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Note on Author

Robert Foltz, PsyD, is a clinical psychologist and associate professor of Clinical Psychology with over thirty-five years of experience in the field, including inpatient, residential, and outpatient services. Throughout his career, he has focused on more severe conditions in young people, working for over fifteen years as a clinician and administrator in residential treatment centers, and maintaining a private practice for over twenty years. He has been teaching graduate students in psychology since 2009. Courses he teaches include Psychopathology (understanding the disorders), Pediatric Psychopharmacology (the use of psychiatric medications in youth), Foundations in Research and Practice, Trauma-Informed Care, Psychotherapy strategies, and Ethics in Psychology. Across these decades, it became clear that medications were assumed to be quite effective in the management of severe conditions, but after many years of meeting with these youth and families, critically examining the literature, and searching for more effective interventions, Dr. Foltz raises serious questions about our current assumptions in both diagnosing and treating troubled youth. These decades of experience have established the foundation for No Method to the Madness
.
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Introduction

The Problem in Perspective: The 10,000-Foot View

The goal of No Method to the Madness is to critically review the mental health services being provided to children and adolescents in the United States. Critical doesn’t have to mean negative, however. Critical, in this sense, means to dig into the current strategies of our system, closely examine the results, and challenge many of the assumptions that come with the current climate of care for our troubled youth. Through a more transparent and accurate understanding of the situation, clinicians, parents, and policymakers will be in a better position to make informed, data-driven decisions.

My Background

I am a clinical psychologist. I completed a doctoral degree in clinical psychology called the PsyD (similar to a PhD). I cannot prescribe psychiatric medications. But, with more than thirty-five years of work in the field, I have encountered countless people—young and old—who had been prescribed psychiatric medications to “treat” their symptoms. Early in my career, it made sense to me. I have spent virtually all my clinical work in settings working with individuals struggling with the severe conditions, such as schizophrenia, bipolar disorder, major depression, etcetera. Doctors, nurses, counselors, and my teachers all explained that these conditions were “chemical imbalances,” or brain problems, and the most effective treatments were medications. A mountain of articles continued to support these claims.

In my undergraduate abnormal psychology courses, the theories of psychological causes for severe disorders were waning. While the ideas of “nature versus nurture” were being tossed about, it was more often purported that our experiences didn’t matter as much as the chemicals flowing through our brain, or those powerful genetic predispositions that leave many of our outcomes predetermined. It was many years before I realized that these “conclusions,” put forth by my professors and other professionals I was working with, were incomplete, if not false. More specifically, our science—even today—does not offer the sophistication required to answer these complex questions. Yet I wonder why very smart people chose to promote these “conclusions” as fact.

One day, many years ago, while working on an inpatient psychiatric unit, I was speaking with a middle-aged man diagnosed with paranoid schizophrenia. He had dark hair, was of a slight build, wore a worried look on his face, and smoked throughout the day. He walked the halls, gently patting his chest. At times he would stop, his eyes wide with fear, and then resume his slow walk up and down the halls. Eventually, he shared that the gentle patting of his chest was his effort to ensure that his heart kept beating. He was suspicious of most people, but as I was on the unit regularly throughout the week for eight hours at a time, he became quite comfortable sharing his thoughts and feelings with me. But early on, one day when we were chatting in the smoke room, I leaned on the door frame and crossed my arms to relax. He froze. Eyes wide, he said, “I can tell you hate me.” Surprised, I asked, “What would make you think that? We’re having a good conversation.” He said he could tell by the way I crossed my arms. Over time, we looked forward to our conversations. On a day nearing his discharge, he was recounting his many hospitalizations and his perceptions of what he found helpful. To my stunned surprise, he said he couldn’t wait to get out of the hospital so he could stop taking his medications. I asked, “But don’t your medications help you?” His response, “No, they don’t. I think they make me worse.”

This statement made me pause. It planted a seed of skepticism that didn’t begin to grow until I was well into my graduate studies. As I continued to work with adults struggling with severe conditions throughout my educational process, I started to more regularly ask about their experiences. More and more frequently, I would hear about the lack of effectiveness of medications in managing or resolving their symptoms. Equally puzzling was that other treatment providers were either not being told those same patient experiences or were not incorporating them into the treatment planning.

After almost ten years of working primarily with adults in hospitals, I began working in residential treatment settings for troubled children and adolescents. Most of these young people had endured horrible, traumatic childhoods. The pain of their lives evolved into anger, aggression, depression, fear, and psychosis, among many other reactions. In this setting, they received multidisciplinary care, meaning many providers offered services to help them. Indeed, one of the most common interventions is medication. And in these settings, many youth are on multiple medications. However, residential treatment—and the severely troubled youth within them—are some of the least researched topics within the mental health field.

Critically reviewing the research for troubled youth is a daunting task. Having been immersed in it for years, I often talk to parents who are confused, overwhelmed, not sure who to trust, and frustrated in their efforts to help their children. The internet is filled with information—some accurate, some not. Much of it is designed to sell products. Research articles may be difficult to obtain or are filled with complicated statistics or jargon that makes them appear to be written in a different language. But these dilemmas are not unique to parents. Even well-trained clinicians struggle to understand this information and how to integrate the conflicting results into their actual treatment efforts.

For therapists working with adolescents, a solid foundation of training is essential, and continued education on the evolutions in the field must be obtained. But in recent research related to topics in No Method to the Madness, many doctoral level psychologists may not have foundational training in key topics. For example, a survey of doctoral programs was conducted in 2022 to determine how many programs, accredited by the American Psychological Association, required a course on psychopharmacology. Remarkably, only 31 percent of programs required a course (Foltz et al., 2023b) Even more stunning, only 5 percent of these programs required a course on the impact and treatment of trauma (Foltz et al., 2023a).

Goal of This Book

The goal of this book is to provide a thorough examination of the practice of diagnosing and medicating youth in distress. Empowered by catchy marketing terms like “chemical imbalance,” we have, as a society, come to accept the perfunctory use of medications. Based on their pervasive use, we assume they must be safe, effective, and well established in science. The goal of this book is not to uncover a conspiracy, demonize prescribing physicians, or recommend that people not use medications.

• You should always discuss any concerns you may have with your prescriber.

• You should never abruptly stop or change your medications without the supervision of your prescriber.

These medications are developed to change the way we think, feel, and behave. That goal does not come easily. Nor does it come with clear, or reliable, scientific outcomes. The use of medications is complicated and motivated by far more than politics, research, and profits. People use psychotropic medications because they are in distress and are looking for relief. The challenge, therefore, is to examine the evidence of how these medications can enhance or impair someone’s functioning. In that endeavor, we will take a critical look at the science that creates the foundation for medication use in children and adolescents.

The medications used to control the symptoms of common diagnoses will be closely examined to illuminate the benefits and drawbacks of typical psychotropic strategies. To provide an exhaustive review of medication research is not the goal, nor is it practical. Hundreds of studies emerge every year. The research within this work will be focused on those studies offering the best methodology and the largest sample of participants. Major organizations, such as the American Academy of Child and Adolescent Psychiatry also create “Practice Parameters” or “Practice Guidelines.” These thorough reviews of the research will also be incorporated, as they represent many studies reviewed and synthesized by experts in the field. As a result, it is hoped that the studies examined will provide the best estimates of how medication research can be applied to the overall population of youth.

A Statement on Ethics

Ethical standards for a clinical psychologist are established by the American Psychological Association (APA, 2017) and the state in which they are licensed. Because I cannot prescribe medications, I am not permitted to make specific recommendations for or against prescribing. Surprisingly, it is quite common that psychologists will refer to a psychiatrist (based on an assumption that medications may be beneficial) when completing an evaluation. For example, a psychologist may complete psychological testing and conclude that a child meets the diagnostic criteria for major depressive disorder. As a result, they may include a statement like, “Recommend a psychiatric referral to consider antidepressant treatment.” While this is a recommendation to a trained professional that is licensed to prescribe, it is also close to a recommendation for medication. I do not believe this is appropriate unless it includes a review of the research to support or challenge those recommendations, which would serve to educate on the topic. I believe that the recommendations should include a review of treatment options, and the evidence that supports (or does not support) those treatments. The same could be said in relation to other treatments being suggested, such as occupational therapy, educational supports, and so on. This is, in part, based on the power that a professional has in the relationship with clients. When a recommendation comes from “a doctor,” there is often recognition that it’s coming from “an expert.” But doctors are not experts in everything, and providers are not free from bias in their beliefs of human behavior, treatments, and expected outcomes. All these factors should be openly discussed with clients in the collaborative process.

Psychologists are permitted to provide education to those receiving care for mental health conditions. The goal is to support and advocate for the client with a focus on optimizing outcomes in the process of treatment. As a result, if evidence does not support a particular treatment, and the psychologist has that knowledge, it is ethically supported to convey that knowledge to their client. Of course, this information needs to be provided in a way that is understandable and applicable to the client’s situation. Finally, the clinician should be mindful of their limitations in knowledge. For example, in my career, I have not focused my study or clinical practice on eating disorders. As a result, this limitation in my own education and experience should contextualize any information I would share with a client or caregiver.

In reading this book, you may have questions. It is essential that you speak to your treatment provider before making any specific changes to your treatment based on the information here. One aim of this book is to empower more critical thinking around diagnoses and treatments. If the information here raises questions for you, take this to your provider and discuss it. No one has a monopoly on truth in the field of mental health. They may disagree with the material here. In that case, I always recommend creating clear, measurable outcomes for your care. If, with a particular treatment, a specific goal is not achieved in the set amount of time, it should be reviewed and reconsidered.

For students and clinicians: It’s OK to admit, “I don’t know.” But as a provider, you should establish strategies to research symptom presentations, intervention strategies, and ways to measure outcomes. Your honesty and humility will further support developing a genuine rapport with your client. It also helps establish the reality that the treatment process is a journey to be taken together. Even if you have certainty about a diagnosis, for example, the client in front of you is different from every other one you have worked with. Appreciate the uniqueness of the relationship. Appreciate the power of your role. Recognize the limitations of your knowledge and expertise. If you are working with multiple providers, encourage them to communicate, have collaborative meetings, and create a shared vision of what successful treatment looks like.

For parents: Providers are licensed to provide a specific range of services. They are expected to adhere to the rights and privileges of their discipline but not step beyond those abilities. However, knowledge across disciplines may overlap. You will likely have discussions with a psychiatrist about therapy techniques, discussions about medications with your therapist, or raise concerns about educational interventions with an occupational therapist. It is not that these discussions should not occur or won’t be helpful but communicating openly and honestly with each provider will offer the greatest advantage. If you are working with multiple providers, encourage them to communicate, have collaborative meetings, and create a shared vision of what successful treatment looks like.

Foundations of Critically Examining the Science

Whether you are a parent, clinician in training, clinician in practice, or policymaker, you may often hear phrases that describe psychiatric disorders in children and teens as neurobiological, neurodevelopmental, or neurological. It implicates the brain being involved in the disorder; specifically, something abnormal is happening in the brain and a treatment that addresses this abnormality would seem to be the most appropriate strategy. Early in my training, I jumped onto these beliefs. It sounds sophisticated, and with the complexity of these disorders, the brain must be the cause! In my years of study, I’ve come to realize that this formulation equates to explaining a mystery with a mystery.

The brain is involved in everything we do. In that way, abnormal thoughts and behaviors are indeed based in brain function. But as science tries to understand this, some that describe disorders as neurological assume that we have identified areas or systems in the brain that are malfunctioning, resulting in abnormal thoughts and behaviors. This is not the case. If it were true, we could use more precise neuroimaging technologies to confirm psychiatric diagnoses. The Diagnostic and Statistical Manual of Mental Disorders (DSM) highlights throughout the idea that neurological imaging, laboratory tests, or other measures of biological functioning cannot be used to determine the existence of a psychiatric disorder. We’ll discuss this further below.

In examining research, one concept you should understand is “internal validity.” From the American Psychological Association, “internal validity is the degree to which a study or experiment is free from flaws in its internal structure and its results can therefore be taken to represent the true nature of the phenomenon. . . . Internal validity pertains to the soundness of results obtained within the controlled conditions of a particular study, specifically with respect to whether one can draw reasonable conclusions about the cause-and-effect relationships among variables” (APA, 2018).

As an example of internal validity, consider a study testing the effectiveness of psychotherapy in the treatment of depression. One group of participants receives a therapy session once a week for two months, the other group is on a wait list for that time. At the end of the study, the results show that while most people receiving therapy improved, over half of those on the wait list also showed improvement. Is it safe to conclude that a wait list can be effective treatment? Obviously, there are many problems with this simple example. No information is known about what happened in the lives of those on the wait list. Having made the effort to seek treatment (and were now on a wait list), had they become more optimistic about their futures? Had they started becoming more active, exercising, engaging more with friends? All these factors could reduce depression but are unknown in the results. Therefore, interpreting any results from this study must be done cautiously, meaning that this is an example of weak internal validity.

External validity is another important concept to understand when you’re evaluating research. External validity is “the extent to which the results of research or testing can be generalized beyond the sample that generated them” (APA, 2018). Unfortunately, research outcomes are commonly generalized to groups that may have little relationship to the study population. Consider a study investigating the effectiveness of Risperdal (an atypical antipsychotic medication) to control aggressive behavior in youth diagnosed with autism. In this study, researchers may give Risperdal to half of the group and a placebo to the other half. They will then examine the occurrences of aggressive behaviors during the study. If Risperdal is shown to reduce depression in this study, can you confidently conclude that Risperdal is an effective treatment to reduce aggressive behaviors across other disorders? No. Generalizing this finding to other groups has weak external validity. It is not safe to assume that aggressive behaviors presented in autistic youth are the same as aggressive behaviors shown in, say, conduct disordered youth. As a result, the effectiveness of Risperdal may not be consistent across different diagnostic groups.

Failure to Replicate Successful Studies

Throughout our era of evidence-based treatment, clinicians are expected to utilize intervention strategies that have demonstrated effectiveness in rigorously controlled studies. Repeating the study and achieving comparable results can give practitioners confidence that the techniques and strategies they are using are more likely to succeed. Unfortunately, replicating successful research is easier said than done.

In 2018, researchers sought to replicate twenty-one social science studies (Camerer et al., 2018). They were able to replicate just thirteen of them. However, even in those replicated studies, they also found that the estimated effect sizes were notably smaller than in the original published studies. In other words, the effectiveness of the intervention was less potent than originally determined. These researchers also found that, among those studies that were not successfully replicated, “there was essentially no evidence for the original finding” (Camerer et al., 2018, p. 640).

The “failure to replicate” dilemma has plagued the field of mental health for many years. There is no simple solution to the problem, but the walkaway message is this: Be critical consumers of information. It is easy to find a variety of studies or headlines that make claims of effective and safe treatments. Yet be aware that one enthusiastic headline or new article, even in top tier journals, may be overestimating their results and we need to be cautious until the study is replicated with a comparable group of participants.

Universal and Exclusive

In my decades of evaluating research, a theme has emerged that informs my threshold to arrive at conclusions. Every year, thousands of articles are published in the fields of psychology, psychiatry, counseling, social work, and so on. Many of them have dazzling titles and their abstracts summarize impressive research, making conclusions that a particular diagnostic strategy has identified the abnormality of a condition, substantiated a treatment that achieved amazing results, or created a test to finally clarify a diagnosis. With time, unfortunately, these exceptional claims dissolve.

When I review research, I look to align the findings on two fronts: universal and exclusive. With the concept of universal, to be truly unique to the condition, the finding should apply across every participant in the study. It should be universal. Take the idea of “frontal lobe dysfunction.” People will often make claims of frontal lobe problems for a psychiatric disorder. But in this research, to be definitive, their findings should be found across every participant in the study. If one hundred children with ADHD receive functional magnetic resonance imaging (fMRI) and only seventy-eight are found to have frontal lobe deficiencies, it is interesting, but not universal to ADHD.

With the concept of exclusivity, to be a signature characteristic for the disorder, it should only occur in that particular disorder. Again, with frontal lobe deficiencies, these “abnormalities” can be found in ADHD, depression, OCD, among many other conditions. Because the problems within the frontal lobe can be found across many diagnoses, they are indeed interesting but are not unique to the specific diagnosis. Refined research methodologies could ameliorate both issues, but we are not at a point in our science to establish neurological “signatures,” or pathognomonic features, for any psychiatric condition.

Scientific Research Papers

In 2023, the prestigious journal Science published a paper entitled, “Fake Scientific Papers are Alarmingly Common” (Brainard, 2023). Remarkably, the author highlights that a recent review of nearly five thousand papers in 2020 estimated that a third were plagiarized or faked. The dilemma of “paper mills” was identified; covert businesses that generate papers to multiply the publications of authors—giving them greater exposure, with little to no real authorship in the work. This creates a staggering challenge for clinicians trying to utilize evidence-based strategies. As a clinician, when I go to the literature looking for explanations, formulations, or treatment recommendations for a particular issue, I read those articles with the assumption that the work has been vetted, critiqued, and peer reviewed. These mechanisms provide a reassurance that the work has withstood scrutiny.

Within academia, many institutions create the “publish or perish” culture. For prestigious institutions, if their faculty members are not publishing—that is, actively contributing to professional literature—they run the risk of losing their position at the university. As a result, this culture could create an environment of falsifying data, exaggerating research findings, or financial corruption, among other factors. Let’s be clear: Most researchers are doing their best to maintain integrity in their work and create projects that will enhance our understanding of disorders and treatment. However, without transparency in the “real” research versus that which is faked, the masses of clinicians looking to use published literature to guide their interventions could fall victim to faulty data.

All of this speaks to the “business” of academia, research, and evidence-based treatments. Universities are tuition driven. That is, their business model is driven by students enrolling and attending. Students choose their colleges based on reputation and opportunity. If a student can be accepted into a prestigious university, they assume they’ll have a more successful future. If universities generate noteworthy research, not only does it attract students but it also increases their chances of securing additional funding from grants, donations, collaboration, etcetera. Moreover, powerful corporations may also leverage the influence of these researchers to expand their reach into different “markets.” Basically, they target children and adults with any sort of disorder or disease to highlight the products that have been developed to treat these conditions.

In recent years, academia has come under particular scrutiny. Claiming that researchers, professors, their conclusions, and recommendations are corrupt, inaccurate, or driven by an alternative agenda to work against the betterment of the public. I’m sure this has happened, but it is the rare exception to the rule. As a society, being able to Google a topic, read a few websites and blogs, does not make you an expert. Those that have arrived in academic positions, or administrative roles in large public health institutions are not there by accident. In most cases, they have achieved the highest degrees in their field, have demonstrated their ability to think critically through research and publication, have shown the cognitive sophistication to adapt their formulations with emerging science, have devoted thousands of hours to their work, and have created a tangible benefit in their field. They are experts.

As noted in the important book, The Death of Expertise (Nichols, 2024), there is a growing, casual dismissal—even angry rejection—of expertise driven by the above assumptions of corruption or inaccuracy. Simply finding a conflicting view does not mean the “expert” should be dismissed. Experts are wrong less often. Experts have a foundation of knowledge that the novice does not have. Experts have thought far longer about their area of specialty than the novice and have a better understanding of other factors that may impact conclusions. Assuming that someone without qualifications has the same level of intellectual rigor on a topic comes with clear risks. When these topics are related to health, policies, and systemic processes, the risks are amplified.

Popular Beliefs in Academia

During my years as a graduate student, financial demands required that I also work part-time. I was fortunate to work in psychiatric hospitals, most often with adults diagnosed with schizophrenia. These experiences were, in many ways, just as valuable as the education I was receiving. While the academic foundation is essential, real-world experiences with those struggling with psychological challenges proved to be invaluable.

Working with adults diagnosed with schizophrenia provided keen insights into those experiences of psychosis, but more importantly, revealed the humanness of the condition. Seeing the distress, the fear, the frustration, and the resiliency, courage, and determination in these individuals highlighted to me that our current treatments were insufficient. In fact, these early experiences were my first realizations that our medication strategies were not what these patients wanted most. Beyond symptom control through medications, they wanted to be safe, feel productive, and be understood.

I took these experiences into my classrooms as a graduate student. My earliest interests were in severe conditions, such as schizophrenia and other psychotic experiences. I thought, “if we can figure this out, everything else is easy.” But patients telling me that they didn’t want to keep taking their medications made me curious to find other treatments that were available. As a psychologist in training, our emphasis was on providing psychotherapy, so I started examining the literature, which was encouraging. But what I was hearing from professors was something quite different.

Decades ago, the research on schizophrenia was quite different. Today, most research generated on schizophrenia is focused on neurochemistry, neuroanatomy, and genetics. In contrast, required readings for graduate school included theoretical formulations to consider how childhood experiences, parenting, and life events may contribute to the emergence of psychotic symptoms. However, rather than embracing these to guide treatment, I was repeatedly told by professors that “insight-oriented psychotherapy for schizophrenia is contraindicated. You can’t do therapy with them until they are effectively medicated.” In other words, therapy strategies to explore and expand one’s understanding of their childhood, early attachment relationships, foundations of coping strategies, and so on., should not be utilized as a treatment strategy. Rather, “supportive therapy” should be offered to ensure their compliance with medication. Only then could you use psychotherapy. I came to realize that neither of these “conclusions” were supported by research.

As a graduate student, I had an inherent respect for my professors. Their years of experience, knowledge, and range of skills were attributes I still hoped to achieve. Yet I was curious, and quite honestly, skeptical about what I was hearing. So, I went to the research. In fact, my doctoral dissertation was focused on the experience of being medicated in schizophrenia, and I included questions about psychotherapy, so examining the literature became part of the task of my completing my degree.

While not mainstream, I delved into a legacy of literature supporting the use of insight-oriented treatments for schizophrenia. I began to contact, attend conferences with, and be mentored by experts providing psychotherapy strategies to those diagnosed with schizophrenia. These experiences upended my academic training. I also realized that many clinicians in the field have not received training specific to the psychotherapy of psychotic conditions. It is a unique skillset not sought out or provided in the typical training of a therapist or psychologist. It made me acutely aware of how information can be used in political and powerful ways. For example, in today’s training environment, only a small fraction of psychology graduate students has any access to learning about therapy for schizophrenia. Fewer clinicians are in the field doing that work, fewer people are being trained, and the skillset of providing insight-oriented therapy to those with schizophrenia is disappearing. Being able to influence the curriculum of mental health training can have profound downstream effects. It’s not surprising, then, to realize that the pharmaceutical industry’s influence in medical school training could be a powerful force in our society’s embrace of a medication response to any particular disorder we may identify (Kluger, 2009).

This book represents the culmination of my decades of study and clinical practice. It is intended to provide a critical analysis of our current diagnostic and treatment strategies for young people. I decided to write this book after many years of conference presentations, publications, and teaching. Encouraged by my colleagues for years, my perspective on our treatment processes may not be mainstream, but I believe it offers a valuable addition to the decision-making of clinicians, students, and parents.
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Arriving at a Diagnosis

The Diagnostic Process

An important step in critically examining the “science” is understanding the assumptions and framework of our diagnoses and disorders. When I entered the field, the Diagnostic and Statistical Manual, Third Edition, Revised (DSM-III-R) was the current catalog of diagnostic options. With my inexperience, I believed that this book was grounded in rigorous scientific study. I have since learned that there are many influences that create, maintain, and perpetuate psychiatric diagnoses. I’ve come to learn that many diagnoses are eliminated from versions of the DSM while others are created to address the failings of previous editions. Moreover, issues of reliability and validity remain problematic for the DSM. In other words, there continues to be considerable disagreement about what characterizes a particular “disorder” and even when a diagnosis is chosen, it is not safe to assume that a valid condition has been identified. If you are a parent or clinician, you should know that the diagnoses are “best guesses.” In fact, the DSM-5 (APA, 2013) concedes this in a densely worded passage,

Indeed, the once plausible goal of identifying homogeneous populations for treatment and research resulted in narrow diagnostic categories that did not capture clinical reality, symptom heterogeneity within disorders, and significant sharing of symptoms across multiple disorders. The historical aspiration of achieving diagnostic homogeneity by progressive sub-typing within disorder categories no longer is sensible; like most common human ills, mental disorders are heterogeneous at many levels, ranging from genetic risk factors to symptoms.

(American Psychiatric Association, 2013, p. 12)

To decipher that psychobabble, it could more simply be stated as “the effort to establish diagnostic groups, characterized by similar characteristics (homogeneity), is no longer sensible because disorders are too heterogeneous (made up of characteristics that are not similar).” The lack of similar characteristics includes everything from genetic and neurological findings to behaviors and emotions. So, even though a diagnosis may be determined (and treatments are initiated based on that diagnosis), it is openly acknowledged that the symptoms for that diagnosis may be inconsistent, reflect another diagnosis, or overlap with another disorder. Keep in mind, this includes things like feelings of depression, irritability, anxiety, impulsivity, distorted thoughts, impaired relationships, and so on. The DSM authors also try to minimize the magnitude of this confession. Equating the heterogeneity of psychiatric disorders to “most common human ills” is quite an oversimplification. For example, having the sniffles, sneezing, and a sore throat may be a “common cold” or seasonal allergy (e.g., heterogeneity of symptoms across different diagnoses). Having a battery of tests to determine the “accurate” diagnosis for these symptoms is unnecessary. While inconvenient, the impact on your functioning is likely minimal and temporary. However, cancer is unfortunately a common human illness that may present symptoms that could initially be confused with other conditions. Accurate diagnostic testing, including blood tests, MRIs, and a variety of other tools, is essential to determine the presence of cancer and administer the appropriate treatment. Unfortunately, the precision available in diagnosing cancer and other physical ailments is not available in psychiatric diagnoses.

Diagnostic Ambiguity

The DSM-5-TR notes that the goal of a diagnosis is to create a “clear and concise description” of a condition (APA, 2022, p. 5). This suggests that the latest edition has refined diagnostic descriptions to the extent that clinicians, researchers, and others can arrive at a clear, concise view of what they are dealing with. It would make sense that a new edition should offer an even greater advantage.

Later in the Introduction of the DSM-5, the American Psychiatric Association also concedes that they’ve come to realize that “the boundaries between disorders are more porous than originally perceived” (APA, 2013, p. 6). Most recently, in the DSM-5-TR, “the boundaries between many disorder ‘categories’ are more fluid over the life course than has been recognized” (APA, 2022, p. 14). But wait, how do you make sense of that? The DSM purports to provide clear and concise definitions of mental disorders, yet they acknowledge disorders actually blur together. I’ve often talked with parents who expressed a “sigh of relief” after they received a diagnosis for their child. However, it is common—if not expected—that these symptoms and conditions will change over time.

The problem is worse than you can imagine. Recent research highlights the “heterogeneity” of diagnoses, meaning the diversity or varying presentations of the disorders. In fact, when you consider how many different symptom combinations can meet the requirements for certain diagnoses, one begins to question how all of those could represent the same condition.

• There are 270,000,000 symptom combinations that meet the criteria for comorbid PTSD and Major Depressive Disorder (Allsopp et al., 2019).

• There are over 630,000 symptom combinations that meet the criteria for PTSD (Cloitre, 2020).

• There are over 18,000 combinations that can be diagnosed as ADHD, Combined Type, the most common form.

Function of a Diagnosis

In what may be one of the least-read portions of the DSM-5-TR, the Introduction, it says that a diagnosis should have clinical utility. That is, it should help a “clinician determine prognosis, treatment plans, and potential treatment outcomes . . . and support clinical, public health, and research purposes” (APA, 2022, p. 14). There is a pragmatic value in this. For example, if a colleague calls me to refer an adolescent for psychotherapy and the teen is described as having oppositional defiant disorder, I have a general sense of some of the challenges facing the youth and family. Or, when designing a study, researchers may want to include individuals currently meeting the criteria for major depressive disorder. However, embedded in any of these diagnoses is that they reflect the current life experience of the person, their relationships, and the world around them. There is nothing within a diagnosis that establishes a cause for those symptoms (except within posttraumatic stress disorder). Thus, our treatment recommendations based on a diagnosis are driven to reduce or eliminate symptoms. But simply reducing symptoms may be insufficient. This is an important difference to be discussed later (cure versus containment).

Arriving at a diagnosis does not identify any “source” or cause of the symptoms (except for trauma-related diagnoses that stem directly from the experience of trauma exposure). The American Psychiatric Association acknowledges that “a diagnosis does not carry any necessary implications regarding etiology or causes of the individual’s mental disorder or the individual’s degree of control over behaviors that may be associated with the disorder” (APA, 2022, p. 29). This important concept has direct implications in the popular beliefs around these conditions. For example, if major depressive disorders were proven to be the result of a “chemical imbalance,” a diagnosis would establish the need for medications to correct that imbalance. But the cause (or etiology) of these disorders has not been established. Thus, our perfunctory use of medications needs to be considered carefully.

The American Psychiatric Association (2022) extends this further as it considers the role of a psychiatric diagnosis in forensic settings (situations related to court or legal proceedings).

In most situations, the clinical diagnosis of a DSM-5 mental disorder such as intellectual developmental disorder (intellectual disability), schizophrenia, major neurocognitive disorder, gambling disorder, or pedophilic disorder does not imply that an individual with such a condition meets legal criteria for the presence of a mental disorder or ‘mental illness’ as defined in law, or a specified legal standard (e.g., for competence, criminal responsibility, or disability) . . . additional information is usually required beyond that contained in the DSM-5 diagnosis.

(APA, 2022, p. 29, italics added)

While the standards of evidence, parameters of a legal argument, or defining culpability of specific behaviors can become a complicated legal process, it remains a bit confusing why the criteria that have been established to create “clear and concise” definitions of a disorder are not sufficient to identify the presence of the disorder in most legal circumstances. The DSM is what actually defines those specific disorders. However, it has been argued that neither the reliability nor the validity of diagnoses used to categorize millions of youth and adults across the country every day, are sufficient to withstand rigorous challenges in court proceedings (Faust, 2011).

Rule Out Trauma First. Then Do Your Diagnosing

With decades of experience in the field, I have come to feel confident in one conclusion: A reaction to traumatic experiences can mimic many different psychiatric disorders. Trauma exposure will be explored in greater depth in the next chapter, but this relates directly to understanding the diagnostic process. It is well understood that traumatic events are not limited to a life-threatening event (such as a car accident or war exposure). Moreover, those experiences referenced in the diagnostic criteria for posttraumatic stress disorder (PTSD) are only a short list of what people may experience as trauma.

The reason I recommend ruling out trauma before considering other diagnoses is because many symptoms that emerge from trauma exposure can look like a range of common psychiatric disorders.
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