Why not DD NOS? First, Adjustment Disorder is a better fit, as discussed above. However, it does seem reasonable to code DD NOS because Mr. R complains of depression and hopelessness, and there is significant impairment in occupational functioning (trouble concentrating, contemplating quitting). On the other hand, there are times when he is depression free, and he is not anhedonic because he is still able to enjoy movies and other situations.  In addition, he claims that the occupational impairment is related to increasing anxiety, not depression.  

· As an aside, one might consider a diagnosis of Post-Traumatic Stress Disorder (PTSD) in this case, but this would be inappropriate.  In PTSD, a traumatic event is re-experienced in a number of ways.  What is the traumatic event in this case?  Mr. R’s nightmares and intrusive thoughts are of what he hears will happ3en (becoming ill and dying), and are not about being told or knowing that he is HIV-positive (this would be the traumatic event). Therefore, he is not re-experiencing an traumatic event.

Mr. S

Mr. S is a 76-year-old retired WWII veteran.  Mr. S’s previous medical problems were stable and included hypertension, osteoarthritis, osteoporosis, and hypothyroidism. His current medications were thyroxine, nifedipine, and ibuprofen.  Blood draw found thyroid-stimulating hormone levels within normal limits.

Mr. S had lost 15 pounds since his last visit and was tearful during the interview.  When asked why he was tearful, Mr. S reported that his 77-year-old brother, who suffered a stroke several years ago, was “not doing well, and I don’t think I can care for him any more.”  Mr. S reported feeling depression for at least six weeks. He reported that he had lost his appetite, had increasing problems with early morning awakening, difficulty with concentration, forgetfulness, and felt useless at home. He had become more irritable with his brother and no longer had patience for his many needs, creating a tremendous amount of guilt.  He denied suicidal ideation but felt his situation was hopeless.  Chart suggests no psychotic, manic or substance problems.  Mr. S indicated that he had a similar period of depression when his wife died ten years ago.  That depression lasted for two years.

Diagnostic issues:

· Like Mr. R, Mr. S’s symptoms seem to have been triggered by a clear environmental stressor.  However, in this case, a depression diagnosis is more appropriate than is Adjustment Disorder.  This is because Mr. S’s symptoms are severe and the criteria for a Major Depressive Episode have been met (depressed mood, weight gain/appetite loss, insomnia, difficulty concentrating, feelings of worthlessness).  Knowledge of the depressed mood and symptom severity alone are sufficient for a diagnosis of DD NOS, but Major Depressive Disorder, Recurrent (296.30) is more specific.

Mr. I

Mr. I is a 55-year-old Vietnam veteran. Previous neuropsychological testing in Mr. I’s chart from a stay on the inpatient addiction treatment unit reveals impairments in immediate and long-term memory, apraxias, agnosias, peripheral neuropathy, and constructional difficulties. His IQ measured 66.  Mr. I has a previous suicide attempt ten years after returning from Vietnam which resulted in an admission to Inpatient Psychiatry. 

Mr. I reported that he began to drink heavily in the Army and to use whatever drugs he could get his hands on, abusing most of them; but in the last 10 years he has turned to alcohol almost exclusively. He has been drinking heavily and continually for the past 10 years, with blackouts, frequent arrests for public intoxification, and injuries in barroom brawls. He has acquaintances but no friends. Whenever he “dries out” he feels terribly depressed (as he also does when he drinks); he has made four suicide attempts in the last seven years. 

Mr. I presents as a very sad, thoughtful, introspective man, and in informal conversation appears to be of at least average intelligence. He is not interested in anything and confides that when he sees others enjoying themselves, he is so jealous he wants to hit them. There is no evidence of psychotic processes such as delusions or hallucinations, except during several bouts of alcohol withdrawal in the past. His appetite is normal. He has trouble falling asleep or staying asleep without medication. He complains of “absent-mindedness.” He appears psychomotorically slow.

Diagnostic issues:

· This patient has had chronic depressed mood and anhedonia, with associated sleep difficulties and recurrent suicidal acts, for many years.  A diagnosis of DD NOS is appropriate, but a diagnosis of Major Depressive Disorder would be better.  However, note that this case only clearly identifies four symptoms of a Major Depressive Episode (depressed mood, anhedonia, sleep problems, suicidal acts), and five symptoms are necessary for the diagnosis.  Two additional symptoms, psychomotor retardation and “absent-mindedness,” also are present but these could be related to neurological deficits.  This differential is tricky but a diagnosis of Major Depressive Disorder seems reasonable given the full clinical picture.

· Alcohol Dependence also is present and there is no indication that the depression is biologically-related to the Alcohol Dependence or to the memory loss, impairment of higher cortical functioning and decrement in IQ that most likely are a result of Mr. I’s long history of dependence.  As such a depression diagnosis and an alcohol diagnosis are both appropriate.

· Note that this patient may be suffering from Post-Traumatic Stress Disorder, but there is not enough information present to assess for this condition; most importantly, we have no information on exposure to traumatic events while in Vietnam.  As an aside, note that the following are part of the “numbing” criteria for PTSD:

· Markedly diminished interest or participation in significant activities

· Feeling of detachment or estrangement from others

· Restricted range of affect

· Sense of a foreshortened future

These symptoms overlap quite clearly with the depressed mood, anhedonia, and feelings of worthlessness criteria for a Major Depressive Episode, so co-morbid Major Depression is partially built into the criteria for PTSD. 

Mr. O

Mr. O is a 42-year-old journeyman contractor who has spent most of his life in rural, eastern Washington.  He presents with insomnia and decreased ability to work because of persistent weakness and tension headaches.  He reports that the symptoms began around eight years ago without any evident cause. He reports that he began to tire easily and felt weak after exerting any mental or physical effort. He also had difficulty falling asleep and awakened many times during the night. He felt that his energy was insufficient during the day. He could not read or watch television for more than half an hour without feeling weary. Though he could perform at work, he had difficulty concentrating and his memory was poor. He reports that his symptoms fluctuate in intensity, and when they are bad he feels distressed, irritable, and “nervous.” It is not clear why he now comes for help.

Mr. O does not spontaneously complain about depression. When asked about depressed mood, he says that sometimes he feels depressed and is unable to enjoy anything, which he attributes to his physical exhaustion.  He reports that his periods of depression never last more than two weeks and occur about five or six times a year.  Otherwise he feels “o.k., just tired all the time.”

In the interview, Mr. O looks exhausted. There is no evidence of prominent anxiety or depression. Physical examination and laboratory tests are within normal limits, and we have confidence that his symptoms have no organic basis.

Diagnostic issues:

· Mr. O expresses almost all of his chronic complaints in terms of somatic symptoms, including not having the energy and strength to function adequately, and difficulty sleeping and headaches. These symptoms and his poor concentration and memory suggest a depressive syndrome.  But he denies persistent depression or anhedonia, so a Dysthymia cannot be made.  His periods of depression last less than two weeks so a diagnosis of Major Depressive Disorder cannot be made.

· Should a diagnosis of DD NOS be given?  Technically, the answer is “yes,” because the periods of depression reported by Mr. O actually meet criteria for “Recurrent Brief Depressive Disorder.”  This is a category not currently in DSM but currently being studied for future inclusion, and as such it is appropriately coded as DD NOS.  This requires quite detailed knowledge of DSM so it is reasonable that this would get missed.  In any event, there are no known treatment or medication guidelines for Recurrent Brief Depressive Disorder, so the diagnosis of DD NOS in this case has little functional relevance.

Mr. N

Mr. N is a 57-year-old unemployed Vietnam veteran.  He was pale, neatly and plainly dressed. His eyes filled with tears during most of the interview, although he did not weep openly. He spoke slowly and so softly that at times he was inaudible. He appeared timid, abject, dependent, helpless, and hopeless, claiming he had been ill all his life since Vietnam (he enlisted when he was 17). He summed up his life by stating, “My nerves are busted. I can’t do anything.”


Mr. N complained of multiple pains, including “black ankles,” painful “knots” in his neck, “busted discs” in his back, headaches that radiated all over his body, and pelvic and abdominal pain. He described a variety of gastrointestinal and respiratory complaints. It became apparent upon conducting the review of systems that he would respond positively to every query. 

Mr. N said he had been depressed all his life, and it was getting worse. He said he had no energy and did little but “sit around the house.” He said that he still enjoys gardening but because of his low energy he does not garden very much anymore. He reported that he is able to fall asleep, but would awaken repeatedly during the night and be awake for good before daylight.  He reported that his appetite has not changed recently but he never liked to eat very much.

Mr. N also reported on frequent episodes of “smothering.” At these times he felt that he might choke to death. He would become dizzy, his heart would pound, and his hands would tingle. 

Mr. N’s chart indicated that over 10 years earlier his clinical picture was very similar to his current presentation. He has taken multiple benzodiazapines over the years but reports no apparent benefit. Aside from mild, self-limited episodes of physical illness, usually infections, results of physical exams and lab studies have always been within normal limits, as they were at the time of this interview.

Diagnostic issues:

· No explicit questioning about manic symptoms has been done for this patient but there is nothing in the clinical history or presentation to suggest manic episodes.  A brief screening would nonetheless be an improvement.

· A diagnosis of DD NOS would be appropriate, although a diagnosis of Dysthymic Disorder (300.40) would be better.  Dysthymic Disorder is characterized by two years or more of depressed mood and two or more of the following: poor appetite or overeating, insomnia or hypersomnia, low energy or fatigue, low self-esteem, poor concentration, and feelings of hopelessness.  It is unclear from this presentation whether Mr. N also had superimposed Major Depressive Episodes.

· As an aside, this patient could be given several psychiatric diagnoses with some additional information.  Panic Disorder seems likely given the history of episodes of “smothering.”  Somatization Disorder is a possible diagnosis but one would have to establish that there has been a pattern of active complaining and help seeking for all of the somatic complaints.

