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The preceding chapter focused on the basics of the psvchiatnic history, mental
status examunation. physical and laboratory assessment. and DSM-IV as a descriptive
psychiainc classification system Based on the information gathered in this type of
irutial assessment. a preliminary diagnosis and treatment plan can then be made. A
more in-depth psychological evaluation. however. is then required. Examples of pa-
tients in whom an in-depth psychosocial assessment is called for include the following:

1. Patients who appear to have complex or problematic family, mari-
tal. or interpersonal problerus.

2. Pauents who appear to have repetitive patterns of conflicts or
difficulties in their interpersonal relationshups.

3. Individuals who appear to have psychiatric disorders and symp-
toms that are apparently precipitated or exacerbated by social,
occupational. family, or interpersonal factors.

4. Patients who have unexplained somatic symptoms that cannot be
explained on the basis of physical or laboratory findings.

5. Children and adolescents with psychiatric symptoms.

By emphasizing the importance of psvchosocial assessment, one should not
necessarily assume that such factors are the direct cause of the patient's psychiatric
disorder—this may or may no: be the case. The relative contribution of psychosocial
factors in precipitating the onset or exacerbation of psvchiatric disorders and symp-
toms vanes depending on the disorder being evaluated. Moreover. the relative contri-
bution of psychosocial factors to the cause of many psyvchiatric disorders remains

E 4 : Ak e ~
— > == . < - s - R
- -t - - - NS -t w
3 e i o o v - - K
v - - ‘e . -
- _ - -~ ” g- ce - - b X D TI0)
Do wans =E LT R L eI o
- A oy - - - H
- kW ST NI A ) =gl i -G, SN =%
% = "\" _ g, L N _5‘ Py ?"'{ 'Q_;— _:‘-;}' :T' l- e
~— [-S it ¢ .7 C R ‘it X b B8 A <X S g pa

2 .l:!* i

ity ¥

> \
e 0

2
g
Z
=

AR OPADL

-7

- L .
» 2

TN

.
-«

OF. BT g S RX. &

'
[
(4

|
i

3
%
1
1
!
4
il
]
|

.

«




. - - I - " * Loy . -
W gty 3 " N o ot Vg voo SRS b em U OG

BT i [ R Ml R e S
e L ol WLEW o
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highly controversial in the psvchiatric literature. To take the position that psychoso-
cial factors are imporzant in the assessment of a patient who has a psychiatric disorder
such as schizophrenia, however, is not the same as saying that schizophrenia is caused
by psvchosocial factors, because schizophrerua is now considered to derive primariy
from predisposing genetic and biological factors. Nevertheless, few psychiatrists
would argue against the position that psvchosocial and environmental factors may be
involved 1n relapses of schizophrenia or that schizophrenia has profound effects on
the patient's social and interpersonal functiorung. Likewise, vuinerability to panic
disorder and the major mood disorders appears to be strongly determuned by biolog-
ical factors, vet certain patients may have their symptoms precipitated or exacerbated
under certain types of emotionally stressful conditions. Hence, even though certain
disorders may have a primarily genetic and biological basis in respect to their
underiying pathophysiology, the disorder’s onset and relapse may be affected by
social or environmental factors tn the bwlogwally predisposed individual. Even
in physical disorders. acute and chronic illness always poses a form of stress for the
individual that may potentially affect every aspect of their family, social. and occupa-
tional life. For example, cancer and chronic renal disease may have devastating effects
on the patient’s emotional and social functiorung (Green, 1994). Psvchological reac-
tions to physical illness are further discussed in Chapters 9 and 20.

GOALS OF PSYCHOSOCIAL ASSESSMENT

The primnary goals of a comprehensive psychosocial evaluation are to: (1) assess
if psychoiogical or social factors are unporiant in contributing to the patient's vul-
nerability to psychuatnc illness, (2) assess if psychosocial factors are significant in
causing relapse or exacerbation of syptoms,and (3) identify areas in the psychologi-
cal or social realm where treatment efforts mught be focused. In addition. such an
assessment also will identify areas in the patient's support systern that may be a
resource. In patients who suffer primarily from repetitive probiems in their interper-
sor.al relationshups or who have dysfunction within the family system. the psychoso-
cial assessment may be the only means of fully understanding their condition and
plannung an effective course of treatment.

PSYCHODYNAMIC ASSESSMENT

A psychodynamic assessment is a more specialized form of psychological
evaluation that is usually performed by 2 psychiatrist who endorses and is trained in
thus method of evaluation. An in-depth psychodynamic assessment may be needed as
part of the psychosocial assessment in some situations and involves examirung the key
developmenta! life expenences that may have affected the patient’s personality
formation. the nature of the patient's past and cwrrent family relationshups. the
patient’s psychological strengths and vulnerabilities, and the patient’s characteristic
defense mechanisms. A psychodynamic assessment also evaiuates current interper-
sonal stresses that may be affecting the patient and therefore overlaps with the
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Psychodynamic Asseoment © 65

general psvchosocia! evaluation. Individuals and important environmental and family
events that have influenced the patient in either a positive or negative manner are
identified. and the effect thev currently have or have had on the patient is evaluated.
Psychodynamic assessment is often critical not only in developing a comprehensive
understanding of the patient's personality and current difficulties but also in deter-
miring whether or not psychotherapy is required, and, if so, what type of psycho-
therapy would be most appropnate.

Psychodynamic assessment is a form of evaluation somewhat more specialized
than a general psvchosocial assessment and is largely based on a psychoanalvtic
frame of reference. Psychodynamic assessment imparts major significance to devel-
opmental influences on the patient within the family system and potential uncon-
scious factors that may be affecting the patient's behavior, motivations, and interper-
sonal relationstups. Psychodynamic assessment thus focuses on the influence of early
relationships on the patient’s personality formation. the patient’s ego defense mecha-
rusms. and the effects that these early relationships have on their interpersonal
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Some psichoanalytic and psvchodynamic theorists have attempted to explain

all psychuatnic ilness—including major disorders such as schizophrenia, major de-
pression. and anxiety disorders—in their most doctrinaire form as denving fromintra-
psvchic and unconscious mental processes. Personality disorders and other distur-
bances in behawvior also were explained primariy on a psvchodvnamic basis as
deriing from abnormal or otherwise conflicted childhood developmental expenences
and dyvsfurcuon within the family svstem.

Recent advances in bioiogical psvchiatry and psychopharmacology in some
instances have almes: completely usurped primariy psychoanalytic and psycho-
dimamuic viewpornts with respect to etwiogical explanations for the major mental
disorders such as schuzopnrerua. major depression. and bipolar disorder. In addition,
psvchoanalvtically onented therapies for these disorders based on these types of
punst etiological explanations have been under serious criticism. Although consider-
able polanizauon and strain exist within the field of psychiatry regarding the relative
contnbution of psvchodynamuic factors in the cause of the major psychiatric disorders,
there has been a recent trend to attempt to integrate biological and psychological
viewpolnts regarding the etiologyv and treatment of psychiatric illness (Cooper, 1985;
Kandel 1870, 1983 Reiser. 1984: van der Kolk. 1994). In addition. it is recognized that
the rejative contribution of psvchological and biological factors varies with the psychi-
atnic disorder peing studied and that even withun a given disorder (such as major
depression) considerable heterogeneity exists among patients who may carry the
same prnimary diagnosis.

Further discussion of this area is bevond the scope of this text, and the philo-
sophy of thus text that. given our liruted knowledge of the precise cause of most
psyvchiatnc disorders. a balanced approach should be taken in patient evaluation so as
to alway's consider the possible contributions of biological, psychological. and sociolog-
ical factors relevant to the patient's condition. In every case, however, a psychosocial
assessment should be part of the patient’s evaluation. If a detailed assessment of the
patient’s personality structure is indicated. this is often best performed by a psycho-
analyst or psychodynamucally oriented psychotherapist. The theoretical basis for such
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66 & 2 Buprchosonal Assessmen: and Case Formularion

assessments are primariy based on psychoanalytic theory that is discussed in depth
inachapter in the companion text to this volume on human behavior (Inderbitzen and
James. 1994).

THE PRIMARY PHYSICIAN’S ROLE
IN PSYCHOSOCIAL ASSESSMENT

It should be emphasized that a complete psvchosocial assessment may be a
complex and time-consuming process. In many cases, performing such an evaluation
wil} exceed the skills and time of even the most psychologically minded physiciar. In
such situations it may be necessary to refer the patient to a psychiatnist for a more in-
depthassessment. Nevertheless. it1s still the responsibility of the primary physician to
gather certain basic information to assess and identify patients who may need referral.

The responsibility of the primary physician to elicit basic psychosocial data in
thus situation has analogies in genreral medical practice. For example, a general
interrust will assess the signs and symptoms of a patient with chest pain and. after this
initial assessment. rmught then refer the patient to a cardiologist for possible cardiac
catheterization and definitive cardiologic diagnosis and treatment. The internist
would hardly consider rutiating such a referral without gathering the basic medical
histery and performung a physical exarmuination. Similarly, gathering basic psvchosocial
information about the patient will assure that patients in need of more speciaiized
evaluatior. will be identified appropnately.

PSYCHOSOCIAL ASSESSMENT:
BASIC APPROACHES

When the psychosocial assessment is conducted. there are several fundamenta!
questions that should be posed to the patient, and if adequate time is allowed for
exploration of the patient's responses, an excellent initial data base can be assimilated
by the primary physician regarding the patient's general devejopmental hustory and
current psychosocial status. .

For example, the physician may ask questions directed toward determuning the
kev evenis and important people in the patient’s childhood, adciescence. and agui:-
hood that appear to have had or continue to have an effect on the patient. Were there
past traumas. losses, or problems withun the family system, or difficulties in other
childhood and aduit relationshups that had a major impact on the patient? Are there
conflicted or unresolved relationships with family, friends, or significant other indivig-
uals that are a source of distress for the patient? Have there been particulariy difficuls
times in the patient’s life? What have been the patient's sources of happiness and
satisfaction or unhappiness and frustration? Answers to open-ended questions of this
sort will usually yeld information that will form the rubric of a preliminary psyvchoso-
cial and psychodynamic understanding of the patient. Patients who are guarded or
who deny the significance or importance of psychological matters will require more
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extended psychiatnc evaluations. or the physician will need to gather information
from other sources such as famuly members.

PSYCHOSOCIAL STRESSES
AND SOMATIC SYMPTOMS

Many patients under psychosocial stress in the general medical setting will
present to their primary care physicians with somatic symptoms (insomnia, head-
aches, gastrowntestinal distress). Somatic symptoms are also extremely common and
may develop as a response to even rmiinor stresses (e.g., tension headaches). Patients
will also seek help in the medical sector for somatic symptoms that are part of a major
depressive disorder long before the syTnptoms are recognized or considered as part of
a primarn psvchiatnc syndrome.

Somatothymia

Some patients have a lirmuted capacity to describe their feelings verbally. This
Iimitation 1n the ablity to articulate and communicate feeling states in verbal lan-
guage has been termed somatothymac. a term derived from Greek terms to mean “a
boduy state of feeling.” Research in child development has shown that the fundamen-
tal “language” chidren use to commurucate physical or emotional distress is in
scmatc or physical terms. It 1s ony later in development that children begin to learn
“feeling” worcs to label anc verbally commurucate internal emotional distress, fear,
or—altermatelv—their affectionate feelings. In some individuals, because of cultural,
educational. intellectual. familial. and psvchological factors, the ability to articulate
and communicate emotional states is never developed oris developed to a very limited
degree. The multiple deterrmunants of the capacity for affective language have been
discussed in detail elsewhere (Stoudemire. 1991a. b).

In some cultures the primary means of communicating emotional distress
rematns basec on the use of somatic language. The tendency to describe strong
emotional reactions persists in our own culture (“the news just made me sick"; “he
died of a brokem heart”, "the news gave me great pain’; etc.). Hence, the capacity for
directly commurucating emotional distress in abstract “psychological” language varies
from indivadual to individual and is subject to strong cultural and subcuitural influ-
ences. The task of the physician is to learn the “emotional lJanguage” of the patient and
to interpret it appropriately. For many patients. the language of emotion will continue
to be predominantly based on somatic or physical words. The concept of somatothy-
rmua will also be mentioned in respect to the somatoform disorders in Chapter 9 as well
as 1n the somatic presentations of depression in Chapter 7. Particularly in respect to
depression. it should be noted that somatic symptoms are the principle way that
d:sturbances in mood present in the medical setting.

Two Caveats
It should not. however. be assumed that all physical symptoms with a negative
medical workup are “psychosomatic” or “stress refated” in nature. Two caveats should
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68 & 2 Buopsnichosocial Assessmens and Case Formulation

always be kept in mund: first. symptoms of medical illness and stress/psychiatrically
related syTnptoms may coexist and be enmeshed; hence, even if stress-related symp-
tomns are identified as such, this does not rule out the possibility of concurrent medical
iness. Second. stress and the presence of a concurrent psychiatric iliness (such as
depression) may greatly magnify the symptoms of clearly documented underlhing
physical illnesses.

BIOPSYCHOSOCIAL ASSESSMENT

The DSM-IV system discussed in Chapter 1 (see Chapter 1 Appendix) is used
primarily for purposes of descnption and classification and is based on data that can
be documented objectively. Integrating the descriptive approach of DSM-IV with a
psvchosocial and psychodynamic understanding of the patient, however. is usefu! in
determirung what types of psvchiatnc treatment would be most helpful for the
patient, especially in determirung the need for psychotherapy.

As mentioned in Chapter 1. the biopsychosocial modei uses a systems approach
In attempting to integrate biological, psvchological. and social aspects of the patient's
condition (Alexander. 1950: Bertalanffy, 1968: Cohen-Cole & Levinson 1994: Enge!.
1677 Fink. 1988: Mever. 1957, Reiser, 1988). This approach inherentiy validates the
potential itmportance of biogenetic. psychoiogical. social, and environmental {actors 1n
the diagnosis and treatment of the patient.

The basic clirucal principles of the type of biopsyvchosocially oriented case
assessment of patients In medical or psychuatnc settings presented in this text wouid
take the following into consideration:

1. Genetic and biological factors are deemed to be of major impor-
tance in the pathogenesis and treatment of certain psychiatnc
disorders (such as schizophrerua and mood disorders) and also
may play a part in determining the patient’s resilience or vui-
nerability to stress.

2. Certain problematic developmental expenences and conflicted re-
lationshups withun the family and social system may corfer vu-
nerabilities to certain types of psychiatne illness; alternatively,
positive developmental expenences and relationships and good
social support may provide a buffering effect.

3. Cuwrrent life stresses may precipitate the onset of certain psychi-
atric disorders and symptoms or contribute to relapses of preex-
isting conditions.

Thus chapter focuses on the practical clirucal applications of these principles.
ang space does not permut a critical review of the overwhelming scientific evidence 1o
support the biopsychosocial model. In the companion volume on human behavior for
med:cal students. the scientific basis for the biopsychosocial model is discussed in
dep:h. particularly by Cohen-Cole and Levinson. Students are referred to selected
articies In the annotated bibliography and reference list and other chapters in the text
on human behavior that precedes thus volume for substantiating information (An-
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Clinical Applicanions © 69

eshensel. Stone. 1882, Bifulco. Brown. Harris, 1987; Birley, Brown, 1970; Bolton, Oatley,
1987; Breier, Kelsoe, Kirwin et al. 1988. Brver, Nelson, Miller et al, 1987; Cadoret,
O'Gorman, Troughton et al. 1983; Coyne. 1881; Dew, Bromet & Penkower, 1992; Doane,
West, Goldstein et al, 1981; Galanter. 1988; Goldberg, Bridges, Cook et al, 1990;
Greenblatt, Becerra. Serafetirudes. 1982: Harris. Brown, Bifulco, 1986, 1987; Kendler,
1988; MacMillan. Gold. Crow et al, 1986: Miklowitz, Goldstein, Neuchteriein et al, 1987;
Miklowtz, Goldstein, Neuchterlein et al. 1988; Miller, Ingham, Davidson, 1976; Parry,
Shapiro, 1986; Pellegnni. 1890; Penkower, Bromet, Dew, 1988; Romans, Walton, Her-
bison et al. 1992; Roy, 1980, Rutter, 1985; Schwartz, Myers, 1977a & b; Stansfeid,
Gallacher. Sharp et al, 1891: Tennant, 1983, 1988, Tennant, Bebbington, Hurry, 1982,
Tennant, Hurry, Bebbington. 1982a & b; Tennant, Smith, Bebbington et al. 1981;
Uhlenhuth, Pavkel, 1973. van der Kolk. 1986, 1994; Weissman, Gammon, John, et al,

1987).

CLINICAL APPLICATIONS

Diagnos:s and treatment using the biopsvchosocial model are multimodal and
are directed toward stabilizing each sphere of the patient's life that appears to be
under stress—biological. psychological. and’or social. To reiterate, in this conceptual
framework it is essential to (1) accurately assess the pertinent biological and physical
factors associatec with the patient’s condition. (2) evaluate the effects of past and
precent environmental. social. and family stressors. and (3) appraise the psychologi-
ca! significance of the ilness for the patient (e.g.. how the patient experiences the
Uness in light of significan: current and past life expenences).

The following prototypical case describes how the biopsychosocial model, the
DSA-IV descriptive approach. and a psychosocial'psychodynamic formulation can be
integratecd into patient evaluation and comprehensive treatment planning.

CASE STUDY: MR. A
Mr A a 50-vear-old married attorney presented to his internist 4 weeks
arter successfu! coronary artery bypass surgery He appeared to have de-
terorated after his successful surgery, was chronically fatigued, had se-
vere imsomnic. had lost his appetue, and had los! interest itn doing
almos: everuthing, including returning to work Because of his tnabiluty
to returm to work. he was sinking into financwal debt, and his position
n his lauw firm was in jeopardy Although he had little interest in sezx,
he did attemp! intercourse with his wife several times but was impotent

The tnternist performed a complete medical evaluation and checked
his laboratory profile He was slightly hypokalemic because of the use of
a thwaswde diuretic. He was also taking the beta-adrenergic blocking
agent propranolol for hypertension Other than being overweight and
continuing 10 smoke two packs of cigareties a day, his examination was
unremarkabie. including a screening thyrowd profile.

The internist assessed that the patient was primarily depressed, so he
tapered and discontinued his propranolo! (the physician knew the drug
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has been associated with inducing depresswon). He “reassured” the pa-
tient and prescribed a low dose of a cyclic antidepressant and a ben-
zodiwazepine sieeping medication and scheduled a follow-up appoint-
ment for 4 weeks

Despite these measures, the patient continued to deterwrate He began
to have crying spells, guilty ruminations, and suicidal thoughts He took
his antidepressant inconsistently He returned to the internist after a
week at his wife's inswstence The internust felt a psychiatrmc consultation
was then necessary

The psychiatnst evaluated the patient and, because the patient had

" recently had an extensive physical and laboratory evaluation he de-
cided to begin treatment with a cyclic antidepressant with incremental
increases. giving no more than a week's supply at a time because of the
possibiiity of a suwidal overdose. Because the patient's wife could stay
with him during the day and the patwent denwea any suicidal plans, the
deciswon was made to treat him nitwally as an outpatient with twice-
weekly viSis

Before deciding on this treatment plan, however. the psychiatrist firs:
pertormed a full psychiatric history and mental status examination The
patient was found to be cognutively intact and his symptoms were all
conswsient with the diagnosis of major depression The patient’s persomn-
ality assessment revealed marked obsessive—compulsive traus 1n that ke
was a ‘workaholic." a perfectionist driven to achieve. and rarely ever
“relared’ He was generally mgid and strict with his children and emo-
twonally aloof Although he loved and was devoted to his family, he had
severe dyficulty in directly expressing any affection or persona! feelings
toward them or other people Although things had gone well for him pro-
fesswnally, he believed he was never totally happy and had a tendency
to be chronwally miidly depressed. dysphoric, and dissatisfied with him-
self and life in general He never believed he had “dome enough'’ projes-
swmnally and always thought he had to prove himself to others. and he
hac doubts about his baswc self-worth He had marked difficultwes in ex-
pressing not only affectionate feelings dbut anger as well When angry, he
would generally “bottle it up,” become preoccupied with the person or
situation he was angry with, and ‘stew" for days.

Exploration of his developmental history revealed that his mother was
generaliy avatlable to him. but she had perods of apparent depressive
episodes that were disabling, and she would emotwnally withdraw from
the family She had never sought or received professional treatment for
these apparent depressive episodes. His father was emotwnally remote,
cold. crtwcal and “pushed him’ to do well 1n school Because of the pres-
sure and criticism from his father (and the fact that he felt he had to
“earn” his father's love and approval), he gradually became more dis-
tant from him silently resenting himm, and sometimes “wished he were
deald"”
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Clinical Applicanions © 71

His father died suddenly of a myocardiwal infarction at age 49 when
the patient was 15 The patient described his father's death as traumalic,
not only because of the loss of his father but because he felt as if the an-
ger and hostiiity he felt toward his father "had something to do with his
death " Although he realized that this was not rationally possible, he
nevertheless felt guilty about having been angry at his father and felt
that he had to make 1t up to htm “in some way " In addition, he felt that
when his father died he had forever lost the chance to be close to him

The patient ultimately went on to finish high school and college and
decided to becomne an attorney similar w his father The patient always
had a fear of dying at an early age—of a heart attack, similar to his

Sather—but nevertheless smoked. was overweight, and did not erercise.

Based on the patient’'s chromic history of depression, the psychiatrist
believed thar 1n additwon to his antidepressant treatment, the patient
could benefi! from psuchotherapy The psychiatrist, who had a psycho-
dynamic orentation. initially formulated the patient’s case as follows:
Fart of the patient’s problems with depression and low self-esteemn were

associated with problematic relationships with his parents. His mother’s
perwdic depresswons would at times. make her unavailable to him when
the patien! needed support as a child and he often interpreted her lack
of inleres: and responsiveness as a sign of rejection. Moreover, his father
wes hypercritical and demanding, leaving the patient with feelings of
worthlessness and gutlt when he did no! perfectly please his father, and
he wes frus:rated by his inabiitty to be close to him In addition to this
Sfrustratwon. he was also resentful ancd angrv and hated his father at
times. although he also loved him and craved his attention and ap-
proval When his father died the patient was stricken with not only a
sense of loss but also remorse and guil: His guilt centered on his hostil-
1y touward his father in that he may have unconsciously related hs
father's deatk to his hostile feelings and blamed himself for it

Bezcuse both parents often were unavailable to him emotionally and
communicction of feelings in the family was poor, he felt trapped with
his loneiiness and did not know tc whom or how he could express his
inner feelings Because of his guilt and pattern of having to ‘achieve’”
and produce to maintain his self-esteemn, he gradually became more en-
grossec 1n schoo! and work His compulisive work habits also served to
heip him avoid his inner feelings of mild depression and contributed to
his compulsive personaiity traits. The patient nevertheless channeled his
compulsive style and need for achwevement into his work and did well
academicelly and professionally His marrage was generally stable, al-
though his wife felt that he was aluays emotwonally remote from her, ne-
glected the family for his work, and could not express his feelings He
tended ¢ be distant hypercritical and demanding of his oun children,
repeating the patiern of his oun father He had drifted further and fur-
ther from both his wife and children
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72 & 2 Buwpnchososal Asseoment and Case Formulanion

The psychiatmst believed that the patien!'s own heart attack could
have reactivated the memores and feelings associated with the gref
surrounding his father's death. The patient may have wentified with the
father, and his oun heart attack fulfilled his lifelong fear that he too
would die at an early age. The psychwatrist also believed that the patient
was at high risk genetwcally for depression because of his mother's prob-
able history of depressiwon and the patient’s use of the beta-adrenergwc
blocking agent propranolol Both of these factors may have contribuled to
his biologiwcal vulnerability to depression, as may have the acute stress of
his coronary artery bypass surgery

In the course of the patwent’s subsequent psychotherapy, the memores
and feelings related to his childhood experences were explored The pa-
tient gainmed a new understanding of the impact that his father's death
had on him and came to fully realize that his angry feelings toward his
Jather were largely justified and had nothing to do with his father's
deatk, thus, his sense of guilt, whiwch had been largely unconscious, was
relieved He began to realize more fully how he was still trying to “earn”
approval by way of work and achiwevement, a central conflict related to
hiws need to be close to his father and eamm his love.

Concurrent with his psychotherapy and antidepressant medication
the patient was referred to a cardwac rehabilitation program, where he
was placed on a diet, an exercise regimen, and a smoking cessatwon pro-
gram Bref office counseling with the patient’s wife reassured them both
about the safety of gradually resuming normal sexual activity

The patient complied with this multimodal approach and responded
well to his antidepressant, psychotherapy and cardiac rehabilitation
program and returned to wori. Formal psychotherapy was terminated
after 6 months, although he continued on his antidepressant for | year,
after which it was gradually tapered and discontinued The patent did
well subsequently.

DIAGNOSIS AND BIOPSYCHOSOCIAL
ASSESSMENT

In the DSM-IV schemata. the patient would have initially been diagnosed as
follows:

Axis [: Major depression. single episode, severe, without psychotic
features

Dysthymic disorder, pnmary type, early onset (provisional diagnosis

Nicotine dependence

Axas 1I: Obsessive~compulsive personality traits (premorbid)

Axis llI: Coronary artery disease. status post coronary artery bypass
surgery. Status post hypokalerrua, essential hypertension, over-
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y S TRt | 3! 477w o . SR,
. 4 :" 55 i = ! = e g v:'.- :' - o = ‘*
2. g5 = - - T A o i 5 = £
1] S s = be: atalie e B PR T St S kB 2, ond
oy £ o g et T e ~VLT et LAY
~ N ¥ ST o B ® o Aoy - « B NS e L T g ~.oalt,
YRR ¥4 o N TIRGE, T prree et tie A= P AL TS Sy i f
b ¢ - 5 - Y S . ". i =z 2Nphal -
S ESRER TN G R EErE g Rt Y T e T S



b Pl At AR W s 1 e B
el S0t LRy A TS 5 A g R S e F Y i = o

Diagnosis and Biopsychosocial Asesment & 73

Axds IV: Psyvchosocial and Environmental Problems: Occupational Prob-
lem (threat of job loss)
Axis V: Global Assessment of Functioning (GAF): 45

The biopsychosocial assessment applied to this case provided a structured and
systematic way of understanding the patient's condition by attributing significance to
each sphere of his life—psychological, biological. and social—as well as understanding
kev developmental influences that affected the patient's personality development and
vulnerability to depression (Fig 2-1). In this manner, the treatment interventions
that were devised (medical’/biological. psychotherapeutic, and rehabilitative/social )
addressed each aspect of the patient’s life and sources of stress. Hence, the descrip-
tive approach of DSM-IV, which is based clearly on the biopsychosocial model with its
multiaxial system. combined with a basic psychodynamic assessment that attempts to
analyze the meaning of an illness for patients from the standpoint of both past and
current life experiences, provides a comprehensive method to formulate an integrated
plan of treatment. Table 2-] summarizes a structured treatment approach to psychi-
atric assessment and treatment planning based on this approach.

Although the relative weight attached to biological, psvchological, and social
aspects of each individua! patient vanes, it is essential that each area at least be
considered to be potentially important. This philosophy and approach to patient care
1s the essential theme that runs throughout the course of this text.

In the remaining chapters of this text, students will become familiar with major
psyvchopathological ssmdromes in clinical psychiatry and the management of behav-
loral and psychuatne disorders that are encountered in medical, surgical, and pediatric
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Table 2-1 Outline of Psychiatric .i;essment and Treatment Planning

Psychiatnc history
Menta! status examination
Meaical evaiuation
Ditferential giagnosts psychiatrnic ang megica:
DSM-IV aiagnoses (definitive or provis:onal)
Psychiatric gisorgers (Axis !)
Personality ciagnosts (Axis 11)
Megicai diagnoses (Axis ill)
tgentfication of major psycnhosocial stressors (Axis 1V)
Assessment of psychosocial functioning (Axis V)
Psycnhosocial assessment ano case formuiation
Trearment pian
Psycnologicai—need for anc choice of psychotherapy. inpauent or outpatient treatment

Biological—neeq for turtner meaical/neuroiog:cal evaluation of treatment, psychopharmacoiog:cal
treaimen!. rehabilitation programs

Social—neeg for intervenuon in environmental conaitions and social conditions, referrar 1o sup-
pon agencies. occupatonai counsenng. financial or legal assistance

settings. As the student studies these conditions and encounters them in his or her
future medical practice, it 1s hoped that they will take an integrated approach to
patient assessment and treatment based on the biopsychosocial model presented in
these introductory chapters.

CLINICAL PEARLS

The following ten questions, which should be modified by the interviewer to be asked in an

open-ended manner, will facilitate uncovering the source of psychosocial stress connected

with the onset or relapse of psychiatric symptoms, assuming the patient is open and coopera-

tive with the interviewer.

e Has there been any recent serious illness or death in your family”?

® Have you been having any probiems with money or with your job? Are you seriously in
debt?

e Have you had any serious problems with your children, your marriage, or other close
relationships?

s Have you had any recent illness or surgery, and are you on any medications”

s Have you ever thought you might have a problem with drinking too much alcoho! or
taking drugs”

® Have you been under any stress or pressure recently that has been difficult for you to
manage?

Regarding the patent's past history, the following questions will help identify any significant

psychodynamic problems or major stresses in the patient's developmenta! years. These are

“lead” questions that will identify any major developmental traumnas, but the development

history should not be limited solely to these four questions.

» Tell me about growing up with your family and your relationship with your parents.
Did you have any special problems with your parents or within your family when you
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were growing up? Was there frequent fighting between your parents when you were a
child or teenager?

* Did either one of your parents have a problem with alcoho! or drugs?

s Did your parents divorce or separate when you were a child, or did one of your par-
ents die when you were young?

s Were you ever physically or sexually molested when you were a child or teenager?
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In the remaining chapters of this text, students will become familiar with
major psychopathological syndromes in clinical psychiatry and the manage-
ment of behavioral and psychiatric disorders that are encountered in medical,
surgical, and pediatric settings. As the student studies these conditions and
encounters them in his or her future medical practice, it is hoped that they will
take an integrated approach to patient assessment and treatment based on the
biopsychosocial model presented in these introductory chapters.
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Balint was a psychoanalyst who worked extensively with primary care doctors in
evaluating and treating the common psychiatric conditions of general medical
patients. This text remains a classic for exploring and understanding the psycho-
logical aspects of medical practice.

For students interested in excellent resources on psychiatric interviewing, the following books
are recommended:
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