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The  unction  and state o  the m ind are o  sign i ican t im portance to the physical health  o  an  
individual. The United States Medical Licensing Exam ination  (USMLE) is closely attuned to 
the substan tial power o  the m ind–body relationship  and extensively tests th is area on  all th ree 
steps o  the exam ination . This review book was prepared as a learn ing tool to help  studen ts 
rapidly recall in  orm ation  that they learned in  the  irst 2 years o  m edical school in  behavioral 
science, psychiatry, epidem iology, and related courses.

The seven th  edition  o  BRS Behavioral Science con tain s 26 chapters. All chapters start with  
a “Typical Board Question ,” which serves as an  exam ple  or the m anner in  which the subject 
m atter o  that chapter is tested on  the USMLE. Each chapter has been  updated to include the 
m ost curren t in  orm ation .

Approxim ately 770 USMLE-style questions with  detailed answers and explanations are pre-
sen ted in  each  chapter, as well as in  the Com prehensive Exam ination . A sign i ican t num ber o  
these questions were written  expressly  or th is seven th  edition  and re lect USMLE style, using 
clin ical vignettes in  the stem . Many tables are included in  the book to provide quick access to 
essen tial in  orm ation .
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1

1
The Beginn ing o  Li e: 
Pregnancy Through 
Preschool

I. CHILDBIRTH AND THE POSTPARTUM PERIOD

A. Birth rate in the United States and cesarean birth
1. About 4 m illion  children  are born  each year in  the Un ited States.
2. About one-th ird o  these births are by cesarean  section .
3. The num ber o  cesarean  births declined during the 1990s, partly in  response to increasing 

evidence that wom en  o ten  undergo unnecessary surgical p rocedures. From  2000 to 2009, 
The rate was increasing  but since 2009 the rate has been  declin ing again .

B. Premature birth
1. Premature births and very premature births are de ined as those  ollowing a gestation  o  less 

than  37 and 32 completed weeks, respectively.
2. Prem ature birth  puts a ch ild  at greater risk  or dying in  the  irst year o  li e and  or em o-

tional, behavioral, and learn ing problem s as well as physical and intellectual disabilities.
3. Prem ature births, which are associated with  low incom e, m aternal illness or m alnutrition , 

and young m aternal age, occur in  alm ost twice as m any non-Hispan ic A rican -Am erican  
in  an ts than  non-Hispan ic White in  an ts.

C. Infant mortality
1. Low socioeconomic status, which is related in  part to ethn icity, is associated with  prem a-

turity and high in  an t m ortality (Table 1.1).
2. In  part, because the United States does not have a system  o  health  care  or all citizens 

paid  or by the governm en t through taxes, prem aturity and in  an t m ortality rates in  the 
United States are h igh as com pared to the rates in  other developed coun tries (Figure 1.1).

Typical Board Question
The elderly grand ather o  two children , one aged 2 years and one aged 4 years, has recen tly 
died. The children’s grand ather was very involved in  the care o  the children . When  the 
children  are told about the death , the typ ical perception  o  their grand ather’s death   or the 
2-year-old and the 4-year-old, respectively, is m ost likely to be that the death

(A) is abandonm ent; is pun ishm en t
(B) is pun ishm ent; is abandonm en t
(C) is pun ishm ent; is irreversible
(D) is abandonm ent; is irreversible
(E) is irreversible; is pun ishm ent

(See “Answers and Explanations” at the end of the chapter.)

c h a p t e r
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2 BRS Behavioral Science

3. The Apgar score (named for Dr. Virginia Apgar but useful as a mnemonic): A—appearance 
(color), P—pulse (heartbeat), G—grimace (reflex irritability), A—activity (muscle tone), 
R—respiration (breathing regularity), quan ti ies physical  unction ing in  prem ature and 
 u ll-term  newborns (Table 1.2) and can  be used to predict the likelihood o  im m ediate 
survival.

The in  an t is evaluated 1 m inute and 5 (or 10) m inutes a ter birth . Each  o  the  ive m easures 
can  have a score o  0, 1, or 2 (h ighest score = 10). Score >7 = no im m inen t survival threat; score 
<4 = im m inen t survival th reat.

D. Postpartum maternal reactions
1. Baby blues

a. Many wom en  experience a typical em otional reaction  called “baby blues” or “postpar-
tum  blues” lasting up  to 2 weeks a ter childbirth .

b. This reaction  results  rom  psychological factors (e.g., the em otional stress o  childbirth , 
the  eelings o  added responsibility) as well as physiological factors (e.g., changes in  
horm one levels,  atigue).

 t a b l e   1.1   Ethnicity and Infant Mortality in the United States (2010)

Ethnic Group Infant Deaths Per 1,000 Total Live Births

All ethnic groups 6.14
Asian or Pacific Islander 4.27
Non-Hispanic White 5.18
Hispanic 5.25
Native American 8.28
Non-Hispanic Black (African American) 11.46

From Matthews TJ, MacDorman M. Infant mortality statistics from the 2010 period: Linked birth/infant death set. Natl Vital Stat Rep. 2013;62(8):1–26.

FIGURE 1.1. Infant mortality rates: Selected Organisation for Economic Co-operation and Development countries, 2010 
(Selected countries). (From: International comparisons of infant mortality and related factors: United States and Europe. 
Natl Vital Stat Rep. 63 (5), 2014 Figure 1.)
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  Chapter 1  The Beginning of Life: Pregnancy Through Preschool 3

c. Managem ent involves em otional support  rom  the physician  as well as practical sug-
gestions  or child care.

2. Major depressive disorder with peripartum onset and brief psychotic disorder with post-
partum onset (postpartum  psychosis) are m ore serious reactions than  postpartum  blues 
and are treated with  an tidepressan t and an tipsychotic m edications (Table 1.3) (and see 
Chapters 11 and 12).

Wom en  who have experienced these reactions once are at risk  or having sim ilar 
reactions a ter subsequen t deliveries.

II. INFANCY: BIRTH TO 15 MONTHS

A. Bonding of the parent to the infant
1. Bonding between  the caregiver and the in  an t is enhanced by physical contact between  

the two.
2. Bonding m ay be adversely a  ected i :

a. The child is o  low birth weight or ill, leading to separation from the mother a ter delivery.
b. There are problem s in  the m other– ather relationship.

 t a b l e   1.2   The Apgar Scoring System

Score

Measure 0 1 2

Heartbeat Absent Slow (<100/min) Rapid (>100/min)
Respiration Absent Irregular, slow Good, crying
Muscle tone Flaccid, limp Weak, inactive Strong, active
Color of body and 

extremities
Both body and extremities 

pale or blue
Pink body, blue extremities Pink body, pink extremities

Reflexes, e.g., heel prick  
or nasal tickle

No response Grimace Foot withdrawal, cry, 
sneeze, cough

 t a b l e   1.3   Postpartum Maternal Reactions

Maternal Reaction Incidence Onset of Symptoms Duration of Symptoms Characteristics

Postpartum blues 
(“baby blues”)

33%–50% Within a few days 
after delivery

Up to 2 wk after 
delivery

Exaggerated emotionality and 
tearfulness

Interacting well with friends and 
family

Good grooming
Major depressive 

disorder
5%–10% Within 4 wk after 

delivery
Up to 1 y without 

treatment; 3–6 wk 
with treatment

Feelings of hopelessness and 
helplessness

Lack of pleasure or interest in 
usual activities

Poor self-care
May include psychotic 

symptoms (“major 
depressive disorder with 
psychotic features”), e.g., 
hallucinations and delusions 
(see Table 11.1)

Mother may harm infant
Brief psychotic 

disorder 
(postpartum 
onset)

0.1%–0.2% Within 4 wk after 
delivery

Up to 1 mo Psychotic symptoms not better 
accounted for by major 
depressive disorder with 
psychotic features

Mother may harm infant
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4 BRS Behavioral Science

3. Wom en  who are educated and prepared  or childbirth  have shorter labors,  ewer m edical 
com plications, less need  or m edication , and closer in itial in teractions with  their in  an ts.

B. Attachment of the infant to the parent
1. The principal psychological task o  in  ancy is the formation of an intimate attachment to the 

prim ary caregiver, usually the m other.
2. Toward the end o  the  irst year o  li e, separation from the primary caregiver leads to in itial 

loud protests  rom  the in  an t (typ ical “separation  anxiety”).
3. With  con tinued absence o  the m other, the in  an t is at risk  or depression.

a. In  an ts m ay experience depression  even  when  they are living with  their m others i  the 
m other is physically and em otionally distan t and insensitive to their needs.

b. Depressed in  an ts m ay exhibit poor health and slowed physical growth.
c. The Diagnostic and Statistical Manual of Mental Disorders, Fifth  Edition  (DSM-5) 

term s  or disturbances in  otherwise typical children  owing to grossly pathological care 
are reactive attachment disorder and disinhibited social engagement disorder.
(1) Reactive attachment disorder: Children  are withdrawn and un responsive.
(2) Disinhibited social engagement disorder: Children  approach and attach indiscrim i-

nately to strangers as though the strangers were  am iliar to them .

C. Studies of attachment
1. Harry Harlow dem onstrated that in  an t m onkeys reared in  relative isolation  by surrogate 

artificial mothers do not develop  typ ical m ating, m aternal, and social behavior as adults.
a. Males m ay be m ore a  ected than   em ales by such  isolation .
b. The length of time of isolation is im portan t. Young m onkeys isolated  or less than  

6 m on ths can  be rehabilitated by p laying with  typ ical young m onkeys.
2. René Spitz docum en ted that children  without proper m othering (e.g., those in  orphan -

ages) show severe developmental retardation, poor health , and h igher death  rates (“hospi-
talism”) in  sp ite o  adequate physical care.

3. Partly because o  such  indings, the foster care system was established  or young children  
in  the United States who do not have adequate hom e situations. Foster  am ilies are those 
that have been  approved and  unded by the state o  residence to take care o  a child in  
their hom es.

D. Characteristics of the infant
1. Reflexive behavior. At birth , the typ ical in  an t possesses sim ple re lexes such as the sucking 

re lex, startle re lex (Moro re lex), palmar grasp re lex, Babinski re lex, and rooting re lex. All 
o  these re lexes disappear during the  irst year o  li e (Table 1.4).

2. Motor, social, verbal, and cognitive development (Table 1.5)
a. Although there is a re lexive sm ile presen t at birth , the social smile is one o  the  irst 

m arkers o  the in  an t’s responsiveness to another individual.
b. Crying and withdrawing in  the presence o  an  un  am iliar person  (stranger anxiety) is 

norm al and begins at about 7 m onths o  age.
(1) This behavior indicates that the in  an t has developed a speci ic attachm en t to the 

m other and is able to distinguish  her  rom  a stranger.

 t a b l e   1.4   Reflexes Present at Birth and the Age at which They Disappear

Reflex Description Age of Disappearance

Palmar grasp The child’s fingers grasp objects placed in the palm 2 mo
Rooting and sucking 

reflexes
The child’s head turns in the direction of a stroke on the cheek 

when seeking a nipple to suck
3 mo

Startle (Moro) reflex When the child is startled, the arms and legs extend 4 mo
Babinski reflex Dorsiflexion of the largest toe when the plantar surface of the 

child’s foot is stroked
12 mo

Tracking reflex The child visually follows a human face Continues
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  Chapter 1  The Beginning of Life: Pregnancy Through Preschool 5

(2) In  an ts exposed to m any caregivers are less likely to show stranger anxiety than  
those exposed to  ew caregivers.

c. At about 1 year, the child can  m ain tain  the m en tal im age o  an  object or o  the m other 
without seeing it or her (“object permanence”).

E. Theories of development
1. Chess and Thomas showed that there are endogenous differences in  the temperaments o  

in  an ts that rem ain  quite stable  or the  irst 25 years o  li e. These di  erences include such 
characteristics as reactivity to stim uli, responsiveness to people, and atten tion  span .
a. Easy children are adaptable to change, show regular eating and sleep ing patterns, and 

have a positive m ood.
b. Difficult children show traits opposite to those o  easy children .
c. Slow-to-warm-up children show traits o  di  icult children  at  irst but then  im prove and 

adapt with  increased con tact with  others.
2. Sigmund Freud described developm en t in  term s o  the parts o  the body  rom  which the 

m ost p leasure is derived at each stage o  developm ent (e.g., the “oral stage” occurs during 
the  irst year o  li e).

3. Erik Erikson described developm ent in  term s o  critical periods  or the achievem en t o  
social goals; i  a speci ic goal is not achieved at a speci ic age, the individual will have di -
 icu lty achieving the goal in  the  u ture. For exam ple, in  Erikson’s stage o  basic trust versus 
mistrust, ch ildren  m ust learn  to trust others during the  irst year o  li e or they will have 
trouble  orm ing close relationships as adults.

4. Jean Piaget described developm ent in  term s o  learn ing capabilities o  the child at each age.
5. Margaret Mahler described early developm ent as a sequen tial p rocess o  separation  o  the 

child  rom  the m other or p rim ary caregiver.

III. THE TODDLER YEARS: 15 MONTHS–2½ YEARS

A. Attachment
1. The major theme o  the second year o  li e is to separate from the mother or p rim ary care-

giver, a process that is com plete by about age 3.
2. The toddler has no understanding o  death  and sees the death  o  a close  am ily m em ber 

as abandonm ent or separation .

 t a b l e   1.5   Motor, Social, Verbal, and Cognitive Development of the Infant

Skill Area

Age (in Months) Motor Social Verbal and Cognitive

1–3 Lifts head when lying prone Smiles in response to a 
human face (the “social 
smile”)

Coos or gurgles in response to 
human attention

4–6 Turns over (5 mo)
Sits unassisted (6 mo)
Reaches for objects
Grasps with entire hand (“raking 

grasp”)

Forms an attachment to 
primary caregiver

Recognizes familiar people

Babbles (repeats single 
sounds over and over)

7–11 Crawls on hands and knees
Pulls self up to stand
Transfers toys from hand to hand 

(10 mo)
Picks up toys and food using 

“pincer” (thumb and 
forefinger) grasp (10 mo)

Shows stranger anxiety
Plays social games such 

as peek-a-boo, waves 
“bye-bye”

Imitates sounds
Uses gestures
Responds to own name
Responds to simple 

instructions

12–15 Walks unassisted Shows separation anxiety Says first words
Shows object permanence
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 t a b l e   1.6    Motor, Social, Verbal, and Cognitive Development of the Toddler and 
Preschool Child

Age (Years)

Skill Area

Motor Social Verbal and Cognitive

1.5 Throws a ball
Stacks three blocks
Climbs stairs one foot at a time
Scribbles on paper

Moves away from and then 
returns to the mother for 
reassurance (rapprochement)

Uses about 10 individual 
words

Says own name

2 Kicks a ball
Balances on one foot for 1 s
Stacks six blocks
Feeds self with spoon

Shows negativity (e.g., the favorite 
word is “no”)

Plays alongside but not with 
another child (“parallel play”: 
2–4 y of age)

Uses about 250 words
Speaks in two-word 

sentences and uses 
pronouns (e.g., “me do”)

Names body parts and objects
3 Rides a tricycle

Undresses and partially dresses 
without help

Climbs stairs using alternate 
feet

Stacks nine blocks
Copies a circle

Has a sense of self as male or 
female (gender identity)

Usually achieves bowel and 
bladder control (problems 
such as encopresis [“soiling”] 
and enuresis [“bed wetting”] 
cannot be diagnosed until 4 
and 5 y of age, respectively)

Comfortably spends part of the 
day away from mother

Uses about 900 words in 
speech

Understands about 3,500 
words

Identifies some colors
Speaks in complete 

sentences (e.g., “I can do 
it myself”)

Strangers can now 
understand her

4 Catches a ball with arms
Dresses independently, using 

buttons and zippers
Grooms self (e.g., brushes teeth)
Hops on one foot
Draws a person
Copies a cross

Begins to play cooperatively with 
other children

Engages in role playing (e.g., “I’ll 
be the mommy, you be the 
daddy”)

May have imaginary companions
Curious about sex differences 

(e.g., plays “doctor” with other 
children)

Has nightmares and transient 
phobias (e.g., of “monsters”)

Shows good verbal self-
expression (e.g., can tell 
detailed stories)

Comprehends and uses 
prepositions (e.g., under, 
above)

5 Catches a ball with two hands
Draws a person in detail (e.g., 

with arms, hair, eyes)
Skips using alternate feet
Copies a square

Has romantic feelings about 
the opposite sex parent (the 
“oedipal phase”) at 4–5 y of 
age

Overconcerned about physical 
injury at 4–5 y of age

Shows further improvement 
in verbal and cognitive 
skills

6 Ties shoelaces
Rides a two-wheeled bicycle
Prints letters
Copies a triangle

Begins to develop an internalized 
moral sense of right and wrong

Begins to understand the finality 
of death

Begins to think logically (see 
Chapter 2)

Begins to read

3. There is no com pelling evidence that daily separation   rom  working paren ts in  a good day 
care setting has short- or long-term  negative consequences  or children . However, when  
com pared to children  who stay at hom e with  their m others, those who have been  in  day 
care show m ore aggressiveness.

B. Motor, social, verbal, and cognitive characteristics of the toddler
See Table 1.6.

IV. THE PRESCHOOL CHILD: 3–6 YEARS

A. Attachment
1. A ter reaching 3 years o  age, a ch ild  should be able to spend a  ew hours away  rom  the 

m other in  the care o  others (e.g., in  day care).
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2. A ch ild  who cannot do th is a ter age 3 is experiencing separation anxiety disorder (see 
Chapter 15).

3. Preschool children  m ay perceive death as a punishment  or bad behavior. They believe that 
death  is tem porary and typ ically expect that a dead relative (or pet) will com e back to li e.

B. Characteristics
1. The child’s vocabulary increases rapidly. The 3-year-old child  can  typ ically say about 900 

words and speaks in  com plete sen tences.
2. Toilet training typ ically occurs at age 3 years. Delayed toilet train ing is m ost o ten  related 

to physiological im m aturity due to genetic  actors,  or exam ple, the  ather was also a “bed 
wetter” as a child.

3. The birth  o  a sibling or other life stress, such  as m oving or divorce, m ay result in  a child’s 
use o  regression, a de ense m echan ism  (see Chapter 6) in  which  the ch ild  tem porarily 
behaves in  a “baby-like” way (e.g., although he is toilet trained, he starts wetting the bed 
again ). Regression  o ten  occurs in  typ ical children  as a reaction  to li e stress.

4. Children  can  distinguish   an tasy  rom  reality (e.g., they know that im aginary  riends are 
not “real” people), although the line between  them  m ay still not be sharp ly drawn.

5. Preschool children  are typically active and rarely sit still  or long.
6. Other aspects o  m otor, social, verbal, and cogn itive developm ent o  the preschool ch ild  

can  be  ound in  Table 1.6.

C. Changes at 6 years of age
1. The child begins to understand that death is final and irreversible and  ears that h is or her 

paren ts will die and leave. It is not un til about age 9, however, that the child  understands 
that he or she also can  die.

2. At the end o  the preschool years (about age 6), the child’s conscience (the superego o  
Freud) and sense o  m orality begin  to develop.

3. A ter age 6, children  can  put them selves in  another person’s p lace (empathy) and behave 
in  a caring and sharing way toward others.

4. Morality and em pathy increase  urther during the school-age years (see Chapter 2).
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Review Test

Directions: Each o  the num bered item s or incom plete statem en ts in  th is section  is  ollowed by 
answers or by com pletions o  the statem ent. Select the one lettered answer or com pletion  that 
is best in  each case.

1. Paren ts o  a 13-m on th-old child tell the 
doctor that the child shows no in terest in  
toilet train ing. They also relate that the child 
speaks about 10 words and has just started 
to walk unassisted. The doctor should
(A) tell the paren ts that the child’s hearing 

should be checked as soon  as possible
(B) con tact child  protective services
(C) reassure the paren ts that the ch ild’s 

behavior is typical  or her age
(D) re er the  am ily to a pediatric 

gastroen terologist
(E) evaluate the child  or delayed m otor 

developm en t

2.  In  a m ajor city hospital, the hearing o  
all newborns is evaluated shortly a ter birth . 
The m ajor objective o  th is hearing loss 
screen ing is to
(A) determ ine the necessity o  using cochlear 

im plan ts be ore the age o  6 m onths
(B) determ ine the necessity o  speech  

therapy be ore the age o  1 year
(C) diagnose and treat hearing loss early in  

order to preven t language developm en t 
delay

(D) diagnose and treat hearing loss early in  
order to prevent m otor developm ent delay

(E) increase the cost-e  ectiveness o  
treatm en t  or hearing loss

3. The concerned paren ts o  a 5-year-old 
child report that the child  is still wetting 
the bed. The child  is otherwise developing 
appropriately  or h is age and physical 
exam ination  is un rem arkable. The child’s 
 ather was also a bed wetter un til age 8 years. 
The m ost com m on cause o  enuresis in  a 
child o  th is age is
(A) em otional stress
(B) physiological im m aturity
(C) sexual abuse
(D) urinary tract in  ection
(E) m ajor depression

4. An  Am erican  couple would like to adopt 
a 10-m onth-old Rom an ian  child . However, 
they are concerned because the child 
has been  in  an  orphanage since he was 
separated  rom  his birth  m other 5 m onths 
ago. The orphanage is clean  and well kep t 
but has a h igh sta   tu rnover ratio. Which o  
the  ollowing characteristics is the couple 
m ost likely to see in  the child at th is tim e?
(A) Loud crying and protests at the loss o  

h is m other
(B) Increased responsiveness to adults
(C) Typical developm ent o  m otor skills
(D) Reactive attachm en t disorder
(E) Typical developm ent o  social skills

5. When  a physician  conducts a well-ch ild  
check up on  a typ ical 2-year-old girl, the 
child is m ost likely to show which o  the 
 ollowing skills or characteristics?
(A) Speaks in  two-word sen tences
(B) Is toilet trained
(C) Can  com  ortably spend m ost o  the day 

away  rom  her m other
(D) Can  ride a tricycle
(E) Engages in  cooperative p lay

6. When  a physician  conducts a well-ch ild  
check up on  a 3-year-old boy, he f nds that 
the child  can  ride a tricycle, copy a circle, 
engage in  parallel p lay with  other children , 
nam e som e o  h is body parts (e.g., nose, 
eyes) but not others (e.g., hand, f nger), 
and has about a 50-word vocabulary. With  
respect to m otor, social, and cogn itive/  
verbal skills, respectively, the best 
descrip tion  o  th is ch ild  is
(A) typ ical, typ ical, needs evaluation
(B) typ ical, typ ical, typical
(C) needs evaluation , typ ical, needs 

evaluation
(D) typ ical, needs evaluation , needs 

evaluation
(E) typ ical, needs evaluation , typical

8
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7. A m other brings her 4-m on th-old child to 
the pediatrician   or a well-baby exam ination . 
Which o  the  ollowing developm en tal 
signposts can  the doctor expect to be presen t 
in  th is in  an t i  the ch ild  is developing 
typically?
(A) Stranger anxiety
(B) Social sm ile
(C) Rapprochem ent
(D) Core gender iden tity
(E) Phobias

8. The overall in  an t m ortality rate in  the 
United States in  2010 was approxim ately
(A) 1 per 1,000 live births
(B) 3 per 1,000 live births
(C) 6 per 1,000 live births
(D) 11 per 1,000 live births
(E) 40 per 1,000 live births

9. The m ost im portan t psychological task  or 
a ch ild  between  birth  and 15 m onths is the 
developm en t o 
(A) the ability to th ink logically
(B) speech
(C) stranger anxiety
(D) a conscience
(E) an  in tim ate attachm en t to the m other or 

prim ary caregiver

10. The husband o  a 28-year-old wom an , 
who gave birth  to a healthy in  an t 2 weeks 
ago, reports that he  ound her shaking the 
in  an t to stop  it  rom  crying. When  the 
doctor questions the wom an  about the 
inciden t, she says “I did not realize it would 
be so m uch work.” The patien t also reports 
that she wakes up  at 5 a m  every day and 
cannot  all back asleep  and has very little 
appetite. The next step  in  m anagem ent is  or 
the doctor to
(A) assess the patien t  or thoughts o  su icide
(B) advise the  ather to h ire a caregiver to 

assist the m other in  caring  or the child
(C) set up  another appoin tm ent  or the 

 ollowing week
(D) prescribe an  an tidepressan t
(E) tell the  ather that the m other is showing 

evidence o  the “baby blues”

11. A well-trained, h ighly qualif ed 
obstetrician  has a busy practice. Which 
o  the  ollowing is m ost likely to be true 
about postpartum  reactions in  th is doctor’s 
patien ts?
(A) Postpartum  blues will occur in  about 

10% o  the patien ts.
(B) Major depression  will occur in  about 

25% o  the patien ts.
(C) Brie  psychotic disorder will occur in  

about 8% o  the patien ts.
(D) Brie  psychotic disorder will usually last 

about 1 year.
(E) Postpartum  blues will usually last up  to  

2 weeks.

12. A wom an  in  the 7th  m on th  o  pregnancy 
with her th ird  ch ild  tells her physician  she is 
worried that she will experience depression  
a ter the ch ild  is born . The m ost im portan t 
th ing  or the doctor to say at th is tim e is
(A) “Do not worry, there are m any e  ective 

m edications  or depression .”
(B) “Wom en  o ten  becom e m ore anxious 

toward the end o  their p regnancy.”
(C) “Did you experience any em otional 

di  iculties a ter the birth  o  your other 
children?”

(D) “Do you wan t to start taking 
an tidepressan t m edication  now?”

(E) “Most wom en  who worry about 
depression  never experience it.”

(F) “Som e depression  is com m on a ter 
childbirth .”

13. The m other o  a 3-year-old ch ild  tells 
the doctor that, although she in structs the 
child to sit still at the dinner table, the child  
cannot seem  to do so  or m ore than  10 
m inutes at a tim e. She squirm s in  her seat 
and gets out o  her chair. The child’s m otor 
and verbal skills are appropriate  or her age. 
Which o  the  ollowing best f ts th is p icture?
(A) Separation  anxiety disorder
(B) Typical behavior
(C) Delayed developm ent
(D) Lack o  basic trust
(E) Atten tion  de icit hyperactivity disorder 

(ADHD)
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14. A typ ical 8-m on th-old child is brought to 
the pediatrician   or h is m onthly well-baby 
exam ination . The ch ild  is the  am ily’s f rst, 
and he is cared  or at hom e by his m other. 
When  the doctor approaches the child  in  h is 
m other’s arm s, the child’s behavior is m ost 
likely to be characterized by
(A) withdrawal  rom  the doctor
(B) sm iling at the doctor
(C) indi  erence to the doctor
(D) an  an ticipatory posture toward the 

doctor (arm s held out to be p icked up)
(E) withdrawal  rom  both  the doctor and the 

m other

15. While she previously slep t in  her own  
bed, a ter her paren ts’ divorce, a 5-year-
old girl begs to be allowed to sleep in  her 
m other’s bed every n ight. She says that a 
“robber” is under her bed. She con tinues 
to do well in  kindergarten  and to p lay with  
her  riends. The best descrip tion  o  th is girl’s 
behavior is
(A) separation  anxiety disorder
(B) typical behavior with  regression
(C) delayed developm en t
(D) lack o  basic trust
(E) ADHD

16. A 2-year-old girl who has been  in  
 oster care since birth  is very  riendly and 
a  ectionate with  strangers. She puts her 
arm s out to them  to be p icked up  and 
then  “cuddles up” to them . The  oster 
m other states that the ch ild  has “behavior 
p roblem s” an d then  n otes that she has never 
 elt “close” to the ch ild . The m ost likely 
explanation   or th is ch ild’s behavior toward 
strangers is
(A) typical behavior
(B) Rett’s disorder
(C) reactive attachm en t disorder
(D) disinhibited social engagem en t  

disorder
(E) m ild autism  spectrum  disorder

17. The m other o  a 1-m on th-old child, her 
second, is concerned because the baby cries 
every day  rom  6 pm  to 7 pm . She tells the 
doctor that, un like her f rst child who was 
always calm , nothing she does during th is 
hour seem s to com  ort th is baby. Physical 
exam ination  is un rem arkable, and the 
child has gained 2 pounds since birth . With  
respect to the m other, the physician  should
(A) reassure her that all children  are di  eren t 

and that som e crying is norm al
(B) recom m end that she see a 

psychotherapist
(C) prescribe an  an tidepressan t
(D) recom m end that the  ather care  or the 

child when  it is crying
(E) re er her to a pediatrician  specializing in  

“di  icult” in  an ts

18. A 4-year-old boy survives a house f re 
in  which his  ather was killed. The child has 
no visible in juries and m edical evaluation  
is unrem arkable. Although he has been  told 
that his  ather has died, in  the weeks a ter the 
f re, the child con tinues to ask  or h is  ather. 
The best explanation   or th is boy’s behavior is
(A) an  acute reaction  to severe stress
(B) a typ ical reaction   or h is age
(C) delayed developm en t
(D) re usal to believe the tru th
(E) an  undiagnosed head in jury

Questions 19–24

For each developm ental m ilestone, select the 
age at which it com m only  irst appears.

19. Trans ers toys  rom  one hand to the 
other.
(A) 0–3 m onths
(B) 4–6 m onths
(C) 7–11 m on ths
(D) 12–15 m onths
(E) 16–30 m onths
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20. Turns over.
(A) 0–3 m onths
(B) 4–6 m onths
(C) 7–11 m on ths
(D) 12–15 m onths
(E) 16–30 m onths

21. Sm iles in  response to a hum an   ace.
(A) 0–3 m onths
(B) 4–6 m onths
(C) 7–11 m on ths
(D) 12–15 m onths
(E) 16–30 m onths

22. Responds to own  nam e.
(A) 0–3 m onths
(B) 4–6 m onths
(C) 7–11 m on ths
(D) 12–15 m onths
(E) 16–30 m onths

23. Feeds sel  with  a spoon .
(A) 0–3 m onths
(B) 4–6 m onths
(C) 7–11 m on ths
(D) 12–15 m onths
(E) 16–30 m onths

24.  When  given  a crayon , scribbles on  paper
(A) 0–3 m onths
(B) 4–6 m onths
(C) 7–11 m on ths
(D) 12–15 m onths
(E) 16–30 m onths
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Answers and Explanations

Typical Board Question
The answer is A. The typ ical 2-year-old child  will see the death  o  the grand ather as abandon-
m en t, while the 4-year-old child  will see the death  as pun ishm ent. It is not un til a ter age 6 years 
that children  begin  to understand that death  is  inal and irreversible (see Chapter 2).

1. The answer is C. The paren ts should be reassured that like their ch ild , 13-m on th-old 
ch ildren  typically say on ly a  ew words and are just starting to walk. Children  typically show 
no in terest in  nor can  they be toilet trained un til they are at least 2½–3 years o  age.

2. The answer is C. The m ajor objective o  hearing loss screen ing in  newborns is  or early 
diagnosis and treatm en t o  hearing loss in  order to preven t language developm ent delay. 
In  older children , evaluation  o  hearing loss is use u l in  determ ine the necessity o  using 
cochlear im plan ts or speech  therapy. Hearing loss is not speci ically associated with  m otor 
developm ent delay.

3. The answer is B. Most children  are toilet trained by the age o  5 years. However, bed wetting 
in  a 5-year-old who has never been  toilet trained and is otherwise developing appropriately 
is m ost likely to be a result o  physiological im m aturity, p robably related to genetic 
 actors,  or exam ple, the  ather was also a bed wetter. Em otional stress, sexual abuse, and 
depression  are less likely to be the cause o  bed wetting in  a child  who has never been  toilet 
trained, although they can  lead to bed wetting in  a previously toilet-trained child. Absence 
o  m edical  indings indicates that th is child  is un likely to have a urinary tract in  ection .

4. The answer is D. This child  is likely to show reactive attachm ent disorder a ter th is 
prolonged separation   rom  his m other. Although the orphanage is well kept, it is un likely 
the child  has been  able to  orm  a stable attachm ent to another caretaker because o  the h igh  
num ber o  sta   changes. Loud protests occur in itially when  the m other leaves the ch ild . 
With  her con tinued absence, th is child  experiences other serious reactions. These reactions 
include depression , decreased responsiveness to adults, and de icits in  the developm en t o  
social and m otor skills.

5. The answer is A. Two-year-old children  speak in  two-word sen tences (e.g., “Me go”). Toilet 
train ing or the ability to spend m ost o  the day away  rom  the m other does not usually occur 
un til age 3. Children  engage in  cooperative p lay starting at about age 4 and can  ride a three-
wheeled bicycle at about age 3.

6. The answer is A. At the age o  3 years, the child can  ride a tricycle, copy a circle, and engage 
in  parallel p lay (p lay alongside but not cooperatively with  other children ). However, 3-year-
old children  such as th is one should have a vocabulary o  about 900 words and speak in  
com plete sen tences.

7. The answer is B. The social sm ile (sm iling in  response to seeing a hum an   ace) is one o  the 
 irst developm en tal m ilestones to appear in  the in  an t and is p resen t by 1–2 m on ths o  age. 
Stranger anxiety ( ear o  un  am iliar people) appears at about 7 m onths o  age and indicates 
that the in  an t has a speci ic attachm en t to the m other. Rapprochem ent (the tendency to 
run  away  rom  the m other and then  run  back  or com  ort and reassurance) appears at about 
18 m on ths o  age. Core gender iden tity (the sense o  sel  as m ale or  em ale) is established 
between  2 and 3 years o  age. Transien t phobias (irrational  ears) occur in  typical children , 
appearing m ost com m only at 4–5 years o  age.

12
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8. The answer is C. In  2010, the overall in  an t m ortality rate in  the United States was 6.14 per 
1,000 live births. This rate, which is closely associated with  socioeconom ic status, was at 
least two tim es h igher in  A rican-Am erican  in  an ts than  in  White in  an ts.

9. The answer is E. The m ost im portan t psychological task o  in  ancy is the developm en t 
o  an  in tim ate attachm ent to the m other or prim ary caregiver. Stranger anxiety, which 
typ ically appears at about 7 m onths o  age, dem onstrates that the child  has developed 
th is attachm en t and can  distinguish  its m other  rom  others. Speech , the ability to th ink 
logically, and the developm ent o  a conscience are skills that are developed later during 
childhood.

10. The answer is A. This wom an  is showing evidence o  a serious postpartum  reaction  such 
as m ajor depression , not sim ply the “baby blues.” Because she shows signs o  depression , 
 or exam ple, early m orn ing awaken ing and lack o  appetite, the next step  in  m anagem ent 
is to assess her  or thoughts o  su icide. The child  m ust also be protected. I  she is su icidal 
or likely to harm  the ch ild , inpatien t treatm en t m ay be indicated. Ultim ately, assistance 
with  care o  the child m ay be help  u l, bu t the  irst step  is to protect the patien t and the 
child. Just setting up another appoin tm ent  or the  ollowing week or p rescribing an  
an tidepressan t will not p rotect either.

11. The answer is E. Postpartum  blues m ay occur in  one-th ird to one-hal  o  new m others and 
can  last up  to 2 weeks. In terven tion  involves support and practical help  with  the ch ild . 
Brie  psychotic disorder is rare, occurring in  less than  1% o  new m others and lasting up to 
1 m on th  a ter ch ildbirth . Postpartum  depression  occurs in  5%–10% o  new m others and is 
treated prim arily with  an tidepressan t m edication .

12. The answer is C. “Did you experience any em otional di  iculties a ter the birth  o  your 
other children?” is an  im portan t question  since a predictor o  postpartum  reactions is 
whether or not they have occurred be ore. This patien t is p robably worried because she 
has had previous problem s. Reassuring statem ents, such as “Most wom en  who worry 
about depression  never experience it,” “Do not worry, there are m any e  ective m edications 
 or depression ,” “Wom en o ten  becom e m ore anxious toward the end o  their p regnancy,” 
or “Som e depression  is com m on a ter childbirth ,” do not address th is patien t’s realistic 
concerns.

13. The answer is B. It is typ ical  or a 3-year-old child to have di  iculty sitting still  or any 
length  o  tim e. By school age, ch ildren  should be able to sit still and pay atten tion   or 
longer periods o  tim e. Thus, th is is not ADHD. There is also no evidence o  delayed 
developm en t, lack o  basic trust, or separation  anxiety disorder.

14. The answer is A. Stranger anxiety (the tendency to cry and withdraw in  the presence o  an  
un  am iliar person) develops in  typical in  an ts at 7–9 m on ths o  age. It does not indicate 
that the child is developm entally delayed, em otionally disturbed, or that the ch ild  has 
been  abused but rather that the child  can  now distinguish   am iliar  rom  un  am iliar people. 
Stranger anxiety is m ore com m on  in  children  who are cared  or by on ly one person  and is 
reduced in  those exposed to m any di  eren t caregivers.

15. The answer is B. The best descrip tion  o  th is girl’s behavior is typical. Her desire to sleep 
with  her m other is a sign  o  regression , a de ense m echan ism  that is com m on in  typ ical 
children  under stress. Because she con tinues to p lay well when  away  rom  her m other, th is 
is not separation  anxiety disorder. There is also no evidence o  delayed developm en t, lack 
o  basic trust, or ADHD (see Chapter 15).

16. The answer is D. The m ost likely diagnosis  or th is child  is disinh ibited social engagem ent 
disorder. Children  with  th is disorder  orm  indiscrim inate attachm ents to strangers because 
their p rim ary attachm ent  igure, here the  oster m other, does not in teract norm ally 
with  the ch ild . Mild autism  spectrum  disorder and Rett’s disorder are characterized by 
decreased, not increased, social in teraction .
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17. The answer is A. The physician  should reassure the m other that all ch ildren  are di  eren t 
and that som e crying is norm al. The child’s appropriate weight gain  and negative m edical 
 indings indicate that the child  is developing typ ically. Once the m other is reassured, it will 
not be necessary to recom m end a psychotherap ist, prescribe an  an tidepressan t, re er her 
to a pediatrician  specializing in  “di  icult” in  an ts, or recom m ending that the  ather care  or 
the child  when  it is crying.

18. The answer is B. This 4-year-old ch ild  is showing a typical reaction   or h is age. Children  
under the age o  6 years do not understand the  inality o  death  and  u lly expect dead 
people to com e back to li e. That is why, although he has been  told that h is  ather has died, 
th is ch ild  repeatedly asks  or h is  ather. While he has been  severely stressed, he is neither 
sim ply re using to believe the tru th  nor showing delayed developm en t. While it is possible 
that th is boy has an  undiagnosed head in jury, a typical reaction  is m ore likely.

19. The answer is C. Trans erring objects  rom  hand to hand com m only occurs at about 10 
m onths o  age.

20. The answer is B. In  an ts can  usually turn  over at about 5 m on ths o  age.

21. The answer is A. Children  begin  to show social sm iling between  1 and 2 m on ths o  age.

22. The answer is C. Children  begin  to respond to their own  nam es between  7 and 11 m on ths 
o  age.

23. The answer is E. Children  begin  to use a u tensil to  eed them selves at about 2 years o  age.

24. The answer is E. Children  begin  to m ake m arks (scribble) on  paper at about 18 m onths o  
age.
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School Age, Adolescence, 
Special Issues o  
Developm ent, and 
Adulthood

I. SCHOOL AGE: 7–11 YEARS

A. Social characteristics. The school-age ch ild:
1. Pre ers to in teract with  children of the same gender; typically avoids and is critical o  those 

o  the opposite sex.
2. Iden ti ies with  the paren t o  the sam e gender.
3. Has relationsh ips with  adults other than parents (e.g., teachers, group  leaders).
4. Dem onstrates little in terest in  psychosexual issues (sexual  eelings are laten t and will 

reappear at puberty).
5. Has in ternalized a moral sense of right and wrong (conscience) and understands how to 

 ollow rules (e.g., p laying “ air”).
6. Gradually begins to understand that death  is irreversible and final.
7. A ter about age 11, the child  understands that death  is universal and inevitable.
8. Is typ ically in terviewed and exam ined by the doctor with  the mother present.

B. Cognitive characteristics. The school-age child:
1. Is industrious and organ ized (e.g., gathers collections o  objects).
2. Has the capacity  or logical thought and can  determ ine that objects have m ore than  one 

property (e.g., an  object can  be both  red and m etal).

Typical Board Question
The m other o  a 12-year-old boy com es hom e early  rom  work and  inds her son  taking a 
shower with  another 12-year-old boy. The m other is very upset and im m ediately calls the 
pediatrician . At th is tim e, the doctor should

(A) ask her to com e in  with  her son  as soon  as possible
(B) ask her to bring her son  in  and then  let the doctor speak to h im  alone
(C) reassure the m other that th is behavior is typ ical
(D) test the boy’s androgen  levels
(E) tell the m other that the boy will p robably have a hom osexual orien tation  in  

adulthood

(See “Answers and Explanations” at the end of the chapter.)

2c h a p t e r
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3. Understands the concepts o  conservation and seriation; both  are necessary  or certain  
types o  learn ing.
a. Conservation involves the understanding that a quan tity o  a substance rem ains the 

sam e regardless o  the size o  the con tainer or shape it is in  (e.g., two con tainers m ay 
con tain  the sam e am oun t o  water, even  though one is a tall, th in  tube and one is a 
short, wide bowl).

b. Seriation involves the ability to arrange objects in  order with  respect to their sizes or 
other qualities.

C. Motor development. The typical school-age child  engages in  com plex m otor tasks (e.g., p lays 
baseball, skips rope, rides a two-wheeled bicycle).

II. ADOLESCENCE: 11–20 YEARS

A. Early adolescence (11–14 years of age)
1. Puberty occurs in  early adolescence and is m arked by:

a. The developm en t o  secondary sex characteristics (Table 2.1) and increased skeletal 
growth.

b. First menstruation (m enarche) in  girls, which on  average occurs at 11–14 years o  age.
c. First ejaculation in  boys, which on  average occurs at 12–15 years o  age.
d. Cognitive maturation and formation of the personality.
e. Sex drives, which are expressed through physical activity and masturbation (daily m as-

turbation  is typical).
f. Sexual practicing behavior with  sam e- or opposite-sex peers.

2. Early adolescen ts show strong sensitivity to the opin ions o  peers but are generally obedi-
en t and un likely to seriously challenge paren tal authority.

3. Alterations in expected patterns of development (e.g., acne, obesity, late breast developm ent 
in  girls, n ipp le en largem ent in  boys [usually tem porary but m ay concern  the boy and his 
paren ts]) m ay lead to psychological di  iculties.

B. Middle adolescence (15–17 years of age)
1. Characteristics

a. There is great in terest in  gender roles, body image, and popularity.
b. Heterosexual or hom osexual crushes (love  or an  unattainable person  such as a rock 

star) are com m on .
c. E  orts to develop an identity by adopting curren t teen   ashion  in  cloth ing and m usic 

and pre erence  or spending tim e with  peers over  am ily are typical, but m ay lead to 
con  lict with  paren ts.

 t a b l e   2.1   Tanner Stages of Sexual Development

Stage Characteristics

1 Genitalia and associated structures are the same as in childhood; nipples (papillae) are slightly elevated 
in girls

2 Scant, straight pubic hair, testes enlarge, scrotum develops texture; slight elevation of breast tissue in 
girls

3 Pubic hair increases over the pubis and becomes curly, penis increases in length, and testes enlarge

4 Penis increases in width, glans develops, scrotal skin darkens; areola rises above the rest of the breast 
in girls

5 Male and female genitalia are like adult; pubic hair now is also on the thighs, areola is no longer 
elevated above the breast in girls
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2. Risk-taking behavior
a. Readiness to challenge parental rules and  eelings o  omnipotence m ay result in  risk-taking 

behavior (e.g.,  ailure to use condom s, driving too  ast, sm oking cigarettes or m arijuana).
b. Education  about obvious short-term benefits rather than  re erences to long-term  conse-

quences o  behavior is m ore likely to decrease teenagers’ unwanted behavior. For exam -
ple, to discourage smoking cigarettes, telling teenagers that their teeth  will stay white 
i  they do not sm oke, or that other teens  ind sm oking disgusting, will be m ore help  u l 
than  telling them  that they will avoid lung cancer in  30 years.

C. Late adolescence (18–20 years of age)
1. Development

a. Older adolescen ts develop morals, ethics, self-control, and a realistic appraisal o  their 
own  abilities; they becom e concerned with  hum anitarian  issues and world problem s.

b. Som e adolescen ts, but not all, develop  the ability  or abstract reason ing (Piaget’s stage 
of formal operations).

2. In  the e  ort to  orm  one’s own iden tity, an  identity crisis com m only develops.
a. I  the iden tity crisis is not handled e  ectively, adolescen ts m ay experience role confu-

sion in  which they do not know where they belong in  the world.
b. Experiencing role con  usion , the adolescen t m ay display behavioral p roblem s such as 

criminality or an  interest in cults.

D. Teenage sexuality
1. In  the United States, first sexual intercourse occurs on  average at 16 years o  age; by 19 

years o  age, m ost m en  and wom en  have had sexual in tercourse.
2. Fewer than  hal  o  all sexually active teenagers do not use contraceptives  or reasons that 

include the conviction  that they will not get p regnan t, lack o  access to con traceptives, 
and lack o  education  about which m ethods are m ost e  ective.

3. Physicians m ay counsel m inors (persons under 18 years o  age) and provide them  with  
con traceptives without paren tal knowledge or consen t. They m ay also provide to m inors 
treatm ent  or sexually transm itted diseases, p roblem s associated with  pregnancy, and 
drug and alcohol abuse (see Chapter 23).

4. Because o  their poten tial sensitivity, issues involving sexuality and drug abuse, as well as 
issues concern ing physical appearance such  as obesity, are typ ically discussed with  teen -
agers without a parent present. Physical exam ination  is done without a paren t presen t but 
with  a chaperone presen t.

E. Teenage pregnancy
1. Teenage pregnancy is a social p roblem  in  the Un ited States, although the birth rate and 

abortion rate in  Am erican  teenagers have been declining. In  con trast, the birth  rate am ong 
wom en  35–44 has been  increasing (Figure 2.1).
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2. Abortion is legal in  the United States. However, in  m any states, m inors m ust obtain  paren-
tal consen t  or abortion .

3. Factors predisposing adolescen t girls to pregnancy include depression , poor school 
achievem en t, and having divorced paren ts.

4. Pregnan t teenagers are at h igh risk  or obstetric complications because they are less likely 
to get p renatal care and because they are physically im m ature.

III. SPECIAL ISSUES IN CHILD DEVELOPMENT

A. Illness in childhood and adolescence. A ch ild’s reaction  to illness is closely associated with  
the child’s developm ental stage.
1. During the toddler years (15 m onths–2½  years), ill, hosp italized children  fear separation 

 rom  the paren t m ore than  they  ear bodily harm  or pain .
2. During the preschool years (2½–6 years), the child’s greatest  ear when  hospitalized is o  

bodily harm.
3. School-age children (7–11 years o  age) cope relatively well with  hosp italization . Thus, th is 

is the best age to perform elective surgery.
4. Ill adolescents m ay ch allen ge th e au th ority o   doctors an d  n u rses an d  resist  bein g 

d i  eren t  rom  p eers. Both  o  th ese  actors can  resu lt  in  lack of adherence to medical 
advice.

5. A child  with  an  ill sibling or paren t m ay respond by acting badly at school or hom e (use o  
the de ense m echan ism  o  “acting out” [see Chapter 6, Section  II]).

B. Adoption
1. An  adoptive parent is a person  who volun tarily becom es the legal parent o  a child who is 

not h is or her genetic o  spring.
2. Adopted children , particularly those adopted a ter in  ancy, m ay be at increased risk  or 

behavioral p roblem s in  ch ildhood and adolescence.
3. Children  should be told by their paren ts that they are adopted at the earliest age possible to 

avoid the chance o  others telling them   irst.

C. Intellectual disability
1. Etiology

a. The m ost com m on genetic causes o  in tellectual disability are Down’s syndrome and 
fragile X syndrome.

b. Other causes include m etabolic  actors a  ecting the m other or  etus, prenatal and 
postnatal infection (e.g., rubella), and maternal substance use; m any cases o  in tellec-
tual disability are o  unknown  etiology.

2. Mildly and m oderately in tellectually disabled ch ildren  and adolescen ts com m only know 
they are different (see Chapter 8). Because o  th is, they m ay becom e frustrated and socially 
withdrawn. They m ay have poor sel -esteem  because it is di  icult  or them  to com m uni-
cate and com pete with  peers.

3. The Vineland Social Maturity Scale (see Chapter 8) can  be used to evaluate social skills and 
skills  or daily living in  in tellectually disabled and other challenged individuals.

4. Avoidance of pregnancy in  adults with  in tellectual disabilities can  becom e an  issue, par-
ticularly in  residen tial social settings (e.g., sum m er cam p). Long-acting, reversible contra-
ceptive methods such  as subcutaneous progesterone im plan ts can  be particularly use u l 
to these individuals.
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IV. EARLY ADULTHOOD: 20–40 YEARS

A. Characteristics
1. At about 30 years of age, there is a period of reappraisal o  one’s li e.
2. The adult’s role in society is defined and physical developm en t peaks, and the adult 

becom es independen t.

B. Responsibilities and relationships
1. The developm ent o  an  intimate (e.g., close, sexual) relationship with another person  occurs.
2. According to Erikson, th is is the stage o  intimacy versus isolation; i  the individual does not 

develop  the ability to sustain  an  in tim ate relationship  by th is stage o  li e, he or she m ay 
experience em otional isolation  in  the  u ture.

3. By 30 years o  age, m ost Am ericans are in  a com m itted relationsh ip,  or exam ple, m arriage 
and have children .

4. During their m iddle 30s, m any wom en  alter their li estyles by return ing to work or school 
or by resuming their careers.

V. MIDDLE ADULTHOOD: 40–65 YEARS

A. Characteristics. The person  in  m iddle adulthood possesses m ore power and authority than  
at other li e stages.

B. Responsibilities. The individual either m ain tains a con tinued sense o  p roductivity or devel-
ops a sense o  em ptiness (Erikson’s stage o  generativity vs. stagnation).

C. Relationships
1. Many m en  in  their m iddle 40s or early 50s exhibit a midlife crisis. This m ay lead to:

a. A change in  pro ession  or li estyle.
b. In  idelity, separation , or divorce.
c. Increased use o  alcohol or other drugs.
d. Depression .

2. Midli e crisis is associated with  an  awareness of one’s own aging and death  and severe or 
unexpected li estyle changes (e.g., death  o  a spouse, loss o  a job, serious illness).

D. Climacterium is the change in  physiologic  unction  that occurs during m idli e.
1. In  men, decreased m uscle strength , physical endurance, and sexual per orm ance (see 

Chapter 18) occur in  m idli e.
2. In  women, menopause occurs.

a. The ovaries stop   unction ing, and m enstruation  stops in  the late 40s or early 50s.
b. Absence o  m enstruation   or 1 year de ines the end of menopause. To avoid unwanted 

pregnancy, con traceptive m easures should be used un til at least 1 year following the 
last missed menstrual period.

c. Most wom en  experience m enopause with  relatively  ew physical or psychological 
problem s.

d. Vasom otor instability, called hot flashes or flushes, is a com m on physical p roblem  seen  
in  wom en  in  all coun tries and cultural groups and m ay con tinue  or years. While estro-
gen  or estrogen / progesterone replacem ent therapy can  relieve th is sym ptom , use o  
such  therapy has decreased because it is associated with  increased risk o  u terine and 
breast cancer.
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Review Test

Directions: Each o  the num bered item s or incom plete statem en ts in  th is section  is  ollowed by 
answers or by com pletions o  the statem ent. Select the one lettered answer or com pletion  that 
is best in  each case.

1. A 15-year-old girl is brought to the doctor 
by her m other because she is in sisting 
on  getting a tattoo. The teenager states 
that she knows there is a risk o  hum an  
im m unodef ciency virus (HIV) in  ection  but 
wan ts to get the tattoo anyway. What is the 
doctor’s best next step  in  m anagem en t?
(A) Say “I strongly recom m end that you not 

get the tattoo”
(B) Say “Let’s talk about the pros and cons o  

getting a tattoo”
(C) Ask “I  you know there are risks, why do 

you wan t the tattoo?”
(D) Say “Tattoos are perm anen t and can  

rarely be com pletely rem oved”
(E) Give the teen  a brochure describing the 

health  risks o  tattoos

2. A physician  discovers that a 15-year-old 
patien t is p regnan t. Which o  the  ollowing 
 actors is likely to have con tributed m ost to 
her risk o  pregnancy?
(A) Living in  a rural area
(B) Depressed m ood
(C) In tact paren tal un it
(D) High achievem en t in  school
(E) Having received in  orm ation  about 

con traceptive m ethods

3. A 50-year-old m ale patien t p resen ts  or an  
insurance physical. Which o  the  ollowing 
developm en tal signposts is m ost likely to 
characterize th is m an?
(A) Decreased alcohol use
(B) Peak physical developm ent
(C) Possession  o  power and authority
(D) Strong resistance to changes in  social 

relationships
(E) Strong resistance to changes in  work 

relationships

4. A 52-year-old wom an  in  the Un ited States 
has a 52-year-old  em ale  riend in  Australia. 
Both  are in  good general health  and neither 
has m enstruated  or about 1 year. Which o  
the  ollowing sym ptom s are both  wom en  
m ost likely to experience at th is tim e?
(A) Severe depression
(B) Severe anxiety
(C) Hot  lashes
(D) Fatigue
(E) Lethargy

5. Increase in  pen is width , developm ent 
o  the glans, and darken ing o  scrotal skin  
characterize Tanner stage
(A) 1
(B) 2
(C) 3
(D) 4
(E) 5

6. A m other tells the physician  that she 
is concerned about her son  because he 
consisten tly engages in  behavior that is 
dangerous and poten tially li e threaten ing. 
The age o  her son  is m ost likely to be
(A) 11 years
(B) 13 years
(C) 15 years
(D) 18 years
(E) 20 years

7. A physician  is conducting a school 
physical on  a typical 10-year-old girl. When  
in terviewing the ch ild , the physician  is 
m ost likely to f nd which  o  the  ollowing 
psychological characteristics?
(A) Lack o  conscience  orm ation
(B) Poor capacity  or logical thought
(C) Iden ti ication  with  her  ather
(D) Relatively stronger im portance o   riends 

over  am ily when  com pared to children  
o  younger ages

(E) No pre erence with  respect to the sex o  
p laym ates

20
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8. A child’s pet has recen tly died. The child 
believes that the pet will soon  com e back to 
li e. This child is m ost likely to be o  age
(A) 4 years
(B) 6 years
(C) 7 years
(D) 9 years
(E) 11 years

9. A 10-year-old girl with  Down’s syndrom e 
and an  IQ o  60 is brought to the physician’s 
o f ce  or a school physical. When  the doctor 
in terviews th is girl, he is m ost likely to f nd 
that she
(A) has good sel -esteem
(B) knows that she is developm en tally 

delayed
(C) com m unicates well with  peers
(D) com petes success u lly with  peers
(E) is socially outgoing

10. A 15-year-old boy tells h is physician  that 
he has been  sm oking cigarettes  or the past 
year. He relates that h is  riends sm oke and 
h is  ather sm okes. The m ost likely reason  
that th is teenager does not attem pt to stop 
sm oking is because
(A) he is depressed
(B) his  ather sm okes
(C) his peers sm oke
(D) he does not know that sm oking is 

harm  ul
(E) sm oking is addictive

11. A  orm erly outgoing 10-year-old boy 
begins to do poorly in  school a ter h is 6-year-
old brother is diagnosed with  leukem ia. He 
now pre ers to watch  television  alone in  h is 
room  and does not wan t to socialize with  
h is  riends. His paren ts are very stressed 
by caring  or the younger child  but do 
not ask the older child  or help. The m ost 
appropriate suggestion   or the doctor to 
m ake with  respect to the 10-year-old is to tell 
the paren ts to
(A) insist that he take m ore responsibility  or 

caring  or h is younger brother
(B) ignore h is behavior
(C) rem ove the television   rom  his room
(D) pay m ore atten tion  to h im
(E) tell h im  not to worry, everything will be 

 ine

12. A wom an and her 15-year-old daughter 
presen t to the physician’s o f ce together. The 
m other asks the physician  to f t her daughter 
 or a diaphragm . The m ost appropriate action  
 or the physician  to take at this tim e is to
(A)  ollow the m other’s wishes
(B) ask the m other why she wan ts a 

diaphragm   or her daughter
(C) recom m end that the girl see a counselor
(D) ask to speak to the girl alone
(E) ask the girl i  she is sexually active

13. A physician  is asked to evaluate the 
developm en t o  an  11-year-old girl. Which 
o  the  ollowing m ilestones is usually not 
acquired un til a ter the age o  11 years?
(A) The concept o  seriation
(B) The concept o  conservation
(C) Parallel p lay
(D) The  orm ation  o  a personal iden tity
(E) An  understanding o  the concept o  “ air 

p lay”

14. A girl tells her m other that she “hates the 
boys because they are noisy and stupid.” The 
age o  th is girl is m ost likely to be
(A) 4 years
(B) 6 years
(C) 9 years
(D) 13 years
(E) 15 years

15. At the lunch table, a child  asks h is m other 
to cut h is hot dog up in to three p ieces so that 
he can  have three tim es as m uch to eat. The 
age o  th is child is m ost likely to be
(A) 4 years
(B) 6 years
(C) 9 years
(D) 13 years
(E) 15 years

16. A 15-year-old overweight girl and her 
m other com e to see the doctor  or advice 
about diet and exercise. The m other states 
that she does not know why the girl is 
overweight because she cooks the sam e  ood 
 or her and her slim  16-year-old brother. The 
doctor should f rst
(A) talk to the m other alone
(B) talk to both  the teens with  the m other 

presen t
(C) talk to the girl with  the m other presen t
(D) talk to the m other, the brother, and the 

girl together
(E) talk to the girl alone
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17. A m edical studen t on  a surgery rotation  
is assigned to stay with  a 9-year-old girl who 
is waiting to have surgery to repair a cle t 
palate. The girl, who has recen tly arrived 
alone  rom  Laos, does not speak English  and 
appears anxious. The hospital adm in istrator 
has requested a translator who has not yet 
arrived. At th is tim e, the m ost appropriate 
action   or the m edical studen t to take is to
(A) sedate the child to decrease her anxiety
(B) give the child a toy to keep her occupied
(C) suggest that the nurse stay with  the child  

so that he can  review her chart
(D) look in  the child’s ears with  an  otoscope
(E) listen  to the child’s heart with  a 

stethoscope and then  let the child  try 
using the stethoscope to listen  to h is 
heart

18. A physician  is scheduled to see 
8-year-old and 15-year-old sisters  or 
routine checkups. They had consecutive 
appoin tm ents, but when  the doctor en ters 
the exam in ing room , they are both  there 
with their m other. Most appropriately the 
doctor should
(A) ask the 15-year-old to leave and talk to 

the 8-year-old with  the m other presen t 
and then , talk to the 15-year-old alone

(B) ask both  girls to leave and talk to the 
m other alone and then , ask the m other 
to leave and talk to the two girls together

(C) ask both  girls to leave, talk to the m other 
alone, and then  ask the m other to com e 
back in  and talk to all three together

(D) ask the m other to leave, talk to both  girls 
together and then  talk to the m other 
alone

(E) ask the m other and the older girl to 
leave, talk to the younger child  alone, 
and then  talk to the older girl alone

19. A m other worriedly reports that her 
7-year-old son  is o ten  dirty when  he com es 
in   rom  playing. She notes that he digs in  
the dirt, wipes h is  ace with  h is dirty hands, 
and clim bs trees outside o  the hom e. She 
states that she is worried that he will catch  
a disease or in jure h im sel . The m other also 
reports that she had a m eeting with  the 
child’s teacher who told her that the child 
is doing well in  school. The next step  in  
m anagem ent is  or the doctor to
(A) speak with  the child’s teacher
(B) speak with  the child
(C) say “He m ust be hard to handle”
(D) say “Tell m e m ore about your concerns 

regarding your son?”
(E) say “He is  ine, do not worry”
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Answers and Explanations

Typical Board Question
The answer is C. The doctor should reassure the m other that sexual practicing behavior with  
sam e- or opposite-sex peers is com m on and typical. There ore, it is not necessary to talk to the 
boy or test h is androgen  levels. The boy m ay have a hom osexual or a heterosexual orien tation  in  
adulthood. Either orien tation  is typical.

1. The answer is B. Saying “Let’s talk about the pros and cons o  getting a tattoo” will 
encourage the girl to talk about her m otivation   or getting the tattoo. The curren t risk o  
getting the tattoo or problem s with  rem oval o  the tattoo in  the  u ture probably are not as 
im portan t at th is tim e as why she wan ts it so badly. Saying “I strongly recom m end that you 
not get the tattoo” or criticizing her by saying “I  you know there are risks, why do you wan t 
the tattoo?” will not be e  ective. Just giving her a brochure also will not be help  u l; m ost 
likely it will be ignored.

2. The answer is B. Teenagers who becom e pregnan t  requen tly are depressed, com e  rom  
hom es where the paren ts are divorced, have problem s in  school, and m ay not know about 
e  ective con traceptive m ethods. Studies have not indicated that living in  a rural area is 
related to teenage pregnancy.

3. The answer is C. While m idli e is associated with  the possession  o  power and authority, 
physical abilities decline. This tim e o  li e is also associated with  a m idli e crisis, which m ay 
include increased alcohol and drug use as well as an  increased likelihood o  changes in  
social and work relationships.

4. The answer is C. These 52-year-old wom en  in  good general health  are going through 
m enopause. The m ost com m on sym ptom  o  m enopause occurring cross-culturally is 
hot  lashes, a purely physiological phenom enon . In  m ost wom en , m enopause is not 
characterized by psychopathology such  as severe depression  or anxiety or physical 
sym ptom s like  atigue and lethargy.

5. The answer is D. Increase in  pen is width , developm en t o  the glans, and darken ing o  scrotal 
skin  characterize Tanner stage 4. Stage 1 is characterized by slight elevation  o  the papillae, 
and stage 2 by the presence o  scan t, straight pubic hair, testes en largem en t, developm en t 
o  texture in  scrotal skin , and slight elevation  o  breast tissue. In  stage 3, pubic hair increases 
over the pubis and becom es curly, and the pen is increases in  length; in  stage 5, m ale and 
 em ale gen italia are m uch like those o  adults.

6. The answer is C. The age o  th is wom an’s son  is m ost likely to be 15 years. Middle 
adolescen ts (15–17 years) o ten  challenge paren tal authority and have  eelings o  
om nipotence (e.g., nothing bad will happen  to them  because they are all power u l). Younger 
adolescen ts (11–14 years) are un likely to challenge paren tal rules and authority. Older 
adolescen ts (18–20 years) have developed sel -con trol and a m ore realistic p icture o  their 
own abilities.

7. The answer is D. When  com pared to younger ages, peers and non  am ilial adults becom e 
m ore im portan t to the latency-age child and the  am ily becom es less im portan t. Children  
7–11 years o  age have the capacity  or logical thought, have a conscience, iden ti y with  the 
sam e-sex paren t, and show a strong pre erence  or p laym ates o  their own  sex.

8. The answer is A. Preschool children  usually cannot com prehend the m ean ing o  death  and 
com m only believe that the dead person  or pet will com e back to li e. Children  over the age 
o  6 years com m only are aware o  the  inality o  death  (see Chapter 1).
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9. The answer is B. Mildly and m oderately in tellectually disabled ch ildren  are aware that they 
have a developm en tal delay. They o ten  have low sel -esteem  and m ay becom e socially 
withdrawn. In  part, these problem s occur because they have di  iculty com m unicating 
with  and com peting with  peers.

10. The answer is C. Peer pressure has a m ajor in  luence on  the behavior o  adolescen ts who 
tend to do what other adolescen ts are doing. Depression , the sm oking behavior o  their 
paren ts, and the addictive quality o  cigarettes have less o  an  in  luence. Most teenagers 
have been  educated with  respect to the dangers o  sm oking.

11. The answer is D. The doctor should rem ind the parents to pay more attention to the older 
child. The child is likely to be  rightened by his younger sibling’s illness and the attitudes o  
his parents toward the younger child. School-age children such as this one may becom e 
withdrawn or “act out” by showing bad behavior when  ear ul or depressed. While he can be 
included in the care o  his brother, it is not appropriate to insist that he take more responsibility 
 or him . Ignoring his behavior or punishing him can increase his  ear and withdrawal. False 
reassurance such as telling the child that everything will be  ine is not appropriate.

12. The answer is D. The m ost appropriate action   or the physician  to take at th is tim e is to ask 
to speak to the girl alone. The physician  can  then  ask the girl about her sexual activity and 
provide con traceptives and counseling i  she wishes, without noti ication  or consen t  rom  
the m other. The m other’s wishes in  th is circum stance are not relevan t to the physician’s 
action ; the teenager is the patien t.

13. The answer is D. The  orm ation  o  a personal iden tity is usually ach ieved during the 
teenage years. The concepts o  seriation  and conservation  and an  understanding o  the 
concept o  “ air p lay” are gained during the school-age years. Parallel p lay is usually seen  
between  ages 2 and 4 years.

14. The answer is C. Latency-age ch ildren  (age 7–11 years) have little in terest in  those o  the 
opposite sex and o ten  criticize or avoid them . In  con trast, younger children  do not show 
strong gender pre erences  or p laym ates, and teenagers com m only seek the com pany o  
opposite-sex peers.

15. The answer is A. This child  is m ost likely to be 4 years o  age. Preschool children  do not yet 
understand the concept o  conservation  (i.e., that the quan tity o  a substance rem ains the 
sam e regardless o  the shape that it is in ). Thus, th is child believes that a hot dog cut in to 
th ree p ieces has m ore in  it than  when  it was in  on ly one p iece. Children  understand th is 
concept better as they approach  school age.

16. The answer is E. As in  Question  12, the physician  should talk to th is 15-year-old girl alone. 
In  addition  to sexual and drug use issues, those that involve body im age such as body 
weight ideally should be discussed with  a teenager alone, without other  am ily m em bers 
presen t.

17. The answer is E. The best th ing  or the m edical studen t to do at th is tim e is to in teract 
with  the ch ild . Since they do not speak the sam e language, involving children  o  th is age 
in  an  in teractive activity such as using the stethoscope or drawing pictures together is the 
best choice here. Neither giving the child  a toy nor looking in  her ears is an  in teractive 
activity. The studen t, not the nurse, is responsible  or the child in  th is instance. Sedation  is 
inappropriate at th is tim e; social activity is o ten  e  ective in  decreasing a patien t’s anxiety.

18. The answer is A. Paren ts should be presen t when  a physician  speaks to a younger child, 
but teenagers usually should be in terviewed, particularly about sexual issues, without 
paren ts p resen t. Thus, the doctor should ask the 15-year-old to leave and talk to the 8-year-
old with  the m other presen t. Then , the doctor should talk to the 15-year-old alone.

19. The answer is D. Although this boy is probably showing typical behavior  or a 6-year-old, 
the doctor needs to know m ore about th is m other’s concerns regarding her son . Since he is 
doing well in  school; there is no need to speak to the teacher or the child. Sim ply saying “he 
m ust be hard to handle” or “he is  ine, do not worry” will not address the m other’s concerns.
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3 Aging, Death , and 
Bereavem ent

I. AGING

A. Demographics
1. By 2020, m ore than  15% o  US population  will be m ore than  65 years o  age.
2. The  astest growing segm en t o  the population  is people over age 85.
3. Di  erences in  li e expectancies by gender and ethn icity (Figure 3.1) have been  decreasing 

over the past  ew years.
4. Gerontology, the study o  aging, and geriatrics, the care o  aging people, have becom e 

im portan t m edical  ields.
a. Geriatricians typically manage rather than cure the chron ic illness o  aging such as 

hypertension , cancer, and diabetes.
b. A m ajor aim  o  geriatrics is to keep  elderly patien ts m obile and active. Because fractures 

(e.g., o  the h ip) are m ore likely than  chron ic illness to cause loss of mobility leading to 
disability and death  in  the elderly, preventing falls and preven tion  and m anagem ent o  
osteoporosis are im portan t  oci in  m anagem en t.

c. Preven tion  and m anagem ent o  osteoporosis includes increasing weight-bearing exer-
cise and increasing calcium and vitamin D in  the diet. Medications that decrease bone 
resorption  by blocking osteoclasts,  or exam ple, alendronate sodium (Fosam ax), or 
increase bone  orm ation  by stim ulating osteoblasts,  or exam ple, teriparatide (Forteo), 
are also use u l.

Typical Board Question
A  orm erly well-groom ed 70-year-old patien t has appeared unshaven  and disheveled since 
the death  o  h is wi e 8 m on ths ago. He has lost 20 pounds, has persisten t p roblem s sleeping, 
and has no in terest in  in teracting with   riends and  am ily. He also has di  icu lty relating what 
he did the previous day or what he ate  or lunch today. Physical exam ination  and laboratory 
tests are unrem arkable. For th is patien t, the best recom m endation  o  the physician  is

(A) m edication   or sleep
(B) evaluation   or m ajor depression
(C) regular phone calls and visits to “check in” with  the doctor
(D) psychotherapy
(E) neuropsychological evaluation   or Alzheim er’s disease

(See “Answers and Explanations” at the end of the chapter.)

c h a p t e r
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B. Somatic and neurologic changes
1. Strength and physical health gradually decline. This decline shows great variability but 

com m only includes not on ly osteoporosis but also im paired vision , hearing, and im m une 
responses; decreased m uscle m ass and strength; increased  at deposits; decreased renal, 
pulm onary, and gastroin testinal  unction ; reduced bladder con trol; and decreased 
responsiveness to changes in  am bien t tem perature.

2. Changes in the brain occur with  aging.
a. These changes include decreased brain weight, enlarged ventricles and sulci, and 

decreased cerebral blood flow.
b. Amyloid (senile) plaques and neurofibrillary tangles are presen t in  the normally aging 

brain but to a lesser exten t than  in  neurocogn itive disorder due to Alzheim er’s disease, 
hereina ter Alzheim er’s disease.

c. Neurochem ical changes that occur in  aging include decreased availability of neu-
rotransmitters such as norepinephrine, dopam ine, γ-am inobutyric acid, and acetyl-
choline; increased availability of monoamine oxidase; and decreased responsiveness of 
neurotransmitter receptors. These changes can  be associated with  psychiatric sym p-
tom s such as depression and anxiety (see below).

C. Cognitive changes
1. Although learn ing speed m ay decrease, in  the absence o  brain  disease, intelligence 

remains approximately the same throughout li e.
2. Some memory problems m ay occur in  norm al aging (e.g., the patien t m ay  orget the nam e 

o  a new acquain tance). However, these problem s do not interfere with the patient’s func-
tioning or ability to live independen tly.

D. Psychological changes
1. In  late adulthood, there is either a sense o  ego in tegrity (i.e., satis action  and pride in  

one’s past accom plishm ents) or a sense o  despair and worthlessness (Erikson’s stage of 
ego integrity vs. despair). Most elderly people ach ieve ego in tegrity.

2. Psychopathology and related problem s
a. Depression is the m ost com m on  psychiatric disorder in  the elderly. Suicide is m ore 

com m on in  the elderly than  in  the general population  (see Table 12.2).
(1) Factors associated with  depression  in  the elderly include loss o  spouse, other  am -

ily m em bers, and  riends; decreased social status; and decline o  health .
(2) Depression may mimic and thus be misdiagnosed as Alzheimer’s disease. This m is-

diagnosed disorder is re erred to as pseudodementia because it o ten  is associated 
with  m em ory loss and cogn itive problem s (see Chapter 14).

(3) Depression  can be managed successfully using supportive psychotherapy in  con -
junction  with  pharm acotherapy or electroconvulsive therapy (see Chapter 15).

b. Sleep patterns change, resulting in  loss o  sleep, poor sleep quality, or both (see Chapter 10).

FIGURE 3.1. Life expectancy at birth in years in the 
United States by selected characteristics in 2010. 
(Data from National Center for Health Statistics, 
2013.)
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c. Anxiety and  ear u lness m ay be associated with  realistic  ear-inducing situations (e.g., 
worries about developing a physical illness or  alling and breaking a bone).

d. Alcohol-related disorders are o ten  un iden ti ied but are presen t in  10%–15% o  the geri-
atric population .

e. Psychoactive agents m ay produce di  eren t e  ects in  the elderly than  in  younger 
patien ts. For exam ple, using an tihistam ines such as diphenhydram ine as sleep  agen ts 
should be avoided because they m ay cause delirium  (see Chapter 14) in  elderly patien ts.

f. For a realistic p icture o  the  unction ing level o  elderly patien ts, the physician  should 
ideally evaluate patients in familiar surroundings, such  as their own hom es.

E. Life expectancy and longevity
1. The average life expectancy in  the United States is curren tly about 77 years. However, th is 

 igure varies by gender and ethn icity. Com paring the three largest ethn ic groups, the 
longest-lived group is Hispanic American women and the shortest-lived group is African-
American men (Figure 3.1).

2. Factors associated with  longevity include:
a. Fam ily h istory o  longevity.
b. Con tinuation  o  physical and occupational activity.
c. Advanced education .
d. Social support system s, including m arriage.

II. STAGES OF DYING AND DEATH

According to Dr. Elizabeth Kübler-Ross, the process o  dying involves five stages: denial, anger, 
bargaining, depression, and acceptance (DAng BaD Act). The stages usually occur in  the  ollowing 
order but also m ay be presen t sim ultaneously or in  another order.

A. Denial. The patien t re uses to believe that he or she is dying. (“The laboratory m ade an  error.”)

B. Anger. The patien t m ay becom e angry at the physician  and hospital sta  . (“It is your  ault 
that I am  dying. You should have checked on  m e weekly.”) Physicians m ust learn  not to take 
such  com m ents personally (see Chapter 21).

C. Bargaining. The patien t m ay try to strike a bargain  with  God or som e higher being. (“I will 
give hal  o  m y m oney to charity i  I can  get rid o  th is disease.”)

D. Depression. The patien t becom es preoccupied with  death  and m ay becom e em otionally 
detached. (“I  eel so distan t  rom  others and so hopeless.”) Som e people becom e “stuck” in  
th is stage and m ay be diagnosed with  a com plicated grie  reaction  (see below).

E. Acceptance. The patien t is calm  and accepts h is or her  ate. (“I am  ready to go now.”)

III.  BEREAVEMENT (NORMAL GRIEF) VERSUS COMPLICATED 
BEREAVEMENT (DEPRESSION)

A ter the loss o  a loved one, there is a norm al grie  reaction . This reaction  also occurs with  
other losses, such as loss o  a body part, or,  or younger people, with  a m iscarriage or abortion . 
A norm al grie  reaction  m ust be distinguished  rom  a com plicated grie  reaction , which is o ten  
pathologic (Table 3.1).
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A. Characteristics of normal grief (bereavement)
1. Grie  is characterized in itially by shock and denial.
2. In  norm al grie , the bereaved m ay experience an  illusion (see Table 11.1) that the deceased 

person  is physically presen t.
3. Norm al grie  generally subsides after 1–2 years, although som e  eatures m ay con tinue lon-

ger. Even  a ter they have subsided, sym ptom s m ay return  on  holidays or special occasions 
(the “anniversary reaction”).

4. The mortality rate is h igh   or close relatives (especially widowed men) in  the  irst year o  
bereavem ent.

B. Physician’s response to death
1. The m ajor responsibility of the physician is to give support to the dying patien t and the 

patien t’s  am ily.
2. Generally, physicians make the patient completely aware o  the diagnosis and prognosis. 

However, a physician  should  ollow the patien t’s lead as to how m uch he or she wan ts to 
know about the condition . With  the patien t’s perm ission , the physician may tell the family 
the diagnosis and other details o  the illness (see Chapter 23).

3. Physicians o ten   eel a sense of failure at not preven ting the death  o  a patien t. They m ay 
deal with  th is sense by becom ing emotionally detached  rom  the patien t. Such detachm en t 
can  preclude helping the patien t and  am ily through  th is im portan t transition .

 t a b l e   3.1   Comparison between Normal Grief Reactions and Complicated Grief Reactions

Normal Grief Reaction (Bereavement) Complicated Grief Reaction (Depression)

Minor weight loss (e.g., <5 pounds) Significant weight loss (e.g., >5% of body weight)
Minor sleep disturbances Significant sleep disturbances
Mild guilty feelings Intense feelings of guilt and worthlessness
Illusions Hallucinations or delusions (see Chapter 11)
Attempts to return to work and social activities Resumes few, if any, work or social activities
Cries and expresses sadness Considers or attempts suicide
Severe symptoms resolve within 2 mo Severe symptoms persist for >2 mo
Moderate symptoms subside within 1 y Moderate symptoms persist for >1 y
Management includes increased calls and visits to the 

physician, grief peer support groups, and short-acting 
sleep agents, e.g., zolpidem (Ambien) for transient 
problems with sleep

Management includes antidepressants, antipsychotics, 
electroconvulsive therapy, as well as increased contact 
with the physician

Adapted from Fadem B. Behavioral Science in Medicine. 2nd ed. Baltimore, MD: Lippincott Williams & Wilkins; 2012.
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Review Test

Directions: Each o  the num bered item s or incom plete statem en ts in  th is section  is  ollowed by 
answers or by com pletions o  the statem ent. Select the one lettered answer or com pletion  that 
is best in  each case.

1. When questioned about her li estyle, a 
70-year-old wom an tells the doctor that she 
eats m ainly  sh and chicken but enjoys an  
occasional steak. She also notes that she is 
lactose intolerant and so avoids m ilk products 
but eats alm onds, beans, and canned salm on  
with bones daily. She also notes that she drinks 
one cup o  co  ee and one glass o  wine and 
smokes one cigarette daily. To help prevent 
osteoporosis, the m ost im portant advice the 
physician should give this patient is to
(A) stop drinking wine
(B) stop eating steak
(C) stop drinking co  ee
(D) start using dairy products desp ite her 

in tolerance
(E) stop sm oking

2. An  80-year-old wom an  is being exam ined 
by a physician   or adm ission  to a nursing 
hom e. The wom an , who was brought to 
the doctor by her son , seem s anxious and 
con  used. The m ost e  ective action   or the 
physician  to take at th is tim e is to
(A) arrange  or im m ediate adm ission  to a 

nursing hom e
(B) conduct a neuropsychological evaluation
(C) suggest im m ediate hospitalization
(D) ask the son  i  he has observed changes in  

the patien t’s behavior
(E) arrange to exam ine the wom an  in  her 

own  hom e

3. Each year during the  rst week in  May, 
a 63-year-old wom an  develops chest 
discom  ort and a  eeling o   oreboding. Her 
husband died 5 years ago during the  rst 
week in  May. This wom an’s experience is 
best described as
(A) an  atten tion-seeking device
(B) pathological grie 
(C) an  ann iversary reaction
(D) m alingering
(E) depression

4. A term inally ill patien t who uses a 
statem en t such as, “It is the doctor’s 
 ault that I becam e ill; she didn’t do an  
electrocardiogram  when  I cam e  or m y last 
o  ce visit,” is m ost likely in  which  stage o  
dying, according to Elizabeth  Kübler-Ross?
(A) Den ial
(B) Anger
(C) Bargain ing
(D) Depression
(E) Acceptance

5. A physician  conducts a physical 
exam ination  on  an  active, independen t 
75-year-old wom an . Which o  the  ollowing 
 ndings is m ost likely?
(A) Increased im m une response
(B) Increased m uscle m ass
(C) Decreased size o  brain  ven tricles
(D) Decreased bladder con trol
(E) Severe m em ory problem s

6. Ninety percen t o  the patien ts in  a 
prim ary care physician’s practice are over 65 
years o  age. When  com pared to the general 
population , these elderly patien ts are 
m ore likely to show which o  the  ollowing 
psychological characteristics?
(A) Lower likelihood o  su icide
(B) Less anxiety
(C) Lower in telligence
(D) Poorer sleep quality
(E) Less depression

7. The 78-year-old husband o  a 70-year-
old wom an  has just died. I  th is wom an  
experiences norm al bereavem ent, which o  
the  ollowing responses would be expected?
(A) In itial loss o  appetite
(B) Feelings o  worth lessness
(C) Threats o  su icide
(D) In tense grie  lasting years a ter the death
(E) Feelings o  hopelessness
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8. A physician  has just diagnosed a case o  
term inal pancreatic cancer in  a 68-year-old 
m an . Which o  the  ollowing statem en ts 
regarding the reactions and behavior o  the 
physician  is the m ost true?
(A) She should in  orm  the  am ily, but not the 

patien t, about the serious nature o  the 
illness.

(B) Her involvem en t with  the patien t’s 
 am ily should end when  he dies.

(C) She should provide strong sedation   or 
 am ily m em bers when  the patien t dies 
un til the in itial shock o  h is death  wears 
o  .

(D) She will  eel that she has  ailed when  the 
patien t dies.

(E) She will  eel closer and closer to the 
patien t as h is death  approaches.

9. The average di  erence in  li e expectancy 
between  White wom en  and A rican-
Am erican  m en  is approxim ately
(A) 3 years
(B) 6 years
(C) 10 years
(D) 15 years
(E) 20 years

10. Six m onths a ter the death  o  a loved 
one, which o  the  ollowing is m ost likely 
to indicate that a person  is experiencing a 
com plicated grie  reaction?
(A) Longing
(B) Crying
(C) Den ial that the loved one has died
(D) Irritability
(E) Illusions

11. An  80-year-old patien t tells the doctor 
that she is concerned because she  orgets 
the addresses o  people she has just m et 
and takes longer than  in  the past to do the 
Sunday crossword puzzle. She p lays cards 
regularly with   riends, is well groom ed, and 
shops and cooks  or hersel . This patien t is 
p robably
(A) showing norm al aging
(B) showing evidence o  Alzheim er’s disease
(C) experiencing depression
(D) developing an  anxiety disorder
(E) unable to live alone

12. An  81-year-old patien t com plains to 
h is doctor that he som etim es has trouble 
 alling asleep  and would like to have “a p ill 
to take” at those tim es. Physical exam ination  
is unrem arkable and the patien t shows 
no evidence o  psychopathology. O  the 
 ollowing agen ts, which  should be avoided in  
th is patien t?
(A) Diphenhydram ine
(B) Zalep lon
(C) Trazodone
(D) Zolp idem
(E) Ram elteon

13. A 50-year-old wom an  who is dying o  
cancer has a 10-year-old son . The m other 
does not wan t the child to know about 
her illness or p rognosis. Most correctly, 
with  respect to the m other’s condition , the 
physician  should
(A) talk to the m other and encourage her to 

tell her son
(B) talk to the son  alone and tell h im  about 

h is m other’s illness
(C)  ollow the m other’s wishes and do not 

tell the son
(D) talk to both  the m other and son  together
(E) insist that the m other tell her son

14. A 70-year-old patien t whose wi e died 
8 m on ths ago reports that he som etim es 
wakes up an  hour earlier than  usual and 
o ten  cries when  he th inks about h is wi e. 
He also tells you that on  one occasion , he 
brief y  ollowed a wom an  down the street 
who resem bled his late wi e. The patien t also 
relates that he has rejoined his bowling team  
and en joys visits with  h is grandchildren . For 
th is patien t, the best recom m endation  o  the 
physician  is
(A) m edication   or sleep
(B) evaluation   or m ajor depression
(C) regular phone calls and visits to “check 

in” with  the doctor
(D) psychotherapy
(E) neuropsychological evaluation   or 

Alzheim er’s disease
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15. An  85-year-old m an  and his 80-year-
old wi e are brought to the em ergency 
departm en t a ter an  autom obile acciden t. 
The m an  is dead on  arrival. The wom an  is 
not seriously in jured and is conscious and 
alert. The couple’s son  has been  called and 
is on  his way to the hospital. The wom an  
asks the physician  about her husband’s 
condition . Most correctly, the physician  
should tell her

(A) not to worry but instead to concen trate 
on  her own  condition

(B) that her husband has died and then  stay 
and o  er support

(C) that her son  is on  the way and that they 
will discuss everyth ing when  the son  
arrives

(D) that he will check on  her husband’s 
condition  a ter she is treated  or her 
in juries

(E) what has happened to her but not what 
has happened to her husband
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Answers and Explanations

Typical Board Question
The answer is B. This patien t whose wi e died 8 m onths ago shows evidence o  a com plicated grie  
reaction . He is showing signs o  depression  (e.g., poor groom ing, sign i ican t weight loss, seri-
ous sleep  problem s, and little in terest in  in teracting with   riends and  am ily) (see Chapter 12). 
Psychotherapy, while help  u l, will be less use u l than  an tidepressan t m edication   or th is patien t. 
His sleep  will im prove as the depression  im proves. Elderly patien ts experiencing depression  
o ten  presen t with  m em ory problem s that m ay m im ic Alzheim er’s disease (pseudodem entia). 
The sudden  onset o  m em ory problem s (e.g.,  orgetting what he has been  eating) with  the con -
curren t loss o  h is wi e indicates that the patien t is likely to be experiencing depression  rather 
than  Alzheim er’s disease. Although he should be closely  ollowed, there is no indication  at th is 
tim e that th is patien t needs a neuropsychiatric evaluation .

1. The answer is E. Cigarette sm oking, even  i  m oderate, is associated with  the developm ent 
o  osteoporosis. Alm onds, beans, and canned salm on  with  bones con tain  calcium  and thus 
can  help  com pensate  or the absence o  dietary dairy products. Moderate in take o  steak, 
co  ee, and alcohol as described by th is patien t are not associated with  the developm en t or 
worsen ing o  osteoporosis.

2. The answer is E. The m ost e  ective action   or the physician  to take at th is tim e is to exam ine 
the wom an  in  her own hom e. Anxiety or depression  at being in  an  un  am iliar situation  can  
lead to the anxiety and con  usion  that th is patien t shows. Im m ediate adm ission  to a nursing 
hom e or hosp ital, or in terviewing the son  are not appropriate un til a true p icture o  the 
patien t’s condition  has been  obtained. A neuropsychological evaluation  also m ay not be 
help  u l while th is patien t is showing evidence o  severe stress.

3. The answer is C. This wom an’s experience is best described as an  ann iversary reaction . In  
th is reaction , the bereaved person  experiences m any o  the  eelings she experienced when  
her husband died at sign i ican t tim es in  subsequen t years. This is considered a norm al 
reaction , not pathological grie , and is not associated with  depression . It is also not a sign  o  
m alingering or o  seeking atten tion .

4. The answer is B. During the anger stage o  dying, the patien t is likely to blam e the 
physician .

5. The answer is D. O  the listed  indings, decreased bladder con trol is the m ost likely  inding 
in  the exam ination  o  an  active, independen t 75-year-old wom an . In  aging, im m une 
responses and m uscle m ass decrease and brain  ven tricles increase in  size. While m ild 
m em ory problem s m ay occur, severe m em ory problem s do not occur in  norm al aging. 
Severe m em ory problem s that in ter ere with  norm al  unction  indicate the developm ent o  a 
dem entia such as Alzheim er’s disease.

6. The answer is D. Sleep  disturbances, such  as decreased delta (slow wave) sleep  (see Chapter 
10) com m only occur in  the elderly. Suicide and depression  are m ore com m on in  the elderly 
than  in  the general population . Anxiety m ay arise easily due to  ears o  illness and in jury. 
In telligence does not decrease in  typical elderly people.

7. The answer is A. In itial loss o  appetite is com m on  in  norm al bereavem en t. Feelings 
o  worth lessness or hopelessness, threats o  su icide, and an  extended period o  grie  
characterize depression  rather than  norm al bereavem en t.

32
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8. The answer is D. Physicians o ten   eel that they have  ailed when  a patien t dies. Rather 
than  becom ing closer, th is physician  m ay becom e em otionally detached  rom  the patien t 
in  order to deal with  h is im pending death . Heavy sedation  is rarely indicated as treatm ent 
 or the bereaved because it m ay in ter ere with  the grieving process. Generally, physicians 
in  orm  patien ts when  they have a term inal illness and provide an  im portan t source o  
support  or the  am ily be ore and a ter the patien t’s death .

9. The answer is C. The di  erence in  li e expectancy between  White wom en  (81.0 years) 
and A rican -Am erican  m en  (71.4 years) is approxim ately 10 years. The di  erence in  li e 
expectancy by age and sex is curren tly decreasing.

10. The answer is C. Six m onths a ter the death  o  a loved one, denying that the death  has 
actually occurred suggests a com plicated grie  reaction . Norm ally, den ial lasts up  to 24 
hours. Longing, crying, irritability, and illusions are all part o  a norm al grie  reaction .

11. The answer is A. This 80-year-old wom an  is p robably showing norm al aging, since she 
can   unction  well living alone. Minor m em ory loss that does not in ter ere with  norm al 
 unction ing such as she describes is typically seen  in  norm ally aging people. There is no 
evidence that th is patien t has Alzheim er’s disease, depression , or an  anxiety disorder.

12. The answer is A. The an tih istam inergic agen t diphenhydram ine (Benadryl) should 
be avoided in  elderly patien ts because it is likely to cause sym ptom s o  delirium . 
Un  ortunately, a num ber o  over-the-coun ter sleep  m edicines such as Tylenol PM con tain  
diphenhydram ine. Better choices  or insom nia in  the elderly include newer sleep  agen ts 
such  as zolpidem  (Am bien ) and ram elteon  (Rozerem ). Trazodone is a sedating tricyclic 
an tidepressan t which is also use u l  or occasional problem s  alling asleep  in  the elderly.

13. The answer is A. It is up  to the m other to decide whether, when , and how to tell her son  
about her illness. However, school-age children  are o ten  aware when  som eth ing serious 
is going on  with in  their  am ily and can  understand the m ean ing o  death  (see Chapter 2). 
There ore, while it is not appropriate  or the physician  to insist that the patien t tell her son , 
the physician  should talk to the m other and encourage her to talk to her son  about her 
term inal condition . The physician  can  also counsel the patien t on  what to say to her child  
about her im m inen t death .

14. The answer is C. This patien t, whose wi e died 8 m on ths ago, is showing a norm al grie  
reaction . Although he som etim es wakes up  an  hour earlier than  usual and cries when  he 
th inks about h is wi e, he is attem pting to return  to h is li estyle by rejoin ing his bowling 
team  and visiting with  h is  am ily. The illusion  o  believing he sees and thus  ollows a 
wom an  who resem bled h is late wi e is seen  in  a norm al grie  reaction . For a norm al grie  
reaction , recom m ending regular phone calls and visits to “check in” with  the doctor is 
the appropriate in terven tion . Sleep  m edication , an tidepressan ts, psychotherapy, and a 
neuropsychological evaluation  are not necessary  or th is patien t at th is tim e.

15. The answer is B. There is no indication  that th is elderly wom an  is im paired m en tally or 
physically. There ore, the physician  should tell her the tru th , that is, that her husband has 
died and then  stay and o  er support. As with  all adult patien ts, elderly patien ts should be 
told the tru th . It is not necessary to wait  or the son  to arrive, and telling her not to worry is 
patron izing.
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I. THE GENETICS OF BEHAVIOR

A. Studies for examining the genetics of behavior
1. Family risk studies com pare how  requen tly a behavioral disorder or trait occurs in  the 

relatives o  the a  ected individual (proband) with  how  requen tly it occurs in  the general 
population .

2. Twin studies
a. Adoption studies using monozygotic twins or dizygotic twins reared in  the sam e or in  di -

 eren t hom es are used to di  eren tiate the e  ects o  genetic  actors  rom  environm ental 
 actors in  the occurrence o  psychiatric, substance abuse (e.g., alcoholism ), and neuro-
psychiatric disorders.

b. I  there is a genetic com ponen t to the etiology, a disorder m ay be expected to have a 
h igher concordance rate in  m onozygotic twins than  in  dizygotic twins (i.e., i  concor-
dan t, the disorder occurs in  both  twins).

3. It has been  di  icult to link particular chrom osom es with  psychiatric illnesses. However, in  
a num ber o  studies over years, such associations have been  m ade.
a. Schizophrenia (Chapter 11) has been  associated with  m arkers on  chrom osom es 1, 6, 7, 

8, 13, 21, and 22.
b. Bipolar disorder and major depressive disorder (Chapter 12) recen tly have been  associ-

ated with  m arkers on  chrom osom es 3, 5 and 6.

B. Specific chromosomes have been  associated with  other disorders with  behavioral sym ptom s 
(Table 4.1).

Typical Board Question
When  a 70-year-old m an  who has had a stroke attem pts to (a) divide a line in  hal , (b) turn  
single lines in to “Xs,” or (c) reproduce a clock  ace, he does the tasks like th is (see Figure) 
e  ectively neglecting the le t o  the drawings. The area(s) o  the brain  m ost likely to be 
a  ected in  th is patien t is (are) the

(A) right parietal lobe
(B) basal ganglia
(C) hippocam pus
(D) reticular system
(E) am ygdala
(F) le t  ron tal lobe

(See “Answers and Explanations” at the end of the chapter.)

4
Genetics, Anatom y,  
and Biochem istry  
o  Behavior

c h a p t e r

(a)

(b)

(c)

12 1 2
3
4
5
6
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 t a b l e   4.1   Chromosomal Disorders with Behavioral Manifestations

Chromosome Disorder Behavioral Manifestations

 1 Alzheimer’s disease Depression, anxiety, dementia (early onset)
 4 Huntington’s disease Erratic behavior, psychiatric symptoms (e.g., depression, 

psychosis), dementia
 5 Sotos syndrome Intellectual impairment, phobias, hyperphagia
 7 William’s syndrome Hypersociality, intellectual disability, behavioral problems, 

hypotonia
 8 Cohen’s syndrome Autistic behavior, intellectual disability
 9 Dystonia musculorum deformans (DYT1)

Tuberous sclerosis
Depression, learning problems
Seizures, cognitive impairment, autistic behavior

11 Acute intermittent porphyria Manic behavior, psychosis (see Chapter 5)
12 Phenylketonuria Attention deficit hyperactivity disorder (ADHD), intellectual 

disability
13 Wilson’s disease Depression, personality changes, psychotic symptoms
14 Alzheimer’s disease Depression, anxiety, dementia (early onset)
15 Chromosome 15 inversion-duplication 

syndrome
Prader-Willi syndrome/Angelman 

syndrome

Seizures, autistic behavior, hypotonia

Intellectual disability, rage, stubbornness, rigid thinking, and 
self-injury

16 Tuberous sclerosis Seizures, cognitive impairment, autistic behavior
17 Neurofibromatosis-1

Charcot-Marie-Tooth disease
Smith-Magenis syndrome

Cognitive impairment
Peripheral neuropathy
Intellectual disability, impaired expressive language, 

stereotyped behavior, clinging and dependency, seizures
18 Tourette’s disorder Dyscontrol of language and movements
19 Alzheimer’s disease (site of the APO 

E4 gene)
Depression, anxiety, dementia (at the typical age of onset)

21 Progressive myoclonic epilepsy
Alzheimer’s disease (associated with 

Down’s syndrome)

Cognitive regression, aphasia, intellectual disability
Depression, anxiety, dementia (early onset)

22 Metachromatic leukodystrophy
Neurofibromatosis-2
DiGeorge/velocardiofacial syndrome

Personality changes, psychosis, dementia
Hearing impairment
Schizophrenia, bipolar disorder, psychomotor retardation, 

language delay, ADHD, seizures
X Fragile X syndrome

Kallmann’s syndrome
Lesch-Nyhan syndrome
Rett’s disorder

Autistic behavior, intellectual disability
Anosmia, lack of sex drive, depression, anxiety, fatigue, insomnia
Self-mutilation and other bizarre behavior, intellectual disability
Autistic behavior, hand-wringing, breathing abnormalities

Adapted from Fadem B, Monaco E. High Yield Brain and Behavior. Baltimore, MD: Lippincott Williams & Wilkins; 2007:27, with permission.

II. THE NEUROANATOMY OF BEHAVIOR

The hum an  nervous system  consists o  the central nervous system (CNS) and the peripheral ner-
vous system (PNS).

A. The CNS con tains the brain  and spinal cord.
1. The cerebral cortex can  be divided

a. Anatomically in to at least  our sets o  lobes:  ron tal, tem poral, parietal, and occipital, 
as well as the lim bic lobes (which con tain  m edial parts o  the  ron tal, tem poral, and 
parietal lobes and include the h ippocam pus, am ygdala,  orn ix, septum , parts o  the 
thalam us, and cingulate gyrus and related structures).

b. By arrangement o  neuron  layers or cytoarchitecture.
c. Functionally in to m otor, sensory, and association  areas.
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2. The cerebral hem ispheres.
a. The hem ispheres are connected by the corpus callosum , an terior com m issure, h ippo-

cam pal com m issure, and habenular com m issure.
b. The  unctions o  the hem ispheres are lateralized.

(1) The right, or nondominant, hemisphere is associated prim arily with  perception; it is 
also associated with  spatial relations, body image, and m usical and artistic ability.

(2) The left, or dominant, hemisphere is associated with  language function in  about 
alm ost all right-handed people and m ost le t-handed people.

c. Sex differences in  cerebral lateralization . Women m ay have a larger corpus callosum  
and an terior com m issure and appear to have better in terhem ispheric com m unication  
than  m en . Men m ay have better-developed right hem ispheres and appear to be m ore 
adept at spatial tasks than  wom en .

3. Brain lesions caused by acciden t, disease, surgery, or other in sult are associated with  par-
ticular neuropsychiatric e  ects (Table 4.2).

4. Memory systems
a. Explicit or declarative memory involves the knowledge o   acts and is retrieved consciously.
b. Im plicit or nondeclarative memory involves in  orm ation  on  how to per orm  an  act and 

is recalled unconsciously.
c. The neuroanatom y o  these m em ory system s and clin ical exam ples can  be  ound in  

Table 4.3.

B. The PNS con tains all sensory, motor, and autonomic  ibers outside o  the CNS, including the 
spinal nerves, cranial nerves, and peripheral ganglia.
1. Th e PNS carries sensory in  orm ation  to  th e CNS an d  motor in  orm ation  away  rom  

th e CNS.

 t a b l e   4.2   Neuropsychiatric Effects of Brain Lesions on Behavior

Location of Lesion Effects

Frontal lobes Mood changes (e.g., depression with dominant lesions, mood elevation with nondominant 
lesions)

Difficulties with motivation, concentration, attention, orientation, and problem solving 
(dorsolateral convexity lesions)

Difficulties with judgment, inhibitions, emotions, personality changes (orbitofrontal lesions)
Inability to speak fluently (i.e., Broca aphasia [dominant lesions])

Temporal lobes Impaired memory
Psychomotor seizures
Changes in aggressive behavior
Inability to understand language (i.e., Wernicke’s aphasia [dominant lesions])

Limbic lobes Poor new learning; implicated specifically in Alzheimer’s disease
Hippocampus Klüver-Bucy syndrome (decreased aggression, increased sexual behavior, hyperorality)
Amygdala Decreased conditioned fear response

Problems recognizing the meaningfulness of facial and vocal expressions of anger in others
Parietal lobes Impaired processing of visual–spatial information (e.g., cannot copy a simple line drawing or 

neglects the numbers on the left side when drawing a clock face [right-sided lesions])
Impaired processing of verbal information (e.g., cannot tell left from right, do simple math, name 

fingers, or write [Gerstmann’s syndrome, dominant lesions])
Occipital lobes Visual hallucinations and illusions

Inability to identify camouflaged objects
Blindness

Hypothalamus Hunger leading to obesity (ventromedial nucleus damage), loss of appetite leading to weight loss 
(lateral nucleus damage)

Effects on sexual activity and body temperature regulation
Reticular system Changes in sleep–wake mechanisms (e.g., decreased REM sleep)

Loss of consciousness
Basal ganglia Disorders of movement (e.g., Parkinson’s disease [substantia nigra], Huntington’s disease 

[caudate and putamen], and Tourette’s syndrome [caudate])
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2. The autonom ic nervous system , which consists o  sympathetic and parasympathetic divi-
sions, innervates the in ternal organs.

3. The autonom ic nervous system  coordinates em otions with  visceral responses such as 
heart rate, blood pressure, and peptic acid secretion .

4. Visceral responses occurring as a result o  psychological stress are involved in  the devel-
opm ent and exacerbation  o  som e physical illnesses (see Chapter 22).

III. NEUROTRANSMISSION

A. Synapses and neurotransmitters
1. In  orm ation  in  the nervous system  is trans erred across the synaptic cleft (i.e., the space 

between  the axon  term inal o  the presynaptic neuron  and the dendrite o  the postsynap-
tic neuron ).

2. When  the presynaptic neuron  is stim ulated, a neurotransmitter is released, travels across 
the synaptic cle t, and acts on  receptors on  the postsynaptic neuron . Neurotransm itters 
are excitatory i  they increase the chances that a neuron  will  ire and inhibitory i  they 
decrease these chances.

B. Presynaptic and postsynaptic receptors are proteins presen t in  the m em brane o  the neu-
ron  that can  recogn ize speci ic neurotransm itters.
1. The changeability o  num ber or a  in ity o  receptors  or speci ic neurotransm itters (neuro-

nal plasticity) can  regulate the responsiveness o  neurons.
2. Second messengers. When  stim ulated by neurotransm itters, postsynaptic receptors m ay 

alter the m etabolism  o  neurons by the use o  second m essengers, which include cyclic 
adenosine monophosphate (cAMP), lipids (e.g., diacylglycerol), Ca2+, and nitric oxide.

C. Classification of neurotransmitters. Biogenic amines (m onoam ines), amino acids, and pep-
tides are the three m ajor classes o  neurotransm itters.

D. Regulation of neurotransmitter activity
1. The concen tration  o  neurotransm itters in  the synaptic cle t is closely related to m ood 

and behavior. A num ber o  m echan ism s a  ect th is concen tration .
2. A ter release by the presynaptic neuron , neurotransm itters are rem oved  rom  the synaptic 

cle t by m echan ism s including:
a. Reuptake by the presynaptic neuron .
b. Degradation by enzym es such as monoamine oxidase (MAO).

 t a b l e   4.3   Memory Systems and Associated Neuroanatomy

Type of System Type of Memory Associated Anatomy Length of Recall Memory Used to Remember

Declarative 
(explicit or 
conscious)

Episodic Temporal lobes (medial), 
anterior thalamic nuclei, 
fornix, hippocampus, 
mammillary bodies, 
prefrontal cortex

Long term Personally experienced 
events, e.g., what you 
ate yesterday

Semantic Inferolateral temporal lobes Long term General knowledge about 
the world, e.g., the 
capital of New Jersey

Nondeclarative 
(implicit or 
unconscious)

Procedural Cerebellum, basal ganglia, 
supplementary motor area

Long term Things you do 
automatically, e.g., how 
to tie your shoes

Working Prefrontal cortex, language 
and visual association 
areas

Short term Recent information, e.g., 
the phone number just 
obtained from  a new 
acquaintance
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3. Availability o  speci ic neurotransm itters is associated with com m on psychiatric conditions 
(Table 4.4). Norm alization  o  neurotransm itter availability by pharm acological agents is 
associated with sym ptom  im provem ent in  these disorders (see Chapter 16).

IV. BIOGENIC AMINES

A. Overview
1. The biogenic amines, or monoamines, include catecholam ines, indolam ines, ethyl am ines, 

and quaternary am ines.
2. The monoamine theory of mood disorder hypothesizes that lowered monoamine activity 

results in depression and elevated levels in mania.
3. Metabolites o  the monoamines are o ten measured in psychiatric research and diagnosis 

because they are more easily measured in body  luids than the actual monoamines (Table 4.5).
4. Distribution  o  dopam inergic, noradrenergic, and serotonergic tracts in  the CNS can  be 

 ound in  Figure 4.1.

B. Dopamine
1. Dopam ine, a catecholam ine, is involved in  the pathophysiology o  schizophrenia and other 

psychotic disorders, Parkinson’s disease, mood disorders, the conditioned  ear response 
(see Chapter 7), and the “rewarding” nature o  certain  drugs (see Chapter 9).

2. Synthesis. The am ino acid tyrosine is converted to the precursor  or dopam ine by the 
enzym e tyrosine hydroxylase.

3. Receptor subtypes. At least  ive dopam ine receptor subtypes (D1–D5) have been  iden ti ied; 
the m ajor site o  action  is D2  or traditional an tipsychotic agen ts and D1 and D4 as well as 
D2  or the newer “atypical” an tipsychotic agen ts (see Chapter 16).

 t a b l e   4.4   Psychiatric Conditions and Associated Neurotransmitter Activity

Neuropsychiatric Condition Neurotransmitter Activity Increased (↑ ) or Decreased (↓ )

Depression Norepinephrine (↓ ), serotonin (↓ ), dopamine (↓ )
Mania Dopamine (↑ ), g-aminobutyric acid (GABA) (↓ )
Schizophrenia Dopamine (↑ ), serotonin (↑ ), glutamate (↑  or ↓ )
Anxiety GABA (↓ ), serotonin (↓ ), norepinephrine (↑ )
Alzheimer’s disease Acetylcholine (↓ ), glutamate (↑ )

 t a b l e   4.5   Metabolites of Monoamines and Associated Psychopathology

Increased (↑ ) or Decreased (↓ ) Concentration 
of Metabolite in Blood Plasma, Cerebrospinal 
Neurotransmitter Fluid, or Urine Associated Psychopathology

Dopamine (↑ ) HVA (homovanillic acid)

(↓ ) HVA

Schizophrenia and other conditions involving 
psychosis (see Chapters 9, 11, and 12)

Parkinson’s disease
Treatment with antipsychotic agents
Depression

Norepinephrine (↑ ) VMA (vanillylmandelic acid)
(↓ ) MHPG (3-methoxy-4-hydroxyphenylglycol)

Adrenal medulla tumor (pheochromocytoma)
Severe depression and attempted suicide

Serotonin (↓ ) 5-HIAA (5-hydroxyindoleacetic acid) Severe depression and attempted suicide
Aggressiveness and violence
Impulsiveness
Tourette’s syndrome
Alcohol misuse
Bulimia
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4. Dopaminergic tracts (Figure 4.1A)
a. The nigrostriatal tract is involved in  the regulation  o  m uscle tone and m ovem ent.

(1) This tract degenerates in Parkinson’s disease.
(2) Treatm en t with  an tipsychotic drugs, which block postsynaptic dopam ine receptors 

receiving input  rom  the n igrostriatal tract, can  result in  Parkinson -like sym ptom s.
b. Dopam ine acts on  the tuberoinfundibular tract to inh ibit the secretion  o  prolactin   rom  

the an terior p itu itary.
(1) Blockade o  dopam ine receptors by an tipsychotic drugs preven ts the inhibition  o  

prolactin  release and results in  elevated prolactin levels.
(2) This elevation  in  turn  results in  sym ptom s such as breast en largem ent, galactor-

rhea, and sexual dys unction .
c. The mesolimbic–mesocortical tract is associated with  psychotic disorders.

(1) This tract m ay have a role in  the expression  o  emotions since it projects in to the 
lim bic system  and pre ron tal cortex.

(2) Hyperactivity o  the m esolim bic tract is associated with the positive sym ptom s (e.g., 
hallucinations) o  schizophren ia; hypoactivity o  the m esocortical tract is associ-
ated with  the negative sym ptom s (e.g., apathy) o  schizophren ia (see Chapter 11).

C. Norepinephrine, a catecholam ine, p lays a role in  mood, anxiety, arousal, learning, and memory.
1. Synthesis

a. Like dopam inergic neurons, noradrenergic neurons syn thesize dopam ine.
b. Dopam ine β-hydroxylase, presen t in  noradrenergic neurons, converts th is dopam ine 

to norepinephrine.
2. Localization. Most noradrenergic neurons (approxim ately 10,000 per hem isphere in  the 

brain ) are located in  the locus ceruleus (Figure 4.1B).

D. Serotonin, an  indolam ine, plays a role in  mood, sleep, sexuality, and impulse control. Elevation  
o  seroton in  is associated with im proved m ood and sleep but decreased sexual  unction  (par-
ticularly delayed orgasm ). Very high levels are associated with psychotic symptoms (see Chapter 
11). Decreased serotonin  is associated with poor im pulse control, depression , and poor sleep.
1. Synthesis. The am ino acid tryptophan is converted to serotonin (also known as 5-hydroxytrypta-

mine [5-HT]) by the enzyme tryptophan hydroxylase as well as by an amino acid decarboxylase.
2. Localization. Most serotonergic cell bodies in  the brain  are con tained in  the dorsal raphe 

nucleus in the upper pons and lower midbrain (Figure 4.1C).
3. Antidepressants and serotonin. Heterocyclic an tidepressan ts (HCAs), selective seroton in  

and seroton in  and norepinephrine reuptake inhibitors (SSRIs and SNRIs), and m ono-
am ine oxidase inhibitors (MAOIs) u ltim ately increase the presence o  seroton in  and 
 norepinephrine in  the synaptic cle t (Chapter 16).
a. HCAs and SNRIs block reuptake o  seroton in  and norep inephrine, and SSRIs such as 

 luoxetine (Prozac) selectively block reuptake o  seroton in  by the presynaptic neuron .
b. MAOIs preven t the degradation  o  seroton in  and norep inephrine by MAO.

E. Histamine
1. Histam ine, an  ethylamine, is a  ected by psychoactive drugs.
2. Histam ine receptor blockade with  drugs such as an tipsychotics and tricyclic an tidepres-

san ts is associated with  com m on  side e  ects o  these drugs such  as sedation and increased 
appetite leading to weight gain .

F. Acetylcholine (Ach), a quaternary am ine, is the transm itter used by nerve–skeleton–muscle 
junctions.
1. Degeneration of cholinergic neurons is associated with  Alzheimer’s disease, Down’s syn-

drome, and movement and sleep disorders (e.g., decreased REM sleep, see Chapter 10).
2. Cholinergic neurons syn thesize Ach  rom  acetyl coenzym e A and choline using the enzym e 

choline acetyltransferase.
3. The nucleus basalis of Meynert is a brain  area involved in  production  o  Ach.
4. Acetylcholinesterase (AchE) breaks Ach down  in to choline and acetate.
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5. Blocking the action  o  AchE with  drugs such as donepezil (Aricep t), rivastigmine (Exelon ), 
and galantamine (Rem inyl) m ay delay the progression  o  Alzheim er’s disease but cannot 
reverse the  unction  already lost.

6. Blockade of muscarinic Ach receptors with  drugs such  as an tipsychotics and tricyclic an ti-
depressan ts results in  the classic “an ticholinergic” adverse e  ects seen  with  the use o  
these drugs, including dry m outh , blurred vision , urinary hesitancy, and constipation . 
Use o  these agen ts can  also result in  cen tral an ticholinergic e  ects such as con  usion  and 
m em ory problem s.

7. Anticholinergic agen ts are com m only used to treat the Parkinson-like sym ptom s caused 
by an tipsychotic agen ts (see Section  IV.B.4.a. above).

V. AMINO ACID NEUROTRANSMITTERS

These neurotransm itters are involved in  m ost synapses in  the brain  and include glutamate, 
γ-aminobutyric acid (GABA), and glycine.

A. Glutamate
1. Glutam ate is an  excitatory neurotransm itter that con tributes to the pathophysiology o  

neurodegenerative illnesses such as Alzheim er’s disease and sch izophren ia.
a. The m echan ism  o  th is association  involves activation  o  the glu tam ate receptor 

N-methyl-d-aspartate (NMDA) by sustained elevation  o  glu tam ate.
b. Such activation  results in  calcium  ions en tering neurons leading to nerve cell degen -

eration  and death  through excitotoxicity.
c. Memantine (Nam enda), an  NMDA receptor an tagon ist, u ltim ately blocks this influx of 

calcium and is indicated  or patien ts with  m oderate to severe Alzheimer’s disease.

B. GABA
1. GABA is the principal inhibitory neurotransm itter in  the CNS. It is syn thesized  rom  gluta-

m ate by the enzym e glutam ic acid decarboxylase, which needs vitam in  B6 (pyridoxine) as 
a co actor.

2. GABA is closely involved in  the action  o  an tianxiety agen ts such as benzodiazepines (e.g., 
d iazepam  [Valium ]) and barbiturates (e.g., secobarbital [Seconal]). Benzodiazepines and 
barbiturates increase the a  in ity o  GABA  or its GABAA-binding site, allowing m ore ch lo-
ride to en ter the neuron . The ch loride-laden  neurons becom e hyperpolarized and inhib-
ited, decreasing neuronal  iring and u ltim ately decreasing anxiety. An ticonvulsan ts also 
poten tiate the activity o  GABA.

C. Glycine is an  inh ibitory neurotransm itter  ound prim arily in  the sp inal cord. Glycine 
works on  its own  and as a regulator o  glu tam ate activity.

VI. NEUROPEPTIDES

A. Endogenous opioids such as enkephalins, endorphins, dynorphins, and endomorphins are pro-
duced by the brain  itsel . They act to decrease pain  and anxiety and have a role in  addiction  
and m ood.

B. Placebo effects (see Chapter 25) m ay be m ediated by the endogenous opioid system . For 
exam ple, prior treatm en t with  an  opioid receptor blocker such as naloxone can  block pla-
cebo e  ects.
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Review Test

Directions: Each  o  the num bered item s or incom plete statem en ts in  th is section  is  ollowed by 
answers or by com pletions o  the statem ent. Select the one lettered answer or com pletion  that 
is best in  each case.

1. A 45-year-old m ale patien t becom es 
depressed  ollowing a head in jury. The 
area(s) o  the brain  m ost likely to be a  ected 
in  th is patien t is (are) the
(A) right parietal lobe
(B) basal ganglia
(C) hippocam pus
(D) reticular system
(E) am ygdala
(F) le t  ron tal lobe

2. A 43-year-old m an  presen ts to the 
em ergency departm en t o  a large hospital. 
He is very anxious and com plains o  
abdom inal cram ps and diarrhea. The 
physician  observes in tense  ush ing o  the 
m an’s skin . In  th is patien t, a 24-hour urine 
study is m ost likely to reveal elevated levels 
o 
(A) acetylcholine
(B) 5-hydroxyindoleacetic acid  

(5-HIAA)
(C) glycine
(D) van illylm andelic acid (VMA)
(E) hom ovan illic acid (HVA)

3. In  a clin ical experim en t, a  48-year-old 
 em ale patien t with  ch ron ic pain  wh o, 
in  the p ast, has respon ded  to p lacebos 
is given  n aloxon e. Shortly th erea ter the 
patien t is given  an  in ert substan ce that she 
believes is a  p ain killer. A ter the patien t 
receives the in ert substan ce, her pain  is 
m ost likely to
(A) increase
(B) decrease
(C) be unchanged
(D) respond to lower doses o  opioids than  

previously
(E)  ail to respond to opioids in  the  u ture

4. A 65-year-old  em ale patien t has had a 
stroke a  ecting the le t hem isphere o  her 
brain . Which o  the  ollowing  unctions is 
m ost likely to be a  ected by the stroke?
(A) Perception
(B) Musical ability
(C) Spatial relations
(D) Language
(E) Artistic ability

5. Which o  the  ollowing two structural 
en tities connect the cerebral hem ispheres?
(A) Basal ganglia and an terior com m issure
(B) Anterior com m issure and reticular system
(C) Reticular system  and corpus callosum
(D) Hippocam pal com m issure and corpus 

callosum
(E) Am ygdala and habenular com m issure

6. A 23-year-old patien t shows side e  ects 
such  as sedation , increased appetite, 
and weight gain  while being treated with  
an tipsychotic m edication . O  the  ollowing, 
the m echan ism  m ost closely associated with  
these e  ects is
(A) blockade o  seroton in  receptors
(B) blockade o  dopam ine receptors
(C) blockade o  norepinephrine receptors
(D) blockade o  h istam ine receptors
(E) decreased availability o  seroton in

7. A 3-year-old girl who had been  developing 
typically since birth  begins to withdraw 
socially and then  stops speaking altogether. 
Also, instead o  purpose u l hand m ovem ents, 
the child  has begun  to show repetitive 
hand wringing behavior. The chrom osom e 
m ost likely to be involved in  th is disorder is 
chrom osom e
(A) 1
(B) 16
(C) 18
(D) 21
(E) X
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8. The m ajor neurotransm itter im plicated in  
both Alzheim er’s disease and schizophren ia is
(A) seroton in
(B) norepinephrine
(C) dopam ine
(D) γ-am inobutyric acid (GABA)
(E) acetylcholine (Ach)
(F) glu tam ate

9. The m ajor neurotransm itter involved 
in  the an tidepressan t action  o   uoxetine 
(Prozac) is
(A) seroton in
(B) norepinephrine
(C) dopam ine
(D) γ-am inobutyric acid (GABA)
(E) acetylcholine (Ach)
(F) glu tam ate

10. The neurotransm itter m etabolized to 
5-HIAA (5-hydroxyindoleacetic acid) is
(A) seroton in
(B) norepinephrine
(C) dopam ine
(D) γ-am inobutyric acid (GABA)
(E) acetylcholine (Ach)
(F) glu tam ate

11. A 25-year-old m ale patien t sustains 
a serious head in jury in  an  au tom obile 
acciden t. He had been  aggressive and 
assaultive, but a ter the acciden t, he is 
p lacid and cooperative. He also m akes 
inappropriate suggestive com m en ts to the 
nurses and m asturbates a great deal. The 
area(s) o  the brain  m ost likely to be in jured 
in  this patien t is (are) the
(A) right parietal lobe
(B) basal ganglia
(C) hippocam pus
(D) reticular system
(E) am ygdala
(F) le t  ron tal lobe

12. A 35-year-old  em ale patien t reports 
that she has di f culty sleep ing ever since 
she sustained a concussion  in  a subway 
acciden t. The area(s) o  the brain  m ost likely 
to be a  ected in  th is patien t is (are) the
(A) right parietal lobe
(B) basal ganglia
(C) hippocam pus
(D) reticular system
(E) am ygdala
(F) le t  ron tal lobe

13. A 55-year-old wom an  was diagnosed 
with schizophren ia at the age o  22. I  th is 
diagnosis was appropriate, the volum e o  
the h ippocam pus, the size o  the cerebral 
ven tricles, and glucose u tilization  in  the 
 ron tal cortex o  th is patien t are now m ost 
likely to be, respectively
(A) increased, increased, increased
(B) decreased, decreased, decreased
(C) decreased, decreased, increased
(D) decreased, increased, decreased
(E) increased, decreased, increased

14. An  80-year-old  em ale patien t has 
a resting trem or o  her le t hand, little 
expression  in  her  ace, and problem s taking 
a f rst step  when  she has been  standing still. 
The area(s) o  the brain  m ost likely to be 
a  ected in  th is patien t is (are) the
(A) right parietal lobe
(B) basal ganglia
(C) hippocam pus
(D) reticular system
(E) am ygdala
(F) le t  ron tal lobe

Questions 15 and 16

A 69-year-old  orm er bank presiden t cannot 
tell you the nam e o  the curren t p residen t 
and has di  iculty iden ti ying the wom an  sit-
ting next to h im  (h is wi e). He began  having 
m em ory problem s 3 years ago.

15. Atrophy o  which area(s) o  the brain  is 
(are) m ost likely to be seen  in  th is patien t?
(A) right parietal lobe
(B) basal ganglia
(C) hippocam pus
(D) reticular system
(E) am ygdala
(F) le t  ron tal lobe

16. The postm ortem  brain  biopsy o  th is 
patien t is m ost likely to show
(A) increased 3-m ethoxy-4-

hydroxyphenylglycol (MHPG)
(B) right  ron tal hypertrophy
(C) decreased calcium  levels
(D) decreased hom ovan illic acid (HVA)
(E) deposition  o  β-am yloid
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17. A 28-year-old m ale patien t is brought to 
the em ergency room  a ter a f ght in  which 
he attacked a m an  who cut in to h is line at 
the superm arket checkout. In  the em ergency 
room , he rem ains assaultive and com bative. 
The body  u ids o  th is patien t are m ost likely 
to show
(A) increased 3-m ethoxy-4-

hydroxyphenylglycol (MHPG)
(B) decreased MHPG
(C) increased 5-hydroxyindoleacetic acid 

(5-HIAA)
(D) decreased 5-HIAA
(E) decreased hom ovan illic acid (HVA)

18. A 30-year-old wom an  who is 
withdrawing  rom  heroin  shows in tense 
anxiety, increased pulse, elevated blood 
pressure, and a hand trem or. Her sym ptom s 
im prove when  she is given  clon idine, 
an  alpha 2-adrenergic receptor agon ist. 
The area(s) o  the brain  m ost likely to be 
involved in  the im provem en t in  th is patien t’s 
sym ptom s is (are) the
(A) right parietal lobe
(B) basal ganglia
(C) locus ceruleus
(D) raphe nuclei
(E) am ygdala
(F) substan tia n igra

19. A very anxious 25-year-old patien t is 
exam ined in  the em ergency room . There is 
no evidence o  physical illness. I  it could be 
m easured, the γ-am inobutyric acid (GABA) 
activity in  the brain  o  th is patien t would 
m ost likely be
(A) increased
(B) decreased
(C) unchanged
(D) higher than  the activity o  seroton in
(E) h igher than  the activity o  dopam ine

20. A 24-year-old m an  sustain s a head in jury 
in  an  autom obile acciden t. His  ather relates 
that p rior to the acciden t, the patien t was 
respect u l, m odest, con trolled, and hard 
working. In  the hospital, the patien t is rude 
to the nurses and aides, loses h is tem per 
with the slightest p rovocation , and re uses 
to wear a hosp ital gown  or anything else. 
These behavioral changes a ter the acciden t 
indicate that the area o  the brain  m ost likely 
to have been  in jured in  th is patien t is the
(A) dorsolateral convexity o  the  ron tal lobe
(B) hypothalam us
(C) orbito ron tal cortex
(D) reticular system
(E) am ygdala
(F) nucleus basalis o  Meynert

21. Analysis o  the blood p lasm a o  a 
45-year-old m ale patien t shows increased 
concen tration  o  hom ovan illic acid (HVA). 
This elevation  is m ost likely to be associated 
with which o  the  ollowing conditions?
(A) Parkinson’s disease
(B) Depression
(C) Bulim ia
(D) Pheochrom ocytom a
(E) Schizophren ia

22. Rem em bering that school closes early 
be ore Thanksgiving Day every year is an  
exam ple o  which  o  the  ollowing types o  
m em ory?
(A) Sem antic
(B) Episodic
(C) Procedural
(D) Working

23. A 55-year-old patien t who is taking 
tiotrop ium  brom ide (Spiriva)  or chron ic 
obstructive pulm onary disease has m em ory 
problem s due to the agen t’s action  on  which  
o  the  ollowing receptors?
(A) Adrenergic
(B) Cholinergic
(C) Dopam inergic
(D) Histam inergic
(E) Serotonergic
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24. A 6-year-old ch ild  shows seizures, 
cogn itive de ects, and autistic behavior. The 
child also shows raised discolored areas on  
her  orehead ( orehead p laques). Which o  
the  ollowing chrom osom es is m ost likely 
to be involved in  the etiology o  th is child’s 
sym ptom s?
(A) 1
(B) 16
(C) 18
(D) 21
(E) X

25. A 72-year-old m an  with  Alzheim er’s 
disease is being treated with  m em an tine. 
What is believed to be the basis o  the 
therapeutic action  o  m em antine on  neurons 
in  the brain?
(A) To inh ibit the action  o  

acetylcholinesterase
(B) To block the in  lux o  calcium
(C) To inh ibit the action  o  acetylcholine
(D) To increase the in  lux o  glu tam ate
(E) To  acilitate the in  lux o  calcium

26. A 30-year-old m an  who has had m any 
negative li e experiences becom es upset 
when  he sees photographs o  h im sel  taken  
during these tim es. The brain  area m ost 
likely to be activated by these photographs is 
the
(A) dorsolateral convexity o  the  ron tal lobe
(B) hypothalam us
(C) orbito ron tal cortex
(D) reticular system
(E) am ygdala
(F) nucleus basalis o  Meynert

27. The brain  pathway m ost closely 
associated with  the display o  negative 
sym ptom s in  schizophren ia is the
(A) m esocortical tract
(B) m esolim bic tract
(C) tuberoin  undibular tract
(D) cerulocortical tract
(E) raphe cortical tract
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Answers and Explanations

Typical Board Question
The answer is A. Dam age to the right parietal lobe can  result in  im paired visual–spatial process-
ing. This can  lead to problem s copying sim ple drawings and neglect o  the le t side as seen  in  
th is patien t.

1. The answer is F. O  the listed brain  areas, depression  is m ost likely to be associated with  
dam age to the le t  ron tal lobe.

2. The answer is D. A 24-hour urine study is m ost likely to reveal elevated levels o  VMA, a 
m etabolite o  norep inephrine. Anxiety, abdom inal cram ps and diarrhea, and skin   lush ing 
are sym ptom s o  pheochrom ocytom a, a norepinephrine-secreting adrenal tum or. This 
p icture is not seen  with  elevated levels o  other neurotransm itter m etabolites.

3. The answer is C. Since the p lacebo response is based in  part on  activation  o  the 
endogenous opioid system , it will be blocked by naloxone, and this patien t’s pain  will be 
unchanged. This experim ent will not necessarily a  ect her response to opioids in  the  uture.

4. The answer is D. Dom inance  or language in  both  right-handed and le t-handed people is 
usually in  the le t hem isphere o  the brain . Percep tion , m usical ability, artistic ability, and 
spatial relations prim arily are  unctions o  the righ t side o  the brain .

5. The answer is D. The corpus callosum  and the h ippocam pal, habenular, and an terior 
com m issures connect the two hem ispheres o  the brain . The basal ganglia, reticular 
system , and am ygdala do not have th is  unction .

6. The answer is D. Sedation, increased appetite, and weight gain are side e  ects o  treatm ent 
with certain  antipsychotic agents. The mechanism  m ost closely associated with these side 
e  ects is blockade o  histam ine receptors since these antipsychotics are not speci ic  or 
dopam ine blockade. Blockade o  dopam ine receptors by these antipsychotic m edications is 
associated with side e  ects such as parkinsonism -like sym ptom s and elevated prolactin  levels.

7. The answer is E. This 3-year-old girl is showing signs o  Rett’s disorder that is linked to the X 
chrom osom e. Rett’s disorder is characterized by loss o  social skills a ter a period o  typical 
 unction ing as well as hand-wringing and breath ing abnorm alities (see also Chapter 15).

8. The answer is F. While acetylcholine (Ach) is the m ajor neurotransm itter im plicated in  
Alzheim er’s disease, abnorm alities in  glu tam ate are seen  in  both  Alzheim er’s disease and 
schizophren ia.

9. The answer is A. Blockade o  seroton in  reuptake by presynaptic neurons is the prim ary 
action  o  the an tidepressan t  luoxetine.

10. The answer is A. Seroton in  is m etabolized to 5-HIAA.

11. The answer is E. The patien t is showing evidence o  the Klüver-Bucy syndrom e, which 
includes hypersexuality and docility and is associated with  dam age to the am ygdala.

12. The answer is D. Sleep–arousal m echan ism s are a  ected by dam age to the reticular 
system .

13. The answer is D. Although neuroim aging cannot be used to diagnose psychiatric disorders, 
brains o  patien ts with  schizophren ia such as th is wom an  are likely to show decreased 
volum e o  lim bic structures such as the h ippocam pus; increased size o  cerebral ven tricles 
due, in  part, to brain  shrinkage; and decreased glucose u tilization  in  the  ron tal cortex.
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14. The answer is B. This 80-year-old  em ale patien t is showing signs o  Parkinson’s disease 
(e.g., a resting trem or, little  acial expression , and problem s in itiating m ovem en t). This 
disorder is associated with  abnorm alities o  the basal ganglia.

15.  The answers is C. 16. The answer is E. This patien t is showing evidence o  Alzheim er’s 
disease. O  the listed brain  areas, the m ajor one im plicated in  Alzheim er’s disease is the 
hippocam pus. Am yloid p laques are seen  on  brain  biopsy o  Alzheim er’s disease patien ts.

17. The answer is D. Assaultive, im pulsive, aggressive behavior like that seen  in  th is 
28-year-old m ale patien t is associated with  decreased levels o  seroton in  in  the 
brain . Levels o  5-HIAA (5-hydroxyindoleacetic acid), the m ajor m etabolite o  
seroton in , have been  shown to be decreased in  the body  lu ids o  violen t, aggressive, 
im pulsive individuals as well as depressed individuals. MHPG (3-m ethoxy-4-
hydroxyphenylglycol), a m etabolite o  norep inephrine, is decreased in  severe 
depression , while hom ovan illic acid (HVA), a m etabolite o  dopam ine, is decreased in  
Parkinson’s disease and depression .

18. The answer is C. The e  ectiveness o  clon idine in  treating withdrawal sym ptom s 
associated with  the use o  opioids and sedatives is believed to be due to its action  on  
alpha 2-adrenergic receptors,  or exam ple, reducing the  iring rate o  noradrenergic 
neurons, m ost o  which  are located in  the locus ceruleus.

19. The answer is B. g-Am inobutyric acid (GABA) is an  inhibitory am ino acid 
neurotransm itter in  the CNS. Thus, the activity o  GABA in  the brain  o  th is anxious 
patien t is likely to be decreased. Decreased seroton in  and increased dopam ine are also 
involved in  anxiety (Table 4.4).

20. The answer is C. Behavioral changes such as decreased im pulse con trol, poor social 
behavior, and lack o  characteristic m odesty indicate that the area o  the brain  m ost 
likely to have been  in jured in  th is patien t is the orbito ron tal cortex. Lesions o  th is 
brain  area result in  disinh ibition , inappropriate behavior, and poor judgm en t. In  
con trast, lesions o  the dorsolateral convexity o  the  ron tal lobe result in  decreased 
executive  unction ing (e.g., m otivation , concen tration , and atten tion). The 
hypothalam us is associated with  hom eostatic m echan ism s and the reticular system  
with  consciousness and sleep. Dam age to the am ygdala results in  decreased, not 
increased, aggression . The nucleus basalis o  Meynert is a site o  Ach  production ; its 
dam age could result in  de icits in  in tellectual  unction ing.

21. The answer is E. Increased body  luid level o  hom ovanillic acid (HVA), a m ajor 
m etabolite o  dopam ine, is seen in  schizophrenia. Decreased HVA is seen  in  Parkinson’s 
disease, depression , and in  m edicated schizophrenic patien ts. Increased vanillylm andelic 
acid (VMA), a m etabolite o  norepinephrine, is seen  in  pheochrom ocytom a. Decreased 
body  luid level o  5-HIAA, a m etabolite o  serotonin , is seen in  depression  and in  bulim ia 
(Table 4.5).

22. The answer is A. Rem em bering that school closes early be ore Thanksgiving Day every 
year is an  exam ple o  sem an tic m em ory. Sem antic m em ory is a type o  declarative 
m em ory that involves rem em bering general knowledge about the world. Episodic 
m em ory involves rem em bering personally experienced even ts, procedural m em ory 
involves rem em bering th ings one does autom atically, and working m em ory involves 
rem em bering recen t in  orm ation .

23. The answer is B. Decreased availability o  acetylcholine by blockade o  m uscarin ic 
acetylcholine receptors (i.e., an ticholinergic activity) in  the CNS is associated with  
m em ory problem s. Blockade o  adrenergic, dopam inergic, h istam inergic, and 
serotonergic receptors are less likely to be associated with  m em ory problem s.

24. The answer is B. Chrom osom e 16 and chrom osom e 9 are both  associated with  
tuberous sclerosis. Seizures, cogn itive de ects, autistic behavior, and  orehead plaques 
in  th is 6-year-old ch ild  are seen  in  th is disorder.
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25. The answer is B. The therapeutic action  o  m em an tine in  Alzheim er’s disease is believed to 
be to decrease the in  lux o  glu tam ate, u ltim ately blocking the in  lux o  calcium , which can  
lead to nerve cell degeneration  and death . In  con trast to a group  o  drugs also used to treat 
Alzheim er’s, that is, the acetylcholinesterase inhibitors, m em antine does not directly a  ect 
acetylcholine.

26. The answer is E. The am ygdala is an  im portan t brain  area  or the evaluation  o  sensory 
stim uli with  em otional sign i icance. Thus, the brain  area m ost likely to be activated by 
these photos is the am ygdala.

27. The answer is A. Dopam ine hypoactivity in  the m esocortical tract is associated with  the 
negative sym ptom s o  schizophren ia (and see Chapter 11). Dopam ine hyperactivity in  the 
m esolim bic tract is associated with  the positive sym ptom s o  schizophren ia. Dopam ine 
acts on  the tuberoin  undibular tract to inhibit the secretion  o  p rolactin   rom  the an terior 
p itu itary. The cerulocortical tract is associated with  the action  o  norepinephrine, while the 
raphe cortical tract is associated with  the action  o  seroton in .
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5
Biological Assessm ent o  
Patien ts with  Psychiatric 
Sym ptom s

I. OVERVIEW

Biological alterations and abnorm alities can  underlie psychiatric sym ptom s and in  luence their 
occurrence. A variety o  laboratory studies are used clin ically to iden ti y such  alterations and 
abnorm alities in  patien ts.

II.  MEASUREMENT OF BIOGENIC AMINES AND PSYCHOTROPIC 
DRUGS

A. Altered levels o  biogen ic am ines and their m etabolites occur in  som e psychiatric conditions 
(see Tables 4.2 and 4.3).

B. Plasm a levels o  som e an tipsychotic and an tidepressan t agen ts are m easured to evaluate 
patient compliance or to determ ine whether therapeutic blood levels o  the agen t have been  
reached.

C. Laboratory tests also are used to monitor patients for complications of pharmacotherapy.
1. Patien ts taking certain  m ood stabilizers,  or exam ple, carbam azepine (Tegretol), or an ti-

psychotics,  or exam ple, clozapine (Clozaril), m ust be observed  or blood abnorm alities 
such  as agranulocytosis (very low, e.g., <2,000, white blood cell coun t or granulocyte coun t 
<1,000).

Typical Board Question
A college-educated 72-year-old  em ale patien t has scored 15 on  the Folstein  Min i–Mental 
State Exam ination . From  this score, the physician  can  conclude that th is patien t p robably

(A) is showing typ ical behavior
(B) cannot calculate sim ple sum s
(C) is cogn itively im paired
(D) should be p laced in  an  assisted living  acility
(E) has lower than  norm al in telligence

(See “Answers and Explanations” at the end of the chapter.)

c h a p t e r
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2. Liver function tests are used in  patien ts being treated with  carbam azepine and valproic 
acid (m ood stabilizers).

3. Thyroid function and kidney function tests should be used in  patien ts who are being treated 
with  the m ood stabilizer lithium. Patien ts taking lith ium  can  develop  hypothyroidism and, 
occasionally, hyperthyroidism .

4. Lith ium  levels should also be m on itored regularly because o  the drug’s narrow therapeu-
tic range (see Chapter 16).

III. EVALUATING ENDOCRINE FUNCTION

A. Dexamethasone suppression test (DST). In  a norm al patien t with  a norm al hypothalam ic–
adrenal–pitu itary axis, dexam ethasone, a syn thetic glucocorticoid, suppresses the secretion  
o  cortisol.
1. In  con trast, approxim ately one-hal  o  the patien ts with  m ajor depressive disorder have a 

positive DST (i.e., th is suppression  is lim ited or absen t).
2. Because positive  indings are not speci ic and nonsuppression  is seen  in  conditions other 

than  m ajor depressive disorder, the DST has lim ited clin ical use u lness.

B. Thyroid  unction  tests are used to screen   or hypothyroidism and hyperthyroidism, which can  
m im ic depression  and anxiety, respectively.
1. Physical sym ptom s o  hypothyroidism  include  atigue, weight gain , edem a, hair loss, and 

cold in tolerance.
2. Physical sym ptom s o  hyperthyroidism  include rap id heartbeat (“palp itations”),  lushing, 

 ever, weight loss, and diarrhea.

C. Patien ts with  depression  m ay have other endocrine irregularities, such as reduced response 
to a challenge with  thyrotropin -releasing horm one, and abnorm alities in  growth horm one, 
m elaton in , and gonadotropin .

D. Psychiatric sym ptom s are associated with  other endocrine disorders, such  as Addison’s dis-
ease (hypocortisolism), Cushing’s disease (hypercortisolism), and enzym e disorders such as 
acute intermittent porphyria.
1. Addison’s disease

a. Physical signs and sym ptom s include hyperpigmentation of the skin, particularly in  skin  
creases, low blood pressure, pain ,  ain ting, hypoglycem ia, diarrhea, and vom iting.

b. Psychiatric sym ptom s include  atigue, depression , psychosis, and con  usion .
2. Cushing’s disease

a. Physical signs and sym ptom s include round “moon” face, bruising, purple striae on  the 
skin , sweating,  acial hair, hypertension ,  at on  the back o  the neck (“bu  alo hum p”), 
and a positive DST.

b. Psychiatric sym ptom s include elevated m ood, psychosis, anxiety, and depression .
3. Acute intermittent porphyria

a. Physical signs and sym ptom s include abdom inal cram ps, diarrhea and vom iting, sei-
zures, cardiac arrhythm ias,  lushing, and purple/red discoloration of the urine due to 
elevated porphobilinogen.

b. Psychiatric sym ptom s include paranoid delusions and hallucinations as well as depres-
sion  and anxiety.

IV. NEUROIMAGING AND ELECTROENCEPHALOGRAM STUDIES

Structural brain  abnorm alities and EEG changes m ay be associated with  speci ic behavioral dis-
orders (Table 5.1).
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V. NEUROPSYCHOLOGICAL TESTS

A. Neuropsychological tests are designed to assess general in telligence, m em ory, reason ing, 
orien tation , perceptuom otor per orm ance, language  unction , atten tion , and concen tra-
tion  in  patien ts with  suspected neurologic problem s, such as dem entia and brain  dam age 
(Table 5.2).

B. In  such patien ts, the Folstein Mini–Mental State Examination (Table 5.3) is designed to  ol-
low the im provem ent or deterioration  in  cogn itive  unction , and the Glasgow Coma Scale 
(Table 5.4) is designed to assess the level o  consciousness by rating patien t responsiveness.

 t a b l e   5.1    Neuroimaging and Electroencephalography in the Biological Evaluation of 
Psychiatric Patients

Specific Test or Measure Uses and Characteristics

Computed tomography (CT) Identifies anatomically based brain changes (e.g., enlarged brain 
ventricles) seen in cognitive disorders, such as Alzheimer’s disease, as 
well as in schizophrenia

Nuclear magnetic resonance imaging 
(NMRI)

Identifies demyelinating disease (e.g., multiple sclerosis)
Shows the biochemical condition of neural tissues without exposing the 

patient to ionizing radiation
Positron emission tomography (PET) or 

functional MRI (fMRI)
Localizes areas of the brain that are physiologically active during specific 

tasks by characterizing and measuring metabolism of glucose in neural 
tissue

Measures specific neurotransmitter receptors
Requires use of a cyclotron

Single photon emission tomography (SPECT) Obtains similar data to PET or fMRI but is more practical for clinical use 
because it uses a standard gamma camera rather than a cyclotron

Electroencephalogram (EEG) Measures electrical activity in the cortex
Is useful in diagnosing epilepsy and in differentiating delirium (often 

abnormal EEG) from dementia (often normal EEG)
Shows, in patients with schizophrenia, decreased alpha waves, increased 

theta and delta waves, and epileptiform activity
Evoked EEG (evoked potentials) Measures electrical activity in the cortex in response to tactile, auditory, or 

visual stimulation
Is used to evaluate vision and hearing loss in infants and brain responses 

in comatose and suspected brain-dead patients

 t a b l e   5.2   Neuropsychological Tests Used in Psychiatry

Test Used to Identify or Evaluate

Halstead-Reitan battery Brain lesion localization and effects
Luria-Nebraska neuropsychological battery Cerebral dominance

Types of brain dysfunction, such as dyslexia
Bender Visual Motor Gestalt Visual and motor ability through the reproduction of designs
Digit symbol substitution Dementia, depression, and age-related cognitive decline
Boston naming Dementia
Wisconsin card sort Executive function
Stroop color–word Directed attention
Folstein Mini–Mental State Examination Delirium and dementia (Table 5.3)
Glasgow Coma Scale Level of consciousness (Table 5.4)
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VI. OTHER TESTS

A. Drug-assisted interview
1. Adm in istration  o  a sedative, such as am obarbital sodium  (“the Am ytal in terview”), prior 

to the clin ical in terview m ay be use u l in  determ in ing whether organ ic pathology is 
responsible  or sym ptom atology in  patien ts who exhibit certain  psychiatric disorders or 
are malingering (see Chapter 14).

2. Sedatives can  relax patients with  conditions such  as dissociative disorders, conversion dis-
order (see Chapter 14), and other disorders involving h igh levels o  anxiety and mute psy-
chotic states (see Chapter 11). This will allow patien ts to express them selves coheren tly 
during the in terview.

B. Sodium lactate administration. In travenous (IV) adm in istration  o  sodium  lactate can  provoke 
panic attacks (see Chapter 13) in susceptible patients and can  thus help  to iden ti y individuals 
with  pan ic disorder. Inhalation  o  carbon  dioxide can  produce the sam e e  ect.

C. Galvanic skin response (a com ponen t o  the “lie detector” test)
1. The electric resistance o  skin  (galvan ic skin  response) varies with  the patien t’s psycho-

logical state.
2. Higher sweat gland activity, seen  with  sympathetic nervous system arousal (e.g., when  

lying), results in  decreased skin  resistance and a positive test. However, innocen t but anx-
ious people m ay also have positive tests ( alse positives) and guilty people who are not 
bothered by telling lies m ay have negative tests ( alse negatives).

 t a b l e   5.3   Folstein Mini–Mental State Examinationa

Skill Evaluated Sample Instructions to the Patient Maximum Scorea

Orientation Tell me where you are and what day it is 10
Language Name the object that I am holding 8
Attention and concentration Subtract 7 from 100 and then continue to subtract 7s 5
Registration Repeat the names of these three objects 3
Recall After 5 min, recall the names of these three objects 3
Construction Copy this design 1

aMaximum total score = 30; total score of 23 or higher suggests competence; total score of 18 or lower suggests incompetence (Applebaum, 2007,  
N Engl J Med, 357) (see Chapter 26).
Adapted from Fadem B. Behavioral Science in Medicine. 2nd ed. Lippincott Williams & Wilkins; 2012:64.

 t a b l e   5.4   Glasgow Coma Scale (GCS)a

Number of Points Best Eye-Opening Response (E) Best Verbal Response (V) Best Motor Response (M)

1 No eye opening No verbal response No motor response
2 Opens eyes in response to 

painful stimulus
Makes incomprehensible 

sounds
Shows extension to painful 

stimulus
3 Opens eyes in response to a 

verbal command
Speaks using inappropriate 

words
Shows flexion to painful 

stimulus
4 Opens eyes spontaneously Makes confused verbal response Withdraws from painful stimulus
5 — Is oriented and can converse Localizes a source of pain
6 — — Obeys commands

aMaximum total score on the GCS = 15; lowest possible score = 3; a GSC score of 13–15 indicates mild, 9–12 indicates moderate, and <9 indicates 
severe neurologic impairment. The reported score is commonly broken down into components (e.g., E2 V1 M3 = GCS 6).
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Review Test

Directions: Each o  the num bered item s or incom plete statem en ts in  th is section  is  ollowed by 
answers or by com pletions o  the statem ent. Select the one lettered answer or com pletion  that 
is best in  each case.

1. A 57-year-old m ale patien t who has had 
a stroke cannot copy a design drawn by the 
exam iner. The test that the exam iner is m ost 
likely to be using to evaluate this patien t is the
(A) Bender Visual Motor Gestalt Test
(B) Luria-Nebraska neuropsychological battery
(C) Halstead-Reitan  battery
(D) dexam ethasone suppression  test (DST)
(E) electroencephalogram  (EEG)

2. A 36-year-old  em ale patien t p resen ts 
to the physician  com plain ing o  extrem e 
 atigue and depression . Physical 
exam ination  reveals a darken ing o  her skin , 
particularly in  the creases o  her hands as 
well as darken ing o  the buccal m ucosa. The 
m ost likely cause o  th is p icture is
(A) hypocortisolism
(B) hypercortisolism
(C) pheochrom ocytom a
(D) hypothyroidism
(E) hyperthyroidism

3. A physician administers sodium lactate 
intravenously to a 28-year-old woman. Using 
this technique, the physician is trying to provoke, 
and thus con rm, the patient’s diagnosis o 
(A) conversion  disorder
(B) delirium
(C) m alingering
(D) pan ic disorder
(E) m ajor depressive disorder

4. To determ ine which brain  area is 
physiologically active when  a 44-year-old 
m ale patien t is translating a paragraph  rom  
Span ish  to English , the m ost appropriate 
diagnostic techn ique is
(A) positron  em ission  tom ography (PET)
(B) com puted tom ography (CT)
(C) am obarbital sodium  (Am ytal) in terview
(D) electroencephalogram  (EEG)
(E) evoked EEG
(F) Glasgow Com a Scale
(G) Folstein  Min i–Mental State Exam ination

5. To determ ine whether a 3-m on th-old 
in  an t is able to hear sounds, the m ost 
appropriate diagnostic techn ique is
(A) PET
(B) CT
(C) am obarbital sodium  in terview
(D) EEG
(E) evoked EEG
(F) Glasgow Com a Scale
(G) Folstein  Min i–Mental State  

Exam ination

6. A 27-year-old  em ale patien t shows  
a sudden  loss o  m otor  unction  below  
the waist that cannot be m edically explained. 
To determ ine whether psychological  
 actors are responsible  or th is sym ptom ,  
the m ost appropriate diagnostic  
techn ique is
(A) PET
(B) CT
(C) am obarbital sodium  in terview
(D) EEG
(E) evoked EEG
(F) Glasgow Com a Scale
(G) Folstein  Min i–Mental State  

Exam ination

7. To iden ti y anatom ical changes in  the 
brain  o  an  80-year-old  em ale patien t with  
Alzheim er’s disease, the m ost appropriate 
diagnostic techn ique is
(A) PET
(B) CT
(C) am obarbital sodium  in terview
(D) electroencephalogram  (EEG)
(E) evoked EEG
(F) Glasgow Com a Scale
(G) Folstein  Min i–Mental State  

Exam ination
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8. To di  eren tiate delirium   rom  dem entia 
in  a 75-year-old m ale patien t, the m ost 
appropriate diagnostic techn ique is
(A) PET
(B) CT
(C) am obarbital sodium  in terview
(D) EEG
(E) evoked EEG
(F) Glasgow Com a Scale
(G) Folstein  Min i–Mental State Exam ination

9. A 40-year-old wom an  reports that 
over the past 6 m onths she has had little 
appetite, sleeps poorly, and has lost in terest 
in  her norm al activities. Physical exam  is 
unrem arkable. Which o  the  ollowing is the 
m ost likely laboratory  nding in  th is wom an?
(A) Positive dexam ethasone suppression  test 

(DST)
(B) Norm al growth horm one regulation
(C) Increased 5-hydroxyindoleacetic acid 

(5-HIAA) levels
(D) Norm al m elaton in  levels
(E) Hyperthyroidism

10. A 50-year-old wom an  without a previous 
psychiatric h istory reports that over the past 
 ew m onths she has begun  to experience 
in tense anxiety and has lost 15 pounds. The 
patien t also com plains o  “f ushing and 
palpitations.” Which o  the  ollowing is the 
m ost likely laboratory  nding in  th is wom an?
(A) Positive DST
(B) Norm al growth horm one regulation
(C) Increased 5-HIAA levels
(D) Norm al m elaton in  levels
(E) Hyperthyroidism

11. A 55-year-old m ale patien t with  no 
h istory o  psychiatric illness is adm itted 
to the hospital com plain ing o  in tense 
abdom inal pain . He states that over the past 
 ew days h is wi e has been  giving h im   ood 
that is poisoned so that she can  kill h im  and 
be with  another m an . The wi e states that 
she loves her husband and would never 
harm  him  or leave h im . When  the patien t’s 
u rine is collected, it appears purplish  red in  
color. Urine testing is m ost likely to reveal an  
elevated level o 
(A) glucose
(B) 5-hydroxyindoleacetic acid (5-HIAA)
(C) porphobilinogen
(D) cortisol
(E) van illylm andelic acid (VMA)

12. Four weeks a ter he begins to take a new 
m edication , a 28-year-old m ale psychiatric 
patien t develops  ever and sore throat. He 
reports  eeling tired, and blood studies reveal 
a white blood cell (WBC) coun t o  less than  
2,000. This patien t is m ost likely to be taking 
which o  the  ollowing agen ts?
(A) Am obarbital sodium
(B) Clozapine
(C) Lith ium
(D) Dexam ethasone
(E) Sodium  lactate
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Answers and Explanations

Typical Board Question
The answer is C. Scores below 18 on  the Folstein  Min i–Mental State Exam ination  indicate sig-
n i ican t cogn itive im pairm en t. This test does not evaluate calcu lating ability or in telligence. 
Although the patien t is im paired, it is not clear what caused the problem  or whether she needs 
to be p laced in  an  assisted living  acility.

1. The answer is A. The Ben der Visual Motor Gestalt Test is used to evaluate visual an d 
m otor ab ility by reproduction  o  design s. The Luria-Nebraska n eu ropsychological 
battery is used  to determ in e cerebral dom in an ce an d  to iden ti y speci ic types o  brain  
dys un ction , wh ile the Halstead-Reitan  battery is used  to detect an d  localize brain  lesion s 
an d determ in e their e  ects. The dexam ethason e suppression  test is used to p red ict 
wh ich  depressed patien ts will respon d well to treatm en t with  an tidepressan t agen ts or 
electrocon vu lsive therapy. The electroen cephalogram  (EEG), wh ich  m easures electrical 
activity in  the cortex, is u se u l in  d iagn osin g ep ilepsy an d  in  d i  eren tiatin g delirium   rom  
dem en tia.

2. The answer is A. This  em ale patien t is showing evidence o  hypocortisolism  or Addison’s 
disease. This condition  is characterized by darken ing o  the skin , particularly in  p laces not 
exposed to the sun  such  as skin  creases and inside the m outh . This darken ing is not seen  
in  hypercortisolism , pheochrom ocytom a, or hyper- or hypothyroidism . Hypercortisolism , 
which also m ay lead to depression  and anxiety, is characterized by weight gain , “m oon-”  
shaped  ace, and skin  striae. Depression , dry hair, and weight gain  characterize 
hypothyroidism , while anxiety,  ever, weight loss, and elevated heart rate characterize 
hyperthyroidism . Patien ts with  pheochrom ocytom a show in tense anxiety and elevated VMA 
in  body  lu ids (see Chapter 4).

3. The answer is D. In travenous adm in istration  o  sodium  lactate can  help  iden ti y individuals 
with  pan ic disorder since it can  provoke a pan ic attack in  such patien ts.

4. The answer is A. Positron  em ission  tom ography (PET) localizes physiologically active 
brain  areas by m easuring glucose m etabolism . Thus, th is test can  be used to determ ine 
which brain  area is being used during a speci ic task (e.g., translating a passage written  in  
Span ish).

5. The answer is E. The auditory evoked EEG can  be used to assess whether th is child can  hear. 
Evoked EEGs m easure electrical activity in  the cortex in  response to sensory stim ulation .

6. The answer is C. The am obarbital sodium  (Am ytal) in terview is used to determ ine 
whether psychological  actors are responsible  or sym ptom s in  th is patien t who shows a 
nonm edically explained loss o  sensory  unction  (conversion  disorder—see Chapter 14).

7. The answer is B. Com puted tom ography (CT) iden ti ies anatom ical brain  changes, such 
as en larged ven tricles. Thus, although not diagnostic, th is test can  be used to iden ti y 
anatom ical changes in  the brain , such as en larged ven tricles in  a patien t with  suspected 
Alzheim er’s disease.

8. The answer is D. Electroencephalogram  (EEG) m easures electrical activity in  the cortex and 
can  be use u l in  di  eren tiating delirium  (abnorm al EEG)  rom  dem entia (usually norm al 
EEG).
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9. The answer is A. Poor appetite, poor sleep, and lack o  in terest in  usual activities 
characterize patien ts who have m ajor depression  (see Chapter 12). In  th is depressed 
wom an , the dexam ethasone suppression  test is likely to be positive. A positive resu lt is 
seen  when  the synthetic glucocorticoid dexam ethasone  ails to suppress the secretion  
o  cortisol as it would in  a patien t with  a norm al m ood. Also, in  depression , there m ay 
be abnorm al growth horm one regulation  and m elaton in  levels, and decreased 5-HIAA. 
Hypothyroidism  m ay be associated with  depression ; hyperthyroidism  is m ore com m only 
associated with  the sym ptom s o  anxiety.

10. The answer is E. This wom an’s sym ptom s (e.g., anxiety,  ever, weight loss, and  lushing) 
indicate that she has hyperthyroidism  (also see the answer to Question  9). People 
com m only describe their perception  o  a rap id heartbeat as “palpitations.”

11. The answer is C. This patien t with  abdom inal pain , the  alse belie  that h is wi e is trying to 
poison  h im  (a delusion , see Table 11.1), and urine with  a purp le-red color is m ost likely to 
have acute in term itten t porphyria, a disorder that is associated with  psychiatric sym ptom s 
such  as delusions. Acute in term itten t porphyria is a m etabolic disorder in  which toxic 
porphyrin s accum ulate in  tissue leading to h igh levels o  porphobilinogen  in  urine which 
colors it purp le-red. Purp le-red urine is not seen  in  the seroton in  syndrom e (h igh 5-HIAA), 
Cushing’s disease (h igh  cortisol), pheochrom ocytom a (high  VMA), or diabetes (h igh  
glucose).

12. The answer is B. Agranulocytosis is seen  particularly in  patien ts taking clozapine, an  
an tipsychotic, or carbam azepine, an  an ticonvulsan t that is used to treat bipolar disorder 
(see Chapter 12). Lith ium , am obarbital sodium , dexam ethasone, and sodium  lactate are 
not speci ically associated with  agranulocytosis.
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6
Psychoanalytic 
Theory and De ense 
Mechan ism s

Typical Board Question
A 28-year-old  em ale patien t is hospitalized a ter m aking a suicide attem pt because her doctor 
did not respond to her o  er to  riend him  on  Facebook. When she is in terviewed, the patien t 
states that all  em ale doctors are good but all m ale doctors are incom peten t. The best explana-
tion   or this statem ent by the patien t is

(A) prejudice
(B) lack o  basic trust
(C) chauvin ism
(D) splitting
(E) bias

(See “Answers and Explanations” at the end of the chapter.)

c h a p t e r

I. OVERVIEW

Psychoanalytic theory is based on  Freud’s concept that behavior is determ ined by  orces derived 
 rom  unconscious m en tal p rocesses. Psychoanalysis and related therapies are psychotherapeu-
tic treatm en ts based on  th is concept (see Chapter 17).

II. FREUD’S THEORIES OF THE MIND

To explain  h is ideas, Freud developed, early in  h is career, the topographic theory o  the m ind 
and, later in  h is career, the structural theory.

A. Topographic theory of the mind. In  the topographic theory, the m ind con tain s three levels: 
The unconscious, preconscious, and conscious.
1. The unconscious mind con tain s repressed thoughts and  eelings that are not available to 

the conscious m ind, and uses prim ary process th inking.
a. Primary process is a type o  th inking associated with  prim itive drives, wish   u l illm en t, 

and pleasure seeking and has no logic or concept o  tim e. Prim ary process th inking is 
seen  in  young children  and psychotic adults.

b. Dreams represen t grati ication  o  unconscious instinctive im pulses and wish  
 u l illm en t.
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2. The preconscious mind con tains m em ories that, while not im m ediately available, can  be 
accessed easily.

3. The conscious mind con tains thoughts that a person  is curren tly aware o . It operates in  
close con junction  with  the preconscious m ind but does not have access to the uncon-
scious m ind. The conscious m ind uses secondary process th inking (logical, m ature, tim e 
orien ted) and can  delay grati ication .

B. Structural theory of the mind. In  the structural theory, the m ind con tain s three parts: the id , 
the ego, and the superego (Table 6.1).

III. DEFENSE MECHANISMS

A. Definition. De ense m echan ism s are unconscious m en tal techn iques used by the ego to keep  
con  licts out o  the conscious m ind, thus decreasing anxiety and m ain tain ing a person’s 
sense o  sa ety, equilibrium , and sel -esteem . They can  be use u l in  help ing people deal with  
di  icult li e situations such  as m edical illness, but, when  used in  excess, can  becom e a bar-
rier to seeking care or adhering to treatm en t recom m endations.

B. Specific defense mechanisms (Table 6.2)
1. Som e de ense m echan ism s are immature (i.e., they are m an i estations o  child-like or dis-

turbed behavior).
2. Mature defense mechanisms (e.g., altru ism , hum or, sublim ation , and suppression), when  

used in  m oderation , directly help  the patien t or others.
3. Repression, pushing unacceptable em otions in to the unconscious, is the basic defense 

mechanism on  which  all others are based.

IV. TRANSFERENCE REACTIONS

A. Definition. Trans erence and coun tertrans erence are unconscious mental attitudes based 
on  im portan t past personal relationships (e.g., with  paren ts). These phenom ena increase 
em otionality and m ay thus alter judgm ent and behavior in  patien ts’ relationships with  their 
doctors (trans erence) and doctors’ relationsh ips with  their patien ts (coun tertrans erence).

 t a b l e   6.1   Freud’s Structural Theory of the Mind

Structural 
Component

Topographic Level 
of Operation

Age at Which It 
Develops Characteristics

Id Unconscious Present at birth Contains instinctive sexual and aggressive drives
Controlled by primary process thinking
Not influenced by external reality

Ego Unconscious, 
preconscious, 
and conscious

Begins to develop 
immediately after 
birth

Controls the expression of the id to adapt to the 
requirements of the external world primarily by the 
use of defense mechanisms

Enables one to sustain satisfying interpersonal 
relationships

Through reality testing (i.e., constantly evaluating what 
is valid and then adapting to that reality), enables one 
to maintain a sense of reality about the body and the 
external world

Superego Unconscious, 
preconscious, 
and conscious

Begins to develop at 
about 6 y of age

Associated with moral values and conscience
Controls the expression of the id

Fadem7e_Chap06.indd   58 1/11/2016   2:37:21 PM



  Chapter 6  Psychoanalytic Theory and Defense Mechanisms 59

 t a b l e   6.2   Commonly Used Defense Mechanisms (Listed Alphabetically)

Defense Mechanism Explanation Example

Acting out Avoiding personally unacceptable 
emotions by behaving in an 
attention-getting, often socially 
inappropriate manner

A depressed 14-year-old girl with no history 
of conduct disorder has sexual encounters 
with multiple partners after her parents’ 
divorce

Altruisma Assisting others to avoid negative 
personal feelings

A man with a poor self-image, who is a social 
worker during the week, donates every 
other weekend to charity work

Denial Not accepting aspects of reality that 
the person finds unbearable

A man who has a problem with alcohol insists 
that he is only a social drinker

Displacement Moving emotions from a personally 
intolerable situation to one that is 
personally tolerable

A surgeon with unacknowledged anger 
toward his sister is abrasive to the female 
residents on his service

Dissociation Mentally separating part of one’s 
consciousness from real-life 
events or mentally distancing 
oneself from others

Although he was not injured, a teenager has 
no memory of a car accident in which he 
was driving and his girlfriend was killed

Humora Expressing personally uncomfortable 
feelings without causing 
emotional discomfort

A man who is concerned about his erectile 
problems makes jokes about Viagra 
(sildenafil citrate)

Idealization Seeing others as more competent or 
powerful than they are

A patient tells the doctor that he is not worried 
because he is sure that the doctor will 
always know what to do

Identification 
(introjection)

Unconsciously patterning one’s 
behavior after that of someone 
more powerful (can be either 
positive or negative)

A man who was terrorized by his gym teacher 
as a child becomes a punitive, critical gym 
teacher (identification with the aggressor)

Intellectualization Using the mind’s higher functions to 
avoid experiencing emotion

A sailor whose boat is about to sink calmly 
explains the technical aspects of the hull 
damage in great detail to the other crew 
members

Isolation of affect Failing to experience the feelings 
associated with a stressful 
life event, although logically 
understanding the significance of 
the event

Without showing any emotion, a woman tells 
her family the results of tests that indicate 
her lung cancer has metastasized

Projection Attributing one’s own personally 
unacceptable feelings to others

Associated with paranoid symptoms 
and prejudice

A man with unconscious homosexual impulses 
begins to believe that a male colleague is 
attracted to him

Rationalization Distorting one’s perception of an 
event so that its negative outcome 
seems reasonable

A man who loses an arm in an accident says 
the loss of his arm was good because it 
kept him from getting in trouble with the 
law

Reaction formation Adopting opposite attitudes to 
avoid personally unacceptable 
emotions, i.e., unconscious 
hypocrisy

A woman who unconsciously is resentful 
of the responsibilities of child rearing 
overspends on expensive gifts and clothing 
for her children

Regression Reverting to behavior patterns like 
those seen in someone of a 
younger age

A woman insists that her husband stay 
overnight in the hospital with her before 
surgery

Splitting Categorizing people or situations into 
categories of either “fabulous” or 
“dreadful” because of intolerance 
of ambiguity

Seen in patients with borderline 
personality disorder

A patient tells the doctor that while all of 
the doctors in the group practice are 
wonderful, all of the nurses and office help 
are unfriendly and curt

(continued)
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B. Transference
1. In  positive transference, the patien t has con  idence in  the doctor. I  in tense, the patien t 

m ay overidealize the doctor or develop  sexual  eelings toward the doctor.
2. In  negative transference, the patien t m ay becom e resen t u l or angry toward the doctor i  

the patien t’s desires and expectations are not realized. This m ay lead to poor adherence 
to m edical advice.

C. In countertransference,  eelings about a patien t who rem inds the doctor o  a close  riend or 
relative can  in ter ere with  the doctor’s m edical judgm en t.

 t a b l e   6.2   Commonly Used Defense Mechanisms (Listed Alphabetically) (continued)

Sublimationa Expressing a personally 
unacceptable feeling (e.g., rage) 
in a socially useful way

A man who got into fights as a teenager 
becomes a professional prize fighter

Suppressiona Deliberately pushing personally 
unacceptable emotions out of 
conscious awareness (the only 
defense mechanism that includes 
some aspect of consciousness)

A medical student taking a review course 
for the United States Medical Licensing 
Examination mentally changes the subject 
when her mind wanders to the exam during 
a lecture

Undoing Believing that one can magically 
reverse past events caused by 
“incorrect” behavior by now 
adopting “correct” behavior, 
e.g., atonement, confession, or 
penance. Seen in obsessive–
compulsive disorder

A woman who stole money from a friend, 
confesses to the theft, returns the money, 
and then feels compelled to offer to drive 
the friend to and from work for a year

a“Mature” defense mechanisms.
Adapted from Fadem B. Behavioral Science in Medicine. 2nd ed. Philadelphia, PA: Lippincott Williams & Wilkins; 2012:83.
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1. When  a 27-year-old patien t who had a 
conten tious relationship with his  ather joins 
a new health  insurance plan , he m ust change 
 rom  his prim ary care physician , a young 
m an , to a new physician , a m iddle-aged m an . 
On his  rst visit to the new doctor, the patien t 
seem s annoyed with everything the doctor 
says and states, “You are an  old m an  with  
old- ashioned ideas; you just wan t to con trol 
m y li e.” This patien t’s behavior is m ost 
closely related to which o  the  ollowing?
(A) Positive trans erence
(B) Negative trans erence
(C) Coun tertrans erence
(D) Dislike o  the doctor
(E) Fear o  the doctor

2. A physician  becom es very angry with  a 
patien t when  the patien t does not take h is 
m edication . The patien t rem inds the doctor 
o  her rebellious son . This physician’s in tense 
reaction  to the patien t’s behavior is m ost 
likely to be a result o 
(A) positive trans erence
(B) negative trans erence
(C) coun tertrans erence
(D) dislike o  the patien t
(E)  ear o  the patien t

3. Which o  the  ollowing structures o  the 
m ind work at least partly on  an  unconscious 
level?
(A) The id  on ly
(B) The id  and the ego on ly
(C) The id , ego, and superego
(D) The ego and superego on ly
(E) Not the id , ego, or superego

4. Which o  the  ollowing structures o  the 
m ind is (are) at least partly developed in  a 
typical 4-year-old child?
(A) The id  on ly
(B) The id  and the ego on ly
(C) The id , ego, and superego
(D) The ego and superego on ly
(E) Not the id , ego, or superego

5. A prim ary care physician  notices that 
m any o  her patien ts use statem ents like “I 
can’t stop  sm oking because I’ll gain  weight” 
or “when  I’m  sick, I on ly wan t to eat junk 
 ood.” Statem en ts like these
(A) produce con  lict in  the conscious m ind
(B) are conscious m en tal techn iques
(C) increase anxiety
(D) are exam ples o  the use o  de ense 

m echan ism s
(E) decrease a patien t’s sense o  sel -esteem

6. O  the  ollowing de ense m echan ism s, 
which is considered the m ost m ature?
(A) Den ial
(B) Sublim ation
(C) Dissociation
(D) Regression
(E) In tellectualization

7. When  having a m an ic ep isode, a 53-year-
old patien t with  bipolar disorder shows 
prim ary process th inking. This type o  
th inking
(A) is logical
(B) is closely attuned to tim e
(C) is associated with  reality
(D) is accessible to the conscious m ind
(E) is associated with  p leasure seeking

8. About 1 week a ter her  nal exam ination  
 or a biochem istry course, a m edical 
studen t’s knowledge o  the details o  the 
Krebs cycle is m ost likely to reside in  her
(A) unconscious m ind
(B) preconscious m ind
(C) conscious m ind
(D) superego
(E) ego

Review Test

Directions: Each o  the num bered item s or incom plete statem en ts in  th is section  is  ollowed by 
answers or by com pletions o  the statem ent. Select the one lettered answer or com pletion  that 
is best in  each case.

 61
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9. A 15-year-old steals  rom   am ily m em bers 
and  riends. When  no one is watch ing, he 
also tortures the  am ily cat. Which aspect o  
the m ind is de cien t in  th is teenager?
(A) The unconscious m ind
(B) The preconscious m ind
(C) The conscious m ind
(D) The superego
(E) The ego

Questions 10–20

For the in dividual in  each  o  the n um bered 
question s, choose the de en se m echan ism  
that he or she is m ost likely to be usin g. 
An swers can  be used m ore than  on ce.
(A) Regression
(B) Undoing
(C) Den ial
(D) Rationalization
(E) Projection
(F) Dissociation
(G) Reaction   orm ation
(H) In tellectualization
(I) Sublim ation
(J ) Displacem ent
(K) Suppression
(L) Splitting

10. A 28-year-old m edical residen t is 
assigned to tell a patien t that her illness is 
term inal. Prior to seeing the patien t, the 
residen t conducts extensive library research  
on  the details and statistics o  length  o  
survival o  people with  th is illness. When  he 
speaks to the patien t, he cites the journal 
articles that he has read, including a detailed 
explanation  o  the theories o  the etiology 
o  her condition . Later that day, the residen t 
tells the attending physician  that the patien t 
did not seem  to understand what he told her.

11. A 40-year-old m an  who is angry at h is ill 
wi e, but does not consciously acknowledge 
that anger, shouts at h is ch ildren  as soon  as 
he returns hom e  rom  work.

12. A 26-year-old m edical studen t who has 
unconscious angry, violen t  eelings chooses 
to do a surgery residency.

13. A 32-year-old m an  who is unconsciously 
attracted to h is wi e’s sister becom es 
extrem ely jealous whenever h is wi e speaks 
to another m an .

14. A 45-year-old m an  who is unconsciously 
a raid o  f ying repeatedly states h is love o  
airplanes.

15. A 52-year-old man receives a letter 
 rom his physician in  orming him  that his 
level o  prostate-speci c antigen (PSA) was 
abnormally high during his last visit. When  
the man appears at his physician’s o  ce  or a 
 ollow-up visit, he com plains about a headache 
but does not m ention or seem  to remember 
receiving the letter about his PSA test.

16. A 34-year-old wom an  relates that she 
wakes up  u lly dressed at least twice a week 
but then  is tired all day. She also notes that 
she  requen tly receives phone calls  rom  
m en  who say they m et her in  a bar but whom  
she does not rem em ber m eeting.

17. A 35-year-old lawyer scheduled  or 
surgery the next day insists that her m other 
stay overn ight in  the hospital with  her.

18. A wom an , whose paren ts and teachers 
com plained about how m essy she was as a 
child, grows up to becom e a  am ous abstract 
pain ter. Her techn ique involves throwing 
pain t and sm all objects at large canvases and 
then  using her  ngers to m ix the colors and 
textures.

19.  A m an  who has just received word that 
h is ch ild  has been  in  an  acciden t and has 
been  taken  to the hospital calm ly arranges 
 or his work to be done by a colleague be ore 
he rushes to the hospital.

20. A 30-year-old wom an  who was abused 
by her  ather throughout her childhood 
m anages her hostility toward h im  by baking 
cookies  or h im .

21. A patien t who has been  diagnosed with  
obsessive–com pulsive disorder tells the 
doctor that he has to coun t all the lights in  
the ceiling be ore he can  sit down to study. 
I  he does not coun t the lights, he becom es 
anxious and is unable to study.
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1. The answer is B. The patien t who becom es very angry at h is new doctor is showing a 
negative trans erence reaction . This em otional dem onstration  is likely to be a result o  
re-experiencing negative  eelings about h is relationsh ip  with  h is m iddle-aged  ather in  h is 
relationsh ip  with the m iddle-aged m ale doctor. In  negative trans erence, patien ts becom e 
resen t u l or angry toward the doctor i  their desires and expectations are not realized. This 
m ay lead to noncom pliance with  m edical advice. In  positive trans erence, patien ts have 
a h igh level o  con  idence in  the doctor. Patien ts m ay also overidealize or develop sexual 
 eelings toward the doctor. This patien t’s reaction  to the new doctor is less likely to be 
related to dislike or  ear o  the doctor.

2. The answer is C. The doctor who becom es very angry at her patien t  or not taking h is 
m edication  is showing a coun tertrans erence reaction . This excessive show o  em otion  is 
a result o  re-experiencing  eelings about her son’s behavior in  her relationship  with  the 
noncom plian t patien t. It is im portan t  or the doctor to iden ti y th is reaction  because it can  
in ter ere with  her m edical judgm ent (see also answer to Question  1). This doctor’s reaction  
to the patien t is less likely to be related to dislike or  ear o  the patien t.

3. The answer is C. In  Freud’s structural theory, the m ind is divided in to the id, ego, and 
superego. The id  operates com pletely on  an  unconscious level, while the ego and superego 
operate partly on  an  unconscious and partly on  preconscious and conscious levels.

4. The answer is B. The id  is p resen t at birth , the ego begins to develop  im m ediately a ter 
birth , and the superego begins to develop at about age 6 years.

5. The answer is D. Statem ents such as “I can’t stop  sm oking because I’ll gain  weight” or 
“when  I’m  sick, I on ly wan t to eat junk  ood” are exam ples o  the de ense m echan ism s 
o  rationalization  and regression , respectively. In  rationalization , a person  distorts her 
perception  o  an  even t so that its negative outcom e seem s reasonable,  or exam ple, because 
she  eels unable to stop  sm oking, th is patien t claim s (and so she reasonably  eels) that 
gain ing weight is worse than  sm oking, a li e-threaten ing habit. In  regression , ill patien ts 
revert to behavior patterns like those seen  in  som eone o  a younger age (e.g., eating junk 
 ood, crying). De ense m echan ism s such  as these are unconscious m ental techn iques that 
decrease anxiety and help  people to m ain tain  a sense o  equilibrium  and sel -esteem .

6. The answer is B. Sublim ation , expressing an  unacceptable em otion  in  a socially acceptable 
way, is classi ied as a m ature de ense m echan ism . Den ial, dissociation , regression , and 
in tellectualization  are all classi ied as less m ature de ense m echan ism s.

7. The answer is E. Prim ary process th inking is associated with  p leasure seeking, disregards 
logic and reality, has no concept o  tim e, and is not accessible to the conscious m ind. 
Secondary process th inking is logical and is associated with  reality.

Answers and Explanations

Typical Board Question
The answer is D. Dividing people or situations in to categories o  good and bad characterizes the 
de ense m echan ism  o  sp litting. Splitting is com m only seen  in  people with  borderline personal-
ity disorder. This disorder also is characterized by im pulsive behavior such as m aking a suicide 
attem pt  or a trivial reason  (see Chapter 14) like that dem onstrated in  th is exam ple. Prejudice, 
chauvin ism , and bias are m ore likely to be related to cultural  actors than  to the unconscious 
use o  a de ense m echan ism .
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8. The answer is B. Mem ory o  the details o  the Krebs cycle, while no longer in  the 
 ore ron t o  the m edical studen t’s m ind, can  be recalled relatively easily 1 week a ter the 
exam ination . This m em ory there ore resides in  the preconscious m ind. The unconscious 
m ind con tains repressed thoughts and  eelings, which are not available to the conscious 
m ind. The conscious m ind con tains thoughts that a person  is curren tly aware o . The 
id  con tains instinctive sexual and aggressive drives and is not in  luenced by external 
reality. The ego also con trols the expression  o  the id , sustain s satis ying in terpersonal 
relationships, and, through reality testing, m ain tains a sense o  reality about the body and 
the external world (see also answer to Question  9).

9. The answer is D. The superego is associated with  m oral values and conscience, and 
con trols im pulses o  the id. This teenager who steals  rom   am ily m em bers and  riends and 
tortures the  am ily cat is showing de iciencies in  h is superego. Children  and adolescen ts 
under age 18 years, who have poor superego developm en t, m ay be diagnosed with  
conduct disorder (see Chapter 15).

10. The answer is H. The residen t’s behavior in  dealing with  th is patien t re lects h is use o  the 
de ense m echan ism  o  in tellectualization . The residen t has used his techn ical knowledge 
to avoid experiencing the em otion  associated with  telling the patien t that she is dying.

11. The answer is J . In  displacem en t, the m an’s personally unacceptable angry  eelings toward 
h is wi e are taken  out on  his children .

12. The answer is I. In  sublim ation , the surgeon  reroutes h is unconscious, unacceptable wish  
 or com m itting a violen t act to a socially acceptable route (cu tting people during surgery).

13. The answer is E. Using projection , the husband attributes h is own  unconscious, 
unacceptable sexual  eelings toward another wom an  to h is wi e.

14. The answer is G. In  reaction   orm ation , the m an  den ies h is unconscious  ear o   lying and 
em braces the opposite idea by stating that he loves airp lanes.

15. The answer is C. Using den ial, th is patien t has seem ingly  orgotten  an  aspect o  external 
reality, that is, the letter about h is problem atic PSA test.

16. The answer is F. This patien t who relates that she wakes up  u lly dressed at least twice 
a week and receives phone calls  rom  m en  whom  she does not rem em ber m eeting is 
exhibiting dissociative iden tity disorder (m ultip le personality disorder). Dissociation , 
separating part o  one’s consciousness  rom  real li e even ts, is the de ense m echan ism  
used by individuals with  th is disorder. It is likely that th is patien t m et the m en  who have 
her phone num ber but does not rem em ber m eeting them  because at that tim e she was 
showing another personality (see also Chapter 14).

17. The answer is A. Regression , going back to a less m ature way o  behaving, is the de ense 
m echan ism  used by th is wom an  scheduled  or surgery the next day who insists that her 
m other stay overn ight in  the hospital with  her.

18. The answer is I. The use u l em ploym ent in  her abstract art o  th is wom an’s “m essy” 
tendencies is an  exam ple o  the de ense m echan ism  o  sublim ation .

19. The answer is K. This m an  is using the partly conscious de ense m echan ism  o  suppression  
during the tim e that he is arranging  or h is work to be done by som eone else be ore going 
to the hospital.

20. The answer is G. This wom an  who bakes cookies  or her abusive  ather is m anaging her 
hostility toward him  by using the de ense m echan ism  o  reaction   orm ation . In  th is de ense 
m echan ism , a person  adopts behavior that is opposite to the way she really  eels, that is, 
th is wom an   eels in tense anger toward her  ather but shows caring behavior toward h im .

21. The answer is B. This patien t with  obsessive–com pulsive disorder is using the de ense 
m echan ism  o  undoing. Coun ting the lights rem oves or “undoes” the studen t’s anxiety, 
which is likely to be related to h is school per orm ance.

Fadem7e_Chap06.indd   64 1/11/2016   2:37:21 PM



65

7 Learn ing Theory

I. OVERVIEW

A. Learn ing is the acquisition  o  new behavior patterns.

B. Methods o  learn ing include sim ple  orm s, such  as habituation and sensitization, and m ore 
com plex types, including classical conditioning and operant conditioning.

C. Learn ing m ethods are the basis o  behavioral treatment techniques, such  as system atic desen-
sitization , aversive condition ing,  looding, bio eedback, token  econom y, and cogn itive ther-
apy (see Chapter 17).

II. HABITUATION AND SENSITIZATION

A. In  habituation (also called desensitization), repeated stim ulation  results in  a decreased 
response (e.g., a child who receives weekly allergy in jections cries less and less with  each 
in jection).

B. In  sensitization, repeated stim ulation  results in  an  increased response (e.g., a child who is 
a raid o  sp iders  eels m ore anxiety each tim e he encoun ters a sp ider).

Typical Board Question
Although he is scolded by h is  ather  or watch ing television  when  he should be doing his 
hom ework, a 9-year-old boy increases h is television  watching. The  ather then  decides to 
ignore the boy’s television-watch ing behavior. With in  a week, the boy has stopped watch-
ing television  when  he should be doing hom ework. The  ather’s in terven tion , which led to 
im provem ent in  the boy’s “doing his hom ework” behavior, can  best be described as

(A) positive rein  orcem ent
(B) pun ishm en t
(C) m odeling
(D) shaping
(E) extinction

(See “Answers and Explanations” at the end of the chapter.)

c h a p t e r
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III. CLASSICAL CONDITIONING

A. Principles. In  classical condition ing, a natural or reflexive response (behavior) is elicited by a 
learned stimulus (a cue  rom  an  in ternal or external event). This type o  learn ing is called asso-
ciative learning.
1. The hippocampus is particularly im portan t in  associative learn ing.
2. The cerebellum participates in  classical condition ing, speci ically in  associations involv-

ing m otor skills.

B. Elements o  classical condition ing
1. An  unconditioned stimulus is som ething that autom atically, without having to be learned, 

p roduces a response (e.g., the odor o   ood).
2. An  unconditioned response is a natural, re lexive behavior that does not have to be learned 

(e.g., salivation  in  response to the odor o   ood).
3. A conditioned stimulus is som ething that p roduces a response  ollowing learn ing (e.g., the 

sound o  the lunch  bell).
4. A conditioned response is a behavior that is learned by an association m ade between a condi-

tioned stim ulus and an unconditioned stimulus (e.g., salivation in  response to the lunch bell).

C. Response acquisition, extinction, and stimulus generalization
1. In acquisition, the conditioned response (e.g., salivation in response to the lunch bell) is learned.
2. In  extinction, the conditioned response decreases i  the conditioned stim ulus (e.g., the 

sound o  the lunch bell) is never again  paired with  the unconditioned stim ulus (e.g., the 
odor o   ood).

3. In  stimulus generalization, a new stim ulus (e.g., a church  bell) that resem bles a condi-
tioned stim ulus (e.g., the lunch  bell) causes a conditioned response (e.g., salivation).

D. Aversive conditioning. An  unwanted behavior (e.g., setting  ires) is paired with  a pain  u l 
or aversive stim ulus (e.g., a pain  u l electric shock). An  association  is created between  the 
unwan ted behavior ( ire-setting) and the aversive stim ulus (pain ) and the  ire-setting ceases.

E. Learned helplessness
1. An  an im al receives a series o  pain  u l electric shocks  rom  which it is unable to escape.
2. By classical condition ing, the an im al learns that there is an  association  between  an  aver-

sive stim ulus (e.g., pain  u l electric shock) and the inability to escape.
3. Subsequen tly, the an im al m akes no attem pt to escape when  shocked or when   aced with  

any new aversive stim ulus; instead, the an im al becom es hopeless and apathetic.
4. Learned helplessness in  an im als m ay be a m odel system   or depression (o ten  character-

ized by hopelessness and apathy) in  hum ans.
5. Antidepressan t treatm ent increases escape attem pts in  an im al m odels.

F. Imprinting is the tendency o  organ ism s to m ake an  association  with  and then   ollow the  irst 
th ing they see a ter birth  or hatch ing (in  birds).

IV. OPERANT CONDITIONING

A. Principles
1. Behavior is determ ined by its consequences  or the individual. The consequence (rein -

 orcem ent or pun ishm ent) occurs im m ediately  ollowing a behavior.
2. In  operan t condition ing, a behavior that is not part of the individual’s natural repertoire can  

be learned th rough rein  orcem ent.

B. Features
1. The likelihood that a behavior will occur is increased by positive or negative reinforcement 

and decreased by punishment or extinction (Table 7.1).
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a. Types o  rein  orcem ent include:
(1) Positive reinforcement (reward) is the in troduction  o  a positive stim ulus that results 

in  an  increase in  the rate o  behavior.
(2) Negative reinforcement (escape) is the rem oval o  an  aversive stim ulus that also 

results in  an  increase in  the rate o  behavior.
b. Punishment is the in troduction  o  an  aversive stim ulus aim ed at reducing the rate o  an  

unwan ted behavior.
2. Extinction in  operan t condition ing is the gradual disappearance o  a learned behavior 

when  rein  orcem en t (reward) is withheld.
a. The pattern , or schedule, of reinforcement a  ects how quickly a behavior is learned and 

how quickly a behavior becom es extinct when  it is not rewarded (Table 7.2).

 t a b l e   7.1   Features of Operant Conditioning

Example: A mother would like her 8-year-old son to stop hitting his 6-year-old brother. She can achieve this goal by using 
one of the following features of operant conditioning.

Feature Effect on Behavior Example Comments

Positive rein -
forcement

Behavior is 
increased by 
reward

Child increases his kind 
behavior toward his 
younger brother to get 
praise from his mother

Reward or reinforcement (praise) increases 
desired behavior (kindness toward brother)

A reward can be praise or attention as well as a 
tangible reward like money

Negative rein -
forcement

Behavior is 
increased by 
avoidance or 
escape

Child increases his kind 
behavior toward his 
younger brother to avoid 
being scolded

Active avoidance of an aversive stimulus 
(being scolded) increases desired behavior 
(kindness toward brother)

Punishment Behavior is 
decreased by an 
aversive stimulus

Child decreases his hitting 
behavior after his 
mother scolds him

Delivery of scolding decreases unwanted 
behavior (hitting brother) rapidly but not 
permanently

Extinction Behavior is 
eliminated by 
nonreinforcement

Child stops his hitting 
behavior when the 
behavior is ignored

Extinction is more effective than punishment for 
long�term reduction in unwanted behavior

There may be an initial increase in hitting 
behavior before it disappears

 t a b l e   7.2   Schedules of Reinforcement

Schedule Reinforcement Example Effect on Behavior

Continuous Presented after every 
response

A teenager receives a candy bar each 
time she puts a dollar into a vending 
machine. One time she puts a dollar 
in and nothing comes out. She never 
buys candy from the machine again

Behavior (putting in a dollar to receive 
candy) is rapidly learned but disappears 
rapidly (has little resistance to extinc�
tion) when not reinforced (no candy 
comes out)

Fixed ratio Presented after a 
designated number 
of responses

A man is paid $10 for every five hats he 
makes. He makes as many hats as he 
can during his shift

Fast response rate (many hats are made 
quickly)

Fixed 
interval

Presented after a 
designated amount 
of time

A student has an anatomy quiz every 
Friday. He studies for 10 min on 
Wednesday nights, and for 2 h on 
Thursday nights

When graphed, the response rate forms 
a scalloped curve

The response rate (studying) increases 
toward the end of each interval (1 wk)

Variable 
ratio

Presented after a 
random and unpre�
dictable number of 
responses

After a slot machine pays off $5 for a 
single quarter, a woman plays $50 
in quarters despite the fact that she 
receives no further payoffs

The behavior (playing the slot machine) 
continues (is highly resistant to 
extinction) despite the fact that it is only 
reinforced (winning money) after a large 
but variable number of responses

Variable 
interval

Presented after a ran�
dom and unpredict�
able amount of time

After 5 min of fishing in a lake, a man 
catches a large fish. He then spends 
4 h waiting for another bite

The behavior (fishing) continues (is highly 
resistant to extinction) despite the 
fact that it is only reinforced (a fish is 
caught) after varying time intervals
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b. Resistance to extinction is the  orce that preven ts the behavior  rom  disappearing when  
a reward is withheld.

C. Shaping and modeling
1. Shaping involves rewarding closer and closer approxim ations o  the wan ted behavior 

un til the correct behavior is achieved (e.g., a ch ild  learn ing to write is p raised when  she 
m akes a letter, even  though it is not  orm ed per ectly).

2. Modeling is a type o  observational learn ing (e.g., an  individual behaves in  a m anner sim i-
lar to that o  som eone she adm ires).
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Review Test

Directions: Each o  the num bered item s or incom plete statem en ts in  th is section  is  ollowed by 
answers or by com pletions o  the statem ent. Select the one lettered answer or com pletion  that 
is best in  each case.

1. A grade school p rincipal has 1 week to try 
out a new f re-alarm  system   or the school. 
He decides to test the system  three tim es 
during the week. The f rst tim e the alarm  is 
sounded, all o  the studen ts leave the school 
with in  5 m inutes. The second tim e, it takes 
the studen ts 15 m inutes to leave the school. 
The th ird tim e the alarm  is sounded, the 
studen ts ignore it. The studen ts’ response to 
the f re alarm  the th ird tim e it is sounded is 
m ost likely to have been  learned by
(A) sensitization
(B) habituation
(C) classical condition ing
(D)  ixed ratio rein  orcem en t
(E) con tinuous rein  orcem ent
(F) variable ratio rein  orcem ent
(G) pun ishm en t

2. Whenever a 46-year-old m an  visits h is 
physician , h is blood pressure is elevated. 
When  the patien t takes h is own blood 
pressure at hom e, it is usually norm al. The 
doctor says that while other tests need to 
be done, the patien t is probably showing 
“white-coat hypertension .” For th is scenario, 
the patien t’s blood pressure in  the doctor’s 
o f ce represen ts
(A) the unconditioned stim ulus
(B) the unconditioned response
(C) the conditioned stim ulus
(D) the conditioned response

Questions 3–5

For the past year, p izza has been  sold  rom  a 
white van  outside a h igh school. The teenage 
studen ts com plain  that they are o ten  em bar-
rassed because their stom achs begin  to growl 
whenever they see any white vehicle, even  on  
weekends. The principal then  bans the van  
 rom  selling p izza near the school and the 
studen ts’ stom achs stop  growling at the sight 
o  white vehicles.

3. For th is scenario, which elem ent 
represen ts the unconditioned response?
(A) Stom ach growling in  response to the 

white van
(B) Stom ach growling in  response to p izza
(C) The white van
(D) Pairing the white van  with  getting p izza
(E) Pizza

4. For th is scenario, which elem ent 
represen ts the unconditioned stim ulus?
(A) Stom ach growling in  response to the 

white van
(B) Stom ach growling in  response to p izza
(C) The white van
(D) Pairing the white van  with  getting p izza
(E) Pizza

5. For th is scenario, which elem ent 
represen ts the conditioned stim ulus?
(A) Stom ach growling in  response to the 

white van
(B) Stom ach growling in  response to p izza
(C) The white van
(D) Pairing the white van  with  getting p izza
(E) Pizza

6. In  the past, a ch ild  has on  occasion  
received m oney  or clean ing his room . 
Despite the  act that he has not received 
m oney  or clean ing h is room   or the past 
m onth , the child’s room -clean ing behavior 
continues (is resistan t to extinction ). This 
child’s room -clean ing behavior was probably 
learned using which o  the  ollowing 
m ethods?
(A) Con tinuous rein  orcem en t
(B) Fixed ratio rein  orcem ent
(C) Fixed in terval rein  orcem en t
(D) Variable ratio rein  orcem ent
(E) Pun ishm ent
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7. A 10-year-old child who likes and looks 
up to her physician  states that she wan ts to 
becom e a doctor when  she grows up. This 
behavior by the child is an  exam ple o 
(A) stim ulus generalization
(B) m odeling
(C) shaping
(D) im prin ting
(E) learned helplessness

8. A 4-year-old ch ild  who has received 
beatings in  the past,  rom  which he could 
not escape, appears unresponsive and no 
longer tries to escape new beatings. This 
behavior by the child is an  exam ple o 
(A) stim ulus generalization
(B) m odeling
(C) shaping
(D) im prin ting
(E) learned helplessness

9. A 2-year-old ch ild  is a raid  o  nurses in  
white un i orm s. When  h is grandm other 
com es to visit h im  wearing a white jacket, he 
begins to cry. This behavior by the child  is an  
exam ple o 
(A) stim ulus generalization
(B) m odeling
(C) shaping
(D) im prin ting
(E) learned helplessness

10. A  ather scolds h is ch ild  when  she h its 
the dog. The child stops h itting the dog. This 
change in  the child’s behavior is m ost likely 
to be a result o 
(A) pun ishm en t
(B) negative rein  orcem en t
(C) positive rein  orcem ent
(D) shaping
(E) classical condition ing
(F) extinction
(G) sensitization
(H) habituation

11. Although a  ather spanks h is child  when  
she h its the dog, the child con tinues to h it 
the dog. This child’s h itting behavior is m ost 
likely to be a result o 
(A) pun ishm en t
(B) negative rein  orcem en t
(C) positive rein  orcem ent
(D) shaping
(E) classical condition ing
(F) extinction
(G) sensitization
(H) habituation

12. A patien t with  diabetes increases her 
tim e spen t exercising in  order to reduce 
the num ber o  in sulin  in jections she m ust 
receive. The increased exercising behavior is 
m ost likely to be a result o 
(A) pun ishm en t
(B) negative rein  orcem en t
(C) positive rein  orcem ent
(D) shaping
(E) classical condition ing
(F) extinction
(G) sensitization
(H) habituation

13.  A 44-year-old wom an  has undergone 
three sessions o  chem otherapy in  a hosp ital. 
Each session  has resulted in  nausea. Be ore 
the  ourth  session , the patien t becom es 
nauseated when  she en ters the hospital 
lobby. This patien t’s reaction  is a result o  the 
type o  learn ing best described as
(A) pun ishm en t
(B) negative rein  orcem en t
(C) positive rein  orcem ent
(D) shaping
(E) classical condition ing
(F) extinction
(G) sensitization
(H) habituation
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14. A 43-year-old wom an  is having di f culty 
 alling asleep. Her physician  advises her to 
listen  to a 30-m inute tape o  ocean  sounds 
and then  go through a series o  relaxation  
exercises every n ight prior to going to sleep. 
Two weeks later, the patien t reports that 
she  alls asleep  as soon  as she hears the 
sounds on  the tape, even  without doing the 
relaxation  exercises. Falling asleep  when  
she hears the tape is m ost likely to be due to 
which o  the  ollowing?
(A) Pun ishm ent
(B) Negative rein  orcem ent
(C) Positive rein  orcem ent
(D) Shaping
(E) Classical condition ing
(F) Extinction
(G) Sensitization
(H) Habituation

Questions 15 and 16

A m other p icks up her 3-m onth-old baby 
each  tim e he cries. The child cries on  m ore 
and m ore occasions each  day and the m other 
p icks h im  up  m ore  requen tly.

15. This child  has learned to get p icked up 
m ain ly by the process o 
(A) pun ishm en t
(B) negative rein  orcem en t
(C) positive rein  orcem ent
(D) shaping
(E) classical condition ing
(F) extinction
(G) sensitization
(H) habituation

16. The m other has learned to pick up the 
child m ore  requently m ainly by the process o 
(A) pun ishm en t
(B) negative rein  orcem en t
(C) positive rein  orcem ent
(D) shaping
(E) classical condition ing
(F) extinction
(G) sensitization
(H) habituation

Questions 17–20

A child com es to the clin ical laboratory to 
have a blood sam ple drawn  or the  irst tim e 
and has a pain  u l experience. The next tim e 
the child returns  or th is procedure, she 
begins to cry when  she sm ells the odor o  
an tisep tic in  the clin ic hallway. For each  clin i-
cal scenario, select the de in ition  that best 
describes it.

17. The pain  u l blood withdrawal procedure 
at the child’s in itial visit can  be called the
(A) unconditioned stim ulus
(B) unconditioned response
(C) conditioned stim ulus
(D) conditioned response

18. The an tisep tic odor that leads to crying 
on  the child’s return  visit to the laboratory 
can  be called the
(A) unconditioned stim ulus
(B) unconditioned response
(C) conditioned stim ulus
(D) conditioned response

19. The child’s crying upon  the sm ell o  
an tisep tic can  be called the
(A) unconditioned stim ulus
(B) unconditioned response
(C) conditioned stim ulus
(D) conditioned response

20. The child’s crying when  the blood 
sam ple is drawn can  be called the
(A) unconditioned stim ulus
(B) unconditioned response
(C) conditioned stim ulus
(D) conditioned response
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1. The answer is B. The studen ts’ response to the  ire alarm  is m ost likely to have been  
learned by habituation , that is, desensitization . In  th is  orm  o  learn ing, con tinued 
exposure to a stim ulus (the  ire alarm , in  th is exam ple) results in  a decreased response 
to the stim ulus. Thus, while the studen ts respond quickly to the  ire alarm  at  irst, with  
repeated soundings o  the alarm , they ultim ately  ail to respond to it. I  sensitization  
had occurred, the studen ts would have responded m ore qu ickly with  each exposure to 
the alarm . In  classical condition ing, a natural response is elicited by a learned stim ulus. 
In  operan t condition ing, rein  orcem ent is a consequence o  a behavior that alters the 
likelihood that the behavior will occur again . Pun ishm en t is the in troduction  o  an  
aversive stim ulus that reduces the rate o  an  unwan ted behavior, while extinction  is the 
disappearance o  a learned behavior when  rein  orcem en t is withheld.

2. The answer is D. The patien t’s elevated blood pressure in  the doctor’s o  ice is the 
conditioned (learned) response. This response results  rom  an  association  that has been  
m ade by classical condition ing between  the doctor and/ or h is white coat (conditioned 
stim ulus) and som eth ing negative in  the patien t’s past (unconditioned stim ulus), a 
reaction  com m only called “white-coat hypertension .” The cue that th is response is learned 
is that the patien t’s blood pressure is relatively norm al when  taken  at hom e.

3. The answer is B. 4. The answer is E. 5. The answer is C. The unconditioned stim ulus (p izza) 
produces the unconditioned response (stom ach growling in  response to p izza). The 
unconditioned response is re lexive and autom atic and does not have to be learned. The 
unconditioned stim ulus (p izza) is the on ly elem ent here that by itsel  will elicit a natural 
GI re lex (stom ach growling). The white van  is an  exam ple o  the conditioned stim ulus. 
In  th is scenario, the conditioned or learned stim ulus causes the sam e response as the 
unconditioned or un learned stim ulus on ly a ter it is paired with  p izza (stom ach growling 
in  response to p izza).

6. The answer is D. This child  has received m oney on  unpredictable occasions  or clean ing 
his room . Behavior learned in  th is way (i.e., by variable ratio rein  orcem ent) is very 
resistan t to extinction  and con tinues even  when  it is not rewarded. Behavior learned by 
 ixed schedules o  rein  orcem en t (ratio or in terval) is less resistan t to extinction . Behavior 
learned by con tinuous rein  orcem ent is least resistan t to extinction . Pun ishm en t is 
aversive and is aim ed at suppressing an  undesirable behavior.

7. The answer is B. This behavior is an  exam ple o  m odeling; the child wan ts to becom e 
like the doctor she adm ires. In  stim ulus generalization , a new stim ulus that resem bles a 
conditioned stim ulus causes a conditioned response. Shaping involves rewarding closer 
and closer approxim ations o  the wan ted behavior un til the correct behavior is achieved. 
Im prin ting is the tendency o  organ ism s to m ake an  association  with  and then   ollow the 

Answers and Explanations

Typical Board Question
The answer is E. Extinction  is the disappearance o  a learned behavior when  rein  orcem ent is 
withheld. The  ather’s in terven tion , which led to im provem en t in  th is boy’s behavior, can  best 
be described as extinction . In itially, the child’s bad behavior increased in  order to gain  a reward 
(atten tion , even  i  it was scolding). When  the  ather stopped rein  orcing the child’s bad behavior 
and instead ignored it, the behavior u ltim ately disappeared (becam e extinct). In  positive rein -
 orcem ent behavior is increased by a reward; in  pun ishm ent behavior is decreased by an  aver-
sive stim ulus. Modeling is a type o  observational learn ing. Shaping involves rewarding closer 
and closer approxim ations o  the wan ted behavior un til the correct behavior is achieved.
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 irst th ing they see a ter birth  or hatching. In  learned helplessness, an  association  is m ade 
between  an  aversive stim ulus and the inability to escape.

8. The answer is E. This child  is showing learned helplessness, in  which  an  association  
is m ade between  an  aversive stim ulus (beatings) and the inability to escape. A ter the 
beatings, th is child m akes no attem pt to escape but instead becom es hopeless and 
apathetic when   aced with  another beating. Learned helplessness m ay be a m odel system  
 or the developm en t o  depression  (see also answer to Question  7).

9. The answer is A. This behavior is an  exam ple o  stim ulus generalization . In  th is exam ple, it 
occurs when  a new conditioned stim ulus (the grandm other’s white jacket) that resem bles 
the original conditioned stim ulus (the nurse’s white un i orm ) results in  the conditioned 
response (crying when  he sees h is grandm other) (see also answer to Question  7).

10. The answer is A. Because the behavior (h itting the dog) decreased, the scolding that th is 
child received is probably pun ishm ent. Both  negative and positive rein  orcem ent increase 
behavior. Shaping involves rewarding closer and closer approxim ations o  the wan ted 
behavior un til the correct behavior is achieved. In  classical condition ing, a natural or 
re lexive response (behavior) is elicited by a learned stim ulus (a cue  rom  an  in ternal or 
external even t). (See also answers to Questions 11–16).

11. The answer is C. Because the behavior (h itting the dog) is increased, the scolding that 
th is ch ild  received is p robably positive rein  orcem ent. Both  negative and positive 
rein  orcem en t increase behavior. The reward or rein  orcem ent  or th is h itting behavior is 
m ost likely to be increased atten tion   rom  the  ather. Pun ishm ent decreases behavior.

12. The answer is B. Because the behavior (exercise) is increased to avoid som ething negative 
(insulin  in jections), th is is an  exam ple o  negative rein  orcem ent.

13. The answer is E. This com m on clin ical phenom enon  is an  exam ple o  classical 
condition ing. In  th is exam ple, a wom an  com es in to the hospital  or an  in travenous 
(IV) chem otherapy treatm en t (unconditioned stim ulus). The chem otherapy drug is 
toxic and she becom es nauseated a ter the treatm ent (unconditioned response). The 
 ollowing m onth , when  she en ters the hosp ital lobby (conditioned stim ulus), she becom es 
nauseated (conditioned response). Thus, the hosp ital where the treatm ents took place 
(conditioned stim ulus) has becom e paired with  chem otherapy (the unconditioned 
stim ulus), which elicited nausea. Now, nausea (conditioned response) can  be elicited by 
en tering the hospital lobby (conditioned stim ulus), even  though she has not yet received 
the m edication . In  operan t condition ing, behavior is learned by its consequences. 
Modeling is a type o  observational learn ing. Shaping involves rewarding closer and closer 
approxim ations o  the wan ted behavior un til the correct behavior is ach ieved. Extinction  is 
the disappearance o  a learned behavior when  rein  orcem ent is withheld.

14. The answer is E. Via classical condition ing, the patien t has m ade an  association  between  
the sounds on  the tape and sleep ing, so she now  alls asleep  as soon  as she hears the 
sounds.

15. The answer is C. 16. The answer is B. In  th is exam ple, the child’s crying behavior increases 
as a result o  positive rein  orcem en t, being picked up by his m other each  tim e he cries. The 
m other’s behavior (p icking up  the child) increases as a result o  negative rein  orcem en t; 
she p icks h im  up to avoid hearing h im  cry.

17. The answer is A. 18. The answer is C. 19. The answer is D. 20. The answer is B. The pain  u l 
b lood  withdrawal p rocedure is the un con dition ed stim ulus. The an tisep tic odor in  the 
clin ic has becom e associated  with  the pain  u l p rocedure an d  elicits the sam e respon se; 
it is there ore the con dition ed stim ulus. The con dition ed respon se, cryin g in  respon se 
to the sm ell o  the an tisep tic, has been  learn ed. Because cryin g in  respon se to the pain  
o  an  in jection  is au tom atic an d does n ot have to be learn ed , it is the un con dition ed 
respon se.
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I. OVERVIEW OF PSYCHOLOGICAL TESTING

A. Types of tests
1. Psychological tests are used to assess in telligence, ach ievem ent, personality, and 

psychopathology.
2. These tests are classi ied by  unctional area evaluated.

B. Individual versus group testing
1. Tests adm in istered to one individual at a tim e allow care u l observation  and evaluation  o  

that particu lar person ; a test battery looks at  unction ing o  an  individual in  a num ber o  
di  eren t  unctional areas.

2. Tests given  to a group o  people sim ultaneously have the advan tages o  e  icien t adm in is-
tration , grading, and statistical analysis.

II. INTELLIGENCE TESTS

A. Intelligence and mental age
1. In telligence is de ined as the ability to understand abstract concepts; reason ; assim ilate, 

recall, analyze, and organ ize in  orm ation ; and m eet the special needs o  new situations.
2. Mental age (MA), as de ined by Al red Binet, re lects a person’s level o  in tellectual  unc-

tion ing. Chronological age (CA) is the person’s actual age in  years.

Typical Board Question
A physician  exam ines a severely depressed 75-year-old wom an . The wom an  relates that she 
 eels so low that she cannot en joy anything in  her li e and that even  winn ing the state lottery 
would not m ake her  eel any better. The best descrip tion  o  th is patien t’s m ood is

(A) anhedon ic
(B) dysphoric
(C) euthym ic
(D) labile
(E) euphoric

(See “Answers and Explanations” at the end of the chapter.)

8
Clin ical Assessm en t o  
Patien ts with  Behavioral 
Sym ptom s

c h a p t e r
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B. Intelligence quotient (IQ)
1. IQ is the ratio o  MA to CA m ultip lied by 100: MA/CA × 100 = IQ. An  IQ o  100 m eans that the 

person’s m en tal and chronological ages are equivalen t.
2. The h ighest CA used to determ ine IQ is 15 years.
3. IQ is determ ined to a large exten t by genetics. However, poor nutrition and illness during 

development can  negatively a  ect IQ.
4. The results o  IQ tests are in  luenced by a person’s cultural background and em otional 

response to testing situations.
5. IQ is relatively stable throughout li e. In  the absence o  brain  pathology, an  individual’s IQ 

is essentially the same in old age as in childhood.

C. Normal intelligence
1. As stated above, an  IQ o  100 m eans that the MA and CA are approxim ately the sam e. 

Normal or average IQ is in the range of 90–109.
2. The standard deviation  (see Chapter 26) in  IQ scores is 15. A person  with  an  IQ that is 

m ore than  2 standard deviations below the m ean  (IQ 70) is usually considered in tellectu-
ally disabled (see Chapter 2). Classifications of intellectual disability (the overlap  or gap in  
categories is related to di  erences in  testing instrum ents) are:
a. Mild (IQ 50–70).
b. Moderate (IQ 35–55).
c. Severe (IQ 20–40).
d. Pro ound (IQ <20).

3. A score between  71 and 84 indicates borderline in tellectual  unction ing.
4. A person  with  an  IQ m ore than  2 standard deviations above the m ean  (IQ >130) has supe-

rior in telligence.

D. The Wechsler intelligence tests and the Vineland Adaptive Behavior Scales
1. The Wechsler Adult In telligence Scale—Fourth  Edition  (WAIS-IV) is the m ost com m only 

used IQ test.
2. The WAIS-R has  our index scores: Verbal Comprehension Index (VCI), Working Memory 

Index (WMI), Perceptual Reasoning Index (PRI), and Processing Speed Index (PSI).
a. The VCI and WMI together m ake up  the verbal IQ.
b. The PRI and PSI together m ake up the performance IQ.
c. The Full Scale IQ (FSIQ) is generated by all  our index scores.

3. The Wechsler In telligence Scale  or Children  (WISC) is used to test in telligence in  children  
6–16½ years o  age.

4. The Wechsler Preschool and Prim ary Scale o  In telligence (WPPSI) is used to test in tel-
ligence in  children  4–6½ years o  age.

5. The Vineland Adaptive Behavior Scales are used to evaluate skills  or daily living (e.g., 
dressing, using the telephone) in  people with  in tellectual disability (see Chapter 2) and 
other challenges (e.g., those with  im paired vision  or hearing).

III. ACHIEVEMENT TESTS

A. Uses
1. Achievem en t tests evaluate how well an  individual has m astered specific subject areas, 

such  as reading and m athem atics.
2. These tests are used  or evaluation  and career counseling in  schools and industry.

B. Specific achievement tests
1. Achievem en t tests include the Scholastic Aptitude Test (SAT), Medical College Adm ission  

Test (MCAT), and Un ited States Medical Licensing Exam ination  (USMLE).
2. The Wide Range Achievem en t Test (WRAT), which is o ten  used clin ically, evaluates arith -

m etic, reading, and spelling skills.
3. Achievem en t tests o ten  used by school system s include the Cali orn ia, Iowa, Stan  ord, 

and Peabody Achievem ent Tests.
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 t a b l e   8.1   Personality Tests

Name of Test Uses Characteristics Examples

Minnesota 
Multiphasic 
Personality 
Inventory 
(MMPI-2)

The most commonly used 
objective personality test

Useful for primary care 
physicians because no 
training is required for 
administration and scoring

Evaluates attitude of the patient 
toward taking the test

Objective test
Patients answer 567 true (T) or false (F) 

questions about themselves
Clinical scales include depression, paranoia, 

schizophrenia, and illness anxiety disorder
Validity scales identify trying to look ill 

(“faking bad,” i.e., malingering) or trying to 
look well (“faking good”)

“I avoid most social 
situations” (T or F)

“I often feel jealous” 
(T or F)

“I like being active” 
(T or F)

Rorschach Test The most commonly used 
projective personality test

Used to identify thought 
disorders and defense 
mechanisms

Projective test
Patients are asked to interpret 10 bilaterally 

symmetrical inkblot designs (e.g., 
“Describe what you see in this figure”)

Thematic 
Apperception 
Test (TAT)

Stories are used to evaluate 
unconscious emotions and 
conflicts

Projective test
Patients are asked to create verbal 

scenarios based on 30 drawings depicting 
ambiguous situations (e.g., “Using this 
picture, make up a story that has a 
beginning, a middle, and an end”)

Sentence 
Completion 
Test (SCT)

Used to identify worries and 
problems using verbal 
associations

Projective test
Patients complete sentences started by the 

examiner

“My mother …” “I 
wish …” “Most 
people …”

Original source of Rorschach illustration: Kleinmuntz B. Essentials of Abnormal Psychology. New York, NY: Harper & Row; 1974. Original source of TAT 
illustration: Phares EJ. Clinical Psychology: Concepts, Methods, and Profession. 2nd ed. Homewood, IL: Dorsey; 1984. Both from Krebs D, Blackman R. 
Psychology: A First Encounter. Harcourt Brace Jovanovich; 1988:632. Used with permission.

IV. PERSONALITY TESTS

A. Personality tests are used to evaluate psychopathology and personality characteristics 
and are categorized by whether in  orm ation  is gathered objectively or projectively.

B. Objective personality tests (e.g., the Minnesota Multiphasic Personality Inven tory [MMPI] 
and the Million  Clin ical Multiaxial Inven tory [MCMI]) are based on  questions that are easily 
scored and statistically analyzed.

C. Projective personality tests (e.g., the Rorschach  Test, the Them atic Appercep tion  Test 
[TAT], an d  the Sen ten ce Com pletion  Test) requ ire the subject to in terp ret the question s. 
Respon ses are assum ed to be based  on  the subject’s m otivation al state an d  de en se 
m echan ism s.

Uses o  som e o  these personality tests are described in  Table 8.1.

V.  PSYCHIATRIC EVALUATION OF THE PATIENT WITH EMOTIONAL 
SYMPTOMS

A. Psychiatric history: The patien t’s psychiatric h istory is taken  as part o  the m edical h istory. 
The psychiatric h istory includes questions about m en tal illness, drug and alcohol use, sexual 
activity, curren t living situation , and sources o  stress.
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 t a b l e   8.2   Variables Evaluated on the Mental Status Examination (MSE)

Variable Patient Example

General Presentation
Appearance
Behavior
Attitude toward the interviewer
Level of consciousness

A 40-year-old male patient looks older than his age but is well groomed. He 
seems defensive when asked about his past experiences with drugs and 
denies that he has ever used them

He has a Glasgow Coma Scale score of 15 (see Table 5.4)
Cognition
Orientation, memory, attention, 

concentration; cognitive, spatial, and 
abstraction abilities; and speech (volume, 
speed, and articulation)

A 55-year-old female patient is oriented to person, place, and time and shows 
normal memory (cognitive ability), understanding of three-dimensional 
space (spatial ability), and can tell you how an apple and an orange are 
alike (abstraction ability). However, she speaks too quickly and is difficult 
to understand

Mood and Affect
Described (mood) and demonstrated (affect) 

emotions
Match of emotions with current events

A 35-year-old male patient describes feeling “low” and shows less external 
expression of mood than expected (depressed with a restricted affect)

Thought
Form or process of thought
Thought content (e.g., delusion)

A 40-year-old female patient tells you, in excessive detail (circumstantiality: 
problem in process of thought), that the Mafia is after her (a delusion: See 
Table 11.1)

Perception
Illusion (see Table 11.1)
Hallucination (see Table 11.1)

A 12-year-old girl tells you that the clothes in her closet look like a person is in 
there (an illusion). She then describes hearing voices (a hallucination)

Judgment and Insight A 38-year-old woman tells you that she would open a stamped letter found on 
the sidewalk to see if it contained money. She also says that she knows 
this would be dishonest (normal, insightful response)

Reliability A 55-year-old patient correctly provides the details of his previous illnesses 
(a reliable patient)

Control of Aggressive and Sexual Impulses A 35-year-old man tells you that he often overreacts emotionally, although 
there is little provocation (poor impulse control)

 t a b l e   8.3   Items in the Beck Depression Inventory-II (BDI-II)

 1. Sadness
 2. Pessimism
 3. Sense of failure
 4. Dissatisfaction
 5. Guilt
 6. Expectation of punishment
 7. Dislike of self
 8. Self-blame
 9. Suicidal ideation
 10. Episodes of crying
 11. Irritability

12. Social withdrawal
13. Indecisiveness
14. Negative body image
15. Inability to work
16. Insomnia
17. Fatigability
18. Loss of appetite
19. Loss of weight
20. Preoccupation with health
21. Low level of sexual interest

Each item can be scored from 0 to 3. Total scores of 30–63 indicate severe depression; scores of 5–9 indicate little or no depression.

B. The mental status examination (MSE) and related instruments
1. The MSE is a structured in terview that is used to evaluate an  individual’s curren t state o  

m en tal  unction ing (Table 8.2).
2. Objective rating scales o  depression  that are com m only used include the Hamilton, 

Raskin, Zung, and Beck scales.
a. In  the Ham ilton  and Raskin  scales, an  exam iner rates the patien t.
b. In  the Zung and Beck scales (Table 8.3), the patien t rates h im sel  (e.g., m easures 

include sadness, guilt, social withdrawal, and sel -blam e).
3. Term s used to describe psychophysiological sym ptom s and m ood in  patien ts with  psy-

chiatric sym ptom s are listed in  Table 8.4.
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 t a b l e   8.4   Glossary of Psychophysiological States

Psychophysiological State Symptom(s)

Mood
Euphoric
Expansive
Irritable
Euthymic
Dysphoric
Anhedonic
Labile (mood swings)

Strong feelings of elation
Feelings of self-importance and generosity
Easily annoyed and quick to anger
Normal mood, with no significant depression or elevation of mood
Subjectively unpleasant feeling
Inability to feel pleasure
Alternates between euphoric and dysphoric moods

Affect
Restricted
Blunted
Flat
Labile

Decreased display of emotional responses
Greatly decreased display of emotional responses
No display of emotional responses
Sudden alterations in emotional responses not related to environmental events

Fear and Anxiety
Fear
Anxiety
Free floating anxiety

Fright caused by real danger
Fright caused by imagined danger
Fright not associated with any specific cause

Consciousness and Attention
Normal
Clouding of consciousness
Somnolence
Stupor
Coma

Alert, can follow commands, normal verbal responses
Inability to respond normally to external events
Abnormal sleepiness
Responds only to shouting, shaking, or uncomfortable prodding
Total unresponsiveness
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Review Test

Directions: Each o  the num bered item s or incom plete statem en ts in  th is section  is  ollowed by 
answers or by com pletions o  the statem ent. Select the one lettered answer or com pletion  that 
is best in  each case.

1. A 12-year-old child who is having 
di f culty in  school is given  an  in telligence 
test. The test determ ines that the child  
is  unction ing m en tally at the level o  
an  8-year-old child. What category o  
in tellectual  unction  best describes th is 
child?
(A) Severely in tellectually disabled
(B) Moderately in tellectually disabled
(C) Mildly in tellectually disabled
(D) Borderline
(E) Norm al or average

2. A child  is tested and  ound to have 
a m en tal age o  12 years. The ch ild’s 
chronological age is 10 years. What is the IQ 
o  th is child?
(A) 40
(B) 60
(C) 80
(D) 100
(E) 120

3. A 29-year-old wom an  tells the doctor that 
she o ten  hears the voice o  Abraham  Lincoln  
speaking directly to her. This wom an  is 
showing a disorder o 
(A) perception
(B) insight
(C) judgm ent
(D) m ood
(E) a  ect

4. A child  is tested and is  ound to have an  IQ 
o  90. What category o  in tellectual  unction  
best describes th is ch ild?
(A) Severely in tellectually disabled
(B) Moderately in tellectually disabled
(C) Mildly in tellectually disabled
(D) Borderline
(E) Norm al or average

5. A doctor is evaluating a 20-year-old 
 em ale patien t. Which  o  the  ollowing 
characteristics o  the patien t is best 
evaluated using the Minnesota Multiphasic 
Personality Inven tory-2 (MMPI-2)?
(A) Skills  or daily living
(B) Depression
(C) Knowledge o  general in  orm ation
(D) Reading com prehension
(E) In telligence

6. A 6-year-old ch ild  is tested and is  ound 
to have an  IQ o  50. There are no sign if can t 
m edical f ndings. At th is tim e, it can  be 
expected that the child  is able to
(A) iden ti y som e colors
(B) ride a two-wheeled bicycle
(C) understand that death  is perm anen t
(D) copy a triangle
(E) u tilize an  in ternalized m oral sense o  

right and wrong

7. For evaluating the sel -care skills o  a 
22-year-old wom an  with  an  IQ o  60  or 
p lacem ent in  a group hom e, what is the m ost 
appropriate test?
(A) Them atic Apperception  Test (TAT)
(B) Minnesota Multiphasic Personality 

Inven tory-2 (MMPI-2)
(C) Wechsler In telligence Scale  or Children–

Revised (WISC-R)
(D) Rorschach Test
(E) Vineland Social Maturity Scale
(F) Wide Range Achievem en t Test (WRAT)
(G) Beck Depression  Inven tory-II (BDI-II)
(H) Raskin  Depression  Scale
(I) Wisconsin  Card Sorting Test
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8. For determ ining, using bilaterally 
symm etrical inkblots, which de ense 
m echanism s are used by a 25-year-old 
wom an, what is the m ost appropriate test?
(A) TAT
(B) MMPI-2
(C) WISC-R
(D) Rorschach Test
(E) Vineland Social Maturity Scale
(F) WRAT
(G) BDI-II
(H) Raskin  Depression  Scale
(I) Wisconsin  Card Sorting Test

9. For evaluating depression  in  a 54-year-old 
m ale patien t using a sel -rating scale, what is 
the m ost appropriate test?
(A) TAT
(B) MMPI-2
(C) WISC-R
(D) Rorschach Test
(E) Vineland Social Maturity Scale
(F) WRAT
(G) BDI-II
(H) Raskin  Depression  Scale
(I) Wisconsin  Card Sorting Test

10. For evaluating, by a prim ary care 
physician , illness anxiety disorder in  a 
54-year-old m ale patien t using true/  alse 
questions, what is the m ost appropriate test?
(A) TAT
(B) MMPI-2
(C) WISC-R
(D) Rorschach Test
(E) Vineland Social Maturity Scale
(F) WRAT
(G) BDI-II
(H) Raskin  Depression  Scale
(I) Wisconsin  Card Sorting Test

11. The m ost appropriate test  or evaluating 
abstract reason ing and problem  solving in  a 
54-year-old  em ale patien t is the
(A) TAT
(B) MMPI-2
(C) WISC-R
(D) Rorschach Test
(E) Vineland Social Maturity Scale
(F) WRAT
(G) BDI-II
(H) Raskin  Depression  Scale
(I) Wisconsin  Card Sorting Test

12. A 24-year-old patien t with  schizophren ia 
tells the physician  that the CIA is listen ing 
to his telephone conversations through his 
television  set. This patien t is describing
(A) a hallucination
(B) an  illusion
(C) clouding o  consciousness
(D) blun ted a  ect
(E) a delusion
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1. The answer is C. Using the IQ  orm ula, IQ = MA/ CA × 100, the IQ o  th is child  is 8 years 
(m en tal age)/ 12 years (chronological age) × 100, that is, about 66 (IQ). An  individual with  
an  IQ o  66 is classi ied with  m ild in tellectual disability (IQ 50–70).

2. The answer is E. Using the IQ  orm ula, the IQ o  the child  is 12/ 10 × 100 = 120.

3. The answer is A. This 29-year-old wom an  who believes that she hears the voice o  
Abraham  Lincoln  is showing an  auditory hallucination , which is a disorder o  perception . 
Disorders o  judgm en t, insight, m ood, and a  ect are other variables assessed on  the 
Mental Status Exam ination  (MSE).

4. The answer is E. An  individual with  an  IQ o  90 is classi ied as having norm al or average 
in tellectual  unction  (IQ 90–109).

5. The answer is B. Clin ical scales o  the Minnesota Multiphasic Personality Inven tory-2 
(MMPI-2) evaluate depression  as well as illness anxiety disorder, paranoia, sch izophren ia, 
and other characteristics. In telligence, including general in  orm ation  and reading 
com prehension , can  be tested using the Wechsler Adult In telligence Scale.

6. The answer is A. With an  IQ o  50, the m ental age o  this 6-year-old child is 3 years. This is 
calculated using the IQ  orm ula: IQ = MA/ CA × 100, that is, 50 = x/ 6 × 100, x = 3. Children  who 
are 3 years o  age can  identi y som e colors. However, the ability to ride a two-wheeled bicycle, 
understand the m eaning o  death, copy a triangle, or utilize an  in ternalized m oral sense o  
right and wrong do not develop until about the m ental age o  6 years (see Chapter 1).

7. The answer is E. The Vineland Social Maturity Scale is the m ost appropriate test  or 
evaluating the sel -care skills o  th is wom an  with  in tellectual disability  or p lacem ent in  a 
group hom e.

8. The answer is D. The Rorschach Test, which utilizes bilaterally sym m etrical ink blots, is the 
m ost appropriate test to determ ine which  de ense m echan ism s are used by th is wom an .

9. The answer is G. For evaluating depression  in  th is patien t using a sel -rating scale, 
the m ost appropriate test is the Beck Depression  Inven tory-II (BDI-II). In  the Raskin  
Depression  Scale, the patien t is rated by an  exam iner.

10. The answer is B. The Minnesota Multiphasic Personality Inven tory-2 (MMPI-2) is the m ost 
appropriate test  or use by a prim ary care physician  to evaluate depression  in  a patien t 
since it is an  objective test and no special train ing is required  or adm in istration  and 
scoring. The MMPI-2 uses true/  alse questions to evaluate personality characteristics and 
psychopathology. In  con trast, in terpretation  o  projective personality tests requires speci ic 
train ing.

Answers and Explanations

Typical Board Question
The answer is A. This severely depressed 75-year-old wom an  is showing anhedon ia, the inabil-
ity to  eel p leasure, a characteristic o  severe depression . Euphoric m ood is an  elated m ood, 
while eu thym ic m ood is a norm al m ood, with  no sign i ican t depression  or elevation . Dysphoric 
m ood is a subjectively unpleasan t  eeling. Labile m oods (m ood swings) are alterations between  
elevated and dysphoric m oods.
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11. The answer is I. The Wisconsin  Card Sorting Test is the m ost appropriate test  or evaluating 
abstract reason ing and problem  solving in  a patien t. In  th is test, a patien t is asked to sort 
128 response cards that vary in  color,  orm , and num ber.

12. The answer is E. A  alse belie , in  th is case that the CIA is listen ing to one’s telephone 
conversations through the television  set, is an  exam ple o  a delusion . A hallucination  is a 
 alse perception , and an  illusion  is a m isperception  o  reality (see also Table 11.1). Clouding 
o  consciousness is the inability to respond to external even ts, while blun ted a  ect is a 
decreased display o  em otional responses.
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9 Substance-Related 
Disorders

I.  SUBSTANCE-RELATED DISORDERS: DEFINITIONS, 
EPIDEMIOLOGY, AND DEMOGRAPHICS

A. Definitions
1. Substance-related disorders include substance use disorders and substance-induced 

disorders.
2. Substance-related disorders are m aladaptive patterns o  substance use that lead to 

im pairm en t o  occupational, physical, or social  unction ing; they range in  severity as 
m ild, m oderate, or severe.

3. Substance-induced disorders include withdrawal sym ptom s and tolerance.
a. Withdrawal is the developm ent o  physical or psychological sym ptom s a ter the reduc-

tion  or cessation  o  in take o  a substance.
b. Tolerance is the need  or increased am ounts o  the substance to achieve the sam e posi-

tive psychological e  ect.
c. Cross-tolerance is the developm en t o  tolerance to one substance as the result o  using 

another substance.

B. Epidemiology and demographics
1. Alcohol, m arijuana, nonm edical use o  p rescrip tion  agen ts (e.g., opioids, sedatives), 

cocaine, hallucinogens, inhalan ts, and heroin  are, according to sel -reports, the m ost 
com m only used substances in  the United States (Table 9.1).

2. The use o  illegal substances is m ore com m on am ong young adults (18–25 years of age) 
and is twice as common in males.

Typical Board Question
A ter undergoing h is second detoxi ication   or heroin  addiction , a 30-year-old m an  re uses to 
go in to a m ethadone m ain tenance program  as he did a ter h is  irst detoxi ication . The m ost 
likely reason  that th is patien t would re use to be enrolled in  a m ethadone m ain tenance pro-
gram  at th is tim e is that he has learned  rom  his previous experience that m ethadone

(A) causes severe drug allergies
(B) has sign i ican t side e  ects
(C) has to be given  m ultip le tim es per day
(D) m ain tenance program s require h im  to wait in  line
(E) is expensive

(See “Answers and Explanations” at the end of the chapter.)

c h a p t e r
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3. Most substances can  be classi ied categorically as stimulants, sedatives, opioids, or halluci-
nogens and related agen ts.

4. Most substances can  be adm in istered by a num ber o  routes. Routes that provide quick 
access to the bloodstream , and hence the brain , are o ten  pre erred by users (e.g., sn i  ing 
in to the nose [“snorting] and sm oking rather than  ingesting).

II. STIMULANTS

A. Overview
1. Stim ulan ts are central nervous system activators that include ca  eine, n icotine, am phet-

am ines, and cocaine.
2. The e  ects o  use and withdrawal o  these substances can  be  ound in  Table 9.2.

B. Caffeine is  ound in  co  ee (125 m g/ cup), tea (65 m g/ cup), cola (40 m g/ cup), nonprescrip tion  
stim ulan ts, and over-the-coun ter diet agen ts.

C. Nicotine is a toxic substance presen t in  tobacco. Cigarette sm oking decreases li e expectancy 
m ore than  the use o  any other substance. Sm oking is increasing m ost in  teenaged girls.

D. Amphetamines are used clin ically and also are drugs o  illegal use.
1. They are m edically indicated in  the m anagem ent o  atten tion  de icit hyperactivity disor-

der (ADHD) (see Chapter 15) and narcolepsy (see Chapter 10). They are som etim es used 
to treat depression in  the elderly and term inally ill, and depression  and obesity in  patien ts 
who do not respond to other treatm en ts (see Chapter 12).

2. The m ost com m on  clin ically used am phetam ines are dextroamphetamine (Dexedrine), 
methamphetamine (Desoxyn), and a related com pound, methylphenidate (Ritalin ).

3. “Bath salts” (m ethylenedioxypyrovalerone [MDPV]), “ecstasy” (m ethylenedioxym eth-
am phetam ine [MDMA]), and “speed,” “ice,” and “base” (m etham phetam ine) are street 
nam es  or am phetam ine com pounds.

E. Cocaine
1. “Crack” and “freebase” are cheap, sm okable  orm s o  cocaine; in  expensive, pure  orm  

cocaine is snorted.
2. Hyperactivity and growth retardation are seen  in  newborns o  m others who used cocaine 

during pregnancy.
3. Tactile hallucinations o  bugs crawling on  the skin  (i.e., formication) are seen  with  the use 

o  cocaine (“cocaine bugs”).

 t a b l e   9.1   Self-reported Substance Use in Last Month

Substance Number of People (in Millions)

Alcohol 136.9

Marijuana 19.3
Prescription agents (mainly nonmedical use of pain relievers) 6.5
Cocaine 1.5
Hallucinogen 1.3
Inhalants 0.5
Heroin 0.3

Source: Substance Abuse and Mental Health Services Administration, 2013.
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F. Neurotransmitter associations
1. Stim ulan t drugs work prim arily by increasing the availability o  dopamine (DA) in  the 

brain .
2. Stim ulan t use stimulates the release of DA and blocks the reuptake of DA. These actions 

result in  increased availability o  th is neurotransm itter in  the synapse.
3. In creased  availab ility o  DA in  the syn ap se is app aren tly in volved  in  the m ood- 

elevatin g e  ects o  stim u lan ts an d  op ioids (th e “reward” system  o  the b rain ). As in  
sch izop hren ia (see Chap ter 11), in creased  DA availab ility m ay also resu lt in  psychotic 
symptoms.

III. SEDATIVES

A. Overview
1. Sedatives are central nervous system depressants that include alcohol, barbiturates, and 

benzodiazepines.
2. Sedative agen ts work prim arily by increasing the activity o  the inhibitory neurotransm it-

ter g-am inobutyric acid (GABA).
3. Hospitalization  o  patien ts  or withdrawal  rom  sedatives is pruden t; the withdrawal syn -

drom e m ay include seizures, psychotic sym ptom s such as hallucinations and delusions, 
and cardiovascular sym ptom s that are life-threatening. The e  ects o  use and withdrawal 
o  sedatives can  be  ound in  Table 9.3.

 t a b l e   9.2   Effects of Use and Withdrawal of Stimulant Agents

Substances Effects of Use Effects of Withdrawal

Psychological
Caffeine, nicotine Increased alertness and attention span

Agitation and insomnia
Mild improvement in mood

Lethargy
Mild depression of mood

Physical
Decreased appetite
Increased blood pressure and heart rate 

(tachycardia)
Increased gastrointestinal activity

Increased appetite with slight weight gain
Fatigue
Headache

Psychological
Amphetamines, cocaine Significant elevation of mood (lasting only 1 h 

with cocaine)
Increased alertness and attention span
Aggressiveness, impaired judgment
Psychotic symptoms (e.g., paranoid delusions 

with amphetamines and formication with 
cocaine)

Agitation and insomnia

Significant depression of mood
Strong psychological craving (peaking a 

few days after the last dose)
Irritability

Physical
Loss of appetite and weight
Pupil dilation
Increased energy
Tachycardia and other cardiovascular effects, 

which can be life threatening
Seizures (particularly with cocaine)
Reddening (erythema) of the nose due to 

“snorting” cocaine
Hypersexuality

Hunger (particularly with amphetamines)
Pupil constriction
Fatigue
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B. Alcohol
1. Acute associated problem s

a. Traffic accidents, homicide, suicide, and rape are correlated with  the concurren t use o  
alcohol.

b. Child physical and sexual abuse, dom estic partner abuse, and elder abuse are also asso-
ciated with  alcohol use.

2. Chron ic associated problem s
a. Thiamine deficiency resulting in  Wernicke’s syndrome and ultim ately in  Korsakoff’s syn-

drome (see Chapter 14) is associated with  long-term  use o  alcohol.
b. Liver dysfunction, gastroin testinal problem s (e.g., u lcers), and reduced li e expectancy 

also are seen  in  heavy users o  alcohol.
c. Fetal alcohol syndrome (including  acial abnorm alities, reduced height and weight, and 

in tellectual disability) is seen  in  the o  spring o  wom en  who drink during pregnancy.
d. A childhood h istory o  p roblem s such as ADHD and conduct disorder (see Chapter 15) 

correlates with  alcoholism  in  the adult.
3. Identification of alcoholism. Because individual who over-use alcohol com m only use 

den ial as a de ense m echan ism  (see Chapter 6), positive responses to indirect queries 
such  as those in  the CAGE questions can  help  a physician  iden ti y a person  who has a 
problem  with  alcohol. The CAGE questions are: “Do you ever
a. try to Cut down on  your drinking?”
b. get Angry when  som eone com m en ts on  your drinking?”
c.  eel Guilty about your drinking?”
d. take a drink as an  Eye-opener in  the m orn ing?”

4. Intoxication
a. Legal in toxication  is de ined as 0.08%–0.15% blood alcohol concentration, depending on  

individual state laws.
b. Com a occurs at a blood alcohol concen tration  o  0.40%–0.50% in  nonalcoholics.
c. Psychotic sym ptom s (e.g., hallucinations) m ay be seen  in  alcohol in toxication  as well 

as in  withdrawal (see below).
5. Delirium tremens (“the DTs”)

a. Alcohol withdrawal delirium (also called delirium  trem ens or “the DTs”) m ay occur dur-
ing the 1st week o  withdrawal  rom  alcohol (m ost com m only on  the 3rd day o  hospi-
talization). It usually occurs in  patien ts who have been  drinking heavily  or years.

b. Delirium  trem ens is life threatening; the m ortality rate is about 20%.

C. Barbiturates
1. Barbiturates are used m edically as sleeping pills, sedatives, an tianxiety agen ts (tranquil-

izers), an ticonvulsan ts, and anesthetics.
2. Frequen tly used and over-used barbiturates include am obarbital, pen tobarbital, and 

secobarbital.

 t a b l e   9.3   Effects of Use and Withdrawal of Sedative Agents

Substances Effects of Use Effects of Withdrawal

Psychological
Alcohol, benzodiazepines, barbiturates Mild elevation of mood

Decreased anxiety
Somnolence
Behavioral disinhibition

Mild depression of mood
Increased anxiety
Insomnia
Psychotic symptoms (e.g., delusions and 

formication)
Disorientation

Physical
Sedation
Poor coordination
Respiratory depression

Tremor
Seizures
Cardiovascular symptoms such as tachycardia 

and hypertension
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3. Barbiturates cause respiratory depression  and have a low safety margin. As such, they are 
very dangerous in  overdose.

D. Benzodiazepines
1. Benzodiazepines are used m edically as antianxiety agents, sedatives, m uscle relaxan ts, 

an ticonvulsan ts, and anesthetics and to treat alcohol withdrawal (particularly long-acting 
agen ts such as chlordiazepoxide and diazepam  [see Chapter 16]).

2. Benzodiazepines have a high safety margin un less taken  with  another sedative, such as 
alcohol.

3. Flumazenil (Mazicon , Rom azicon), a benzodiazepine receptor an tagon ist, can  reverse the 
e  ects o  benzodiazepines in  cases o  overdose.

IV. OPIOIDS

A. Overview
1. Narcotics or opioid drugs include agents used medically as analgesics (e.g., m orphine) as 

well as drugs used illegally (e.g., heroin ). The e  ects o  use and withdrawal o  op ioids can  
be  ound in  Table 9.4.

2. Com pared to m edically used opioids such as m orphine and m ethadone, illegal op ioids 
such  as heroin are m ore poten t, cross the blood–brain  barrier m ore qu ickly, have a  aster 
onset o  action , and have more euphoric action.

3. In  con trast to barbiturate withdrawal, which m ay be  atal, death from withdrawal of opioids 
is rare un less a serious physical illness is p resen t.

B. Methadone and related agents
1. Methadone and buprenorphine (Temgesic, Suboxone [when  com bined with  naloxone]) are 

synthetic opioids used to treat heroin  addiction  (see Table 9.5); they can  also cause physi-
cal dependence and tolerance.

2. These legal opioids can  be substitu ted  or illegal op ioids, such as heroin , to preven t with-
drawal sym ptom s.

3. Advantages o  m ethadone and buprenorphine over heroin
a. Methadone is dispensed by federal health authorities without charge to registered 

addicts.
b. Buprenorphine is an  op ioid  recep tor partial agon ist–an tagon ist (m akin g it  un likely 

to cause resp iratory dep ression ) th at can  b lock both  with drawal sym ptom s an d , 
when  com bin ed  with  n aloxon e, th e eup horic action  o  h eroin . Bup ren orp h in e can  
n ow be prescribed by physicians in private practice who com plete a  b rie  train in g 
p rogram .

 t a b l e   9.4   Effects of Use and Withdrawal of Opioid Agents

Substances Effects of Use Effects of Withdrawal

Psychological
Heroin, methadone, other opioids Elevation of mood Depression of mood

Relaxation Anxiety
Somnolence Insomnia

Physical
Sedation
Analgesia
Respiratory depression (overdose may be fatal)
Constipation
Pupil constriction (miosis)

Sweating, muscle aches, fever
Rhinorrhea (running nose)
Piloerection (goose bumps)
Yawning
Stomach cramps and diarrhea
Pupil dilation (mydriasis)
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c. Both  agen ts can be taken orally. The in travenous m ethod o  drug use em ployed by 
m any heroin  addicts m ay involve sharing con tam inated needles, thus con tributing to 
AIDS and hepatitis B in  ection .

d. Both  agen ts have a longer duration of action.
e. Both  agen ts cause less euphoria and drowsiness, allowing people on  m ain tenance regi-

m ens to keep their jobs and avoid the crim inal activity that is necessary to m ain tain  a 
costly heroin  habit.

V. HALLUCINOGENS AND RELATED AGENTS

A. Overview
1. Hallucinogens and related agen ts include lysergic acid diethylam ide (LSD), phencyclidine 

(PCP or “angel dust”), cannabis (tetrahydrocannabinol, m arijuana, hashish), psilocybin  
( rom  m ushroom s), m escaline ( rom  cactus), and ketam ine (“Special K”).

2. Hallucinogens prom ote altered states o  consciousness, which are usually p leasurable 
but can  also be  righten ing (“bad trips”).

3. Increased availability o  serotonin is associated with  the e  ects o  som e o  these agen ts 
(e.g., LSD). The e  ects o  use and withdrawal o  hallucinogens and related agen ts can  be 
 ound in  Table 9.6.

 t a b l e   9.5    Management (in Order of Utility, Highest to Lowest) of Use of Sedatives, Opioids, 
Stimulants, and Hallucinogens and Related Agents

Category Immediate Management/Detoxification Extended Management/Maintenance

Minor Stimulants: Caffeine, 
nicotine

Eliminate or taper from the diet
Analgesics to control headache due to 

withdrawal

Peer support group (e. g., “Smokenders”)
Antidepressants (particularly bupropion 

[Zyban]) to prevent smoking
Support from family members or 

nonsmoking physician
Hypnosis to prevent smoking
Nicotine-containing gum, patch, or nasal 

spray (efficacy is equivocal)
Stimulants: Amphetamines, 

cocaine
Benzodiazepines to decrease agitation
Antipsychotics to treat psychotic symptoms
Medical and psychological support

Education for initiation and maintenance 
of abstinence

Sedatives: Alcohol, 
benzodiazepines, 
barbiturates

Hospitalization
Flumazenil (Mazicon) to reverse the effects of 

benzodiazepines
Substitution of long-acting barbiturate (e.g., 

phenobarbital) or benzodiazepine (e.g., 
chlordiazepoxide [Librium] in decreasing 
doses); IV diazepam (Valium), lorazepam 
(Ativan), or phenobarbital if seizures occur

Specifically for alcohol: Thiamine (vitamin B1) 
and restoration of nutritional state

Education for initiation and maintenance 
of abstinence

Specifically for alcohol: Alcoholics 
Anonymous (AA) or other peer support 
group (12-step program), disulfiram 
(Antabuse), psychotherapy, behavior 
therapy, naloxone (Narcan), naltrexone 
(ReVia), acamprosate (Campral), 
topiramate (Topamax)

Opioids: Heroin, methadone, 
opioids used medically

Hospitalization and naloxone (Narcan) for 
overdose

Clonidine (alpha 2-agonist) to stabilize 
the autonomic nervous system during 
withdrawal

Substitution of long-acting opioid (e.g., 
methadone) in decreasing doses to 
decrease withdrawal symptoms

Methadone or buprenorphine (Subutex) 
maintenance program

Naltrexone or buprenorphine plus 
naloxone (Suboxone) used 
prophylactically to block the effects of 
opioids

Narcotics Anonymous (NA) or other peer 
support program

Hallucinogens and Related 
Agents: Marijuana, 
hashish, LSD, PCP, 
psilocybin, mescaline

Calming or “talking down” the patient
Benzodiazepines to decrease agitation
Antipsychotics to treat psychotic symptoms

Education for initiation and maintenance 
of abstinence

PCP, phencyclidine; LSD, lysergic acid diethylamide.
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B. Marijuana
1. Tetrahydrocannabinol (THC) is the prim ary active com pound  ound in  m arijuana.
2. In  low doses, m arijuana increases appetite and relaxation  and causes con junctival 

redden ing.
3. Chron ic users experience lung problems associated with  sm oking and a decrease in  m oti-

vation  (“the amotivational syndrome”) characterized by lack o  desire to work and increased 
apathy.

4. Although it is not legal in  all o  the United States, marijuana  or m edical use is perm itted 
in  m ore than  25 states and Washington , DC, prim arily  or treating glaucom a and can-
cer treatm en t–related nausea and vom iting. Con trolled sale o  m arijuana  or recreational 
purposes is allowed in  Colorado, Washington  State, Oregon, Alaska and the District o  
Colum bia and will soon  be legal in  other states as well.

C. LSD and PCP
1. LSD is ingested and PCP is smoked in  a m arijuana or other cigarette.
2. While LSD and PCP both  cause altered perception , in  con trast to LSD, episodes of violent 

behavior occur with  PCP use.
3. Em ergency departm en t  indings  or PCP include hypertherm ia and nystagmus (vertical or 

horizon tal abnorm al eye m ovem en ts).
4. PCP binds with  N-m ethyl-d -aspartate (NMDA) receptors o  glutamate-gated ion  channels.
5. Consum ption  o  m ore than  20 m g o  PCP m ay cause seizures, com a, and death .

VI. CLINICAL FEATURES OF SUBSTANCE-RELATED DISORDERS

A. Laboratory findings can  o ten  con  irm  substance use (Table 9.7).

B. Emergency department findings. Changes in  the pupil o  the eye and presence or absence 
o  psychotic sym ptom s can  quickly narrow the search   or the substance responsible  or 
patien ts’ sym ptom s in  the em ergency departm ent (Table 9.8).

 t a b l e   9.6   Effects of Use and Withdrawal of Hallucinogens and Related Agents

Substances Effects of Use Effects of Withdrawal

Psychological
Cannabis (marijuana, hashish), 

lysergic acid diethylamide (LSD), 
phencyclidine (PCP) or “angel dust,” 
psilocybin, mescaline

Altered perceptual states (auditory and visual 
hallucinations, alterations of body image, distortions 
of time and space)

Elevation of mood
Impairment of memory (may be long term)
Reduced attention span
“Bad trips” (frightening perceptual states)
“Flashbacks” (a re-experience of the sensations 

associated with use in the absence of the drug even 
months after the last dose)

Few, if any, 
psychological 
withdrawal symptoms

Physical
Impairment of complex motor activity
Cardiovascular symptoms
Sweating
Tremor
Nystagmus (PCP)

Few, if any, physical 
withdrawal symptoms
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VII. MANAGEMENT

A. Management of substance-related disorders ranges  rom  abstinence and peer support groups 
to drugs that block physical and psychological withdrawal sym ptom s.

B. Managem ent o  withdrawal sym ptom s includes im m ediate treatm en t or detoxifica-
tion (“detox”) and extended m anagem ent aim ed at p reven ting relapse (“maintenance”) 
(Table 9.5).

C. Extended management programs for opioid addiction include
1. Methadone maintenance. Methadone, an  opioid, is dispensed once a day to registered her-

oin  addicts by a federal government agency. There is no cost to en rollees, but they m ust be 
presen t early in  the m orn ing (allowing them  to m ain tain  em ploym ent) and, i  they arrive 
late, m ay have to wait in line  or their dose.

2. Buprenorphine maintenance. Physicians in private practice, who have taken  a 1-day certi i-
cation  course, can  prescribe buprenorphine (Subutex) or buprenorphine p lus naloxone 
(Suboxone) to m ain tain  heroin  addicts. While these drugs m ay be costly to the patien t, 
in  con trast to m ethadone m ain tenance, there is no need  or the patien t to register as an  
addict with  the  ederal governm ent nor are there lim itations on  tim e o  dosing.

D. Dual diagnosis or m en tally ill–chem ically addicted (MICA) patien ts require treatm en t  or 
both  substance-related disorders and the com orbid psychiatric illness (e.g., m ajor depres-
sion ), o ten  in  a special un it in  the hospital.

 t a b l e   9.7   Laboratory Findings for Selected Drugs of Use

Category Elevated Levels in Body Fluids (e.g., Blood, Urine)
Length of Time After Use that 
Substance Can Be Detected

Stimulants Cotinine (nicotine metabolite)
Amphetamine
Benzoylecgonine (cocaine metabolite)

1–2 d
1–2 d
1–3 d in occasional users; 7–12 d 

in heavy users

Sedatives Alcohol
g-Glutamyltransferase (GGT)
Specific barbiturate or benzodiazepine or its metabolite

7–12 h
7–12 h
1–3 d

Opioids Heroin
Methadone

1–3 d
2–3 d

Hallucinogens and 
related agents

Cannabinoid metabolites
Phencyclidine (PCP)
Serum glutamic oxaloacetic transaminase (SGOT) (also called 

aspartate transaminase [AST] or aspartate aminotransferase 
[ASAT/AAT]) or creatine phosphokinase (CPK) (with PCP use)

3–28 d
7–14 d in heavy users
>7 d

 t a b l e   9.8   Quick Emergency Department Identification of the Used Substance

Emergency Department Observation Seen with Use of Seen with Withdrawal from

Pupil dilation Stimulants
Hallucinogens (e.g., LSD)

Opioids
Alcohol and other sedatives

Pupil constriction Opioids Stimulants
Psychotic symptoms (e.g., 

hallucinations, delusions)
Stimulants
Alcohol
Hallucinogens

Alcohol and other sedatives

Cardiovascular symptoms Stimulants Alcohol and other sedatives

LSD, lysergic acid diethylamide.
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Questions 1 and 2

A 29-year-old m an  presen ts to the em ergency 
departm en t com plain ing o  stom ach  cram ps, 
agitation , severe m uscle aches, and diarrhea. 
Physical exam ination  reveals that the patien t 
is sweating; has dilated pupils, a  ever, and a 
runny nose; and shows goose bum ps on  his 
skin .

1. O  the  ollowing, the m ost likely cause o  
th is p icture is
(A) alcohol use
(B) alcohol withdrawal
(C) heroin  use
(D) heroin  withdrawal
(E) am phetam ine withdrawal

2. O  the  ollowing, the m ost e  ective 
im m ediate treatm en t  or relie  o  th is 
patien t’s sym ptom s is
(A) naloxone
(B) naltrexone
(C) an  an tipsychotic
(D) a stim ulan t
(E) clon idine

3. Which o  the  ollowing drugs is (are), by 
sel -report, the m ost  requen tly used in  the 
United States?
(A) Hallucinogens
(B) Inhalan ts
(C) Cocaine
(D) Heroin
(E) Marijuana

4. A physician  is doing an  em ploym ent 
physical on  a 40-year-old m ale patien t. The 
physician  suspects that the patien t has a 
problem  with  alcohol. The next step  that the 
physician  should take is to
(A) check his liver  unction
(B) ask him  i  he has a problem  with  alcohol
(C) call h is p revious em ployer  or 

in  orm ation
(D) ask him  the CAGE questions
(E) check  or the stigm ata o  alcoholism  (e.g., 

stria, broken  blood vessels on  the nose)

5. A 20-year-old  em ale patien t tells the 
doctor that she has little in terest in  going 
back to school or in  getting a job. She also 
reports that she o ten  craves snack  ood 
and has gained over 10 pounds in  the past 
4 m on ths. What substance is th is patien t 
m ost likely to be using?
(A) Phencyclidine (PCP)
(B) Lysergic acid diethylam ide (LSD)
(C) Marijuana
(D) Cocaine
(E) Heroin

6. A 22-year-old student tells the doctor that 
he has been using “bath salts” nightly. Which o  
the  ollowing e  ects o  the drug is the student 
most likely to experience when he is using?
(A) Increased  atigue
(B) Decreased pain  th reshold
(C) Increased appetite
(D) Decreased appetite
(E) Decreased libido

7. A patien t has been  using heroin   or the 
past year. Which  o  the  ollowing is m ost 
likely to characterize th is patien t?
(A) Age 40–50 years
(B) Fem ale gender
(C) In som nia when  using the drug
(D) Anxious m ood when  using the drug
(E) Elevated m ood when  using the drug

Review Test

Directions: Each o  the num bered item s or incom plete statem en ts in  th is section  is  ollowed by 
answers or by com pletions o  the statem ent. Select the one lettered answer or com pletion  that 
is best in  each case.

 91
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8. A person  who uses illegal drugs is m ost 
likely to be in  which o  the  ollowing age 
groups?
(A) 10–15 years
(B) 15–18 years
(C) 18–25 years
(D) 25–35 years
(E) 35–45 years

9. A 60-year-old m an  is brought to 
the hospital a ter a  all ou tside o  a 
neighborhood bar. Radiologic studies 
indicate that the patien t has a  ractured h ip, 
and surgery is per orm ed im m ediately. Two 
days later, the patien t begins to show an  
in tense hand trem or and tachycardia. He 
tells the doctor that he has been  “shaky” ever 
since h is adm ission  and that the shakiness is 
getting worse. The patien t states that while 
he  eels  righ tened, he is com  orted by the 
 act that the nurse is an  old  riend (he has 
never m et the nurse be ore). He also reports 
that he has started to see sp iders crawling 
on  the walls and can   eel them  crawling on  
his arm s. The doctor notes that the patien t’s 
speech seem s to be dri ting  rom  one subject 
to another. O  the  ollowing, what is the m ost 
likely cause o  th is p icture?
(A) Alcohol use
(B) Alcohol withdrawal
(C) Heroin  use
(D) Heroin  withdrawal
(E) Am phetam ine withdrawal

10. A physician  discovers that h is 28-year-
old  em ale patien t is using cocaine. Which o  
the  ollowing can  the doctor expect to see in  
th is patien t?
(A) Severe physical signs o  withdrawal
(B) Little psychological craving in  

withdrawal
(C) Long-lasting m ood elevation
(D) Delusions
(E) Sedation  with  use

11. A 20-year-old m an  who has been  
drinking eight cups o  co  ee a day  or 
the past week presen ts in   or a physical 
exam ination . At th is tim e, th is m an  is m ost 
likely to show
(A) tachycardia
(B) decreased peristalsis
(C) weight gain
(D)  atigue
(E) headache

Questions 12 and 13

A 40-year-old  em ale patien t who has been  
taking a benzodiazepine daily in  h igh doses 
over the past 5 years abruptly stops taking the 
drug.

12. When  a physician  sees her the day a ter 
her last dose, she is m ost likely to show
(A) hypersom nia
(B) trem or
(C) lethargy
(D) respiratory depression
(E) sedation

13. Without treatm en t  or withdrawal, what 
li e-th reaten ing sym ptom  is th is wom an  
m ost likely to  ace over subsequen t days?
(A) Seizures
(B) Com a
(C) Violen t behavior
(D) Blood dyscrasia
(E) Severe hypotension

14. A 24-year-old patien t is experiencing 
in tense hunger as well as tiredness and 
headache. This patien t is m ost likely to be 
withdrawing  rom  which  o  the  ollowing 
substances?
(A) Alcohol
(B) Am phetam ines
(C) Benzodiazepines
(D) Phencyclidine (PCP)
(E) Heroin

15. In  the Un ited States, the group in  which  
sm oking curren tly shows the largest increase 
is
(A) teenaged m ales
(B) m iddle-aged m ales
(C) teenaged  em ales
(D) m iddle-aged  em ales
(E) elderly  em ales

16. What is the m ajor m echan ism  o  action  
o  cocaine on  neurotransm itter system s in  
the brain?
(A) Blocks reuptake o  dopam ine
(B) Blocks release o  dopam ine
(C) Blocks reuptake o  seroton in
(D) Blocks release o  seroton in
(E) Blocks release o  norepinephrine
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17. A ter 20 years o  sm oking, a 45-year-old 
 em ale patien t has decided to quit. O  the 
 ollowing, which is m ost likely to be seen  
as a result o  th is patien t’s withdrawal  rom  
n icotine?
(A) Weight gain
(B) Euphoria
(C) Excitability
(D) Delirium  trem ens
(E) Long-term  abstinence

18. A 43-year-old m an  with  a 5-year h istory 
o  HIV tells h is physician  that he has been  
sm oking m arijuana a  ew tim es a day to treat 
h is sym ptom s o  nausea and lack o  appetite. 
To obtain  the m arijuana, the patien t notes 
that, although m arijuana is illegal in  h is 
state, he grows it in  h is backyard. The 
doctor’s best response to th is patien t’s 
revelation  is
(A) “I am  sorry but growing or using 

m arijuana is illegal and I m ust noti y the 
police”

(B) “I have read about other patien ts 
growing m arijuana”

(C) “Are you aware that m arijuana can  cause 
respiratory problem s?”

(D) “There are a num ber o  m edications that 
I can  prescribe to help  alleviate your 
nausea and lack o  appetite in  p lace o  
m arijuana”

(E) “Do you th ink that using m arijuana has 
negative long-term  e  ects?”

19.  A 24-year-old m an  is brought to the 
hospital com plain ing o  severe chills, 
stom ach cram ps, diarrhea, and runny nose 
(rh inorrhea). The doctor determ ines that 
the patien t is withdrawing  rom  heroin  and 
adm in isters clon idine. In  opioid withdrawal, 
clon idine im proves sym ptom s by its action  
as a
(A) beta 1-agon ist
(B) beta 2-agon ist
(C) alpha 1-agon ist
(D) alpha 2-agon ist

20. A 35-year-old m an  is brought to the 
em ergency departm ent con  used and 
anxious. The m an  reports that som eone is 
trying to kill h im  but he does not know who 
the person  is. In itial physical exam ination  
reveals elevated heart and respiration  
rates. While in  the em ergency room , the 
patien t has a seizure and then  develops 
li e-th reaten ing cardiovascular sym ptom s. 
The drug that th is patien t is m ost likely to be 
withdrawing  rom  is
(A) phencyclidine (PCP)
(B) lysergic acid diethylam ide (LSD)
(C) heroin
(D) secobarbital
(E) m arijuana

21. A 40-year-old wom an  is brought to the 
em ergency room  by a colleague. The patien t 
in itially shows clinched  sts and in tense 
tooth  grinding. Shortly therea ter, she begins 
to experience violen t seizures. Her colleague 
states that over the past 6 m onths the wom an  
has  requen tly been  late  or work and has 
been  given  warn in gs by th e boss becau se 
her work is “not up  to par.” The colleague 
also states that the wom an’s m other died 
yesterday and that the patien t had been  with  
her m other 24 hours per day  or 3 days prior 
to her death  and cam e to work directly  rom  
the hospital. O  the  ollowing, which is the 
m ost likely cause o  the patien t’s sym ptom s?
(A) Prim ary seizure disorder
(B) Cerebral hem orrhage
(C) Malingering
(D) Com plicated grie  reaction
(E) Alcohol withdrawal
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Questions 22–26

For the patien t in  each  num bered question , 
select the lettered drug he or she is m ost likely 
to be using.
(A) Alcohol
(B) Secobarbital
(C) Cocaine
(D) Methylphen idate
(E) Ca  eine
(F) Diazepam
(G) Heroin
(H) Marijuana
(I) Nicotine
(J ) Phencyclidine (PCP)
(K) Lysergic acid diethylam ide (LSD)

22. A 32-year-old m an  is brought to a New 
York City hosp ital. He appears sedated but 
shows an  elevated m ood. A blood test reveals 
the presence o  HIV.

23. A 25-year-old m an  is brought to 
the hospital a ter being involved in  an  
autom obile acciden t in  which  he was driving 
and the other driver was killed.

24. When  a physician  exam ines a 17-year-
old h igh school studen t, she notes that 
he has erythem a o  the nose. During the 
in terview, the studen t seem s withdrawn and 
sad.

25. A 28-year-old m an  is hospitalized 
a ter trying to jum p  rom  the roo  o  one 
apartm en t building to another. His  riends 
relate that p rior to the jum p, the m an  angrily 
th reatened them  because they would not 
jum p with  h im .

26. A 22-year-old wom an  is brought to 
the em ergency room  at 8 a m  by her  riend, 
who states that the wom an  has been  acting 
strangely since the previous even ing. While 
lying on  the exam in ing table, the patien t 
states that she  eels like she is f oating in  the 
air and the sun  (the overhead electric ligh t) is 
big and glaring above her.
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Answers and Explanations

Typical Board Question
The answer is D. The m ost likely reason  that th is patien t, who has had prior experience in  a m eth-
adone m ain tenance program , would re use to be en rolled again  is that such  program s require 
waiting in  line each  day to receive m ethadone. Methadone does not cause severe drug aller-
gies nor does it have sign i ican t side e  ects. It is given  on ly once per day and is  ree to persons 
en rolled in  m ethadone m ain tenance program s.

1. The answer is D. 2. The answer is E. The m ost likely cause o  th is patien t’s sym ptom s o  
sweating, m uscle aches, stom ach cram ps, diarrhea,  ever, runny nose, goose bum ps, and 
dilated pupils is heroin  withdrawal. While alcohol withdrawal m ay be associated with  
pupil dilation , alcohol use and withdrawal and am phetam ine withdrawal are less likely to 
cause th is constellation  o  sym ptom s. O  the choices given , the m ost e  ective im m ediate 
treatm ent  or heroin  withdrawal is clon idine to stabilize the autonom ic nervous system . 
Psychotic sym ptom s are uncom m on in  op ioid withdrawal, and th is patien t does not need 
an  an tipsychotic. Naloxone and naltrexone as well as stim ulan ts will worsen  rather than  
am eliorate the patien t’s withdrawal sym ptom s.

3. The answer is E. Alm ost 20 m illion  Am ericans report that they use m arijuana. In  
con trast, 1.5 m illion , 1.3 m illion , 0.5 m illion , and 0.3 m illion  report that they use cocaine, 
hallucinogens, inhalan ts, and heroin , respectively.

4. The answer is D. The next step  in  m anagem en t is  or the physician  to ask th is patien t the 
CAGE questions. Positive answers to any two o  these questions or to the last one alone 
indicate that he has a problem  with  alcohol. Patien ts with  such problem s typ ically use 
den ial as a de ense m echan ism  and so rarely believe or adm it that they have a problem  
with  alcohol. Liver  unction  problem s or presence o  the stigm ata o  alcoholism  (e.g., stria, 
broken  blood vessels on  the nose) do not necessarily indicate the patien t curren tly has a 
problem  with  alcohol. It is inappropriate  or the doctor to call the previous em ployer  or 
in  orm ation .

5. The answer is C. The am otivational syndrom e (e.g., lack o  in terest in  getting a job or going 
to school) and increased appetite, particularly  or snack  oods, are characteristically seen  
in  chron ic users o  m arijuana. Use o  cocaine, heroin , phencyclidine (PCP), or lysergic 
acid diethylam ide (LSD) m ay cause work-related problem s but are less likely to increase 
appetite.

6. The answer is D. Like other stim ulan t drugs, am phetam ines such as “bath  salts” reduce 
appetite; use can  thus result in  decreased body weight. Am phetam ines also decrease 
 atigue, increase pain  threshold, and increase libido.

7. The answer is E. Heroin  users show an  elevated, relaxed m ood and som nolence. Users are 
m ost likely to be young adult m ales.

8. The answer is C. Illegal drug use is m ost com m on in  people 18–25 years o  age.

9. The answer is B. The m ost likely cause o  trem or, tachycardia, illusions (e.g., believing the 
nurse is an  old  riend), and visual and tactile hallucinations (e.g.,  orm ication—the  eeling 
o  in sects crawling on  the skin ) in  th is patien t is alcohol withdrawal, since the use o  alcohol 
during the past  ew days o  hospitalization  is un likely. His  ractured h ip  m ay have been  
sustained in  the  all while he was in toxicated. Heroin  use and heroin  and am phetam ine 
withdrawal generally are not associated with  psychotic sym ptom s.
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10. The answer is D. Delusions and other evidence o  psychosis are seen  with  the use o  
cocaine. The in tense euphoria produced by cocaine lasts on ly about 1 hour. Severe 
psychological craving  or the drug peaks 2–4 days a ter the last dose, although there m ay 
be  ew physiologic signs o  withdrawal. Cocaine in toxication  is characterized by agitation  
and irritability, not sedation .

11. The answer is A. Tachycardia, increased peristalsis, increased energy, and decreased 
appetite are physical e  ects o  stim ulan ts like ca  eine. Headaches are m ore likely to result 
 rom  withdrawal rather than  use o  stim ulan t drugs.

12. The answer is B. 13. The answer is A. Withdrawal  rom  benzodiazepines is associated with  
trem or, insom nia, and anxiety. Respiratory depression  and sedation  are associated with  the 
use o , not withdrawal  rom , sedative drugs. O  the choices in  Question  13, seizures are the 
m ost com m on li e-threaten ing sym ptom  that th is wom an  will  ace over the next  ew days.

14. The answer is B. Tiredness and headache are seen  with  withdrawal  rom  stim ulan ts. While 
increased appetite can  be seen  in  withdrawal  rom  all stim ulan ts, the m ost in tense hunger 
is seen  with  withdrawal  rom  am phetam ines.

15. The answer is C. In  the Un ited States, the group in  which sm oking curren tly shows the 
largest increase is teenaged  em ales.

16. The answer is A. The m ajor m echan ism  o  action  o  cocaine on  neural system s is to block 
the reuptake o  dopam ine, thereby increasing its availability in  brain  synapses. Increased 
availability o  dopam ine is involved in  the “reward” system  o  the brain  and the euphoric 
e  ects o  stim ulan ts.

17. The answer is A. Weight gain  com m only occurs  ollowing withdrawal  rom  stim ulan ts such 
as n icotine. Mild depression  o  m ood and lethargy are also seen . Long-term  abstinence is 
uncom m on  in  sm okers; m ost sm okers who quit relapse with in  2 years. Delirium  trem ens 
occur with  withdrawal  rom  sedatives such as alcohol.

18. The answer is D. The best response to th is patien t’s revelation  about growing and using 
m arijuana is to recom m end e  ective but sa er substitu tes,  or exam ple, prescrip tion  
m edications to treat h is nausea and lack o  appetite. It is neither appropriate nor necessary 
 or a physician  to report the patien t’s actions to the police. Also, th is HIV-positive 
patien t is likely to be m ore concerned about  eeling ill in  the short-term  than  long-term  
consequences o  m arijuana use such as resp iratory problem s.

19. The answer is D. Clon idine acts via inh ibition  o  noradrenergic activity through 
presynaptic stim ulation  o  alpha 2-adrenergic neurons.

20. The answer is D. This 35-year-old patien t is m ost likely to be withdrawing  rom  
secobarbital, a barbiturate. Barbiturate withdrawal sym ptom s appear about 12–20 hours 
a ter the last dose and include anxiety, elevated heart and respiration  rates, psychotic 
sym ptom s (e.g., the belie  that som eone is trying to kill h im ), con  usion , and seizures and 
can  be associated with  li e-threaten ing cardiovascular sym ptom s. There are  ew physical 
withdrawal sym ptom s associated with  m arijuana, phencyclidine (PCP), or lysergic acid 
diethylam ide (LSD), and those associated with  heroin  are uncom  ortable but rarely 
physically dangerous.

21. The answer is E. The violen t seizures in  th is 40-year-old wom an  are m ost likely to be a sign  
o  alcohol withdrawal. Her lateness and poor per orm ance at work over the past 6 m on ths 
are evidence that she has been  im paired by alcohol. She has probably becom e physically 
dependen t on  alcohol and, because she been  with  her dying m other  or at least 3 days, 
has not had the opportun ity to drink and now is in  withdrawal  rom  alcohol. It is m uch 
less likely that the seizures are due to a prim ary seizure disorder or cerebral hem orrhage. 
There is no reason   or th is wom an  to be  eign ing her sym ptom s as would be the case in  
m alingering (see Chapter 13), and the physical  indings suggest an  organ ic cause rather 
than  a com plicated grie  reaction  (see Chapter 3).
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22. The answer is G. The presence o  HIV as well as signs o  sedation  and euphoria indicate 
that th is patien t is an  in travenous heroin  user.

23. The answer is A. Alcohol use is com m only associated with  autom obile acciden ts.

24. The answer is C. Erythem a o  the nose is a result o  snorting cocaine, and depressed m ood 
is seen  in  withdrawal  rom  the drug.

25. The answer is J . Aggressiveness and psychotic behavior (jum ping  rom  one roo top  to 
another) indicate that th is patien t has used PCP.

26. The answer is K. This wom an , who has been  acting strangely over a num ber o  hours and 
is experiencing out-o -body experiences (e.g.,  eelings o   loating in  the air) and illusions 
(e.g., m istaking the overhead light  or the sun ), has probably taken  LSD. The patien t’s lack 
o  aggression  or agitation  indicates that the hallucinogen  she has used is less likely to have 
been  PCP.
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I. NORMAL AWAKE AND SLEEP STATES

A. Circadian cycle. In  the absence o  outside in  orm ation  about light and dark periods (i.e., 
zeitgebers), hum ans show a circadian  cycle, including awake and sleeping states closer to 
25 hours than  to 24 hours in  length .

B. Awake state. Beta and alpha waves characterize the electroencephalogram  (EEG) o  the 
awake individual (Table 10.1).
1. Beta waves over the  ron tal lobes are com m only seen  with  active mental concentration.
2. Alpha waves over the occipital and parietal lobes are seen  when  a person  relaxes with  

closed eyes.
3. Sleep latency (period o  tim e  rom  going to bed to  alling asleep) is typ ically less than  

10 m inutes.

C. Sleep state. During sleep, brain  waves show distinctive changes (Table 10.1).
1. Sleep is divided in to rapid eye m ovem en t (REM) sleep and non-REM sleep. Non-REM sleep 

consists o  stages 1, 2, 3, and 4.
2. Mapping the transitions  rom  one stage o  sleep  to another during the n ight produces a 

structure known as sleep architecture (Figure 10.1).
a. Sleep arch itecture changes with  age. The elderly o ten  have poor sleep  quality because 

aging is associated with  reduced REM sleep and delta sleep (stages 3–4 or slow wave) 
and increased n ighttim e awaken ings, leading to poor sleep efficiency (percen t o  tim e 
actually spen t sleep ing per percen t o  tim e trying to sleep) (Table 10.2).

Typical Board Question
A 52-year-old overweight single m an  reports that he o ten  wakes up  with  a headache. He 
also notes that, despite going to sleep at 10 pm  and waking at 7 a m , he is tired all the tim e and 
repeatedly  alls asleep during the day. Evaluation  o  the arterial blood o  th is patien t is m ost 
likely to reveal

(A) respiratory acidosis
(B) respiratory alkalosis
(C) m etabolic alkalosis
(D) increased PaO2
(E) decreased PaCO2

(See “Answers and Explanations” at the end of the chapter.)

10 Norm al Sleep  and Sleep  
Disorders

c h a p t e r
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b. Sedative agents, such as alcohol, barbiturates, and benzodiazepines, also are associ-
ated with  reduced REM sleep and delta sleep.

c. Most delta sleep occurs during the first half of the sleep cycle.
d. Longest REM periods occur during the second half of the sleep cycle.

3. During REM sleep, high levels of brain and cardiovascular activity occur.
a. Average tim e to the  irst REM period a ter  alling asleep  (REM latency) is 90 minutes.
b. REM periods o  10–40 m inutes each  occur about every 90 minutes th roughout the n ight.
c. A person  who is deprived o  REM sleep  one n ight (e.g., because o  inadequate sleep, 

repeated awaken ings, or sedative use) has increased REM sleep the next n igh t (REM 
rebound).

 t a b l e   10.1    Electroencephalographic Tracings and Characteristics of the Awake State and 
Sleep Stages

Sleep Stage Associated EEG Pattern (Cycles/Second cps)
% Sleep Time in 
Young Adults Characteristics

Awake Beta waves (14–30 cps)

Alpha waves (8–13 cps)

—

—

Active mental concentration

Relaxed with eyes closed

Stage 1 Theta waves  (4–7 cps) 5% Lightest stage of sleep 
characterized by peacefulness, 
slowed pulse and respiration, 
decreased blood pressure, and 
episodic body movements

Stage 2 Sleep spindle  (13–16 cps) and K-comple x 45% Largest percentage of sleep time; 
bruxism (tooth grinding) may 
occur

Stages 3 
and 4

Delta (slow-wave sleep) waves  (1–3 cps) 25% (decreases 
with age)

Deepest, most relaxed stage of 
sleep; sleep disorders, such 
as night terrors, sleepwalking 
(somnambulism), and bed-
wetting (enuresis), may occur

Rapid eye 
movement 
(REM) 
sleep REM

“Sawtooth,” beta, alpha, and theta waves 25% (decreases 
with age)

Dreaming; penile and clitoral 
erection; increased pulse, 
respiration, and blood pressure; 
absence of skeletal muscle 
movement

Awake

1

4

3

2

1

REM

Delta Delta
Delta

Waking
a t end 
of s leep
cycle

2 3 4
Hours  of s leep in a  typica l young adult 
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REM

Waking

REM
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REM

FIGURE 10.1. Sleep architecture in typical young adult. (Adapted from Wedding D. Behavior & Medicine. St. Louis, MO: 
Mosby Year Book; 1995:416.)
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d. Extended REM deprivation  or total sleep  deprivation  m ay also result in  the transien t 
display o  psychopathology, usually anxiety or psychotic sym ptom s.

D. Neurotransmitters are involved in  the production  o  sleep.
1. Increased levels o  acetylcholine (ACh) in  the reticular  orm ation  increase both sleep effi-

ciency and REM sleep.
a. ACh levels, sleep  e  iciency, and REM sleep decrease in  typ ical aging as well as in  

Alzheim er’s disease.
b. Patien ts taking an ticholinergic agen ts show decreased REM sleep, while patien ts tak-

ing cholinom im etic agen ts (e.g., physostigm ine) show increased REM sleep.
2. Increased levels o  dopamine decrease sleep efficiency. Treatm ent with  an tipsychot-

ics, which  block dopam ine receptors, m ay im prove sleep in  patien ts with  psychotic 
sym ptom s.

3. Increased levels o  norepinephrine decrease both sleep efficiency and REM sleep.
4. Increased levels o  serotonin increase both sleep efficiency and delta sleep. Dam age to 

the dorsal raphe nuclei, which  produce seroton in , decreases both  o  these m easures. 
Treatm en t with  an tidepressan ts, which increase seroton in  availability, can  im prove sleep 
e  iciency in  depressed patien ts.

II. CLASSIFICATION OF SLEEP DISORDERS

The Diagnostic and Statistical Manual of Mental Disorders, Fifth  Edition  (DSM-5) classi ies sleep  
disorders in to sleep–wake disorders, breath ing-related sleep disorders, and parasom nias.

A. Sleep–wake disorders include in som nia, hypersom nolence, and narcolepsy and are charac-
terized by problem s in  the tim ing, quality, or am ount o  sleep. Breathing-related sleep disor-
ders include sleep apnea, as well as circadian rhythm sleep disorder.

B. Parasomnias are characterized by abnorm alities in  physiology or in  behavior associated with  
sleep. They include bruxism (tooth  grinding) and sleepwalking, as well as sleep terror, REM 
sleep behavior, and nightmare disorders.

C.  These and other sleep  disorders are described in  Table 10.3.

D.  Insom nia, breath ing-related sleep  disorder, and narcolepsy are described below.

III. INSOMNIA

A.  Insom nia is difficulty falling asleep or staying asleep that lasts for at least 1 month and leads to 
sleep iness during the day or causes problem s  u l illing social or occupational obligations. It 
is presen t in  at least 30% o  the population .

 t a b l e   10.2    Summary of Characteristics of Sleep in Typical, Depressed, and Elderly People

Sleep Measure Typical Young Adult Depressed Young Adult Typical Elderly Adult

Sleep latency About 10 min >10 min >10 min
REM latency About 90 min About 45 min About 90 min
Sleep efficiency About 100% <100% <100%
Percentage delta About 25% <25% <25%
Percentage REM About 25% >25% <25%

REM, rapid eye movement.
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 t a b l e   10.3   Other Sleep Disorders and Their Characteristics

Sleep Disorder Characteristics

Sleep terror disorder Repetitive experiences of fright in which a person screams in fear during sleep 
(usually normal in children)

The person cannot be awakened
The person has no memory of having a dream
Occurs during delta sleep
Onset in adolescence may indicate temporal lobe epilepsy

Nightmare disorder Repetitive, frightening dreams that cause nighttime awakenings
The person usually can recall the nightmare
Occurs during REM sleep

Sleepwalking disorder Repetitive walking around during sleep
No memory of the episode on awakening
Begins in childhood (usually 4–8 y of age)
Occurs during delta sleep

Circadian rhythm sleep disorder Inability to sleep at appropriate times
Delayed sleep phase type involves falling asleep and waking later than wanted
Jet lag type lasts 2–7 d after a change in time zones
Shift work type (e.g., in physician training) can result in work errors

Nocturnal myoclonus Repetitive, abrupt muscular contractions in the legs from toes to hips
Causes nighttime awakenings
Treat with benzodiazepine, quinine, or antiparkinsonian, i.e., dopaminergic agent 

(e.g., levodopa, ropinirole [Requip])
Restless legs syndrome Uncomfortable sensation in the legs necessitating frequent motion

Repetitive limb jerking during sleep
Causes difficulty falling asleep and nighttime awakenings
More common with aging, Parkinson’s disease, pregnancy, and kidney disease
Treat with antiparkinsonian agent, iron supplements, or magnesium supplements

Kleine-Levin syndrome and 
menstrual-associated 
syndrome (symptoms only in the 
premenstruum)

Recurrent periods of excessive sleepiness occurring almost daily for weeks to months
Sleepiness is not relieved by daytime naps
Often accompanied by hyperphagia (overeating)
Kleine-Levin syndrome is more common in adolescent males

Sleep drunkenness Difficulty awakening fully after adequate sleep
Rare, must be differentiated from substance use or other sleep disorder
Associated with genetic factors

Bruxism Tooth grinding during sleep (stage 2)
Can lead to tooth damage and jaw pain
Treat with dental appliance worn at night or corrective orthodontia

REM sleep behavior disorder REM sleep without the typical skeletal muscle paralysis
While dreaming, patients can injure themselves or their sleeping partners
Associated with Parkinson’s disease and Lewy body disease
Treat with antiparkinsonian agent, REM suppressor (e.g., benzodiazepin), or 

anticonvulsant (e.g., carbamazepine)

B. Psychological causes o  insom nia include the m ood and anxiety disorders.
1. Major depressive disorder (see Chapter 12).

a. Characteristics o  the sleep pattern in  depression  (Table 10.2):
(1) Long sleep latency.
(2) Repeated n igh ttim e awaken ings leading to poor sleep  e  iciency.
(3) Waking too early in  the m orn ing (term inal insom nia) is the m ost com m on  sleep  

characteristic o  depressed patien ts.
b. Characteristics o  the sleep stages in  depression  (Table 10.2):

(1) Short REM latency (appearance o  REM with in  about 45 m inutes o   alling asleep).
(2) Increased REM early in the sleep cycle and decreased REM later in  the sleep  cycle 

(e.g., in  the early m orn ing hours).
(3) Long  irst REM period and increased total REM.
(4) Reduced delta sleep.
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2. Bipolar disorder. Manic or hypomanic patien ts have trouble  alling asleep  and sleep  ewer 
hours.

3. Anxious patien ts o ten  have trouble  alling asleep.

C. Physical causes o  insom nia:
1. Use of central nervous system (CNS) stimulants (e.g., ca  eine) is the m ost com m on  cause o  

insom nia.
2. Withdrawal of agents with sedating action (e.g., alcohol, benzodiazepines) can  result in  

wake ulness.
3. Medical conditions causing pain  also result in  insom nia, as do endocrine and m etabolic 

disorders.

IV. BREATHING-RELATED SLEEP DISORDER (SLEEP APNEA)

A. Patien ts with  sleep  apnea stop breathing  or brie  in tervals. Low oxygen  or h igh carbon  diox-
ide level in  the blood repeatedly awakens the patient during the n ight, resulting in  daytime 
sleepiness and respiratory acidosis (blood pH < 7.35).
1. In  patien ts with  central sleep apnea (m ore com m on  in  the elderly), little or no resp iratory 

e  ort occurs, resu lting in  less air reaching the lungs.
2. In  patien ts with  obstructive sleep apnea, resp iratory e  ort occurs, but an  airway obstruc-

tion  preven ts air  rom  reaching the lungs. Obstructive sleep  apnea occurs m ost o ten  in  
people 40–60 years o  age and is m ore com m on  in  m en  (8:1 m ale-to- em ale ratio) and in  
the obese. Patien ts o ten  snore.

3. Pickwickian syndrome is a related condition  in  which airway obstruction  results in  day-
tim e sleepiness.

B. Sleep apnea occurs in  1%–10% of the population and is related to depression , m orn ing head-
aches, and pulmonary hypertension. It m ay also result in  sudden death during sleep in  the 
elderly and in  in  an ts.

V. NARCOLEPSY

A. Patien ts with  narcolepsy have sleep attacks (i.e.,  all asleep  sudden ly during the day) despite 
having a norm al am ount o  sleep at n ight. While typ ical in  am oun t, their n igh ttim e sleep is 
characterized by decreased sleep latency, very short REM latency (<10 minutes), less total REM, 
and interrupted REM (sleep   ragm en tation).

B. Decreased REM sleep at n igh t leads to the in trusion  o  characteristics o  REM sleep  (e.g., 
paralysis, n ightm ares) while the patien t is awake resulting in :
1. Hypnagogic or hypnopompic hallucinations. These are strange perceptual experiences that 

occur just as the patien t  alls asleep  or wakes up, respectively, and occur in  20%–40% o  
patien ts.

2. Cataplexy. This is a sudden  physical collapse caused by the loss o  all m uscle tone a ter a 
strong em otional stim ulus (e.g., laughter,  ear) and occurs in  30%–70% o  patien ts.

3. Sleep paralysis. This is the inability to m ove the body  or a  ew seconds a ter waking.

C. Narcolepsy is uncom m on.
1. It occurs m ost  requen tly in  adolescents and young adults.
2. There m ay be a genetic component.
3. Daytime naps allow the patien t to m ake up som e lost REM sleep and, as such, leave the 

patien t  eeling re reshed.
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VI. MANAGEMENT OF SLEEP DISORDERS

The m anagem en t o  in som nia, breath ing-related sleep  disorder, and narcolepsy are described 
in  Table 10.4.

 t a b l e   10.4   Management of the Major Sleep Disorders

Disorder Management (in Order of Highest to Lowest Utility)

Insomnia Avoidance of caffeine, especially before bedtime
Development of a series of behaviors associated with bedtime (i.e., “a sleep ritual”  

“sleep hygiene”)
Maintaining a fixed sleeping and waking schedule (i.e., “sleep hygiene”)
Daily exercise (but not just before sleep)
Relaxation techniques
Psychoactive agents (i.e., limited use of sleep agents to establish an effective sleep pattern 

and antidepressants or antipsychotics, if appropriate) (see Table 16.3)
Breathing-related sleep 

disorder (obstructive 
sleep apnea)

Weight loss (if overweight)
Continuous positive airway pressure (CPAP) (a device with a mask applied to the face at 

night to gently move air into the lungs)
Breathing stimulant, e.g., medroxyprogesterone acetate, protriptyline (Vivactil), fluoxetine 

(Prozac)
Surgery to enlarge the airway, e.g., uvulopalatoplasty
Tracheostomy (as a last resort)

Narcolepsy Stimulant agents (e.g., modafinil [Provigil]; methylphenidate [Ritalin], if cataplexy is present, 
sodium oxybate [Xyrem] or an antidepressant may be added)

Scheduled daytime naps

Fadem7e_Chap10.indd   103 1/12/2016   3:49:58 PM



Review Test

Directions: Each  o  the num bered item s or incom plete statem ents in  th is section  is  ollowed by 
answers or by com pletions o  the statem ent. Select the one lettered answer or com pletion  that 
is best in  each case.

1. The paren ts o  a 5-year-old boy report 
that the child o ten  scream s during the 
n ight. They are particularly concerned 
because during these disturbances, the 
child sits up, opens h is eyes, and “looks 
right through  them ,” and they are unable 
to awaken  him . The child has no m em ory 
o  these experiences in  the m orn ing. 
Physical exam ination  is unrem arkable and 
the child  is doing well in  kindergarten . 
During these disturbances, the child’s 
electroencephalogram  is m ost likely to be 
prim arily characterized by
(A) sawtooth  waves
(B) theta waves
(C) K com plexes
(D) delta waves
(E) alpha waves

2. During a sleep  study, a physician  
discovers that a patien t shows too little 
REM sleep during the n ight. Theoretically, 
to increase REM sleep, the physician  should 
give the patien t a m edication  aim ed at 
increasing circu lating levels o 
(A) seroton in
(B) norepinephrine
(C) acetylcholine
(D) dopam ine
(E) h istam ine

3. During a sleep  study, a m ale patien t’s 
electroencephalogram  (EEG) shows 
prim arily sawtooth  waves. Which o  the 
 ollowing is m ost likely to characterize th is 
patien t at th is tim e?
(A) Pen ile erection
(B) Movem en t o  skeletal m uscles
(C) Decreased blood pressure
(D) Decreased brain  oxygen  use
(E) Decreased pulse

4. During a sleep  study, a  em ale patien t’s 
EEG shows prim arily delta waves. Which o  
the  ollowing is m ost likely to characterize 
th is patien t at th is tim e?
(A) Clitoral erection
(B) Paralysis o  skeletal m uscles
(C) Sleepwalking (som nam bulism )
(D) Nightm ares
(E) Increased brain  oxygen  use

5. An  85-year-old patien t reports that he 
sleeps poorly. Sleep in  th is patien t is m ost 
likely to be characterized by increased
(A) sleep  e  iciency
(B) REM sleep
(C) n ighttim e awaken ings
(D) stage 3 sleep
(E) stage 4 sleep

6. A wom an  reports that m ost n ights 
during the last year, she has lain  awake in  
bed  or m ore than  2 hours be ore she  alls 
asleep. A ter these n ights, she is tired and 
 orget u l and m akes m istakes at work. O  
the  ollowing, the m ost e  ective long-term  
treatm en t  or th is wom an  is
(A) con tinuous positive airway pressure 

(CPAP)
(B) an  an tipsychotic agen t
(C) a sedative agen t
(D) a stim ulan t agen t
(E) developm en t o  a “sleep  ritual”

Questions 7 and 8

A 22-year-old m edical studen t who goes to 
sleep  at 11 pm  and wakes at 7 a m   alls asleep in  
laboratory every day. He tells the doctor that 
he sees strange im ages as he is  alling asleep  
and som etim es just as he wakes up. He has 
had a  ew m inor car acciden ts that occurred 
because he  ell asleep while driving.
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7. O  the  ollowing the best f rst step  in  
m anagem en t o  th is studen t’s p roblem  is
(A) con tinuous positive airway pressure 

(CPAP)
(B) an  an tipsychotic agen t
(C) a sedative agen t
(D) a stim ulan t agen t
(E) developm en t o  a “sleep  ritual”

8. Which o  the  ollowing is th is studen t 
m ost likely to experience?
(A) Long REM latency
(B) Auditory hallucinations
(C) Tactile hallucinations
(D) Delusions
(E) Cataplexy

Questions 9 and 10

A patien t reports that he is sleepy all day 
desp ite having 8 hours o  sleep  each  n ight. 
His wi e reports that h is loud snoring keeps 
her awake.

9. O  the  ollowing, the best f rst step  in  the 
m anagem en t o  th is patien t is
(A) con tinuous positive airway pressure 

(CPAP)
(B) an  an tipsychotic agen t
(C) a sedative agen t
(D) a stim ulan t agen t
(E) developm en t o  a “sleep  ritual”

10. O  the  ollowing, th is patien t is m ost 
likely to be
(A) depressed
(B) aged 25 years
(C) overweight
(D) using a stim ulan t agen t
(E) withdrawing  rom  a sedative agen t

11. Sawtooth  waves are m ost characteristic 
o  what sleep stage?
(A) Stage 1
(B) Stage 2
(C) Stages 3 and 4
(D) REM sleep

12. Sleep spindles, K com plexes, and bruxism  
are m ost characteristic o  what sleep stage?
(A) Stage 1
(B) Stage 2
(C) Stages 3 and 4
(D) REM sleep

13. Theta waves are m ost characteristic o  
what sleep  stage?
(A) Stage 1
(B) Stage 2
(C) Stages 3 and 4
(D) REM sleep

14. What sleep  stage takes up  the largest 
percen tage o  sleep  tim e in  young adults?
(A) Stage 1
(B) Stage 2
(C) Stages 3 and 4
(D) REM sleep

15. Bed-wetting is characteristic o  what 
sleep  stage?
(A) Stage 1
(B) Stage 2
(C) Stages 3 and 4
(D) REM sleep

16. A 22-year-old studen t in  the m iddle o  
f nals week tells her doctor that  or the last 
2 weeks, she has been  studying late in to the 
n ight and has started to have trouble  alling 
asleep. What is the doctor’s m ost appropriate 
recom m endation?
(A) Exercise be ore bedtim e
(B) A large m eal be ore bedtim e
(C) A glass o  m ilk be ore bedtim e
(D) A  ixed wake-up  and bedtim e  

schedule
(E) A short-acting benzodiazepine at 

bedtim e

17. A 45-year-old  em ale patien t reports  
that over the last 3 m onths, she has lost  
her appetite and in terest in  her usual 
activities and o ten   eels that li e is not  
worth  living. Com pared with  typical  
sleep, in  th is patien t, the percen tage  
o  REM sleep, percen tage o  delta sleep,  
and sleep latency, respectively, are m ost 
likely to
(A) increase, decrease, decrease
(B) increase, decrease, increase
(C) decrease, stay the sam e, increase
(D) decrease, decrease, increase
(E) increase, increase, increase
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18. In  a sleep  laboratory, a wom an  shows 
10% o  sleep  tim e in  stage 1 sleep, 75% o  
sleep  tim e in  stage 2 sleep, 15% o  sleep  
tim e in  REM sleep, no delta sleep, and six 
n ighttim e awaken ings. This sleep  pattern  
indicates that th is wom an
(A) has narcolepsy
(B) has a depressive illness
(C) is elderly
(D) has an  anxiety disorder
(E) has nocturnal m yoclonus

19. A 5-year-old ch ild  o ten  wakes during 
the n ight, crying and  ear u l. When  his 
paren ts com e to h im , he relates details o  
dream s involving  righ ten ing creatures and 
situations. Which  o  the  ollowing sleep  
disorders best m atches th is p icture?
(A) Kleine-Levin  syndrom e
(B) Nightm are disorder
(C) Sleep terror disorder
(D) Sleep drunkenness
(E) Circadian  rhythm  sleep disorder
(F) Nocturnal m yoclonus
(G) Restless legs syndrom e
(H) Bruxism

20. The m other o  a 13-year-old boy reports 
that he has “bouts” o  overeating and o  
oversleeping, each lasting a  ew days to a  ew 
weeks. Which o  the  ollowing sleep  disorders 
best m atches th is p icture?
(A) Kleine-Levin  syndrom e
(B) Nightm are disorder
(C) Sleep terror disorder
(D) Sleep drunkenness
(E) Circadian  rhythm  sleep disorder
(F) Nocturnal m yoclonus
(G) Restless legs syndrom e
(H) Bruxism

21. A 32-year-old m an  has a 9 to 5 job in  a 
law o f ce. Sunday n igh t through Thursday 
n ight the m an  goes to bed at 10 pm  but is 
unable to  all asleep un til about 2 a m . His 
alarm  wakens h im  at 6 a m  and he  eels tired 
all day. On  Friday and Saturday n ights, 
the m an  goes to bed at 2 a m ,  alls asleep 
quickly, sleeps un til 10 a m , and wakes  eeling 
re reshed. Which o  the  ollowing sleep 
disorders best m atches this p icture?
(A) Kleine-Levin  syndrom e
(B) Nightm are disorder
(C) Sleep terror disorder
(D) Sleep drunkenness
(E) Circadian  rhythm  sleep disorder
(F) Nocturnal m yoclonus
(G) Restless legs syndrom e
(H) Bruxism

22. A 70-year-old m an  cannot  all asleep 
because o  crawling  eelings and aching 
in  his calves and th ighs. He can  suppress 
the urge to m ove his legs  or a short period 
but then  m ust m ove them . Which o  the 
 ollowing best f ts th is clin ical p icture?
(A) Kleine-Levin  syndrom e
(B) Nightm are disorder
(C) Sleep terror disorder
(D) Sleep drunkenness
(E) Circadian  rhythm  sleep disorder
(F) Nocturnal m yoclonus
(G) Restless legs syndrom e
(H) Bruxism

23. The sleep  o  a patien t who begins taking 
a m oderate dose o  diazepam  (Valium ) daily 
is m ost likely to be characterized by which  o  
the  ollowing changes?
(A) Increased stage 1 and increased stage 2
(B) Increased stage 1 and decreased delta
(C) Decreased REM and decreased delta
(D) Decreased REM and increased delta
(E) Increased REM and decreased delta
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24. A 21-year-old studen t who is part o  a 
study o  circadian  rhythm s, sleeps in  a cave 
 or 1 m on th  with  no access to clocks or 
watches. At the end o  the m onth , the length  
o  her circadian  cycle is likely to be closest to
(A) 21 hours
(B) 22 hours
(C) 23 hours
(D) 24 hours
(E) 25 hours

25. The wi e o  a 62-year-old m an  tells the 
doctor that  or the past year, her husband 
has punched and kicked her repeatedly 
during the n ight. When  she wakes h im  
during these ep isodes, her husband relates 
that he has been  having a dream  in  which 
he is trying to escape  rom  or f ghting with  a 
 righten ing attacker. Over the next  ew years, 
th is m an  is at increased risk to develop
(A) Kleine-Levin  syndrom e
(B) sleep  terror disorder
(C) nocturnal m yoclonus
(D) Alzheim er’s disease
(E) Lewy body disease

26. A 33-year-old m an  with  m yasthen ia 
gravis is taking physostigm ine  or sym ptom  
relie . The e  ect o  th is agen t on  sleep  
architecture in  th is patien t is m ost likely to 
be increased
(A) stage 1 sleep
(B) stage 2 sleep
(C) stage 3 sleep
(D) stage 4 sleep
(E) REM sleep

27.  A 22-year-old studen t reports that he 
 alls asleep  repeatedly during the daytim e. 
He also reports that he cannot m ove  or a 
 ew m inutes when  he f rst wakes up in  the 
m orn ing. I  the patien t has a sleep study, 
which o  the  ollowing sleep  changes is m ost 
likely to be seen?
(A) Increased REM latency
(B) Decreased REM latency
(C) Increased Stage 2
(D) Decreased Stage 2
(E) Increased sleep latency

28.  A ter being asleep  or 6 hours during a 
sleep  study, a healthy 28-year-old wom an  
wakes up to urinate. Which o  the  ollowing 
changes is m ost likely to be seen  in  her EKG 
at this tim e?
(A) Increased heart rate
(B) Decreased heart rate
(C) Increased Q-T in terval
(D) Decreased Q-T in terval
(E) Atrial  ibrillation
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Answers and Explanations

Typical Board Question
The answer is A. This overweight m iddle-aged m ale patien t is likely to have sleep apnea. Because 
he is single and sleeps alone, he does not realize that h is n ighttim e sleep  is characterized by 
depressed breathing and is o ten  disrupted. Like other patien ts with  pulm onary disorders lead-
ing to depressed breath ing, patien ts with  sleep  apnea typ ically show chron ic respiratory acidosis 
(increased partial p ressure o  carbon  dioxide [PaCO2]). Respiratory alkalosis (decreased PaCO2) 
results  rom  hyperven tilation  as a result o  anxiety, h igh  ever, or stim ulan t use. Metabolic alka-
losis typ ically results  rom  excessive vom iting and resulting hypokalem ia (see also answers to 
Questions 9 and 10).

1. The answer is D. This child  dem onstrates sleep terror disorder, which is characterized by 
repetitive occurrences o  scream ing during the n ight and the inability to be awakened or to 
rem em ber those experiences in  the m orn ing. Sleep terrors typ ically occur during delta sleep. 
I  the child were having n ightm ares, which occur in  REM sleep, the child typically would 
awaken  and relate the nature o  h is  righten ing dream s (see also answer to Question  19).

2. The answer is C. Acetylcholine (Ach) is involved in  both  increasing REM sleep  and 
increasing sleep  e  iciency. Increased levels o  dopam ine decrease sleep  e  iciency. 
Increased levels o  norepinephrine decrease both  sleep  e  iciency and REM sleep  while 
increased levels o  seroton in  increase both  sleep  e  iciency and delta (slow-wave) sleep.

3. The answer is A. Sawtooth  waves characterize REM sleep, which is also associated with  
pen ile erection ; dream ing; increased pulse, respiration , and blood pressure; and paralysis o  
skeletal m uscles.

4. The answer is C. Delta waves characterize sleep  stages 3 and 4 (slow-wave sleep), which is 
also associated with  som nam bulism , n ight terrors, episodic body m ovem en ts, and enuresis. 
Delta sleep  is the deepest, m ost relaxed stage o  sleep. Clitoral erection , paralysis o  skeletal 
m uscles, n ightm ares, and increased brain  oxygen  use occur during REM sleep.

5. The answer is C. Sleep  in  the elderly is characterized by increased n ighttim e awaken ings, 
decreased REM sleep, decreased delta sleep, and decreased sleep  e  iciency.

6. The answer is E. The m ost e  ective long-term  m anagem en t  or th is wom an  with  insom nia 
is the developm en t o  a series o  behaviors associated with  bedtim e (i.e., a “sleep ritual”). 
By the process o  classical condition ing (see Chapter 7), the sleep ritual then  becom es 
associated with  going to sleep. Sleep rituals can  include th ings like taking a warm  bath , 
pu lling down  the blinds, and listen ing to sooth ing m usic. Con tinuous positive airway 
pressure is used to treat sleep apnea; stim ulan t agen ts are used to treat narcolepsy; and 
an tipsychotics are used to treat psychotic sym ptom s. Sedative agen ts have a h igh poten tial 
 or m isuse and, because they tend to reduce REM and delta sleep, their use m ay result in  
sleep o  poorer quality.

7. The answer is D. 8. The answer is E. This m edical studen t who  alls asleep  in  laboratory 
every day despite a norm al am ount o  sleep  at n igh t probably has narcolepsy. O  the listed 
choices, the m ost e  ective m anagem en t  or narcolepsy is the adm in istration  o  stim ulan t 
agen ts such  as m oda in il. Sedative agen ts are not use u l  or narcolepsy. In  narcolepsy, 
short REM latency, sleep  paralysis, and catap lexy occur. The studen t’s strange perceptual 
experiences as he is  alling asleep  and waking up  are hypnagogic and hypnopom pic 
hallucinations, respectively.
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9. The answer is A. 10. The answer is C. This m an  who snores and reports that he is sleepy all 
day desp ite having 8 hours o  sleep  each n ight probably has obstructive sleep  apnea. O  
the listed choices, the best  irst step  in  m anagem en t o  th is patien t is con tinuous positive 
airway pressure (CPAP). Since obesity is associated with  obstructive sleep  apnea, other 
suggestions  or th is patien t would include weight loss. Use o  stim ulan ts and withdrawal 
 rom  sedatives are associated with  wake ulness rather than  the daytim e sleep iness 
seen  here. Also, m ost sleep  apnea patien ts are m iddle aged (age 40–60 years). Although 
depression  and anxiety are associated with  sleep  problem s, th is m an’s snoring indicates 
that h is sleep  problem  is m ore likely to have a physical basis.

11. The answer is D. Sawtooth  waves are prim arily seen  in  REM sleep.

12. The answer is B. Sleep  spindles, K com plexes, and bruxism  are prim arily seen  in  stage 2 
sleep.

13. The answer is A. Theta waves are prim arily seen  in  stage 1 sleep.

14. The answer is B. In  young adults, 45% o  total sleep  tim e is spen t in  stage 2 sleep. Five 
percen t is spen t in  stage 1, 25% in  REM, and 25% in  delta sleep.

15. The answer is C. Bed-wetting occurs prim arily in  stages 3 and 4 (delta) sleep.

16. The answer is D. The m ost appropriate  irst step  in  the m anagem ent o  th is 22-year-old 
studen t who is having tem porary problem s with  sleep  during  inals week is to recom m end 
a  ixed wake-up and bedtim e schedule. Benzodiazepines are not appropriate because o  
their h igh  poten tial  or m isuse and possibility o  causing daytim e sedation  in  th is studen t 
during exam inations. These agen ts also decrease sleep quality by reducing REM and 
delta sleep. Exercise should be done early in  the day; i  done be ore bedtim e, it can  be 
stim ulating and cause wake ulness. A large m eal be ore bedtim e is m ore likely to in ter ere 
with  sleep  than  to help  sleep. While m any people believe that m ilk helps induce sleep, th is 
e  ect has never been  shown  em pirically.

17. The answer is B. This wom an’s sym ptom s indicate that she is likely to be experiencing a 
m ajor depressive episode (see Chapter 12). Sleep in  m ajor depression  is associated with  
increased REM sleep, reduced delta sleep, and increased sleep latency.

18. The answer is C. This sleep pattern  indicates that th is wom an  is elderly. Sleep  in  elderly 
patien ts is characterized by increased stage 1 and stage 2 sleep, increased n ighttim e 
awaken ings, decreased REM sleep, and m uch reduced or absen t delta sleep.

19. The answer is B. Th is ch ild  is experien cin g n igh tm are d isorder, wh ich  occurs durin g 
REM sleep. In  con trast to the ch ild  with  sleep  terror d isorder (see also an swer to 
Question  1), th is ch ild  wakes up  an d  can  relate the n atu re o  h is  righ ten in g dream s. 
Klein e-Levin  syn drom e is usually seen  in  adolescen ts an d  in volves recu rren t periods 
o  hypersom n ia an d hyperphagia, each  lastin g days to weeks. In  sleep  drun ken n ess, a 
patien t can n ot com e  u lly awake a ter sleep, an d  in  circad ian  rhythm  sleep  disorder, the 
in d ividual sleeps an d  wakes at in app ropriate tim es. Noctu rn al m yoclon us (m uscu lar 
con traction s in volvin g the legs) an d  restless legs syn drom e (un com  ortab le sen sation  
in  the legs) occur m ore com m on ly in  m iddle-aged  an d elderly peop le. Bruxism  is tooth  
grin d in g durin g sleep.

20. The answer is A. The  act that th is patien t is an  adolescen t, as well as the recurren t periods 
o  hypersom nia and hyperphagia each lasting  or weeks to m onths, indicate that th is 
patien t has Kleine-Levin  syndrom e (and see also answer to Question  19).

21. The answer is E. Circadian  rhythm  sleep  disorder involves the inability to sleep  at 
appropriate tim es. This m an  shows the delayed sleep  phase type o  th is disorder, which 
is characterized by  alling asleep and waking later than  wan ted. When  the m an  is able to 
 ollow h is pre erred sleep  schedule (e.g., on  weekends), he sleeps well and wakes re reshed 
(see also answer to Question  19).

Fadem7e_Chap10.indd   109 1/12/2016   3:49:59 PM



110 BRS Behavioral Science

22. The answer is G. In  restless legs syndrom e, there are crawling, aching  eelings in  the legs 
m aking it necessary  or the patien t to m ove them  and causing di  iculty in   alling asleep 
(see also answer to Question  19).

23. The answer is C. Decreased REM sleep and decreased delta sleep characterize the sleep o  
patien ts such as th is one, who are taking sedatives such as diazepam  (a benzodiazepine), 
barbiturates, or alcohol.

24. The answer is E. At the end o  the m onth , the length  o  th is studen t’s circadian  cycle in  the 
absence o  cues  rom  the outside world is likely to be close to 25 hours.

25. The answer is E. Dream ing typically occurs during REM sleep. Because typ ically there 
is m uscle aton ia during REM sleep, th is m an  who is m oving while dream ing is showing 
signs o  REM sleep  behavior disorder. This disorder is associated with  an  increased risk  or 
Parkinson’s disease and Lewy body disease. Kleine-Levin  syndrom e, sleep  terror disorder, 
nocturnal m yoclonus, and Alzheim er’s disease are not speci ically associated with  REM 
sleep  behavior disorder (see also answer to Question  19).

26. The answer is E. Physostigm ine is a cholinom im etic agen t used to treat m yasthen ia gravis. 
The increase in  acetylcholine resu lting  rom  treatm en t with  th is agen t is m ost likely to 
result in  increased REM sleep  in  th is patien t.

27. The answer is B. The sleep change m ost likely to be seen  in  th is studen t who is showing 
sym ptom s o  narcolepsy, that is, excessive daytim e sleepiness and sleep paralysis, is 
decreased REM latency. Although in  narcolepsy there are no speci ic changes in  Stage 2 
sleep, sleep  latency (the tim e it takes to  all asleep) is typically decreased.

28. The answer is A. The m ost likely change seen  in  the EKG o  th is healthy young wom an  is 
increased heart rate. REM sleep, which is characterized by increased heart rate, occurs 
prim arily in  the early m orn ing hours (6 hours a ter  alling asleep) and is the stage o  sleep 
seen  just be ore waking (waking to urinate in  th is question). Q-T in terval and atrial rhythm  
changes are not associated with  waking during the n ight in  healthy young adults.
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11
Schizophren ia Spectrum  
and Other Psychotic 
Disorders

I. SCHIZOPHRENIA

A. Overview
1. Schizophren ia is a chronic, debilitating m ental disorder characterized by periods o  loss o  

touch with  reality (psychosis); persisten t disturbances o  thought, behavior, appearance, 
and speech; abnorm al a  ect; and social withdrawal.

2. Peak age of onset o  schizophren ia is 15–25 years for men and 25–35 years for women.
3. Sch izophren ia occurs equally in men and women, all cultures, and all ethnic groups 

stud ied .

B. Symptoms of schizophrenia can  be classi ied as positive or negative.
1. Positive symptoms are th ings additional to expected behavior and include delusions, hal-

lucinations, agitation , and talkativeness.
2. Negative symptoms are th ings missing from expected behavior and include lack o  m otiva-

tion , social withdrawal,  lattened a  ect, cogn itive disturbances, poor groom ing, and poor 
(i.e., im poverished) speech con ten t.

3. These sym ptom  classi ications can  be use u l in  predicting the e  ects o  an tipsychotic 
m edication  (see Chapter 16).
a. Positive symptoms respond well to m ost traditional and atypical antipsychotic agents.
b. Negative symptoms respond better to atypical than  to traditional an tipsychotics.

4. Patien ts with  predom inan tly negative sym ptom s have m ore neuroanatomic (see below) 
and metabolic abnormalities (e.g., decreased cerebral m etabolism  o  glucose) than  those 
with  predom inan tly positive sym ptom s.

Typical Board Question
A physician   inds that 35-year-old hom eless m ale patien t with schizophren ia has hyperkerato-
sis, in  lam ed gum s, and petechiae. What is the m ost likely explanation   or th is clin ical picture?

(A) Throm bocytopen ia  rom  an tipsychotic m edication
(B) Occult in  ection
(C) Low white blood cell coun t
(D) Vitam in  de iciency
(E) Medication -induced vasculitis

(See “Answers and Explanations” at the end of the chapter.)

c h a p t e r

Fadem7e_Chap11.indd   111 1/12/2016   3:55:32 PM



112 BRS Behavioral Science

C. Course. Schizophren ia has three phases: prodrom al, active (i.e., psychotic), and residual.
1. Prodromal signs and sym ptom s occur prior to the  irst psychotic episode and include 

avoidance o  social activities; physical com plain ts; and new in terest in  religion , the occult, 
or philosophy.

2. In  the active phase, the patien t loses touch  with  reality. Disorders o  perception , thought 
con ten t, thought processes, and  orm  o  thought (Table 11.1) occur during an  acute psy-
chotic ep isode.

3. In  the residual phase (tim e period between  psychotic episodes), the patien t is in  touch  
with  reality but does not behave norm ally.
a. This phase is characterized by negative symptoms.
b. In  th is phase, the patien t typically shows in tact m em ory capacity; is oriented to person , 

p lace, and tim e; and has a normal level of consciousness (e.g., is alert).
4. Active phase sym ptom s m ust be presen t  or at least 1 month and active phase and/

or residual phase sym ptom s m ust be presen t  or at least 6 months  or the diagnosis o  
schizophren ia.

D. Prognosis
1. Schizophren ia usually involves repeated psychotic ep isodes and a chronic, downhill 

course over years. The illness o ten  stabilizes in  m idli e.
2. Suicide is common in  patien ts with  schizophren ia. More than  50% attem pt suicide (o ten  

during postpsychotic depression  or when  having hallucinations “com m anding” them  to 
harm  them selves), and 10% o  those die in  the attem pt.

3. The prognosis is better, and the su icide risk is lower i  the patien t is older at onset o  illness, 
is m arried, has social relationships, is  em ale, has a good em ploym ent h istory, has m ood 
sym ptom s, has  ew negative sym ptom s, and has  ew relapses.

 t a b l e   11.1    Symptoms of Schizophrenia: Disorders of Perception, Thought Content, Thought 
Process, and Form of Thought

Disorder of Symptom Definition Example

Perception Illusions

Hallucinations

Misperception of real external 
stimuli

False sensory perception

Interpreting the appearance of a 
coat in a dark closet as a man

Hearing voices when alone in a room

Thought content Delusions
Ideas of reference

False belief not shared by others
False belief of being referred to 

by others

The idea of being followed by the FBI
The feeling of being discussed by 

someone on television
Thought processes Impaired abstraction 

ability

Magical thinking

Problems discerning the 
essential qualities of objects 
or relationships

Belief that thoughts affect the 
course of events

When asked what brought her to 
the emergency room, the patient 
says, “An ambulance”

Knocking on wood to prevent 
something bad from happening

Form of thought Circumstantiality Inclusion of too much detail When asked about her health, the 
patient explains everything that 
she did since getting up that day 
before getting to the subject of 
her health

Loose associations Shift of ideas from one subject 
to another in an unrelated 
way

The patient begins to answer a 
question about her health and then 
shifts to a statement about baseball

Neologisms Inventing new words The patient refers to her doctor as a 
“medocrat”

Perseveration Repeating words or phrases The patient says, “I’m evil, I’m evil, 
I’m evil”

Tangentiality Getting further away from the 
point as speaking continues

The patient begins to answer a 
question about her health and 
ends up talking about her sister’s 
abortion; she never gets back to 
the subject of her health
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E. Etiology. While the etiology o  sch izophren ia is not known, certain   actors have been  im pli-
cated in  its developm ent.
1. Genetic factors

a. Schizophren ia occurs in  1% of the population. Persons with  a close genetic relationship  
to a patien t with  sch izophren ia are m ore likely than  those with  a m ore distan t relation-
ship  to develop  the disorder (Table 11.2).

b. Certain  chrom osom al m arkers have been associated with schizophren ia (see Chapter 4).
2. Other factors

a. The season of birth is related to the occurrence o  schizophren ia. More people with  
sch izophren ia are born during cold weather months (i.e., January to April in  the northern  
hem isphere and July to Septem ber in  the southern  hem isphere). One possible expla-
nation   or th is  inding is viral infection of the mother during pregnancy, since such  in  ec-
tions occur seasonally.

b. No social or environmental factor causes schizophrenia. However, because patien ts with  
sch izophren ia tend to dri t down  the socioeconom ic scale as a result o  their social 
de icits (the “downward drift” hypothesis), they are o ten   ound in  lower socioeconom ic 
groups (e.g., hom eless people).

F. Neural pathology
1. Anatomy

a. Abnormalities of the frontal lobes, as evidenced by decreased use o  glucose in  the  ron-
tal lobes on  positron  em ission  tom ography (PET) scans are seen  in  the brain s o  people 
with  schizophren ia.

b. Lateral and third ventricle enlargement, abnorm al cerebral sym m etry, and changes in  
brain  density also m ay be presen t.

c. Decreased volume of limbic structures (e.g., am ygdala, h ippocam pus) is also seen .
2. Neurotransmitter abnormalities (see also Table 4.3)

a. The dopamine hypothesis o  schizophren ia states that the positive sym ptom s result 
 rom  excessive dopam inergic activity (e.g., an  excessive num ber o  dopam ine recep-
tors, excessive concen tration  o  dopam ine, hypersensitivity o  receptors to dopam ine) 
in  the lim bic system . As evidence  or th is hypothesis, stim ulan t drugs that increase 
dopam ine availability (e.g., am phetam ines and cocaine) can  cause psychotic sym p-
tom s (see Chapter 9). Also, laboratory tests m ay show elevated levels of homovanillic 
acid (HVA), a m etabolite o  dopam ine, in  the body  lu ids o  patien ts with  sch izophre-
n ia. The negative sym ptom s o  schizophren ia are believed to result  rom  reduced 
dopam inergic activity in  the  ron tal cortex (see Chapter 4).

b. Serotonin hyperactivity is im plicated in  schizophren ia because hallucinogens that 
increase seroton in  concen trations cause psychotic sym ptom s, and because som e 
e  ective an tipsychotics, such as clozapine (see Chapter 16), have an ti-serotonergic-2A 
(5-HT2A) activity.

c. Glutamate is im plicated in  schizophren ia; N-m ethyl-d -aspartate (NMDA) an tagon ists 
(e.g., m em antine) are use u l in  treating som e o  the neurodegenerative sym ptom s 
(e.g., loss o  cogn itive abilities) in  patien ts with  schizophren ia.

G. Severity. The Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition (DSM-5) no 
longer includes subtypes o  schizophren ia but rather distinguishes patien ts by the 
severity o  their sym ptom s (Table 11.3).

 t a b l e   11.2   The Genetics of Schizophrenia

Group Approximate Occurrence

The general population 1%
Person who has one parent or sibling (or dizygotic twin) with schizophrenia 10%
Person who has two parents with schizophrenia 40%
Monozygotic twin of a person with schizophrenia 50%
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H. Differential Diagnosis
1. Medical illnesses that can  cause psychotic sym ptom s, and thus m im ic schizophrenia (i.e., 

psychotic disorder caused by a general m edical condition), include neurologic in  ection , 
neoplasm , traum a, disease (e.g., Hun tington’s disease, m ultip le sclerosis), tem poral lobe 
epilepsy, and endocrine disorders (e.g., Cushing’s syndrom e, acute in term itten t porphyria).

2. Medications that can  cause psychotic sym ptom s include analgesics, an tibiotics, an ticho-
linergics, an tih istam ines, an tineoplastics, cardiac glycosides (e.g., d igitalis), and steroid 
horm ones.

3. Psychiatric illnesses other than  schizophren ia that m ay be associated with  psychotic 
sym ptom s include:
a. Other psychotic disorders (see below).
b. The m an ic or depressive phase o  bipolar I disorder, m ajor depressive disorder [see 

Chapter 12]).
c. Neurocogn itive disorders (e.g., delirium  and dem en tia [see Chapter 14]).
d. Substance-related disorders (see Chapter 9).

4. Schizotypal, paranoid, and borderline personality disorders (see Chapter 14) are not charac-
terized by  rank psychotic sym ptom s but have other characteristics o  sch izophren ia (e.g., 
odd behavior, avoidance o  social relationships).

I. Management
1. Pharmacologic management o  schizophren ia includes traditional an tipsychotics (dopa-

m ine-2 [D2]-receptor an tagon ists) and atyp ical an tipsychotic agen ts (see Chapter 16). 
Because o  their better side e  ect pro iles, the atyp ical agen ts are now  irst-line treat-
m en ts. Long-acting in jectable “depot”  orm s (e.g., haloperidol decanoate) o  an tipsy-
chotics are use u l options in  patien ts whose sym ptom s or social circum stances lead to 
noncom pliance with  m edication .

2. Psychological management, including individual,  am ily, and group  psychotherapy (see 
Chapter 17), is use u l to provide long-term support and to help  the patien t adhere to the 
drug regim en . Also, because o  poverty and related  actors, these patien ts o ten  have lim -
ited access to nutritional  oods and so m ay develop  nutritional deficiencies which   urther 
exacerbate their clin ical condition .

II. OTHER PSYCHOTIC DISORDERS

A. Overview. Psychotic disorders are all characterized at som e poin t during their course by a 
loss o  touch with  reality. However, the other psychotic disorders do not include all of the 
criteria required  or the diagnosis o  schizophren ia.

 t a b l e   11.3    DSM-5 Dimensions of Psychotic Symptom Severity in Schizophrenia (rated 
over the past 7 days as 0 = not present; 1 = equivocal; 2 = present but mild;  
3 = present and moderate; or 4 = present and severe)

Symptom Characteristics of a Severity Score of 4 (Present and Severe)

Hallucinations Severe pressure to respond to auditory hallucinations (voices) or is very upset by the voices
Delusions Severe pressure to act upon the delusions (false beliefs) or is very upset by the false beliefs
Disorganized speech Speech is almost impossible to follow
Abnormal psychomotor 

behavior
Severe abnormal or bizarre motor behavior or almost constant catatonia (stupor with lack of 

coherent speech)
Negative symptoms Severe decrease in facial expressivity, gestures, or self-initiated behavior
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B. Other psychotic disorders include (Table 11.4):
1. Brie  psychotic disorder
2. Schizophren i orm  disorder
3. Schizoa  ective disorder
4. Delusional disorder
5. Delusional disorder in  partner o  individual with  delusional disorder

 t a b l e   11.4   Schizophrenia and Other Psychotic Disorders

Disorder Characteristics Prognosis

Schizophrenia Psychotic and residual symptoms 
lasting at least 6 mo

Lifelong social and occupational impairment

Brief psychotic disorder Psychotic symptoms lasting >1 d 
but <1 mo; often precipitating 
psychosocial factors

50%–80% recover completely

Schizophreniform 
disorder

Psychotic and residual symptoms 
lasting 1–6 mo

33% recover completely

Schizoaffective disorder Symptoms of depression or mania as 
well as schizophrenia; presence of 
psychotic symptoms for at least 2 
weeks without mood symptoms

Lifelong social and occupational impairment 
(somewhat higher overall level of functioning 
than in schizophrenia)

Delusional disorder Fixed, persistent, delusional system 
(paranoid in the persecutory type 
and romantic [often with a famous 
person] in the erotomanic type); 
few, if any, other thought disorders

50% recover completely; many have relatively 
normal social and occupational functioning

Delusional disorder  in 
partner of individual 
with delusional 
disorder

Development of the same delusion in a 
person in a close relationship (e.g., 
spouse, child) with someone with 
delusional disorder (the inducer)

10%–40% recover completely when separated 
from the inducer
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Review Test

Directions: Each o  the num bered item s or incom plete statem en ts in  th is section  is  ollowed by 
answers or by com pletions o  the statem ent. Select the one lettered answer or com pletion  that 
is best in  each case.

Questions 1–3

A 26-year-old m edical studen t is brought to 
the em ergency departm en t by her husband. 
The husband tells the doctor that h is wi e 
has shown odd behavior ever since  ailing 
an  exam  2 weeks ago. In  particu lar, she tells 
h im  that people are trying to poison  her. The 
wom an  has no prior psychiatric h istory, and 
physical exam ination  and laboratory results 
are un rem arkable.

1. What is the m ost appropriate diagnosis 
 or th is patien t at th is tim e?
(A) Schizophren ia
(B) Schizoa  ective disorder
(C) Schizophren i orm  disorder
(D) Brie  psychotic disorder
(E) Delusional disorder
(F) Delusional disorder in  partner o  

individual with  delusional disorder 
(IPDD)

(G) Psychosis due to a general m edical 
condition

2. The patien t’s belie  that people are trying 
to poison  her is an  exam ple o 
(A) an  illusion
(B) a neologism
(C) a hallucination
(D) a delusion
(E) an  idea o  re erence

3. Analysis o  neurotransm itter availability 
in  the lim bic system  o  th is patien t is m ost 
likely to reveal
(A) increased dopam ine
(B) decreased dopam ine
(C) increased acetylcholine
(D) decreased histam ine
(E) decreased seroton in

4. A 27-year-old patien t with  schizophren ia 
shows extrem e psychom otor agitation  to the 
poin t o  physical exhaustion . At tim es, he 
holds unusual, uncom  ortable-looking body 
positions. This patien t is showing which  o  
the  ollowing sym ptom s o  schizophren ia?
(A) Cataton ia
(B) Hallucinations
(C) Delusions
(D) Negative sym ptom s
(E) Ideas o  re erence

Questions 5 and 6

A 36-year-old patien t with  schizophren ia tells 
the physician  that the governm en t has been  
listen ing in  on  all o  h is phone conversations 
 or the past year.

5. This presen tation  indicates that the 
patien t is m ost likely to have which o  the 
 ollowing sym ptom s o  sch izophren ia?
(A) Hallucination
(B) Delusion
(C) Disorgan ized speech
(D) Perseveration
(E) Magical th inking

6. The patien t’s  alse belie  about the 
governm en t is an  exam ple o  a disorder o 
(A) thought processes
(B) thought con ten t
(C)  orm  o  thought
(D) perception
(E) a  ect

7. Which o  the  ollowing sym ptom s o  
schizophren ia is likely to respond best to 
an tipsychotic m edication?
(A) Delusions
(B) Flatten ing o  a  ect
(C) Poor speech con ten t
(D) Lack o  m otivation
(E) Social withdrawal116
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8. When  com pared to traditional 
an tipsychotic m edication , atypical 
an tipsychotic m edication  is m ore likely to be 
help  u l  or which o  the  ollowing sym ptom s?
(A) Hallucinations
(B) Delusions
(C) Agitation
(D) Overtalkativeness
(E) Social withdrawal

9. A 20-year-old wom an  tells the physician  
that som etim es she becom es  rightened 
when  her room  is dark because her 
com puter looks like a lion  lurking in  the 
corner. This is an  exam ple o 
(A) an  illusion
(B) a neologism
(C) a hallucination
(D) a delusion
(E) an  idea o  re erence

10. A 53-year-old hospitalized patien t with  
schizophren ia tells the physician  that a 
newscaster was talking about her when  he 
said on  television , “A wom an  was  ound 
shopli ting today.” This patien t’s statem ent is 
an  exam ple o 
(A) an  illusion
(B) a neologism
(C) a hallucination
(D) a delusion
(E) an  idea o  re erence

11. A 35-year-old m an  who lives in  a group 
hom e says that h is room m ates are spying on  
h im  by listen ing to h im  through the electrical 
outlets. For th is reason , he has changed 
room m ates a num ber o  tim es over the last 
5 years. He dresses strangely, is dirty with  
unkem pt hair, and seem s preoccupied. He 
reports that he has trouble paying atten tion  
to the doctor’s questions because “I am  
listen ing to m y leader giving m e instructions 
in  m y head.” Neuropsychological evaluation  
o  this patien t when  he is not hearing voices, 
i.e., in  the residual phase o  the illness, is 
m ost likely to reveal
(A) severe m em ory im pairm en t
(B) inability to state h is nam e
(C) severe in tellectual disability
(D)  ron tal lobe dys unction
(E) lack o  orien tation  to p lace

12. A 20-year-old m an  reports that he 
just  ound out that h is m other (whom  he 
believed had died when  he was a child) 
has been  in  an  in stitu tion   or the past 15 
years with  schizophren ia. He asks what 
the chances are that he will develop  
schizophren ia over the course o  h is li e. The 
m ost correct answer is approxim ately
(A) 1%
(B) 5%
(C) 10%
(D) 50%
(E) 80%

13. A young m an  reports that h is 19-year-
old iden tical twin  brother has just been  
diagnosed with  schizophren ia and wan ts 
to know what the likelihood is that he will 
develop th is disorder. The m ost correct 
answer is approxim ately
(A) 1%
(B) 5%
(C) 10%
(D) 50%
(E) 80%

14. The percen tage o  patien ts with  
schizophren ia who attem pt suicide is 
approxim ately
(A) 1%
(B) 5%
(C) 12%
(D) 50%
(E) 80%

15. Which o  the  ollowing is m ost closely 
associated with  a good prognosis in  
schizophren ia?
(A) Younger age o  onset
(B) Male gender
(C) Negative sym ptom s
(D) Many relapses
(E) Mood sym ptom s

16. The m ost com m on type o  hallucination  
seen  in  schizophren ia is
(A) visual
(B) gustatory
(C) auditory
(D) ol actory
(E) hypnagogic
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17. A 45-year-old m an  with  a 20-year 
h istory o  severe depression  and psychotic 
sym ptom s has held di  eren t jobs, but none 
o  them   or m ore than  6 m onths. He is 
success u lly treated  or h is severe depressive 
sym ptom s, but he rem ains withdrawn and 
odd and expresses the belie  that he has 
been  “chosen”  or a special m ission  on  earth . 
Medical evaluation  is unrem arkable. What 
is the m ost appropriate diagnosis  or th is 
patien t?
(A) Schizophren ia
(B) Schizoa  ective disorder
(C) Schizophren i orm  disorder
(D) Brie  psychotic disorder
(E) Delusional disorder
(F) Delusional disorder IPDD
(G) Psychosis due to a general m edical 

condition

18. A 68-year-old patien t tells the physician  
that  or the last 7 years, h is neighbor has 
been  trying to get h im  evicted  rom  his 
apartm en t by telling lies about h im  to the 
landlord. The patien t is m arried and is 
working  u ll tim e in  a job, which he has 
held  or over 30 years. Medical evaluation  is 
unrem arkable. What is the m ost appropriate 
diagnosis  or th is patien t?
(A) Schizophren ia
(B) Schizoa  ective disorder
(C) Schizophren i orm  disorder
(D) Brie  psychotic disorder
(E) Delusional disorder
(F) Delusional disorder IPDD
(G) Psychosis due to a general m edical 

condition

19. A 60-year-old wom an  whose husband 
believes (in  the absence o  any evidence) 
that their house is f lled with  radioactive dust 
worries about her ability to clear the house 
o  the dust when  he is hosp italized. Medical 
evaluation  is unrem arkable. What is the m ost 
appropriate diagnosis  or th is wom an?
(A) Schizophren ia
(B) Schizoa  ective disorder
(C) Schizophren i orm  disorder
(D) Brie  psychotic disorder
(E) Delusional disorder
(F) Delusional disorder IPDD
(G) Psychosis due to a general m edical 

condition

20. A 40-year-old attorney is convinced that 
h is wi e is trying to kill h im . When  he locks 
h im sel  in  the basem en t and re uses to com e 
out, the police are called and he is taken  to 
the em ergency room  o  the local hosp ital. 
The wi e, who den ies her husband’s charge, 
notes that the patien t has been  showing 
increasingly strange behavior over the past 
9 m on ths. An  abnorm al gait is observed on  
physical exam ination . The h istory reveals 
that the patien t’s m other and uncle, who 
had shown  sim ilar psychiatric and physical 
sym ptom s, died in  their early 50s a ter being 
institu tionalized in  long-term  care  acilities 
 or m any years. What is the m ost appropriate 
diagnosis  or th is patien t?
(A) Schizophren ia
(B) Schizoa  ective disorder
(C) Schizophren i orm  disorder
(D) Brie  psychotic disorder
(E) Delusional disorder
(F) Delusional disorder IPDD
(G) Psychosis due to a general m edical 

condition

21. In  a 50-year-old patien t with  
schizophren ia, the size o  the cerebral 
ven tricles, glucose u tilization  in  the  ron tal 
lobes, and size o  lim bic structures are m ost 
likely to be, respectively
(A) increased, decreased, decreased
(B) increased, decreased, increased
(C) increased, increased, decreased
(D) decreased, decreased, decreased
(E) decreased, increased, decreased
(F) decreased, increased, increased

22. Over the past week, a 30-year-old 
 em ale patien t with  schizophren ia has not 
spoken  although she occasionally m akes 
odd squawking sounds. She shows alm ost 
no  acial expression  but seem s extrem ely 
agitated and holds uncom  ortable-looking 
body positions. At tim es, she appears to be 
listen ing to som e unseen  person . On  the 
dim ensions o  severity scale, th is patien t will 
have a score closest to
(A) 0
(B) 4
(C) 10
(D) 12
(E) 18
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Answers and Explanations

Typical Board Question
The answer is D. This patien t who has sch izophren ia is showing evidence o  a vitam in  C de i-
ciency. Vitam in  C is  ound m ain ly in   resh   ru it and vegetables, and de iciency in  vitam in  C is 
associated with  hyperkeratosis, in  lam ed gum s, and petech iae. In  part, because o  poverty and 
hom elessness, it is o ten  a challenge  or patien ts with  severe m en tal illnesses to m ain tain  their 
nutritional state. There ore, p roviding patien ts such as th is m an  with  nutritional evaluation , 
in  orm ation  and, at tim es, dietary supplem en ts can  be an  im portan t m edical in terven tion .

1. The answer is D. This patien t is showing eviden ce o  brie  psychotic disorder. This 
d isorder is characterized by psychotic sym ptom s lasting >1 day, bu t <1 m on th ; she has 
had sym ptom s  or the past 2 weeks. Also, the stress o   ailin g the exam  is likely to be a 
p recip itating psychosocial  actor in  th is patien t. Schizoa  ective d isorder is characterized 
by sym ptom s o  m an ia and/ or depression  and sch izophren ia, as well as psychotic 
sym ptom s that occur even  in  the absence o  m ood sym ptom s, and li elon g social and 
occupational im pairm en t. In  sch izophren ia, psychotic an d residual sym ptom s last at least 
6 m on ths, and there is li elong social an d occupational im pairm en t. Schizophren i orm  
disorder is characterized by psychotic and residual sym ptom s lasting 1–6 m on ths. In  
delusional disorder, which  o ten  lasts  or years, there is a  ixed, delusion al system ;  ew, i  
any, other thought disorders; and relatively norm al social an d occupational  unction ing. 
In  delusional d isorder IPDD, a person  develops the sam e delusion  as a person  with  
delusional disorder with  whom  they are in  a close relationsh ip. Psychosis due to a gen eral 
m edical con dition  in volves psychotic sym ptom s occurrin g as a resu lt o  physical illn ess.

2. The answer is D. Believing that you are being poisoned is a delusion , that is, a  alse belie . 
A hallucination  is a  alse perception ; an  illusion  is a m isperception  o  real external stim uli; 
an  idea o  re erence is the  alse belie  o  being re erred to by others; and a neologism  is a 
new, inven ted word. All o  these phenom ena can  be seen  in  patien ts exhibiting psychotic 
sym ptom s no m atter what the cause.

3. The answer is A. Analysis o  neurotransm itter availability in  the lim bic system  o  th is 
patien t with  a positive psychotic sym ptom  (e.g., a delusion) is m ost likely to reveal 
increased levels o  dopam ine or seroton in . Acetylcholine and histam ine are not so closely 
involved in  the pathophysiology o  psychotic sym ptom s.

4. The answer is A. This patien t who shows extrem e psychom otor agitation  and unusual 
uncom  ortable-looking body positions is showing cataton ia. The other listed sym ptom s 
are not characterized by psychom otor agitation  or holding unusual body positions.

5. The answer is B. This patien t’s belie  about the governm en t is a delusion . (see also answer 
to Question  2).

6. The answer is B. A delusion is an example o  a disorder o  thought content. Illusions and 
hallucinations are disorders o  perception, and loose associations and tangentiality are disorders 
o   orm o  thought. Problems with a  ect are more likely to be seen in schizoa  ective disorder.

7. The answer is A. When  com pared to negative sym ptom s (e.g.,  latten ing o  a  ect, poor 
speech con ten t, lack o  m otivation , and social withdrawal), positive sym ptom s such  as 
delusions respond better to an tipsychotic m edication .

8. The answer is E. Social withdrawal is a negative sym ptom  o  schizophren ia. Negative 
sym ptom s respond better to atyp ical an tipsychotic m edication  than  to traditional 
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an tipsychotics. Hallucinations, delusions, agitation , and overtalkativeness are positive 
sym ptom s o  schizophren ia.

9. The answer is A. An illusion  is a m isperception o  a real external stim ulus (e.g., a com puter 
looking like a lion lurking in  the corner in  a darkened room ). A hallucination is a  alse sensory 
perception , and a delusion  is a  alse belie  not shared by others. An idea o  re erence is the 
 alse belie  o  being re erred to by others, and a neologism  is the invention o  a new word.

10. The answer is E. An  idea o  re erence is the  alse belie  o  being re erred to by others (e.g., a 
newscaster talking about the patien t on  television) (see also answer to Question  9).

11. The answer is D. This m an , who dresses strangely, shows poor groom ing, and has paranoid 
delusions and auditory hallucinations over a prolonged period, is m ost likely to have 
sch izophren ia. Neuropsychological evaluation  o  a patien t with  sch izophren ia is m ost 
likely to reveal  ron tal lobe dys unction . People with  schizophren ia usually show in tact 
m em ory; orien tation  to person , p lace, and tim e; and relatively typical.

12. The answer is C. The chance that the son  (or other  irst-degree relative) o  a person  with  
sch izophren ia will develop  the disorder over the course o  h is li e is approxim ately 10%.

13. The answer is D. The chance that the iden tical twin  o  a person  with  schizophren ia will 
develop  the disorder over the course o  h is or her li e is approxim ately 50%.

14. The answer is D. Approxim ately 50% o  patien ts with  schizophren ia attem pt suicide at 
som e poin t in  their lives.

15. The answer is E. Mood sym ptom s are associated with  a good prognosis in  schizophren ia. A 
good prognosis is also associated with  older age o  onset,  ew negative sym ptom s,  em ale 
gender, and  ew relapses.

16. The answer is C. Auditory hallucinations are the m ost com m on type o  hallucinations seen  
in  schizophren ia.

17. The answer is B. This patien t is showing evidence o  sch izoa  ective disorder. This 
disorder is characterized by sym ptom s o  a m ood disorder, as well as psychotic sym ptom s 
(the delusion  that he has been  “chosen”) as well as and li elong social and occupational 
im pairm en t (see also answer to Question  1). Schizoa  ective disorder is distinguished 
 rom  bipolar and m ajor depressive disorder in  that the psychotic sym ptom s persist in  the 
absence o  m ood sym ptom s.

18. The answer is E. This patien t is showing evidence o  delusional disorder, persecutory type. 
In  this disorder, there is a  ixed, delusional system  (paranoid in  the persecutory type);  ew, i  
any, other thought disorders; and relatively norm al social and occupational  unction ing (e.g., 
this patient is m arried and has held a job  or over 30 years) (see also answer to Question 1).

19. The answer is F. This patien t is showing evidence o  delusional disorder  IPDD. She 
has developed the sam e delusion  that her husband has (i.e., their house is  illed with  
radioactive dust). I  separated  or a period o  tim e  rom  her husband (the inducer), her 
psychotic sym ptom s are likely to rem it (see also answer to Question  1).

20. The answer is G. This patien t is showing evidence o  psychosis due to a general m edical 
condition . The abnorm al gait, age o  the patien t, and  am ily h istory strongly suggest 
Huntington’s disease, which o ten  presen ts with  psychiatric sym ptom s such as psychosis 
and depression  (see also answer to Question  1).

21. The answer is A. In  patien ts with  schizophren ia, the size o  cerebral ven tricles, glucose 
u tilization  in  the  ron tal lobes, and size o  lim bic structures are m ost likely to be increased, 
decreased, and decreased, respectively.

22. The answer is E. On  the dim ensions o  severity scale  or schizophren ia, th is patien t will 
have a score closest to 18. She would score 1 (equivocal)  or delusions, 4  or hallucinations 
(listen ing to a nonexisten t person ), 4  or disorgan ized speech (squawking but no clear 
speech), 4  or abnorm al psychom otor behavior (holding odd postures and agitation ), and 
4  or negative sym ptom s (no  acial expression  or com m unication).
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12
Depressive Disorders 
and Bipolar and Related 
Disorders

I. OVERVIEW

A. Definitions
1. The depressive and bipolar disorders are characterized by a prim ary disturbance in  inter-

nal emotional state (mood), causing subjective distress and problem s in  social and occupa-
tional  unction ing.

2. Given the patient’s current social and occupational situation, he or she em otionally  eels:
a. Som ewhat worse than  would be expected (dysthymia).
b. Very m uch worse than  would be expected (depression).
c. Som ewhat better than  would be expected (hypomania).
d. Very m uch better than  would be expected (mania).

3. The Diagnostic and Statistical Manual of Mental Disorders, Fifth  Edition  (DSM-5) separates 
what were previously known as m ood disorders in to bipolar disorders (bipolar I, bipo-
lar II, and cyclothym ic disorders) and depressive disorders (m ajor depressive disorder, 
persisten t depressive disorder, and prem enstrual dysphoric disorder [m arked a  ective 
lability associated with  m enses]). These disorders are de ined in  part by the length  o  their 
episodes as  ollows:
a. Major depressive disorder: One or m ore episodes o  depression , each con tinuing  or at 

least 2 weeks.

Typical Board Question
A 35-year-old physician  tells h is in tern ist that over the past 3 m onths he has lost in terest in  
p laying in  the hospital string quartet, an  activity he  orm erly en joyed. He also reports that he 
com m only wakes up  a  ew hours be ore h is alarm  goes o   and cannot  all back to sleep and 
has lost 15 pounds without dieting. He states “m aybe m y  am ily would be better o   without 
m e.” He says that although he has lots o  aches and pains and o ten   eels tired, he  eels som e-
what better as the day progresses. Physical exam ination  and laboratory studies are un re-
m arkable. The m ost appropriate diagnosis  or th is patien t is

(A) persisten t depressive disorder
(B) m ajor depressive disorder
(C) m asked depression
(D) illness anxiety disorder
(E) cyclothym ic disorder
(F) m alingering
(G) bipolar disorder

(See “Answers and Explanations” at the end of the chapter.)

c h a p t e r
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b. Bipolar disorder: Episodes o  both  m ania (con tinuing  or at least 1 week) and depres-
sion  (bipolar I disorder) or both  hypom an ia (con tinuing  or at least 4 days) and depres-
sion  (bipolar II disorder).

c. Persistent depressive disorder: Dysthym ia or depression  con tinuing over a 2-year period 
(1 year in  children) with  no discrete episodes o  illness.

d. Cyclothymic disorder: Hypom ania and dysthym ia occurring over a 2-year period (1 year 
in  children ) with  no discrete episodes o  illness.

e. Depressive and bipolar disorder due to another medical condition and substance/medi-
cation-induced depressive and bipolar disorder can  be considered secondary m ood 
disorders.

B. Epidemiology
1. There are no differences in  the occurrence o  depressive and bipolar disorders associated 

with  ethn icity, education , m arital status, or incom e.
2. Lifetime prevalence o  depressive and bipolar disorders

a. Major depressive disorder: 5%–12%  or m en ; 10%–20%  or wom en .
b. Bipolar disorder: 1% overall; no sex di  erence.
c. Persisten t depressive disorder: 6% overall; up  to three tim es m ore com m on in  wom en .
d. Cyclothym ic disorder: less than  1% overall; no sex di  erence.

II. CLASSIFICATION OF DEPRESSIVE AND BIPOLAR DISORDERS

A. Major depressive disorder
1. Characteristics

a. SWAG is a m nem onic device that can  quickly iden ti y depression  and di  eren tiate it 
 rom  norm al sadness. I  one o  the  ollowing sym ptom s is presen t, it is m ost likely that 
the patien t is depressed:
(1) S—Suicidality (having a p lan  or a m eans o  sel -destruction).
(2) W—Weight loss (>5% o  body weight).
(3) A—Anhedon ia (loss o  p leasure or in terest in  usually p leasurable activities).
(4) G—Guilt ( eelings o  responsibility  or negative li e even ts when  little or none 

exists).
b. These and other symptoms o  depression  are listed and described in  Table 12.1.

2. Masked depression
a. As m any as 50% o  depressed patien ts seem  unaware o  or deny depression  and thus 

are said to have “masked depression.”
b. Patien ts with  m asked depression  o ten  visit prim ary care doctors com plain ing o  vague 

physical symptoms.
c. In  con trast to patien ts who have som atic sym ptom  disorders (physical sym ptom s 

resulting  rom  psychological  actors; see Chapter 14), depressed patien ts show at least 
one SWAG sym ptom  in  addition  to their physical com plain ts.

3. Depression with seasonal pattern (DSP)
a. DSP is a subtype o  m ajor depressive disorder associated with  the win ter season  and 

short days. While less com m on , it can  also be associated with  the sum m er season  and 
long days.

b. DSP o ten  is characterized by atypical symptoms o  depression  (e.g., oversleep ing and 
overeating [particularly a craving  or carbohydrate-rich   oods]) and a heavy  eeling in  
the lim bs (“leaden  paralysis”).

c. Patien ts with  the short-day type o  DSP m ay im prove in  response to  u ll-spectrum  light 
exposure with  or without an tidepressan t m edication .

4. Premenstrual dysphoric disorder (PMDD)
a. Sym ptom s o  m ood lability, dysthym ia, and anxiety occurring in  the week preceding 

menses and m in im al or absen t in  the week postm enses.
b. Sym ptom s were presen t in  m ost m enstrual cycles in  the preceding year.
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 t a b l e   12.1   Signs and Symptoms of Depression and Mania

Depression Likelihood of Occurrence

SWAG (suicidality, weight loss, anhedonia, guilt) symptom
Sadness, hopelessness, helplessness, low self-esteem
Reduced energy and motivation
Anxiety (is apprehensive about imagined dangers)
Sleep problems (wakes frequently at night and too early in the morning)
Cognitive problems (has difficulty with memory and concentration)
Change in physical activity (has psychomotor retardation or agitation)
Decreased or increased (in atypical depression) appetite for food and sex
Poor grooming
Diurnal variation in symptoms (worse in the morning, better in the evening)
Suicidal ideation (has thoughts of killing oneself)
Suicide (takes one’s own life)
Psychotic symptoms (has delusions of destruction and fatal illness)

++++
++++
++++
++++
++++
+++
+++
+++
++
++
++
+
+

Mania Likelihood of Occurrence

Elevated mood (has strong feelings of happiness and physical well-being)
Grandiosity and expansiveness (has feelings of self-importance)
Irritability and impulsivity (is easily bothered and quick to anger)
Disinhibition (shows uncharacteristic lack of modesty in dress or behavior)
Assaultiveness (cannot control aggressive impulses; causes legal problems)
Distractibility (cannot concentrate on relevant stimuli)
Flight of ideas (thoughts move rapidly from one to the other)
Pressured speech (seems compelled to speak quickly)
Impaired judgment (provides unusual responses to hypothetical questions [e.g., says she 

would buy a blood bank if she inherited money])
Psychotic symptoms (has delusions of power and influence)

++++
++++
++++
++++
++++
++++
++++
++++
++++

+++

Approximate percentage of patients in which the sign or symptom is seen: +, <25%; ++, 50%; +++, 70%; ++++, >70%.

5. Suicide risk
a. Patien ts with  depressive and bipolar disorders and other psychological p roblem s are 

at increased risk for suicide.
b. Certain  dem ographic, psychosocial, and physical  actors a  ect th is risk (Table 12.2).
c. The top   ive risk  actors  or su icide  rom  higher to lower risk are:

(1) Serious prior su icide attem pt.
(2) Age older than  45 years.
(3) Alcohol dependence.
(4) History o  rage and violen t behavior.
(5) Male sex.

B. Bipolar disorder
1. In  bipolar disorder, there are episodes o  both mania and depression (bipolar I disorder) or 

both hypomania and depression (bipolar II disorder).
2. There is no sim ple m an ic disorder because depressive sym ptom s even tually occur. 

There ore, one episode of symptoms of mania (Table 12.1) alone or hypom ania p lus one 
episode o  m ajor depression  de ines bipolar disorder.

3. Psychotic symptoms, such as delusions, can  occur in  depression  (depression  with  psy-
chotic  eatures) as well as in  m an ia.
a. In  som e patien ts (e.g., poor patien ts with  low access to health  care), depressive or 

bipolar disorder with  psychotic sym ptom s can  becom e severe enough to be misdiag-
nosed as schizophrenia.

b. In  con trast to schizophren ia and sch izoa  ective disorder, in  which patien ts are chron i-
cally im paired, in  depressive and bipolar disorders, the patien t’s m ood and  unction-
ing usually return to normal between  ep isodes.
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C. Persistent depressive disorder (dysthymia) and cyclothymic disorder. In  con trast to m ajor 
depressive disorder and bipolar disorder, respectively, persisten t depressive disorder and 
cyclothym ic disorder are:
1. Nonepisodic.
2. Chron ic.
3. Rarely associated with  psychosis or su icide.

III. ETIOLOGY

A. The biologic etiology o  depressive and bipolar disorders includes:
1. Altered neurotransmitter activity (see Chapter 4).
2. A genetic component, strongest in  bipolar disorder (Table 12.3).
3. Physical illness and related  actors (Table 12.4).
4. Abnorm alities o  the lim bic–hypothalam ic–pitu itary–adrenal axis (see Chapter 5).

 t a b l e   12.2   Risk Factors for Suicide

Category Factor Increased Risk Decreased Risk

History Personal history

Family history

Serious suicide attempt (about 
30% of people who attempt 
suicide try again and 10% 
succeed)

<3 mo since previous attempt
Possibility of rescue was remote
Parent committed suicide
Early loss of a parent through 

divorce or death

Suicidal gesture but not a serious 
attempt

>3 mo since previous attempt
Rescue was very likely
No family history of suicide
Intact family throughout childhood

Current, social, 
psychological, 
and physical 
factors

Psychiatric 
symptoms

Depression
Psychotic symptoms
Hopelessness
Impulsiveness

Dysthymia or no depressive symptoms
No psychotic symptoms
Some hopefulness
Thinks things out

Depth of 
depression

Initial stages of recovery from 
deep depression; recovering 
patients may have enough 
energy to commit suicide

The depth of severe depression; 
patients rarely have the clarity of 
thought or energy needed to plan 
and commit suicide

Substance use Alcohol and drug dependence
Current intoxication

Little or no substance use
Good health

Physical health Serious medical illness (e.g., 
cancer, AIDS)

Perception of serious illness 
(most patients have visited a 
physician in the 6 mo prior to 
suicide)

No recent visit to a physician

Social relationships Divorced (particularly men)
Widowed
Single, never married
Lives alone

Married
Strong social support
Has children
Lives with others

Demographic factors Age Elderly (persons aged 65 years 
and older, especially men)

Middle aged (over age 55 y in 
women and age 45 y in men)

Children (up to age 15 y)
Young adults (age 25–40 y)

Adolescents (suicide is the third 
leading cause of death in 
those 15–24 y of age; rates 
increase after neighborhood 
suicide of a teen or when 
media depict teenage 
suicide)
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 t a b l e   12.2   Risk Factors for Suicide (continued )

Category Factor Increased Risk Decreased Risk

Sex Male sex (men successfully 
commit suicide three times 
more often than women)

Female sex (although women attempt 
suicide three times more often 
than men)

Occupation
Specific occupation

Professionals
Physicians (especially women 

and psychiatrists)
Dentists and veterinarians
Police officers
Attorneys
Musicians
Unemployed

Nonprofessionals

Employed
Non-Caucasian
Religious
Catholic
Muslim
Strong economy

Race Caucasian
Religion Not religious

Jewish
Protestant

Economic 
conditions

Economic recession or 
depression

Lethality of attempt Plan and means A plan for suicide (e.g., decision 
to stockpile pills)

A means of committing suicide 
(e.g., access to a gun)

Sudden appearance of 
peacefulness in an agitated, 
depressed patient (he has 
reached an internal decision 
to kill himself and is now 
calm)

No plan for suicide

No means of suicide

Method Shooting oneself
Crashing one’s vehicle
Hanging oneself
Jumping from a high place

Taking pills or poison
Slashing one’s wrists

 t a b l e   12.3   The Genetics of Bipolar Disorder

Group Approximate Occurrence (%)

General population 1
Person who has one parent or sibling (or dizygotic twin) with bipolar disorder 20
Person who has two parents with bipolar disorder 60
Monozygotic twin of a person with bipolar disorder 75

 t a b l e   12.4   Differential Diagnosis of Depression

Medical Conditions Psychiatric and Related Conditions

Cancer, particularly pancreatic and other gastrointestinal 
tumors

Viral illness (e.g., pneumonia, influenza, acquired immune 
deficiency syndrome [AIDS])

Endocrinologic abnormality (e.g., hypothyroidism, diabetes, 
Cushing’s syndrome)

Neurologic illness (e.g., Parkinson’s disease, multiple 
sclerosis, Huntington’s disease, dementia, stroke 
[particularly left frontal])

Nutritional deficiency (e.g., folic acid, B12)
Renal or cardiopulmonary disease

Schizophrenia (particularly after an acute psychotic 
episode)

Adjustment disorder
Anxiety disorder
Normal reaction to a life loss, e.g., bereavement
Somatic symptom disorder
Eating disorder
Drug and alcohol use (particularly use of sedatives and 

withdrawal from stimulants)
Prescription drug use (e.g., reserpine, steroids, 

antihypertensives, antineoplastics)
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B. The psychosocial etiology o  depression  and dysthym ia can  include:
1. Loss of a parent in  childhood.
2. Loss of a spouse or child in  adulthood.
3. Loss of health.
4. Low self-esteem and negative in terpretation  o  li e even ts.
5. “Learned helplessness” (i.e., because attem pts to escape bad situations in  the past have 

proven   u tile, the person  now  eels help less) (see Chapter 7).

C. Psychosocial  actors are not directly involved in  the etiology of mania or hypom an ia.

IV. MANAGEMENT

A. Overview
1. Depression  is successfully managed in most patients.
2. Only about 25% of patients with depression seek and receive treatment.

a. Patien ts do not seek treatm en t in  part because Am ericans o ten  believe that m en tal 
illness indicates personal failure or weakness.

b. As in  other illnesses, women are more likely than men to seek treatment.
3. Untreated ep isodes o  depression  and m ania are usually self-limiting and last approxi-

m ately 6–12 m onths and 3 m onths, respectively.
4. The most effective management o  depressive and bipolar disorders is pharmacologic.

B. Pharmacologic management (see Chapter 16)
1. Treatm en t  or depression  and dysthym ia includes antidepressant agents (e.g., heterocy-

clics, selective seroton in  and selective seroton in  and norep inephrine reuptake inh ibitors 
[SSRIs and SNRIs], m onoam ine oxidase inhibitors [MAOIs], and stim ulan ts).

2. Mood stabilizers
a. Lithium and anticonvulsants such as carbam azepine (Tegretol) and divalproex 

(Depakote) are used to m anage bipolar disorder.
b. Mood stabilizers in  doses sim ilar to those used to m anage bipolar disorder are the pri-

m ary treatm en t  or cyclothymic disorder.
c. Atypical antipsychotics such  as olanzapine (Zyprexa) and risperidone (Risperdal).
d. Sedative agents such as lorazepam  (Ativan ) are used to help  m anage acute m anic ep i-

sodes because they im prove sym ptom s quickly.

C. Psychological management
1. Psychological m anagem en t  or depression  and dysthym ia includes psychoanalytic, in ter-

personal,  am ily, behavioral, and cogn itive therapies (see Chapter 17).
2. Psychological management in conjunction with medication is more effective than  either type 

o  m anagem ent alone.

D. Electroconvulsive therapy (ECT) (see Chapter 16). The prim ary indication   or ECT is major 
depressive disorder. It is used when :
1. The sym ptom s do not respond to antidepressant medications.
2. Antidepressan ts are too dangerous or have intolerable side effects. Thus, ECT m ay be par-

ticularly use u l  or elderly patients.
3. Rapid resolution o  sym ptom s is necessary (e.g., the patien t is acutely suicidal or psychotic).
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Review Test

Directions: Each o  the num bered item s or incom plete statem en ts in  th is section  is  ollowed by 
answers or by com pletions o  the statem ent. Select the one lettered answer or com pletion  that 
is best in  each case.

1. A 65-year-old wom an , who was diagnosed 
with  advanced lung cancer 3 m onths ago, 
has lost 18 pounds, wakes  requen tly during 
the n ight, and has very little energy. Over the 
past m onth , she has been  preoccupied with  
 eelings o  guilt about “people I have hurt in  
m y li e” and expresses concern  that she will 
die in  pain . The sign  or sym ptom  m ost likely 
to indicate that th is patien t is experiencing 
a m ajor depressive ep isode rather than  a 
norm al reaction  to li e-lim iting illness is
(A) weight loss
(B) decreased energy
(C) di  iculty sleeping
(D) preoccupation  with   eelings o  guilt
(E) concern  about dying in  pain

Questions 2–4

A 20-year-old m ale college student is taken to 
the em ergency departm ent by police because 
he tried to en ter a state o  ice building to “have 
a con  erence with the governor” about con-
ducting a  und drive to “ inance m y cure  or 
cancer.” When police prevent him   rom  enter-
ing the building, he becom es irritable and 
hostile and resists attem pts to restrain  him .

2. The m ost appropriate diagnosis  or th is 
patien t is
(A) persisten t depressive disorder
(B) m ajor depressive disorder
(C) bipolar disorder
(D) illness anxiety disorder
(E) cyclothym ic disorder

3. The m ost e  ective long-term  
m anagem en t  or th is patien t is
(A) a heterocyclic an tidepressan t
(B) lith ium
(C) electroconvulsive therapy
(D) psychotherapy
(E) a m onoam ine oxidase inhibitor

4. This college studen t has two brothers. 
The  rst is h is m onozygotic twin ; the second 
is 2 years younger. The risks that h is  rst 
and second brothers will develop  bipolar 
disorder are, respectively, about
(A) 75% and 60%
(B) 75% and 20%
(C) 60% and 10%
(D) 50% and 10%
(E) 10% and 1%

Questions 5 and 6

For the past  ew m onths, a 28-year-old wom an  
has seem ed  ull o  energy and optim ism   or 
no obvious reason . Although she gets on ly 
about 6 hours o  sleep a n ight, she has been  
very productive at work. She is talkative and 
gregarious and relates that she belongs to 
 our clubs and two di  eren t sports team s. A 
 ew years previously,  riends say she was o ten  
pessim istic and seem ed tired and “washed 
out.” During that period, she con tinued to 
work but did not seek out social activities and 
had little in terest in  sex. There is no evidence 
o  a thought disorder and the patien t den ies 
suicidality or hopelessness. Physical exam i-
nation  including body weight is norm al.

5. This patien t shows evidence o 
(A) persisten t depressive disorder
(B) m ajor depressive disorder
(C) bipolar disorder
(D) illness anxiety disorder
(E) cyclothym ic disorder

6. The m ost e  ective long-term  
m anagem en t  or th is patien t is
(A) a heterocyclic an tidepressan t
(B) lith ium
(C) electroconvulsive therapy
(D) psychotherapy
(E) a m onoam ine oxidase inhibitor
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Questions 7 and 8

A 62-year-old wom an  whose husband died 
6 m onths ago tells her physician  that she 
believes killing hersel  would end her su   er-
ing. Physical exam ination  is un rem arkable.

7. O  the  ollowing signs and sym ptom s, 
which is m ost likely to be seen  in  th is patien t?
(A) Weight gain
(B) Flight o  ideas
(C) Auditory hallucinations
(D) Feeling better in  the m orn ing than  in  the 

even ing
(E) Poor groom ing

8. Analysis o  neurotransm itter availability 
in  the brain  o  th is patien t is m ost likely to 
reveal
(A) increased dopam ine
(B) decreased histam ine
(C) increased acetylcholine
(D) decreased acetylcholine
(E) decreased seroton in

9. A 25-year-old m ale patien t who is slow 
m oving and has a f at a  ect is put on  
f uoxetine (Prozac). Within  2 weeks, the 
patien t is showing greatly increased activity 
level, f ight o  ideas, and pressured speech. 
In  th is patien t, the m edication  has
(A) precipitated a m an ic episode
(B) had a toxic e  ect
(C) had a delayed e  ect
(D) increased anxiety
(E) increased depression

10. A 43-year-old school teacher relates that 
over the past year he has o ten   elt that li e 
is not worth  living. He also notes that during 
th is tim e, he has noticed a gradual slowing o  
cogn ition , and the developm en t o  a gravelly 
voice, constipation , and hair loss. Physical 
exam ination  is norm al, except  or noticeable 
dryness o  the skin  and a lag in  the relaxation  
phase o  the ankle jerk ref ex. At th is tim e, 
the m ost likely diagnosis  or th is patien t is
(A) m ajor depressive disorder
(B) bipolar I disorder
(C) bipolar II disorder
(D) persisten t depressive disorder
(E) cyclothym ic disorder
(F) substance-induced depressive disorder
(G) depressive disorder due to another 

m edical condition

11. A 28-year-old m an  presen ts com plain ing 
o  headaches and a variety o  other aches 
and pains that have been  presen t  or 
the past 6 m onths. He den ies that he is 
sad or hopeless. A ter a 4-week trial o  
an tidepressan t m edication , the patien t’s 
physical com plain ts have disappeared. The 
m ost appropriate diagnosis  or th is patien t is
(A) persisten t depressive disorder
(B) m ajor depressive disorder
(C) m asked depression
(D) illness anxiety disorder
(E) cyclothym ic disorder
(F) m alingering
(G) bipolar disorder

Questions 12–14

A 65-year-old Catholic m ale patien t has been  
abusing alcohol  or the past 15 years. His h is-
tory reveals that h is wi e recen tly asked him  
 or a separation .

12. Which o  the  ollowing characteristics is 
th is patien t’s greatest risk  actor  or su icide?
(A) Alcoholism
(B) Male sex
(C) Marital separation
(D) Religion
(E) Age

13. This m an  is at the lowest risk  or su icide 
i  he works as a
(A) m essenger
(B) policem an
(C) physician
(D) lawyer
(E) den tist

14. I  th is patien t tries to com m it su icide, the 
m ethod m ost likely to  ail is
(A) shooting him sel  with  a gun
(B) crashing his car
(C) slashing his wrists
(D) jum ping  rom  a h igh place
(E) hanging him sel 

15. The percentage o  depressed patien ts who 
seek treatm ent  or their sym ptom s is about
(A) 1%
(B) 5%
(C) 25%
(D) 50%
(E) 75%

Fadem7e_Chap12.indd   128 1/12/2016   4:14:29 PM



  Chapter 12  Depressive Disorders and Bipolar and Related Disorders 129

16. A 15-year-old girl is brought to the 
em ergency room  a ter ingesting 20 
acetam inophen  tablets. She tells the 
physician  that she tried to com m it su icide 
because she was not adm itted to an  honors 
English  class. The girl is the presiden t o  
her grade in  school and always tries to 
be per ect. The m ost im portan t  actor in  
whether th is girl tries to kill hersel  again  is
(A) that she is  em ale
(B) the m ethod o  the suicide attem pt
(C) that she has m ajor depressive disorder
(D) that she tried to com m it su icide once
(E) her need to be per ect

17. When  com pared with  a m an , the chances 
that a wom an  will develop  m ajor depressive 
disorder, persisten t depressive disorder, 
or bipolar disorder over the course o  her 
li etim e are, respectively
(A) higher, h igher, equal
(B) higher, h igher, lower
(C) higher, equal, h igher
(D) higher, h igher, h igher
(E) equal, h igher, equal
(F) equal, h igher, lower
(G) equal, equal, equal

18. A 30-year-old  nancial consultan t tells 
her doctor that over the past 5 years she has 
 elt “down” m ost o  the tim e. She relates that 
when  colleagues ask her to dinner or to a 
get-together she usually says “yes” but then  
rarely  eels like going when  the tim e com es 
and does not have a good tim e when  she 
does go. There are no sign i can t physical 
 ndings. While the patien t den ies su icidality, 
she notes that she never  eels really excited 
or happy about anything. The best diagnosis 
 or th is patien t at th is tim e is
(A) m ajor depressive disorder
(B) bipolar I disorder
(C) bipolar II disorder
(D) persisten t depressive disorder
(E) cyclothym ic disorder
(F) substance-induced depressive disorder
(G) depressive disorder due to another 

m edical condition

19. A 45-year-old m an  with  bipolar disorder 
tells h is doctor that he has rem arried and 
would like to have a ch ild  with  h is new wi e. 
He is concerned because the 19-year-old 
daughter that he had with  h is  rst wi e has 
just been  diagnosed with  bipolar disorder. 
Neither o  the patien t’s wives has bipolar 
disorder. What is the probability that th is 
patien t will have another ch ild  with  bipolar 
disorder?
(A) 1%
(B) 10%
(C) 20%
(D) 50%
(E) 70%
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1. The answer is D. The sign  or sym ptom  m ost likely to indicate that this patien t is experiencing 
a m ajor depressive episode rather than  a norm al reaction  to serious illness is her 
preoccupation  with  eelings o  guilt. Such  eelings are m ore characteristic o  depression  than  
sadness about being very ill. The other sym ptom s that the patien t shows (e.g., weight loss, 
decreased energy, and sleep problem s) are characteristic o  patien ts with  advanced cancer. 
Fear o  dying in  pain  is realistic and com m only seen  in  patien ts with  li e-lim iting illnesses.

2. The answer is C. 3. The answer is B. 4. The answer is B. This patien t is m ost likely to have 
bipolar I disorder. While th is disorder involves episodes o  both  m an ia and depression , 
a single ep isode o  m an ia de ines the illness. The belie s that one is im portan t enough 
to dem and a con  erence with  the governor and cure cancer are grandiose delusions. 
Schizophren ic delusions are com m only paranoid in  nature. Irritability and hostility are also 
com m on  in  a m an ic episode. O  the listed treatm en ts, the one m ost e  ective  or bipolar 
disorder is lith ium . Heterocyclic an tidepressan ts, electroconvulsive therapy, m onoam ine 
oxidase inhibitors, and psychotherapy are used prim arily to m anage depression . 
An tidepressan ts and psychotherapy are used to m anage dysthym ia. The chances o  the 
m onozygotic twin  and  irst-degree relative (e.g., brother) o  th is bipolar patien t developing 
the disorder are about 75% and 20%, respectively.

5. The answer is E. 6. The answer is B. This patien t shows evidence o  cyclothym ic disorder. 
This disorder involves periods o  both  hypom ania (energy and optim ism ) and dysthym ia 
(pessim ism  and  eeling “washed out”) occurring over a 2-year period with  no discrete 
episodes o  illness. O  the listed treatm en ts, the one m ost e  ective  or cyclothym ic 
disorder, as  or bipolar disorder, is lith ium . Heterocyclic an tidepressan ts, electroconvulsive 
therapy, m onoam ine oxidase inhibitors, and psychotherapy are prim arily used to m anage 
depression . Antidepressan ts and psychotherapy are used to m anage dysthym ia.

7. The answer is E. 8. The answer is E. This wom an is showing evidence o  m ajor depression  
(note: Suicidality is not characteristic o  a norm al grie  reaction). Depressed people typically 
show poor groom ing. She is also m ore likely to show weight loss and to  eel better in  the 
evening than  in  the m orn ing. Auditory hallucinations are com m on in  schizophrenia 
but uncom m on in  depression . Flight o  ideas is characteristic o  m ania. Analysis o  
neurotransm itter availability in  this patien t is m ost likely to reveal decreased serotonin , 
com m only re lected in  decreased plasm a levels o  its m ajor m etabolite 5-HIAA. Increased 
dopamine is seen in schizophrenia, and decreased acetylcholine is seen in Alzheimer’s disease.

130

Answers and Explanations

Typical Board Question
The answer is B. This patien t is m ost likely to have m ajor depressive disorder. Evidence  or th is 
is that, while there are no physical  indings, he has lost in terest in  h is usual activities, wakes up  
too early in  the m orn ing, has vague physical sym ptom s, shows diurnal variation  in  sym ptom s 
(worse in  the m orn ing), has lost a sign i ican t am oun t o  weight, and is showing suicidal ideation  
(e.g., “m aybe m y  am ily would be better o   without m e”). Also, h is sym ptom s have been  presen t 
 or a discrete, iden ti ied am ount o  tim e. Persisten t depressive disorder involves m ild-to-severe 
depression  m ost o  the tim e, occurring over a 2-year period with  no discrete episodes o  ill-
ness. Bipolar disorder involves ep isodes o  both  m an ia and depression . Cyclothym ic disorder 
involves ep isodes o  hypom ania and dysthym ia occurring over a 2-year period with  no discrete 
episodes o  illness. In  illness anxiety disorder (see Chapter 13), patien ts believe that norm al 
body  unctions or m inor illnesses are serious or li e threaten ing. People who are m alingering 
 abricate sym ptom s  or obvious gain  (e.g., to win  a lawsuit) (see Chapter 13).
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9. The answer is A. In  th is depressed patien t, the an tidepressan t  luoxetine has precipitated 
a m an ic episode (i.e., greatly increased activity level,  ligh t o  ideas, and pressured speech). 
This indicates that the patien t has bipolar disorder rather than  m ajor depressive disorder. 
There is no evidence o  increased depression , increased anxiety, or a delayed or toxic e  ect 
in  th is patien t.

10. The answer is G. The m ost likely diagnosis at th is tim e is depressive disorder due to 
another m edical condition . This patien t is showing sym ptom s o  hypothyroidism ,  or 
exam ple, slowing o  cogn ition , gravelly voice, constipation , dry skin , hair loss, and lag in  
the relaxation  phase o  the ankle jerk re lex, in  addition  to sym ptom s o  m ajor depression  
(e.g., su icidality). Depressive disorders are diagnosed when  there are no m edical  indings 
to explain  the m ood sym ptom s. Major depressive disorder involves at least one SWAG 
sym ptom  m ost o  the tim e  or a period o  at least 2 weeks. Persisten t depressive disorder 
involves m ild-to-severe depression  m ost o  the tim e, occurring over a 2-year period with  
no discrete ep isodes o  sym ptom s. Bipolar disorder involves ep isodes o  both  m an ia and 
depression  (bipolar I) or hypom ania and depression  (bipolar II). Cyclothym ic disorder 
involves ep isodes o  hypom ania and dysthym ia occurring over a 2-year period with  no 
discrete episodes o  sym ptom s.

11. The answer is C. This patien t’s physical com plain ts (i.e., headaches and other aches and 
pains) were relieved by an tidepressan t m edication . This indicates that these sym ptom s 
were m an i estations o  m asked (h idden) depression  rather than  illness anxiety disorder. 
There is no evidence in  th is patien t o  bipolar disorder, persisten t depressive disorder, 
cyclothym ic disorder, or m alingering.

12. The answer is E. 13. The answer is A. 14. The answer is C. Although m ale sex, alcohol abuse, 
and m arital separation  all are risk  actors  or suicide, the h ighest risk  actor o  those 
m en tioned is th is patien t’s advanced age. Catholic religion  is associated with  a reduced 
risk o  su icide. Nonpro essionals are at a lower suicide risk than  pro essionals. Am ong 
pro essionals, those at the h ighest risk  or su icide are police o  icers, physicians, lawyers, 
and den tists. The m ethod o  su icide m ost likely to  ail is slashing the wrists or taking p ills. 
Shooting, crash ing a car, jum ping  rom  a h igh p lace, and hanging are m ore lethal m ethods 
o  com m itting suicide.

15. The answer is C. Only about 25% o  depressed patien ts seek treatm en t, although 
m anagem en t (an tidepressan ts, psychotherapy, electroconvulsive therapy) is e  ective in  
m ost depressed patien ts.

16. The answer is D. This girl shows a num ber o  risk  actors  or depression  and attem pted 
suicide, including  em ale sex and her excessive need to be per ect. However, the m ost 
im portan t  actor in  whether she tries to kill hersel  again  is that she tried to com m it su icide 
once. Taking pills such as asp irin  or acetam inophen  is less lethal than  other m ethods, but 
young people such  as th is teenager m ay not know th is. Thus, th is girl has m ade a serious 
suicide attem pt. (See also answers to Questions 12–14.)

17. The answer is A. When  com pared with  a m an , a wom an  is twice as likely to develop m ajor 
depressive disorder and three tim es as likely to develop persisten t depressive disorder. 
Bipolar disorder and cyclothym ic disorder occur equally in  m en  and wom en .

18. The answer is D. This best diagnosis  or th is patien t is persisten t depressive disorder. 
The patien t has had a low m ood  or years, she is never really happy or excited about what 
should be p leasan t experiences. Because her sym ptom s are chron ic and nonepisodic, it is 
less likely that she has m ajor depressive disorder.

19. The answer is C. The likelihood that th is m an  with  bipolar disorder will have a child with  
bipolar disorder is about 20%. The  act that h is older child has bipolar disorder is not 
relevan t to the chances that h is next child will have the disorder.
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I. ANXIETY DISORDERS

A. Fear and anxiety
1. Fear is a norm al reaction  to a known , external source o  danger.
2. In  anxiety, the individual is  rightened but the source o  the danger is not known, not rec-

ogn ized, or inadequate to account for the symptoms.
3. The physiologic manifestations o  anxiety are sim ilar to those o   ear. They include:

a. Shakiness and sweating.
b. Palp itations (subjective experience o  tachycardia).
c. Tingling in  the extrem ities and num bness around the m outh .
d. Dizziness and syncope ( ain ting).
e. Gastroin testinal and urinary disturbances (e.g., diarrhea and urinary  requency).
f. Mydriasis (pupil dilation )

B. Classification and occurrence of the anxiety disorders and related conditions
1. The Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition (DSM-5) classi ica-

tion  o  anxiety disorders and related conditions includes:
a. Pan ic disorder.
b. Phobias (speci ic phobia, agoraphobia, and social anxiety disorder).
c. Generalized anxiety disorder (GAD).
d. Separation  anxiety disorder (see Chapter 15).
e. Selective m utism  (see Chapter 15).

Typical Board Question
Since he was an  in  an t, an  8-year-old boy  requen tly witnessed h is  ather physically abusing 
h is m other. The m other reports that, since she divorced the  ather 1 year ago, the child  wakes 
repeatedly during the n ight to go in to h is m other’s room  to “check on  her.” Because o  these 
repeated awaken ings, the child is tired during the day, o ten   alls asleep  in  class, and can-
not keep  up  with  h is schoolwork. This ch ild  is showing evidence o  which  o  the  ollowing 
disorders?

(A) Narcolepsy
(B) Generalized anxiety disorder
(C) Social anxiety disorder
(D) Posttraum atic stress disorder (PTSD)
(E) Illness anxiety disorder

(See “Answers and Explanations” at end of chapter.)

13
Anxiety Disorders, Somatic 
Symptom Disorders, and 
Related Conditions

c h a p t e r
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2. Descrip tions o  the  irst three o  these disorders as well as o  obsessive–com pulsive 
 disorders and traum a- and stress-related disorders can  be  ound in  Table 13.1.

3. The anxiety disorders and related conditions are the most commonly treated m en tal health  
problem s.

C. The organic basis of anxiety
1. Neurotransm itters involved in  the developm ent o  anxiety include norepinephrine 

(increased activity), seroton in  (decreased activity), and g-am inobutyric acid (GABA) 
(decreased activity) (see Chapter 4).

2. The locus ceruleus (site o  noradrenergic neurons), raphe nucleus (site o  serotonergic 
neurons), caudate nucleus (particularly in  OCD), temporal cortex, and frontal cortex are 
the brain  areas likely to be involved in  anxiety disorders.

3. Organ ic causes o  sym ptom s o  anxiety include excessive caffeine intake, substance 
use, hyperthyroidism , vitam in  B12 de iciency, hypoglycem ia or hyperglycem ia, cardiac 
arrhythm ia, anem ia, pulm onary disease, and pheochromocytoma (adrenal m edullary 
tum or).

4. I  the etiology is p rim arily organ ic, the diagnoses substance/medication-induced anxiety 
disorder or anxiety disorder due to another medical condition m ay be appropriate.

D. Management of the anxiety disorders
1. Antianxiety agents (see Chapter 16), including benzodiazepines, buspirone, and 
β-blockers, are used to treat the sym ptom s o  anxiety.
a. Benzodiazepines are  ast-acting an tianxiety agen ts.

(1) Because they carry a h igh risk o  dependence and addiction , they are usually used 
for only a limited amount of time to treat acute anxiety sym ptom s.

(2) Because they work quickly, benzodiazepines, particularly alprazolam (Xanax), are 
used  or em ergency departm ent m anagem en t o  panic attacks.

b. Buspirone (BuSpar) is a nonbenzodiazepine an tianxiety agen t.
(1) Because o  its low addiction potential, busp irone is use u l as long-term maintenance 

therapy  or patien ts with  GAD.
(2) Because it takes up to 2 weeks to work, busp irone has little im m ediate e  ect on  

anxiety sym ptom s.
c. The b-blockers, such as propranolol (Inderal), are used to con trol the autonomic symp-

toms (e.g., tachycardia) o  anxiety, particularly  or anxiety about per orm ing in  public 
or taking an  exam ination .

2. Antidepressants (see Chapter 16)
a. Antidepressan ts, including m onoam ine oxidase inhibitors (MAOIs), tricyclics, and 

especially selective serotonin reuptake inhibitors (SSRIs), such as paroxetine (Paxil), 
 luoxetine (Prozac), and sertraline (Zolo t), are the m ost e  ective long-term  (m ain te-
nance) therapy  or pan ic disorder and OCD ( luvoxam ine [Luvox] is on ly indicated  or 
OCD) and have shown e  icacy also in  PTSD.

b. SSRIs (e.g., escitalopram  [Lexapro]) and the selective serotonin and norepinephrine reup-
take inhibitors (SNRIs) ven la axine (E  exor) and duloxetine (Cym balta) are approved to 
treat GAD.

c. Paroxetine, sertraline, and ven la axine now also are indicated in  the m anagem ent o  
social anxiety disorder.

3. Psychological management (see also Chapter 17)
a. Systematic desensitization and cognitive–behavioral therapy are the m ost e  ective m an-

agem en t  or speci ic phobias and are use u l adjuncts to pharm acotherapy in  other 
anxiety disorders.

b. Behavioral therapies, such as  looding and im plosion , also are use u l in  speci ic
c. Support groups (e.g., victim  su rvivor groups) are particu larly use u l  or ASD an d 

PTSD.

Fadem7e_Chap13.indd   133 1/8/2016   10:27:30 AM



 t a b l e   13.1    DSM-5 Classification of the Anxiety Disorders, Obsessive–Compulsive and 
Related Disorders, and Trauma- and Stress-Related Disorders

Anxiety Disorders: Panic Disorder

Episodic (about twice weekly) periods of intense anxiety (panic attacks)

Cardiac and respiratory symptoms and the conviction that one is about to die or lose one’s mind
Sudden onset of symptoms, increasing in intensity over a period of approximately 10 min, and lasting about 30 min (attacks 

rarely follow a fixed pattern)
Attacks can be induced by administration of sodium lactate or CO2 (see Chapter 5)
Strong genetic component
More common in young women in their 20s

Anxiety Disorders: Phobias (Specific Phobia, Social Anxiety Disorder, and Agoraphobia)

In specific phobia, there is an irrational fear of certain things (e.g., elevators, snakes, or closed-in areas)

In social anxiety disorder, there is an exaggerated fear of embarrassment in social situations (e.g., public speaking, eating in 
public, using public restrooms)

In agoraphobia, there is an intense fear associated with being in open places or situations in which one cannot escape or 
obtain help

Because of the fear, the person avoids the object or situation
Avoidance leads to social and occupational impairment

Anxiety Disorders: Generalized Anxiety Disorder

Persistent anxiety symptoms including hyperarousal and worrying lasting 6 mos or more
Gastrointestinal symptoms are common
Symptoms are not related to a specific person or situation (i.e., free-floating anxiety)
Commonly starts during the 20s

Obsessive–Compulsive Disorder (OCD) and Related Disorders: Body Dysmorphic Disorder, Hoarding Disorder, and  
Hair-Pulling Disorder (Trichotillomania)

Recurring, intrusive feelings, thoughts, and images (obsessions) that cause anxiety
Anxiety is relieved in part by performing repetitive actions (compulsions)
A common obsession is avoidance of hand contamination and a compulsive need to wash the hands after touching things
Obsessive doubts lead to compulsive checking (e.g., of gas jets on the stove) and counting of objects, obsessive need 

for symmetry leads to compulsive ordering and arranging, and obsessive concern about discarding valuables leads to 
compulsive hoarding (hoarding disorder: A distinct diagnosis in DSM-5)

Patients usually have insight (i.e., they realize that these thoughts and behaviors are irrational and want to eliminate them)
Usually start in early adulthood but may begin in childhood
OCD is increased in first-degree relatives of Tourette disorder patients and both disorders also involve the caudate nucleus
Body dysmorphic disorder involves excessive focus on a minor or imagined physical defect; the symptoms are not accounted 

for by anorexia nervosa
Hair-pulling disorder involves a strong need to pull out one’s own hair. It may also involve hair eating which can result in 

bezoars (hair balls) which can cause intestinal blockage

Trauma- and Stress-Related Disorders (Posttraumatic Stress Disorder [PTSD], Acute Stress Disorder [ASD], Adjustment 
Disorder, Reactive Attachment Disorder, and Disinhibited Social Engagement Disorder)

Symptoms occurring after a catastrophic (life-threatening or potentially fatal event, e.g., war, house fire, serious accident, 
rape, robbery) affecting the patient or the patient’s close relative or friend

Symptoms can be divided into four types:
(1) Reexperiencing (e.g., intrusive memories of the event [flashbacks] and nightmares)
(2) Hyperarousal (e.g., anxiety, increased startle response, impaired sleep, hypervigilance)
(3) Emotional numbing (e.g., difficulty connecting with others)
(4) Avoidance (e.g., survivor’s guilt, dissociation, and social withdrawal)
In PTSD, symptoms last for more than 1 mo (sometimes years) and may have a delayed onset
In ASD, symptoms last only between 2 d and 4 weeks
In adjustment disorder, there are emotional symptoms (e.g., anxiety, depression, or conduct problems) causing social, school, 

or work impairment occurring within 3 mos and lasting less than 6 mos after a serious life event (e.g., divorce, bankruptcy, 
changing residence) but do not meet full criteria for a mood or anxiety disorder

In adjustment disorder, symptoms can persist for more than 6 mos in the presence of a chronic stressor
Adjustment disorder is not diagnosed if the symptoms represent typical bereavement
Reactive attachment disorder and disinhibited social engagement disorder involve constellations of disturbances in social 

relatedness due to abnormal rearing (e.g., being raised in an orphanage), see also Chapter 1
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II. SOMATIC SYMPTOM AND RELATED DISORDERS

A. Characteristics and classification
1. Som atic sym ptom  and related disorders are characterized by physical symptoms that cause 

distress and disrupt daily life.
2. The patien t th inks that the sym ptom s have an  organ ic cause, but the sym ptom s are 

believed to have a psychological component and thus m ay be unconscious expressions o  
unacceptable  eelings (see Chapter 6).

3. The DSM-5 categories o  som atic sym ptom  and related disorders and their characteristics 
are listed in  Table 13.2.

B. Differential diagnosis
1. The m ost im portan t di  eren tial diagnosis o  som atic sym ptom  and related disorders is 

unidentified organic disease.
2. Factitious disorder (see below), m alingering ( aking or  eign ing illness), and m asked 

depression  (see Chapter 12) also m ust be excluded.

C. Management
1. E  ective strategies  or m anaging patien ts with  som atic sym ptom  and related disorders 

include:
a. Form ing a good physician–patient relationship (e.g., scheduling regular m onthly 

appoin tm ents, providing reassurance).
b. Providing a multidisciplinary approach including other m edical pro essionals (e.g., pain  

m anagem en t, m en tal health  services).
c. Iden ti ying and decreasing the social difficulties in  the patien t’s li e that m ay in tensi y 

the sym ptom s.
2. Antianxiety and antidepressant agents, hypnosis, and behavioral relaxation therapy also 

m ay be use u l.

 t a b l e   13.2   DSM-5 Classification of Somatic Symptom and Related Disorders

Classification (Previous 
DSM Terminology) Characteristics

Somatic symptom disorder One or more physical symptoms that disrupt daily life with excessive focus on the 
symptoms

Being symptomatic for more than 6 mo

Illness anxiety disorder Exaggerated concern with health and illness lasting at least 6 mos in the absence of 
somatic symptoms

Concern persists despite medical evaluation and reassurance
Care-seeking type goes to many different doctors seeking help (“doctor shopping”)

Conversion disorder  
(functional neurological 
symptom disorder)

Sudden, dramatic loss of sensory or motor function (e.g., blindness, paralysis), often 
associated with a stressful life event

Patients appear relatively unworried (“la belle indifférence”)

Somatic symptom disorder 
with predominant pain

Intense acute or chronic pain not explained completely by physical disease and closely 
associated with psychological stress

Onset usually in the 30s and 40s
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III.  FACTITIOUS DISORDER, FACTITIOUS DISORDER IMPOSED ON 
ANOTHER, AND MALINGERING

A. Characteristics
1. While individuals with  som atic sym ptom  disorders tru ly believe that they are ill, patien ts 

with   actitious disorders and m alingering feign mental or physical illness, or actually 
induce physical illness in  them selves or others  or psychological gain  ( actitious disorder) 
or tangible gain  (m alingering) (Table 13.3).

2. Patien ts with   actitious disorder o ten  have worked in  the m edical  ield  (e.g., nurses, tech-
n icians) and know how to persuasively sim ulate an  illness.

3. Malingering is not a psychiatric disorder.

B. Feigned symptoms m ost com m only include abdom inal pain ,  ever (by heating the therm om -
eter), blood in  the urine (by adding blood  rom  a needlestick), induction  o  tachycardia (by 
drug adm in istration), skin  lesions (by in juring easily reached areas), and seizures.

C. When  con  ron ted by the physician  with  the  act that no organ ic cause can  be  ound, 
patien ts with   actitious disorder or patien ts who are m alingering typically becom e angry 
and abruptly leave the situation.

D. Factitious thyrotoxicosis (thyrotoxicosis  actitia) can  be diagnosed when  an  individual 
secretly uses exogenous thyroid horm one in  order to lose weight, even  though the patien t 
does not seek to gain  atten tion   or being ill.

 t a b l e   13.3    Factitious Disorder, Factitious Disorder Imposed on Another, and Malingering

Disorder Characteristics

Factitious disorder Conscious simulation of physical or psychiatric illness
Aim is to gain attention for being “sick”
Undergoes unnecessary medical and surgical procedures
Has a “grid abdomen” (multiple crossed scars from repeated non-necessary 

surgeries)
Factitious disorder imposed on another Conscious simulation of illness in another person, typically in a child by a 

parent, to obtain attention from medical personnel
Is a form of child abuse (see Chapter 18) because the child undergoes 

unnecessary medical and surgical procedures
Must be reported to state child welfare authorities

Malingering Conscious simulation or exaggeration of physical or psychiatric illness for 
financial (e.g., insurance settlement) or other obvious gain (e.g., avoiding 
incarceration)

Avoids treatment by medical personnel
Health complaints cease as soon as the desired gain is obtained
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Review Test

Directions: Each o  the num bered item s or incom plete statem en ts in  th is section  is  ollowed by 
answers or by com pletions o  the statem ent. Select the one lettered answer or com pletion  that 
is best in  each case.

Questions 1–3

A 23-year-old m edical studen t com es to the 
em ergency room  with  elevated heart rate, 
sweating, and shortness o  breath . The stu-
den t is convinced that she will soon  su   o-
cate. The sym ptom s started sudden ly during 
a car ride to school. The studen t has had epi-
sodes such  as th is on  at least three previous 
occasions over the past 2 weeks and now is 
a raid to leave the house even  to go to school. 
She has no h istory o  asthm a and, other than  
an  increased pulse rate, physical  indings are 
unrem arkable.

1. O  the  ollowing, the m ost e  ective 
im m ediate treatm en t  or th is patien t is
(A) an  an tidepressan t
(B) a support group
(C) a benzodiazepine
(D) buspirone
(E) a β-blocker

2. O  the  ollowing, the m ost e  ective long-
term  m anagem ent  or th is patien t is
(A) an  an tidepressan t
(B) a support group
(C) a benzodiazepine
(D) buspirone
(E) a β-blocker

3. The neural m echan ism  m ost closely 
involved in  the etiology o  th is patien t’s 
sym ptom s is
(A) nucleus accum bens hyposensitivity
(B) ven tral tegm ental hypersensitivity
(C) ven tral tegm ental hyposensitivity
(D) locus ceruleus hypersensitivity
(E) peripheral autonom ic hypersensitivity

4. A 35-year-old wom an  who was raped 
5 years ago has recurren t vivid m em ories 
o  the inciden t accom pan ied by in tense 
anxiety. These m em ories  requen tly in trude 
during her daily activities, and n ightm ares 
about the even t o ten  wake her. Her 
sym ptom s in tensi ed when  a coworker was 
raped 2 m onths ago. O  the  ollowing, the 
m ost e  ective long-term  m anagem ent  or 
th is patien t is
(A) an  an tidepressan t
(B) a support group
(C) a benzodiazepine
(D) a busp irone
(E) a β-blocker

Questions 5 and 6

A 45-year-old wom an  says that she  requen tly 
 eels “nervous” and o ten  has an  “upset stom -
ach,” which includes heartburn , indigestion , 
and diarrhea. She has had th is p roblem  since 
she was 25 years o  age and notes that other 
 am ily m em bers also are “tense and nervous.”

5. Which o  the  ollowing additional signs or 
sym ptom s is th is patien t m ost likely to show?
(A) Flight o  ideas
(B) Hallucinations
(C) Tingling in  the extrem ities
(D) Ideas o  re erence
(E) Neologism s

6. O  the  ollowing, the m ost e  ective long-
term  m anagem ent  or th is patien t is
(A) alprazolam  (Xanax)
(B) psychotherapy
(C) propranolol (Inderal)
(D) buspirone (BuSpar)
(E) diazepam  (Valium )
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7. A 39-year-old wom an  claim s that she 
in jured her hand at work. She asserts that the 
pain  caused by her in jury preven ts her  rom  
working. She has no  urther hand problem s 
a ter she receives a $30,000 workers’ 
com pensation  settlem en t. This clin ical 
presen tation  is an  exam ple o 
(A)  actitious disorder
(B) conversion  disorder
(C)  actitious disorder im posed on  another
(D) som atic sym ptom  disorder
(E) pain  disorder
(F) m alingering

8. Which o  the  ollowing even ts is m ost 
likely to resu lt in  posttraum atic stress 
disorder (PTSD)?
(A) Divorce
(B) Bankruptcy
(C) Diagnosis o  diabetes m ellitus
(D) Changing residence
(E) Robbery at kn i epoin t

Questions 9 and 10

A 39-year-old wom an  takes her 6-year-old 
son  to a physician’s o  ice. She says that the 
child o ten  experiences ep isodes o  breath-
ing problem s and abdom inal pain . The 
child’s m edical record shows m any o  ice 
visits and  our abdom inal surgical proce-
dures, although no abnorm alities were ever 
 ound. Physical exam ination  and laboratory 
studies are un rem arkable. When  the doctor 
con  ron ts the m other with  the suspicion  that 
she is  abricating the illness in  the child , the 
m other angrily grabs the ch ild  and leaves the 
o  ice im m ediately.

9. This clin ical presen tation  is an  exam ple o 
(A)  actitious disorder
(B) conversion  disorder
(C)  actitious disorder im posed on  another
(D) som atic sym ptom  disorder
(E) pain  disorder
(F) m alingering

10. In  th is situation , what is the  rst th ing 
the physician  should do?
(A) Take the child  aside and ask h im  how he 

 eels.
(B) Call a pediatric pulm onologist to 

determ ine the cause o  the dyspnea.
(C) Call a pediatric gastroen terologist to 

determ ine the cause o  the abdom inal 
pain .

(D) Noti y the appropriate state social 
service agency to report the physician’s 
suspicions.

(E) Wait un til the child’s next visit be ore 
taking any action .

Questions 11–18

For each  o  the  ollowing cases, select the dis-
order which best  its the clin ical p icture.
(A) Posttraum atic stress disorder
(B) Illness anxiety disorder
(C) Obsessive–com pulsive disorder
(D) Pan ic disorder
(E) Som atic sym ptom  disorder
(F) Generalized anxiety disorder
(G) Body dysm orphic disorder
(H) Conversion  disorder
(I) Speci ic phobia
(J ) Social anxiety disorder
(K) Adjustm en t disorder
(L) Masked depression

11. A 45-year-old wom an  has a 20-year 
h istory o  vague physical com plain ts 
including nausea, pain  u l m enses, and loss 
o   eeling in  her legs. Physical exam ination  
and laboratory workup are unrem arkable. 
She says that she has always had physical 
p roblem s but her doctors never seem  to 
iden ti y their cause.

12. Three m on ths a ter m oving, a teenager 
who was  orm erly outgoing and a good 
studen t seem s sad, loses in terest in  m aking 
 riends, and begins to do poor work in  
school. His appetite is norm al, and there is 
no evidence o  su icidal ideation .
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13. A 29-year-old m an  experiences sudden  
right-sided hem iparesis but appears 
unconcerned. He reports that just be ore the 
onset o  weakness, he saw his girl riend with  
another m an . Physical exam ination   ails to 
reveal evidence o  a m edical p roblem .

14. A 41-year-old m an  says that he has been  
“sickly”  or m ost o  h is li e. He has seen  
m any doctors but is angry with  m ost o  them  
because they u ltim ately re erred h im   or 
psychological help. He now  ears that he has 
stom ach cancer because h is stom ach m akes 
noises a ter he eats. Physical exam ination  is 
unrem arkable and body weight is norm al.

15. A 41-year-old m an  says that he has been  
“sickly”  or the past 3 m onths. He  ears 
that he has stom ach cancer. The patien t 
is unshaven  and appears th in  and slowed 
down. Physical exam ination , including a 
gastroin testinal workup, is unrem arkable 
except that there is an  unexplained loss o  
15 pounds since h is last visit 1 year ago.

16. A 28-year-old wom an  seeks  acial 
reconstructive surgery  or her “sagging” 
eyelids. She rarely goes out in  the daytim e 
because she believes that th is characteristic 
m akes her look “like a grandm other.” On  
physical exam ination , her eyelids appear 
com pletely norm al.

17. A 29-year-old m an  is upset because he 
m ust take a clien t to dinner in  a restauran t. 
Although he knows the clien t well, he is so 
a raid o  m aking a m ess while eating that he 
says he is not hungry and sips  rom  a glass o  
water in stead o  ordering a m eal.

18. A 29-year-old m an  tells the doctor that 
he has been  so “nervous” and upset since 
h is girl riend broke up  with  h im  1 m onth  
ago that he had to quit h is job and stay at 
hom e. The m an  has no history o  m edical 
or psychiatric disorders, although his  ather 
has a h istory o  bipolar disorder, h is m other 
has a h istory o  alcoholism , and his younger 
brother was in  rehab  or drug addiction  the 
previous year.

19.  A 15-year-old boy is brought to the 
doctor by h is m other  or “strange behavior.” 
She reports that her son  is o ten  late  or 
school because he spends m ore than  an  
hour in  the shower every m orn ing. When  

asked about th is, he says that he takes a 
long tim e because he  eels com pelled to 
wash  him sel  in  a certain  m anner and has 
to repeat the whole process i  he m akes a 
m istake. He knows that th is behavior sounds 
ridiculous and that it m akes h im  late  or 
school and other activities, but he cannot 
seem  to stop  h im sel   rom  doing it. There are 
no sign i can t m edical  ndings.

20. A 22-year-old m an  is brought in to 
the em ergency room  by the police. The 
policem an  tells the physician  that the m an  
was caught while attem pting to rob a bank. 
When  the police told h im  to  reeze and drop 
h is gun , the m an  dropped to the f oor and 
could not speak, bu t rem ained conscious. 
When  the doctor attem pts to in terview 
h im , the patien t repeatedly  alls asleep. The 
h istory reveals that the patien t’s brother has 
narcolepsy. Which o  the  ollowing best  ts 
th is clin ical p icture?
(A) A sleep disorder
(B) A seizure disorder
(C) A som atic sym ptom  disorder
(D) Malingering
(E) An  endocrine disorder
(F) A  actitious disorder

21. A 12-year-old boy is adm itted to the 
hospital with a diagnosis o  “pain  o  unknown 
origin .” His paren ts tell the physician  that 
the child has com plained about pain  in  
h is legs  or about 1 m onth. Neurologic and 
orthopedic exam inations  ail to iden ti y any 
pathology. The history reveals that the child  
was hospitalized on  two previous occasions 
 or other pain  sym ptom s  or which no cause 
was  ound. A ter 4 days in  the hospital, the 
nurse reports that the child shows little 
evidence o  pain  and seem s “rem arkably 
conten t.” She also reports that she  ound a 
m edical textbook in  the boy’s bedside table 
with a bookm ark in  the section  en titled 
“skeletal pain  o  unknown origin .” Which 
o  the  ollowing best describes sym ptom  
production  and m otivation  in  th is case?
(A) Sym ptom  production  conscious, 

m otivation  prim arily conscious
(B) Sym ptom  production  unconscious, 

m otivation  prim arily conscious
(C) Sym ptom  production  conscious, 

m otivation  prim arily unconscious
(D) Sym ptom  production  unconscious, 

m otivation  prim arily unconscious
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22. A 40-year-old  m an  tells h is physician  
that he is o ten  late  or work because he has 
d i  cu lty waking up  on  tim e. He attribu tes 
th is p roblem  to the  act that he gets ou t o  
bed repeatedly during the n igh t to recheck 
the locks on  the doors and to be su re the 
gas jets on  the stove are tu rn ed o  . His 
lateness is exacerbated  by h is n eed to coun t 
all o  the tra  c ligh ts along the rou te. I  he 
suspects that he m issed a ligh t, he becom es 
quite anxious and m ust then  go back and 
recoun t them  all. Physical exam in ation  an d 
laboratory studies are un rem arkable. O  
the  ollowin g, the m ost e  ective lon g-term  
m anagem en t  or th is patien t is m ost likely 
to be
(A) an  an tidepressan t
(B) an  an tipsychotic
(C) a benzodiazepine
(D) a busp irone
(E) a β-blocker

23. The m other o  a 4-year-old ch ild  with  
diabetes takes the child  to the pediatrician  to 
“be checked” at least 3 tim es per week. She 
watches the ch ild  at all tim es and does not 
let him  play outside. She also m easures and 
rem easures h is  ood portions three tim es at 
every m eal. The m other understands that 
th is behavior is excessive but states that 
she is unable to stop  doing it. The m ost 
appropriate pharm acological treatm en t  or 
th is m other is
(A) diazepam
(B) buspirone
(C) clom ipram ine
(D) haloperidol
(E) propranolol

24. A 35-year-old nurse is brought to the 
em ergency room  a ter  ain ting outside o  
a patien t’s room . The nurse notes that she 
has had  ain ting ep isodes be ore and that 
she o ten   eels weak and shaky. Laboratory 
studies reveal hypoglycem ia, very h igh 
insulin  level, and suppressed p lasm a C 
peptide. Which o  the  ollowing best  ts th is 
clin ical p icture?
(A) A sleep disorder
(B) A seizure disorder
(C) A som atic sym ptom  disorder
(D) Malingering
(E) An  endocrine disorder
(F) A  actitious disorder

25. A healthy 45-year-old m an  join s an  
on line illness support group, claim ing that 
he has Stage 4 prostate cancer. Subsequen tly, 
he gets m any e-m ails  rom  the group  
m em bers expressing em pathy. He then  joins 
another on line support group claim ing to 
have inoperable brain  cancer. Som eone 
in  the second support group  recogn izes 
h im  and con  ron ts h im  with  the  act that 
he claim s to have two  atal illnesses. In  
response, the m an  apologizes and says he 
does not know why he m akes up stories 
about being sick. He then  resigns  rom  both  
support groups. However, a m on th  later, 
he join s another support group claim ing 
( alsely) to have m ultip le sclerosis. This m an  
is showing evidence o 
(A)  actitious disorder
(B) conversion  disorder
(C) adjustm en t disorder
(D) som atic sym ptom  disorder
(E) m alingering
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Answers and Explanations

Typical Board Question
The answer is D. This 8-year-old ch ild  is showing evidence o  PTSD. PTSD can  be diagnosed in  
close relatives (the child  in  th is case) o  individuals who have  aced li e-threaten ing situations. 
There is no curren t evidence that th is child has social anxiety disorder ( ear o  em barrassm en t 
in  a public situation ) or generalized anxiety disorder (at least 6 m onths o  anxiety sym ptom s 
without a speci ic p recip itan t). The child’s tiredness during the day is explained by h is  requen t 
n ighttim e awaken ings—it is not due to narcolepsy.

1. The answer is C. 2. The answer is A. 3. The answer is D. This patient is showing evidence o  panic 
disorder with agoraphobia. Panic disorder is characterized by panic attacks, which include 
increased heart rate, dizziness, sweating, shortness o  breath, and  ain ting, and the conviction  
that one is about to die. This young wom an has also developed a  ear o  leaving the house 
(agoraphobia), which occurs in  som e patients with panic disorder. While the m ost e  ective 
im m ediate treatm ent  or this patient is a benzodiazepine because it works quickly, the m ost 
e  ective long-term  (m aintenance) m anagem ent is an antidepressant, particularly a selective 
serotonin  reuptake inhibitor (SSRI) such as paroxetine (Paxil). The neural etiology m ost closely 
involved in  panic disorder with agoraphobia is hypersensitivity o  the locus ceruleus.

4. The answer is B. This patien t is m ost likely to have posttraum atic stress disorder (PTSD). 
This disorder, which is characterized by sym ptom s o  anxiety and in trusive m em ories and 
n ightm ares o  a li e-th reaten ing even t such as rape, can  last  or m any years in  chron ic  orm  
and m ay have been  in tensi ied in  th is patien t by reexperiencing her own rape through 
the rape o  her coworker. The m ost e  ective long-term  m anagem ent  or th is patien t is a 
support group, in  th is case a rape survivor’s group. Pharm acologic treatm en t such as an  
an tidepressan t is use u l as an  adjunct to psychological m anagem ent in  PTSD.

5. The answer is C. 6. The answer is D. This patien t is m ost likely to have generalized anxiety 
disorder (GAD). This disorder, which includes chron ic anxiety and, o ten , gastroin testinal 
sym ptom s is m ore com m on in  wom en  and o ten  starts in  the 20s. Genetic  actors are seen  in  
the observation  that other  am ily m em bers have sim ilar problem s with  anxiety. Additional 
signs or sym ptom s o  anxiety that th is patien t is likely to show include tingling in  the 
extrem ities and num bness around the m outh, o ten  resulting  rom  hyperven tilation . Flight 
o  ideas, hallucinations, ideas o  re erence, and neologism s are psychotic sym ptom s, which 
are not seen  in  the anxiety disorders or the som atic sym ptom  disorders. O  the choices, 
the m ost e  ective long-term  m anagem ent  or th is patien t is buspirone because, un like the 
benzodiazepines alprazolam  and diazepam , it does not cause dependence or withdrawal 
sym ptom s with  long-term  use. The an tidepressan ts ven la axine and duloxetine and SSRIs 
also are e  ective  or long-term  m anagem ent o  GAD. Psychotherapy and β-blockers can  be 
used as adjuncts to treat GAD but are not the m ost e  ective long-term  treatm ents.

7. The answer is F. This presen tation  is an  exam ple o  m alingering,  eign ing illness  or obvious 
gain  (the $30,000 workers’ com pensation  settlem en t). Evidence  or th is is that the wom an  
has no  urther hand problem s a ter she receives the m oney. In  conversion  disorder, som atic 
sym ptom  disorder,  actitious disorder, and  actitious disorder im posed on  another, there is 
no obvious or m aterial gain  related to the sym ptom s.

8. The answer is E. Robbery at kn i epoin t, a li e-threaten ing event, is m ost likely to result in  
posttraum atic stress disorder (PTSD). While li e events such as divorce, bankruptcy, illness, 
and changing residence are stress ul, they are rarely li e threaten ing. Psychological sym ptom s 
occurring a ter such less severe events m ay result in  adjustm ent disorder, not PTSD.
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9. The answer is C. 10. The answer is D. This presen tation  is an  exam ple o   actitious disorder 
im posed on  another. The m other has  eigned the ch ild’s illness (episodes o  breath ing 
problem s and abdom inal pain )  or atten tion   rom  m edical personnel. This  aking has 
resulted in   our abdom inal surgical procedures in  which no abnorm alities were  ound. 
Since she knows she is lying, the m other will becom e angry and  lee when  con  ron ted 
with  the tru th . The  irst th ing the physician  m ust do is to noti y the state social service 
agency since  actitious disorder im posed on  another is a  orm  o  child  abuse. Waiting un til 
the child’s next visit be ore acting could result in  the child’s  urther in jury or even  death . 
Calling in  specialists m ay be appropriate a ter the physician  reports h is susp icions to 
the state. It is not appropriate to take the child  aside and ask h im  how he really  eels. He 
probably is not aware o  h is m other’s behavior.

11. The answer is E. This wom an  with  a 20-year h istory o  unexplained vague and chron ic 
physical com plain ts probably has som atic sym ptom  disorder. This can  be distinguished 
 rom  illness anxiety disorder, which  is an  exaggerated worry about norm al physical 
sensations and m inor ailm en ts (see also answers to Questions 12–18).

12. The answer is K. This teenager, who was  orm erly outgoing and a good studen t and now 
seem s sad, loses in terest in  m aking  riends, and begins to do poor work in  school, probably 
has adjustm en t disorder (with  depressed m ood). It is likely that he is having problem s 
adjusting to h is new school. In  con trast to adjustm en t disorder, in  m asked depression , 
the sym ptom s are m ore severe and o ten  include sign i ican t weight loss or su icidality (see 
Chapter 12).

13. The answer is H. This m an , who experiences a sudden  neurological sym ptom  triggered by 
seeing h is girl riend with  another m an , is showing evidence o  conversion  disorder. This 
disorder is characterized by an  apparen t lack o  concern  about the sym ptom s (i.e., “la belle 
indi  érence”).

14. The answer is B. This m an , who says that he has been  “sickly”  or m ost o  h is li e and  ears 
that he has stom ach cancer, is showing evidence o  illness anxiety disorder exaggerated 
concern  over norm al physical sensations (e.g., stom ach noises) and m inor ailm en ts. There 
are no physical  indings nor obvious evidence o  depression  in  th is patien t.

15. The answer is L. This m an  probably has m asked depression . In  con trast to the m an  with  
illness anxiety disorder in  the previous question , evidence  or depression  in  th is patien t 
includes the  act that, in  addition  to the som atic com plain ts, he shows sym ptom s o  
depression  (e.g., he is not groom ed, appears slowed down  [psychom otor retardation], and 
has lost a sign i ican t am ount o  weight).

16. The answer is G. This wom an  probably has body dysm orphic disorder, which is 
characterized by overconcern  about a physical  eature (e.g., “sagging” eyelids in  th is case), 
desp ite norm al appearance.

17. The answer is J . This m an  probably has social anxiety disorder. He is a raid o  
em barrassing him sel  in  a public situation  (e.g., getting  ood on  his  ace while eating 
dinner in   ron t o  others in  a restauran t).

18. The answer is K. The m ost likely explanation   or th is clin ical p icture that includes 
sym ptom s o  anxiety that begin  a ter a li e stressor (e.g., a rom an tic break-up) is 
adjustm en t disorder (with  anxiety). The absence o  a previous h istory and the brie  
duration  indicates that th is is not an  anxiety disorder, and the  act that the stressor was not 
li e-threaten ing ru les out PTSD and ASD. The  am ily h istory is not likely to be related to 
th is patien t’s sym ptom s in  th is case.

19. The answer is C. This 15-year-old who m ust wash him sel  in  a certain  m anner each  day 
is showing evidence o  OCD. OCD is a disorder in  which  one is com pelled to engage in  
repetitive nonproductive behavior that, as in  th is patien t, im pairs  unction  (e.g., the 
patien t is late  or school and activities). The  act that th is teenager has insight, that is, he 
knows that what he is doing is “ridicu lous,” also is characteristic o  OCD.
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20. The answer is D. When  there is  inancial or other obvious gain  to be obtained  rom  an  
illness, the possibility that the person  is m alingering m ust be considered. In  th is case, a 
m an  who has com m itted a crim e is  eign ing sym ptom s o  narcolepsy to avoid prosecution . 
Knowledge o  the details o  h is brother’s illness has taught h im  how to  eign  the cataplexy 
(sudden  loss o  m otor con trol) and daytim e sleep iness associated with  narcolepsy (see 
Chapter 7).

21. The answer is C. This clin ical presen tation  is an  exam ple o   actitious disorder (note: Most 
psychiatric diagnoses disorders can  also be m ade in  children). In  con trast to patien ts with  
som atic sym ptom  disorders who really believe that they are ill, patien ts with   actitious 
disorder are conscious o  the  act that they are  eign ing their illness. Pain  is one o  the m ost 
com m only  eigned sym ptom s, and th is patien t’s n ighttim e reading is providing h im  with  
speci ic knowledge o  how to  eign  the sym ptom s realistically. Although he is consciously 
producing his sym ptom s, th is boy is not receiving tangible bene it  or h is behavior. Thus, 
in  con trast to individuals who are consciously  eign ing illness  or obvious gain , that is, 
m alingering (see also answer to Question  20), the m otivation   or th is patien t’s pain - aking 
behavior is prim arily unconscious.

22. The answer is A. This m an’s repeated checking and coun ting behavior indicates that 
he has OCD. The m ost e  ective long-term  m anagem ent  or OCD is an  an tidepressan t, 
particularly a selective seroton in  reuptake inhibitor (SSRI) such as  luvoxam ine (Luvox) or 
a heterocyclic agen t such as clom ipram ine. Antianxiety agen ts such  as benzodiazepines 
(e.g., diazepam ) and buspirone and β-blockers such as propranolol are m ore com m only 
used  or the m anagem en t o  acute or chron ic anxiety. Antipsychotic agen ts such as 
haloperidol m ay be use u l as adjuncts bu t do not substitu te  or SSRIs or clom ipram ine in  
OCD.

23. The answer is C. The need to check and recheck the child’s portions and repeatedly take 
h im  to the doctor indicates that, as in  Question  22, th is patien t is showing sym ptom s o  
OCD. The  act that she knows that her behavior is excessive (“in sight”) is typ ical o  patien ts 
with  OCD. As noted in  Answer 22, the m ost e  ective long-term  m anagem ent  or OCD is an  
SSRI or a cyclic an tidepressan t such as clom ipram ine.

24. The answer is F. The triad o  hypoglycem ia, very h igh in sulin  level, and suppressed 
p lasm a C peptide indicate that th is nurse has sel -adm in istered insulin , a situation  known  
as  actitious hyperinsulin ism . In  hyperinsulin ism  due to m edical causes,  or exam ple, 
insulinom a (pancreatic β-cell tum or), p lasm a C peptide is typically increased, not 
decreased. Factitious disorder is m ore com m on in  people, like th is wom an , associated 
with  the health  pro essions. There is no evidence in  th is wom an  o  a sleep  disorder, anxiety 
disorder, som atic sym ptom  disorder, or endocrine disorder such as diabetes. Because there 
is no obvious or practical gain   or th is wom an  in  being ill, m alingering is un likely.

25. The answer is A. Like the wom an  in  the previous question , th is healthy m an  is showing 
evidence o   actitious disorder. People with   actitious disorder purposely  eign  illness 
(in  con trast to conversion  disorder and som atic sym ptom  disorder in  which sym ptom  
production  is unconscious) in  order to be considered a sick person  by others (see also 
answer to Question  21). There is no tangible gain  to be obtained  rom  assum ing the “sick 
role” as there is in  m alingering. There is no evidence o  a speci ic li e stressor in itiating 
psychological sym ptom s as there would be in  adjustm en t disorder.
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I. NEUROCOGNITIVE DISORDERS

A. General characteristics
1. Neurocogn itive disorders (NCDs) involve problem s in  memory, orien tation , level o  con-

sciousness, and other in tellectual  unctions.
a. These di  icu lties are due to abnorm alities in  neural chem istry, structure, or physiol-

ogy originating in the brain or secondary to systemic illness.
b. Patien ts with  NCDs m ay also show psychiatric symptoms (e.g., depression , anxiety, 

 hallucinations, delusions, and illusions; see Table 8.2), which are secondary to the neu-
rocogn itive problem s.

c. The NCDs include:
(1) Delirium.
(2) Major and mild NCD (dementia) due to Alzheimer’s disease,  ron totem poral lobar 

degeneration , Lewy body disease, vascular disease, traum atic brain  in jury, sub-
stance/ m edication -induced, HIV in  ection , p rion  disease (e.g., Creutz eldt-Jakob 
disease), Parkinson’s disease, or Hun tington’s disease.

(3) NCD due to another medical condition or multiple etiologies.
2. Characteristics and etiologies o  m any o  these disorders can  be  ound in  Table 14.1 and 

below.

Typical Board Question
A 16-year-old girl, who has had type 1 diabetes m ellitus  or the past 3 years, is brought to the 
physician  because o  a 10-kg (22-pounds) weight loss during the past 6 m onths. The patien t 
reports that she is  eeling  ine, and she does not th ink that anything is wrong. She says that 
she is happy to have lost the weight, and she would like to lose m ore weight. She is 160 cm  
(5  eet 3 inches) tall and now weighs 40 kg (87 pounds); BMI is 16 kg/ m 2. Physical exam i-
nation  shows no other abnorm alities. Laboratory studies show a hem oglobin  A1c o  8.4%; 
6 m onths ago, it was 5.8%. Which o  the  ollowing patien t behaviors m ost likely led to th is 
teenager’s weight loss?

(A) Restricting calorie consum ption
(B) Overuse o  laxatives
(C) Decreasing the am oun t o  sel -adm in istered insu lin
(D) Sel -induced vom iting a ter m eals
(E) Starting an  in tense aerobic exercise program

(See “Answers and Explanations” at the end of the chapter.)

14
Neurocogn itive, 
Personality, Dissociative, 
and Eating Disorders

c h a p t e r
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 t a b l e   14.1   Characteristics and Etiologies of Neurocognitive Disorders

Characteristic Delirium Dementia
Neurocognitive Disorder Due to 
Another Medical Condition

Hallmark Impaired consciousness Loss of memory and 
intellectual abilities

Loss of memory with few other 
cognitive problems

Etiology CNS disease (e.g., Huntington’s 
or Parkinson’s disease)

CNS trauma

CNS infection (e.g., meningitis, 
HIV)

Systemic disease (e.g., hepatic, 
cardiovascular)

High fever
Substance use
Substance withdrawal
Prescription drug overdose  

(e.g., atropine)

Alzheimer’s disease
Vascular disease

CNS trauma

CNS infection (e.g., HIV or  
Creutzfeldt-Jakob 
disease)

NCD with Lewy bodies
Pick’s disease 

(frontotemporal 
dementia)

Thiamine deficiency due to long-term 
alcohol use, leading to destruction 
of mediotemporal lobe structures 
(e.g., mammillary bodies)

Temporal lobe trauma, vascular 
disease, or infection (e.g., herpes 
simplex encephalitis)

Occurrence More common in children and 
the elderly

Most common etiology of 
psychiatric symptoms in 
medical and surgical hospital 
units

More common in the 
elderly

Seen in about 20% of those 
over age 85

More common in patients with a 
history of alcohol use

Associated physical 
findings

Acute medical illness
Autonomic dysfunction
Abnormal EEG (fast wave 

activity or generalized 
slowing)

No medical illness
Little autonomic 

dysfunction
Normal EEG

No medical illness
Little autonomic dysfunction
Normal EEG

Associated 
psychological 
findings

Impaired consciousness
Illusions, delusions (often 

paranoid) or hallucinations 
(often visual and 
disorganized)

“Sundowning” (symptoms much 
worse at night)

Anxiety with psychomotor 
agitation

Normal consciousness
Psychotic symptoms 

uncommon in early 
stages

Depressed mood
“Sundowning”
Personality changes 

in early stages (in 
frontotemporal NCD)

Normal consciousness
Psychotic symptoms uncommon
in early stages
Depressed mood
Little diurnal variability
Confabulation (untruths told to hide 

memory loss)

Course Develops quickly
Fluctuating course with lucid 

intervals

Develops slowly
Progressive downhill 

course

Develops slowly
Progressive downhill course if 

alcohol use continues
Management and 

prognosis
Removal of the underlying 

medical problem will allow 
the symptoms to resolve

Provide a structured 
environment

Increase orienting stimuli
Delirium must be ruled out 

before dementia can be 
diagnosed

No effective treatment, 
rarely reversible

Pharmacotherapy and 
supportive therapy 
to treat associated 
psychiatric symptoms

Acetylcholinesterase 
inhibitors and NMDA 
receptor antagonists 
(for Alzheimer’s disease)

Antihypertensive or 
anticlotting agent (for 
vascular disease)

Provide a structured 
environment

No effective treatment, rarely 
reversible

Pharmacotherapy and supportive 
therapy to manage associated 
psychiatric symptoms

Vitamin B1 for acute symptoms if 
due to alcohol use

CNS, central nervous system; HIV, human immunodeficiency virus; EEG, electroencephalogram; NMDA, N-methyl-d-aspartate.
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B. Delirium
1. Delirium  is a syndrom e that includes confusion and clouding of consciousness that result 

 rom  cen tral nervous system  im pairm en t.
2. It usually occurs in  the course o  an  acute medical illness such as encephalitis or m en in -

gitis but is also seen  in  drug use and withdrawal, particularly withdrawal  rom  alcohol 
(“delirium  trem ens”).

3. It is com m on in  surgical and coronary intensive care un its and in  elderly debilitated patients.

C. Major and mild NCDs (dementia)
1. Dem entia involves the gradual loss of intellectual abilities without im pairm en t o  

consciousness.
2. Alzheimer’s disease is the most common type o  dem en tia (50%–65% o  all dem entias; that 

caused by vascular disease m akes up 10%–15% o  dem en tias). The term  mild NCD is used 
when  the in tellectual de icits do not sign i ican tly in ter ere with  the patien t’s  unction ing.

D. Alzheimer’s disease
1. Diagnosis

a. Patien ts with  Alzheim er’s disease show a gradual loss of memory and intellectual abili-
ties. Their psychiatric sym ptom s include inability to con trol im pulses and lack o  judg-
m ent as well as depression  and anxiety.

b. Later in  the illness, sym ptom s include con  usion  and psychosis that progress to com a 
and death (usually within 8–10 years of diagnosis).

c. For patient m anagem ent and prognosis, it is im portan t to m ake the distinction between  
Alzheimer’s disease and both  pseudodementia (depression  that m im ics dem entia) and 
behavioral changes associated with  normal aging (Table 14.2).

2. Genetic associations in  Alzheim er’s disease include:
a. Abnorm alities o  chromosome 21 (Down’s syndrom e patien ts u ltim ately develop  

Alzheim er’s disease).
b. Abnorm alities o  chromosomes 1 and 14 (sites o  the presen ilin  2 and presen ilin  1 genes, 

respectively) im plicated particu larly in  early onset Alzheim er’s disease (i.e., occurring 
be ore the age o  65).

c. Possession  o  at least one copy o  the apolipoprotein  E4 (apoE4) gene on  chrom osom e 19.
d. Gender—there is a h igher occurrence o  Alzheim er’s disease in  women.

 t a b l e   14.2    Memory Problems in the Elderly: A Comparison of Alzheimer’s Disease, 
Pseudodementia, and Normal Aging

Condition Etiology Clinical Example Major Manifestations Medical Interventions

Alzheimer’s 
disease

Brain 
dysfunction

A 65-y-old former banker 
cannot remember to turn 
off the gas jets on the 
stove nor can he name 
the object in his hand  
(a comb)

Severe memory loss
Other cognitive problems
Decrease in IQ
Disruption of normal life

Structured environment
Acetylcholinesterase 

inhibitors
NMDA receptor 

antagonists
Ultimately, nursing home 

placement
Pseudodementia 

(depression 
that mimics 
dementia)

Depression of 
mood

A 65-y-old dentist cannot 
remember to pay her 
bills. She also appears 
to be physically “slowed 
down” (psychomotor 
retardation) and very sad

Moderate memory loss
Other cognitive problems
No decrease in IQ
Disruption of normal life

Antidepressants
Electroconvulsive therapy 

(ECT)
Psychotherapy

Normal aging Minor changes 
in the normal 
aging brain

A 65-y-old woman forgets 
new phone numbers and 
names but functions well 
living on her own

Minor forgetfulness
Reduction in the ability 

to learn new things 
quickly

No decrease in IQ
No disruption of normal life

No medical intervention
Practical and emotional 

support from the 
physician
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3. Neurophysiological factors include:
a. Decreased activity o  acetylcholine (Ach) and reduced brain  levels o  choline acetyl-

trans erase (i.e., the enzym e needed to syn thesize Ach; see Chapter 4).
b. Abnorm al processing o  am yloid precursor protein .
c. Overstim ulation  o  the N-m ethyl-d -aspartate (NMDA) receptor by glutamate  leading 

to an  in  lux o  calcium , nerve cell degeneration , and cell death  (see Chapter 4, 
Question  25).

4. Gross anatomical brain changes include:
a. Enlargement of brain ventricles.
b. Di  use atrophy and  latten ing o  brain  sulci.

5. Microscopic anatomical brain changes include:
a. Amyloid plaques and neurofibrillary tangles (also seen  in  other neurodegenerative 

 diseases, Down’s syndrom e and, to a lesser exten t, in  norm al aging).
b. Loss o  cholinergic neurons in  the basal  orebrain .
c. Neuronal loss and degeneration  in  the h ippocam pus and cortex.

6. Alzheim er’s disease has a progressive, irreversible, downhill course. The m ost e  ective 
in itial in terven tions involve providing a structured environment, including visual-orien ting 
cues. Such cues include labels over the doors o  room s iden ti ying their  unction ; daily 
posting o  the day o  the week, date, and year; daily written  activity schedules; and practi-
cal sa ety m easures (e.g., d isconnecting the stove, keeping som e ligh ts on  at n igh t).

7. Pharmacologic in terven tions include:
a. Acetylcholinesterase inhibitors (e.g., tacrine [Cognex], donepezil [Aricep t], rivastigm ine 

[Exelon], and galan tam ine [Razadyne]) to tem porarily slow the progression o  the dis-
ease. However, these agen ts cannot restore  unction  that has already been  lost.

b. Mem antine (Nam enda), an  NMDA antagonist, decreases the neurotoxic in  lux o  glu-
tam ate and calcium , and thus slows deterioration  in  patien ts with  m oderate to severe 
Alzheim er’s disease.

c. Psychotropic agents are used to treat associated sym ptom s o  anxiety, depression , 
or psychosis. Since antipsychotics are associated with  increased mortality in  elderly 
dem en ted patien ts (particularly those with  Lewy body disease, see later), they should 
be used with  extrem e caution .

E. Other dementias (all may be major or mild NCDs)
1. Vascular NCD

a. It is caused by m ultip le, sm all cerebral in  arctions usually resulting  rom  cardiovascu-
lar disorders such as hypertension  or atherosclerosis.

b. In  con trast to Alzheim er’s disease, vascular NCD has a h igher risk  or m en  and is m ore 
likely to cause m otor sym ptom s.

c. The prim ary in terven tion  is the m anagem ent o  the cardiovascular disorder (e.g., an ti-
hypertensives, an ticoagulan ts) to preven t  urther in  arcts leading to deterioration  in  
neurocogn itive  unction ing.

2. NCD with Lewy bodies
a. Gradual, progressive loss o  neurocogn itive abilities as well as hallucinations (o ten  

visual) and the m otor characteristics o  Parkinson’s disease. Also associated with  REM 
sleep  behavior disorder (see Chapter 10).

b. Pathology includes am yloid p laques but, in  con trast to Alzheim er’s disease,  ew neuro-
 ibrillary tangles.

c. Patien ts typ ically have adverse responses to antipsychotic medications.
3. NCD due to HIV infection

a. Dem entia due to cortical atrophy, in  lam m ation , and dem yelination  resulting 
 rom  direct in  ection  o  the brain  with  HIV. Supportive m easures are the prim ary 
m anagem en t.

b. Must be di  eren tiated, in  HIV patien ts,  rom  delirium  caused by cerebral lym phom a or 
opportun istic brain  in  ection . In  con trast to dem en tia, such  delirium  is o ten   reversible 
with  chem otherapeutic or an tibiotic agen ts.
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4. Frontotemporal NCD (Pick’s disease). Progressive developm en t o  behavioral changes 
(e.g., d isinhibition  and apathy) and/ or language im pairm en t  ollowed by neurocogn itive 
decline.

5. NCD due to prion disease (e.g., Creutzfeldt-Jakob disease). Rapid progression  (over several 
m onths) o  psychiatric sym ptom s such as anxiety, as well as  atigue, sleep  and appetite 
disturbances, with  m otor  eatures (e.g., ataxia)  ollowed by dem en tia and resulting in  
death  with in  1–2 years.

II. PERSONALITY DISORDERS

A. Characteristics
1. Individuals with  personality disorders (PDs) show chronic, lifelong, rigid, unsuitable pat-

terns of relating to others that cause social and occupational di  iculties (e.g.,  ew  riends, 
job loss).

2. Persons with  PDs generally are not aware that they are the cause o  their own problem s 
(do not have “insight”), do not have  rank psychotic sym ptom s, and do not seek psychiatric 
help.

B. Classification
1. PDs are categorized by the Diagnostic and Statistical Manual of Mental Disorders, Fifth  

Edition  (DSM-5) in to clusters: A (paranoid, schizoid, schizotypal); B (histrion ic, narcissis-
tic, borderline, and an tisocial); and C (avoidan t, obsessive-com pulsive, and dependen t). 
Other categories are personality change due to another m edical condition , other speci-
 ied PD, and unspeci ied PD. The category other speci ied PD is used when  several PDs are 
presen t but none reach criteria  or a speci ic PD; unspeci ied PD is used when  the person  
has a PD but it is not included in  any o  the th ree clusters (e.g., passive–aggressive PD).

2. Each cluster has its own hallm ark characteristics and genetic or familial associations (e.g., 
relatives o  people with PDs have a higher likelihood o  having certain  disorders) (Table 14.3).

3. PDs are typ ically  irst observable during adolescence and m ust be presen t by early 
 adulthood. Antisocial PD cannot be diagnosed un til the age o  18; prior to th is age, the 
diagnosis is conduct disorder (see Chapter 15).

 t a b l e   14.3   DSM-5 Classification and Characteristics of Personality Disorders

Personality Disorder Characteristics

Cluster A
Hallmark Avoids social relationships and is “peculiar” but not psychotic
Genetic or familial association Psychotic illnesses
 Paranoid Distrustful, suspicious, litigious

Attributes responsibility for own problems to others
Interprets motives of others as malevolent
Collects guns

 Schizoid Long-standing pattern of voluntary social withdrawal
Detached, restricted emotions, lacks empathy, has no thought disorder

 Schizotypal Peculiar appearance
Magical thinking (i.e., believing that one’s thoughts can affect the course of events)
Odd thought patterns and behavior without frank psychosis

Cluster B
Hallmark Dramatic, emotional, inconsistent
Genetic or familial association
 Histrionic

Depressive, bipolar, substance use, and somatic symptom disorders
Theatrical, extroverted, emotional, sexually provocative, “life of the party”
Shallow, vain
In men, “Don Juan” dress and behavior
Cannot maintain intimate relationships
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C. Management
1. For those who seek help, individual and group psychotherapy m ay be use u l.
2. Pharm acotherapy also can  be used to m anage sym ptom s such as depression  and anxiety 

that m ay be associated with  the PDs.

III. DISSOCIATIVE DISORDERS

A. Characteristics
1. The dissociative disorders are characterized by abrupt but tem porary loss of memory 

(amnesia) or identity, or by  eelings o  detachm en t.
2. In  con trast to the NCDs in  which m em ory loss is caused by brain  dys unction  (see Section  

I), the m em ory problem s in  dissociative disorders are related to psychological factors such  
as disturbing em otional experiences in  the patien t’s recen t or rem ote past.

B. Classification and management
1. The DSM-5 categories o  dissociative disorders are listed in  Table 14.4.
2. Man agem en t o  the d issociative d isorders in cludes hypnosis and drug-assisted inter-

views (see Chap ter 5) as well as lon g-term  psychoanalytically oriented psychotherapy 
(see Chap ter 17) to recover “lost” (rep ressed) m em ories o  d istu rb in g em otion al 
experien ces.

 t a b l e   14.3   DSM-5 Classification and Characteristics of Personality Disorders (continued )

Personality Disorder Characteristics

 Narcissistic Pompous, with a sense of special entitlement
Lacks empathy for others

 Antisocial Refuses to conform to social norms and shows no concern for others
Associated with conduct disorder in childhood and criminal behavior in adulthood 

(“psychopaths” or “sociopaths”)
 Borderline Erratic, impulsive, unstable behavior, and mood

Feeling bored, alone, and “empty”
Suicide attempts for relatively trivial reasons
Self-mutilation (cutting or burning oneself)
Often comorbid with depressive, bipolar, and eating disorders
Mini-psychotic episodes (i.e., brief periods of loss of contact with reality)

Cluster C
Hallmark Fearful, anxious
Genetic or familial association
 Avoidant
 Obsessive–compulsive

Anxiety disorders
Overly sensitive to criticism or rejection
Feelings of inferiority, socially withdrawn
Perfectionistic, orderly, inflexible
Stubborn and indecisive
Ultimately inefficient

 Dependent Allows other people to make decisions and assume responsibility for them
Poor self-confidence
May tolerate abuse by domestic partner because of fear of being deserted and alone

Unspecified
 Passive–aggressive Procrastinates and is inefficient

Outwardly agreeable and compliant but inwardly angry and defiant
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IV. OBESITY AND EATING DISORDERS

A. Obesity
1. Overview

a. Obesity is de ined as being more than 20% over ideal weight on  the basis o  com m on 
height and weight charts or having a body mass index (BMI) (body weight in  kg/ height 
in  m 2) of 30 or h igher (Figure 14.1).

b. At least 25% of adults are obese and an  increasing num ber o  ch ildren  are overweight (at 
or above the 95th  percen tile o  BMI  or age) in  the Un ited States.

c. Obesity is not an eating disorder. Genetic factors are m ost im portan t in  obesity; adult 
weight is closer to that o  biologic rather than  adoptive paren ts.

d. Obesity is m ore com m on  in  lower socioeconom ic groups and is associated with  
increased risk  or cardiorespiratory, sleep, and orthopedic problem s; hypertension ; 
and diabetes m ellitus.

2. Managem ent
a. Most weight loss achieved using com m ercial dieting and weight loss program s is 

regained within a 5-year period.
b. Bariatric surgery (e.g., gastric bypass, gastric banding) is in itially e  ective but o  lim ited 

value  or m ain tain ing long-term  weight loss.
c. Pharm acologic agen ts approved by the FDA  or weight loss include orlistat (Xenical, 

Alli), a pancreatic lipase inh ibitor that lim its the breakdown  o  dietary  ats; phentermine 
(Ionamin), a sym pathom im etic am ine that decreases appetite; and lorcaserin (Belviq), 
a selective 5-HT2C receptor agon ist that apparen tly leads to a  eeling o  satiety, and 
phen term ine com bined with  the an ticonvulsan t topiramate (Qsymia).

d. A com bination  o  sensible dieting and exercise is the m ost e  ective way to m ain tain  
long-term  weight loss.

 t a b l e   14.4   DSM-5 Classification and Characteristics of Dissociative Disorders

Classification Characteristics

Dissociative amnesia with or without 
dissociative fugue

Failure to remember important information about oneself after a stressful life 
event

Amnesia usually resolves in minutes or days but may last years
Fugue involves amnesia combined with sudden wandering from home after a 

stressful life event
Fugue may also involve adoption of a different identity

Dissociative identity disorder (formerly 
multiple personality disorder)

At least two distinct personalities (“alters”) in an individual
More common in women (particularly those sexually abused in childhood)
In a forensic (e.g., jail) setting, malingering and alcohol use must be considered 

and excluded
Depersonalization/derealization 

disorder
Recurrent, persistent feelings of detachment from one’s own body, the social 

situation (depersonalization), or the environment (derealization) when 
stressed

Understanding that these perceptions are only feelings, that is, normal reality 
testing

Identity disruption Dissociative symptom (e.g., trance-like state, memory loss) (1) in persons 
exposed to intense coercive persuasion (e.g., brainwashing) or (2) indigenous 
to particular locations or cultures (e.g., “Amok” in Indonesia)

Fadem7e_Chap14.indd   150 1/12/2016   5:41:42 PM



  Chapter 14  Neurocognitive, Personality, Dissociative, and Eating Disorders 151

B. Eating disorders: Anorexia nervosa, bulimia nervosa, and binge-eating disorder
1. In  the eating disorders, the patien t shows abnorm al behavior associated with   ood despite 

normal appetite.
2. The subtypes of anorexia nervosa are the restricting type (e.g., excessive dieting) and, in  

50% o  the patien ts, the binge-eating purging type (e.g., excessive dieting p lus binge-eating 
[consum ing large quan tities o  h igh-calorie  ood at one tim e] and com pensatory behavior 
such  as purging [e.g., vom iting, or m isuse o  laxatives, diuretics, and enem as]).

3. In bulimia nervosa, there is binge-eating and recurren t com pensatory behavior. Binge-
eating disorder involves the eating behavior associated with  bulim ia without recurren t 
com pensatory behavior.

4. I  there is purging in  either anorexia nervosa or bulim ia nervosa, there are o ten  elec-
trolyte abnormalities. Speci ic electrolyte abnorm alities are related to the type o  purging 
seen .
a. Low potassium  (hypokalem ia), low sodium , and h igh bicarbonate (m etabolic alkalo-

sis) levels are seen  with  vomiting or diuretic abuse.
b. Low potassium , h igh chloride, and low bicarbonate levels (together known as hyper-

chlorem ic m etabolic acidosis) are seen  with  laxative abuse.
5. Eating disorders are more common in women, in  higher socioeconomic groups, and in  the 

United States (com pared with  other developed coun tries).
6. Som e young people with  type 1 diabetes regularly reduce or om it insulin  to con trol their 

weight, a condition  that has been  called “diabulimia.”
6. Physical and psychological characteristics and m anagem en t o  anorexia nervosa and 

bulim ia nervosa can  be  ound in  Table 14.5.

WEIGHT
lbkg
340150

140

130

120

110

100
95
90
85
80
75
70

320
300
280

260

240

220

200

50

70

60

50

40

30

20

10

125

130

135

140

145

150

155

160

165

170

175

180

185

190

195

200

205

210

55

60

65

70

75

80

8550

55

60

65

70
75
80
85
90
95
100

110

25

30

35

40

45

50

120

130

140

55

55

65
150
160
170
180
190

HEIGHT
cm  in.

Morbid obes ity
(BMI ≥ 40) 

Cutoff for
anorexia
nervosa
(BMI < 17.0)

Obese
(BMI ≥ 30)

Normal weight
(BMI 20.0–24.9)

Overweight
(BMI 25–29.9)

BODY
MASS
INDEX

[WT/(HT)2]

FIGURE 14.1. BMI. BMI is calculated by placing a straight edge between the 
body-weight column (left) and the height column (right) and reading the BMI 
from the point at which the straight edge crosses the BMI column.
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 t a b l e   14.5    Physical and Psychological Characteristics and Management of Anorexia 
Nervosa and Bulimia Nervosa

Disorder Physical Characteristics Psychological Characteristics
Management (in Order of 
Highest to Lowest Utility)

Anorexia nervosa Extreme weight loss (BMI  
< 17.0)

Electrolyte disturbances
Hypercholesterolemia
Mild anemia and leukopenia
Lanugo (downy body hair on 

the trunk)
Melanosis coli (darkened 

area of the colon if there is 
laxative abuse)

Osteoporosis
Cold intolerance
Syncope

Refusal to eat despite normal 
appetite because of an 
overwhelming fear of being obese

Belief that one is fat when very thin
High interest in food-related 

activities (e.g., cooking)
Simulates eating
Lack of interest in sex
Was a “perfect child” (e.g., good 

student)
Interfamily conflicts (e.g., patient’s 

problem draws attention away 
from parental marital problem 
or an attempt to gain control to 
separate from the mother)

Excessive exercising 
(“hypergymnasia”)

Hospitalization directed at 
reinstating nutritional 
condition (starvation and 
compensatory behavior 
such as purging can result 
in metabolic abnormalities 
[e.g., hypokalemia] leading 
to cardiac arrhythmia 
causing death)

Family therapy (aimed 
particularly at normalizing 
the mother–child 
relationship)

Group psychotherapy in an 
inpatient eating disorders 
program

Bulimia nervosa Relatively normal body weight
Esophageal varices caused by 

repeated vomiting
Tooth enamel erosion due to 

gastric acid in the mouth
Swelling or infection of the 

parotid glands
Metacarpal–phalangeal 

calluses (Russell’s sign) from 
the teeth because the hand 
is used to induce gagging

Electrolyte disturbances

Binge-eating (in secret) of 
high-calorie foods, followed 
by vomiting or other purging 
behavior to avoid weight gain

Depression
“Hypergymnasia”

Cognitive and behavioral 
therapies

Average to high doses of 
antidepressants; fluoxetine 
is the only FDA-approved 
agent; bupropion is 
contraindicated because it 
lowers seizure threshold

Group psychotherapy in an 
inpatient or outpatient 
eating disorders program
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1. The m other o  a 25-year-old m an , 
who was diagnosed with  AIDS 1 year ago, 
reports that her son  had been  doing well 
un til th is m orn ing when  she observed h im  
acting strangely. He was sitting up in  bed 
and appeared to be punching the air and 
grabbing at insects, although none were 
presen t. The patien t’s CD4 coun t is <100 
cells/ m m 3 and his tem perature is 103°F. The 
m other is concerned about these sym ptom s 
because the patien t’s elder brother has 
sch izophren ia. This clin ical p icture is m ost 
consisten t with
(A) AIDS dem entia
(B) delirium  caused by cryptococcal 

m en ingitis
(C) sch izophren ia
(D) brie  psychotic disorder
(E) neurocogn itive disorder due to another 

m edical condition

2. Although he has no prior psychiatric 
h istory, a 45-year-old m an  reports that over 
the past  ew weeks he has becom e very 
anxious. His wi e tells the doctor that the 
patien t also has recen tly started to show 
m em ory loss and is behaving di  eren tly than  
he ever did be ore. The m an’s m em ory and 
behavior decline precip itously over the next 
year and he then  dies. The autopsy reveals 
neuro brillary tangles in  the brain . The 
m ost likely diagnosis  or th is patien t is m ajor 
neurocogn itive disorder (NCD) due to
(A)  ron totem poral disease
(B) Alzheim er’s disease
(C) prion  disease
(D) Parkinson’s disease
(E) Huntington’s disease

3. The m other o  an  obese 12-year-old boy 
tells the physician  that the “child is not 
eating well.” What is the physician’s best 
response to the m other’s statem ent?
(A) What do you m ean  by “not eating well”?
(B) The child looks like he is eating well 

enough.
(C) There are a num ber o  diets available 

that are excellen t  or ch ildren .
(D) Increased exercising m ay be the answer 

to your son’s weight p roblem .
(E) Diet p lus exercise is the m ost e  ective 

m anagem en t  or obesity.

4. In  Alzheim er’s disease patien ts, the 
m ajor e  ect on  neurotransm itter system s 
o  tacrine, donepezil, rivastigm ine, and 
galan tam ine is to
(A) increase dopam ine availability
(B) decrease dopam ine availability
(C) increase Ach availability
(D) decrease Ach availability
(E) decrease seroton in  availability

Questions 5 and 6

A 78-year-old retired  em ale physician  
reports that she has been  con  used and  or-
get u l over the past 10 m on ths. She also has 
di  iculty sleeping, her appetite is poor, and 
she has lost 20 pounds. Question ing reveals 
that her 18-year-old dog died 10 m on ths ago.

5. At th is tim e, the m ost appropriate 
diagnosis  or th is patien t is
(A) delirium
(B) pseudodem en tia
(C) Alzheim er’s disease
(D) dissociative am nesia with  dissociative 

 ugue
(E) neurocogn itive disorder due to another 

m edical condition

Review Test

Directions: Each o  the num bered item s or incom plete statem en ts in  th is section  is  ollowed by 
answers or by com pletions o  the statem ent. Select the one lettered answer or com pletion  that 
is best in  each case.
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6. O  the  ollowing, the m ost appropriate 
in itial in terven tion   or th is patien t is
(A) an tipsychotic m edication
(B) provision  o  a structured environm ent
(C) an tidepressan t m edication
(D) donepezil
(E) reassurance

Questions 7 and 8

A 75-year-old m an  is brought to the em er-
gency departm en t a ter being burned in  a 
house  ire. This is the patien t’s th ird em er-
gency visit in  2 m on ths. His other visits 
occurred a ter he inhaled natural gas when  he 
le t the stove on  without a  lam e, and because 
he  ell down the stairs a ter wandering out o  
the house in  the m iddle o  the n ight. There 
is no evidence o  physical illness and no h is-
tory o  substance use. His wi e is distressed 
and begs the doctor to let her husband com e 
hom e.

7. This patien t is showing evidence o 
(A) delirium
(B) pseudodem en tia
(C) Alzheim er’s disease
(D) dissociative  ugue
(E) neurocogn itive disorder due to another 

m edical condition

8. O  the  ollowing, the m ost appropriate 
in itial in terven tion   or th is patien t is
(A) an tipsychotic m edication
(B) provision  o  a structured environm ent
(C) an tidepressan t m edication
(D) donepezil
(E) reassurance

9. A 43-year-old wom an  says that when  she 
is under stress, she o ten   eels as i  she is 
“outside o  hersel ” and is watching her li e 
as though it were a p lay. She knows that th is 
perception  is on ly a  eeling and that she is 
really living her li e. This wom an  is showing 
evidence o 
(A) dissociative am nesia
(B) dissociative am nesia with  dissociative 

 ugue
(C) dissociative iden tity disorder
(D) depersonalization / derealization  disorder
(E) sch izophren ia

10. A 28-year-old stockbroker who is 
m arried and has two children  usually 
dresses conservatively. She receives a letter 
contain ing a recen t photograph o  hersel  in  
a skim py black leather out t. She does not 
rem em ber the m an  who signed the letter, or 
posing  or the photograph. This wom an  is 
showing evidence o 
(A) dissociative am nesia
(B) dissociative am nesia with  dissociative 

 ugue
(C) dissociative iden tity disorder
(D) depersonalization / derealization  disorder
(E) sch izophren ia

11. A 30-year-old single wom an  who has 
been  sm oking three packs o  cigarettes a 
day  or the last 10 years asks the physician  
to help  her stop  sm oking. The doctor asks 
the patien t why she sm okes so m uch. The 
patien t responds, “I always  eel very alone 
and em pty in side; I sm oke to  ll m ysel  up.” 
The patien t reveals that she som etim es cuts 
the skin  on  her arm s with  a kn i e in  order 
to “ eel som ething.” She also notes that 
when  she is upset, she o ten  uses cocaine 
and has sex with  m en  whom  she does not 
know well. A ter these ep isodes she typ ically 
 eels even  m ore alone and em pty. Which 
o  the  ollowing is the m ost characteristic 
de ense m echan ism  used by people with  th is 
wom an’s personality characteristics?
(A) Displacem ent
(B) In tellectualization
(C) Den ial
(D) Reaction   orm ation
(E) Splitting

12. The elderly paren ts o  a 45-year-old 
patien t with  m ild in tellectual disability 
tell the physician  that their son  began  to 
have di  culty iden ti ying  am iliar objects 
and people about 6 m onths ago. Physical 
exam ination  reveals that the patien t is 
short in  stature, has a protruding tongue, 
f at  acies, hypoton ia, and a th ick neck. The 
genetic abnorm ality responsible  or th is 
clin ical p icture is m ost likely to be associated 
with chrom osom e
(A) 1
(B) 4
(C) 14
(D) 19
(E) 21
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13. An  18-year-old studen t who is about 10 
pounds overweight tells her physician  that 
she has decided to go on  a low carbohydrate 
diet that she read about in  a book. She says 
that the book guaran tees that people who 
 ollow the diet will lose at least 25 pounds in  
3 weeks. The doctor’s best statem en t to the 
patien t at th is tim e is
(A) That is nonsense, you can’t lose that 

m uch weight in  on ly 3 weeks.
(B) You m ay lose the weight but you will end 

up gain ing back even  m ore weight.
(C) Please tell m e m ore about the book that 

you read.
(D) You m ay be showing signs o  an  eating 

disorder.
(E) Many people in  your age group have 

eating disorders.

14. Two days a ter, a 23-year-old m an  is 
rescued  rom  a burn ing building, he has 
no m em ory o  the  re or o  the  ew hours 
be ore or a ter it. Physical exam ination  is 
unrem arkable. The m ost likely explanation  
 or th is clin ical p icture is
(A) posttraum atic stress disorder
(B) dissociative am nesia
(C) adjustm en t disorder
(D) early onset Alzheim er’s disease
(E) subarachnoid hem orrhage

15. A physician  conducts a yearly physical 
exam ination  on  a typ ical 85-year-old 
patien t. Which o  the  ollowing m en tal 
characteristics is the doctor m ost likely to 
see in  th is patien t?
(A) Im paired consciousness
(B) Abnorm al level o  arousal
(C) Minor  orget u lness
(D) Psychosis
(E) Depression

Questions 16 and 17

A 21-year-old ballet dancer, who is 5  eet 
7 inches tall and weighs 95 pounds (BMI = 
14.5) tells the doctor that she needs to lose 
another 15 pounds to pursue a career in  
dance. Her m ood appears good. Findings 
on  physical exam ination  are unrem arkable 
except  or excessive growth o  downy body 
hair. She reports that she has not m enstru-
ated in  m ore than  3 years.

16. Which o  the  ollowing is m ost likely to 
characterize th is wom an?
(A) Lack o  in terest in  preparing  ood
(B) Em barrassm ent about her appearance
(C) Lack o  appetite
(D) Con  lict with  her m other
(E) Poor school per orm ance

17. Which o  the  ollowing disorders is th is 
patien t at the h ighest risk  or in  the  u ture?
(A) Derm atitis
(B) Osteoarthritis
(C) Osteoporosis
(D) Pancreatic cancer
(E) Biliary atresia

18. A physician  would like to prescribe 
an  an tidepressan t to treat her 24-year-old 
m ale patien t who has bulim ia. Which o  the 
 ollowing agen ts should be avoided in  th is 
patien t?
(A) Desipram ine
(B) Fluoxetine
(C) Bupropion
(D) Tranylcyprom ine
(E) Paroxetine

19. A 20-year-old m an  states that he is 
uncom  ortable around wom en . He says that 
he gets anxious when  he is with  a wom an  
and “just does not know what to say to her.” 
The patien t, a h igh  school graduate, reports 
that he has a  ew m ale  riends with  whom  
he “hangs out” and is doing well in  h is job 
in  construction . This clin ical p icture is m ost 
consisten t with  which o  the  ollowing?
(A) Schizoid personality disorder
(B) Schizotypal personality disorder
(C) Avoidan t personality disorder
(D) Mild autism  spectrum  disorder
(E) Norm al shyness
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20. A 75-year-old m an  with  a 5-year h istory 
o  Alzheim er’s disease has recen tly becom e 
disorien ted when  the lights are turned o   
at n igh t. He wanders about the apartm en t 
at n igh t and his wi e is concerned that he 
will in jure h im sel  while she is sleeping. The 
Folstein  Min i–Mental State Exam  shows that 
the patien t is disorien ted regarding tim e 
and p lace and has poor short-term  m em ory. 
Physical exam ination  is un rem arkable 
and the patien t is not curren tly taking any 
m edication . What is the m ost appropriate 
 rst recom m endation   or the m anagem ent 
o  this patien t?
(A) Ask the wi e to increase hom e n ighttim e 

lighting.
(B) Prescribe donepezil  or the patien t.
(C) Prescribe haloperidol  or the patien t.
(D) Prescribe m ethylphen idate  or the wi e 

so that she can  stay alert during the 
n ight.

(E) Recom m end that the patien t be put in  
m echan ical restrain ts at bedtim e.

Questions 21–28

For each patien t below choose the m ost 
appropriate personality disorder
(A) Borderline personality disorder
(B) Histrion ic personality disorder
(C) Obsessive–com pulsive personality 

disorder
(D) Avoidan t personality disorder
(E) Antisocial personality disorder
(F) Dependen t personality disorder
(G) Dissociative iden tity disorder
(H) Paranoid personality disorder
(I) Passive–aggressive personality disorder
(J ) Narcissistic personality disorder
(K) Schizotypal personality disorder
(L) Schizoid personality disorder

21. A 38-year-old m an  asks h is doctor to 
re er h im  to a physician  who attended a top-
rated m edical school. He says that he knows 
the doctor will not be o  ended because she 
will understand that he is “better” than  her 
other patien ts.

22. A 20-year-old  em ale college studen t tells 
the doctor that because she was a raid  to 
be alone, she tried to com m it su icide a ter a 
m an with  whom  she had two dates did not 
call her again . A ter the in terview, she tells 
h im  that all o  the other doctors she has seen  
were terrible and that he is the on ly doctor 
who has ever understood her problem s.

23. When ever a 28-year-old  wom an  
p resen ts to the doctor’s o  ce, she brin gs 
gi ts  or the recep tion ist an d  the n urses. 
When  she hears that on e o  the n urses has 
taken  an other job, she begin s to sob  loudly. 
When  the doctor sees her, she reports that 
she is so warm  that she m ust have “a  ever 
o  at least 106°F.”

24. Two weeks a ter a 50-year-old, overweight, 
hypertensive wom an agreed to start an  
exercise program , she gained 4 pounds. She 
reports that she has not exercised yet because 
“the gym  was too crowded.”

25. The paren ts o  a 26-year-old  wom an  say 
that they are con cern ed  abou t her because 
she has n o  rien ds an d spen ds m ost o  her 
tim e h ikin g in  the woods an d workin g on  
her com puter. The doctor exam in es her an d 
 n ds that she is con ten t with  her solitary li e 
an d has n o eviden ce o  a though t d isorder.

26. A 22-year-old m edical student is unable 
to stop  studying un til she has m em orized the 
en tire set o  notes  or each o  her courses. 
Making com prehensive lists o  all the subjects 
she m ust study also takes up her study tim e. 
Because o  this, she is constan tly behind in  
her work and in  danger o   ailing her courses.

27. A 40-year-old  patien t with  bru ises on  h is 
arm s, n eck, an d back tells the doctor that 
h is lover o ten  berates h im  an d physically 
abuses h im . He begs the doctor n ot to 
in ter ere because he is a raid  that the m an  
will desert h im  an d  that he will be alon e.

28. A 20-year-old  em ale college studen t who 
was unable to answer a teacher’s question  in  
class drops out o  school the next day.
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1. The answer is B. This clin ical p icture that includes the sudden  onset o  a psychiatric 
sym ptom  (i.e., visual hallucinations) coinciding with  the onset o  a h igh  ever in  a relatively 
recen tly diagnosed (1 year) AIDS patien t is m ost consisten t with  delirium  caused by an  
opportun istic in  ection  o  the brain  such as cryptococcal m en ingitis. Psychotic illnesses 
such as schizophren ia, brie  psychotic disorder, or AIDS dem en tia cannot be diagnosed i  
the sym ptom s (as in  th is patien t) can  be explained by an  acute m edical illness. Also, AIDS 
dem entia occurs in  the late stages o  the disease and would be characterized prim arily by 
gradually worsening cogn itive  unction ing (e.g., m em ory loss) as well as m otor sym ptom s. 
Neurocogn itive disorder due to another m edical condition  is o ten  associated with  a h istory 
o  alcoholism  and has a gradual, p rogressive downhill course.

2. The answer is C. Because th is patien t died with in  1 year o  showing sym ptom s, th is clin ical 
p icture is m ost consisten t with  a prion  disease such  as Creutz eldt-Jakob disease. The NCDs 
due to  ron totem poral disease, Alzheim er’s disease, Parkinson’s disease, and Huntington’s 
disease typically progress over m any years to death . Neuro ibrillary tangles are  ound in  
a num ber o  neurodegenerative diseases as well as norm al aging and are not speci ic to 
Alzheim er’s disease.

3. The answer is A. The physician’s best response to the m other’s statem en t is to get m ore 
in  orm ation ,  or exam ple, “What do you m ean  by not eating well?” Recom m ending changes 
in  diet or exercise or com m en ting on  the child’s appearance are not appropriate un til you 
 ind out m ore about the m other’s perception  o  the problem .

4. The answer is C. Low concen tration  o  acetylcholine is associated with  the sym ptom s 
o  Alzheim er’s disease. Tacrine, donepezil, rivastigm ine, and galan tam ine are 
acetylcholinesterase inhibitors (i.e., they block the breakdown o  Ach, increasing its 
availability). These agen ts can  thus be e  ective in  slowing down the progression  o  the 
illness. They do not restore the  unction  the patien t has already lost.

5. The answer is B. 6. The answer is C. The best explanation   or th is patien t’s sym ptom s is 
pseudodem entia—depression  that m im ics dem en tia. In  the elderly, depression  is o ten  
associated with  cogn itive problem s as well as sleep and eating problem s. Evidence  or 
depression  is provided by the  act that th is patien t’s sym ptom s began  with  the loss o  an  
im portan t relationship  (i.e., the death  o  her dog). Delirium  and dem entia are caused by 
physiological abnorm alities in  the brain . Dissociative am nesia with  dissociative  ugue 
involves wandering away  rom  hom e, and neurocogn itive disorder due to another m edical 
condition  is associated with  a h istory o  alcoholism . The m ost e  ective in terven tion   or 
th is depressed patien t is an tidepressan t m edication . When  the m edication  relieves the 
depressive sym ptom s, her m em ory will im prove. Antipsychotic m edication , provision  o  
a structured environm ent, acetylcholinesterase inhibitors such  as donepezil, and sim ple 
reassurance are not appropriate  or th is patien t.

Answers and Explanations

Typical Board Question
The answer is C. Overuse o  laxatives, restricting calorie consum ption , sel -induced vom iting, and 
starting an  in tense aerobic exercise program  can  all lead to weight loss. However, the decrease 
th is diabetic patien t shows in  hem oglobin  A1c over the past 6 m on ths indicates that she has 
decreased her dosage o  sel -adm in istered insulin  in  order to lose weight.
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7. The answer is C. 8. The answer is B. This patien t is showing evidence o  Alzheim er’s disease. 
He is having acciden ts because he is  orget u l (e.g.,  orgetting to turn  o   the gas jet), and 
wanders out o  the house because he does not know which is the closet or bathroom  door 
and which  is the outside door. There is no evidence o  a m edical cause  or h is sym ptom s, 
as there would be in  delirium . There is no evidence o  depression , as in  pseudodem entia, 
or o  a h istory o  alcohol use, as in  neurocogn itive disorder due to another m edical 
condition . The m ost e  ective in itial in terven tion   or th is patien t is p rovision  o  a 
structured environm ent (e.g., giving the patien t visual cues  or orien tation  [labeling doors 
 or  unction]) and taking practical m easures (e.g., rem oving the gas stove). Donepezil can  
then  be used to slow the progression  o  h is illness. Other m edications and reassurance 
m ay be use u l  or sym ptom s such as psychosis, depression , and anxiety, bu t will have little 
e  ect on  the patien t’s  orget u l and poten tially dangerous behavior.

9. The answer is D. This wom an , who  eels as i  she is “outside o  hersel ,” watching her li e as 
though it were a play, is showing evidence o  depersonalization / derealization  disorder, a 
persisten t  eeling o  detachm ent  rom  one’s own  body or the social situation . In  con trast to 
psychotic disorders such as sch izophren ia (see Chapter 11), th is wom an  is aware that th is 
perception  is on ly a  eeling and that she is really living her li e.

10. The answer is C. This stockbroker is showing evidence o  dissociative iden tity disorder. She 
does not rem em ber the m an  who signed the letter or posing  or the photograph because 
these even ts occurred when  she was showing another personality. Dissociative am nesia 
involves a  ailure to rem em ber im portan t in  orm ation  about onesel , and dissociative 
am nesia with  dissociative  ugue is am nesia com bined with  sudden  wandering  rom  hom e 
and taking on  a di  eren t iden tity. Depersonalization / derealization  disorder is a persisten t 
 eeling o  detachm en t  rom  one’s own body, the social situation , or the environm en t 
(derealization) (and see also answer to Question  9).

11. The answer is E. This wom an , who has always  elt em pty and alone (not m erely lonely), 
shows evidence o  borderline personality disorder. Borderline patien ts typically use 
splitting (see Chapter 6) as a de ense m echan ism . Sel -in jurious behavior and im pulsive 
behavior (e.g., drug use, sex with  m ultip le partners) also are characteristic o  people with  
th is personality disorder.

12. The answer is E. This patien t with  m ild in tellectual disability and associated physical 
 indings probably has Down’s syndrom e, which is associated with  chrom osom e 21. Down’s 
syndrom e patien ts o ten  develop Alzheim er’s disease in  m iddle age, which  explain s the 
m em ory loss that th is patien t displays.

13. The answer is C. The doctor’s best statem en t to the patien t at th is tim e is, “Please tell m e 
m ore about the book that you read.” It is im portan t to get as m uch in  orm ation  as possible 
 rom  the patien t be ore deciding on  a course o  action .

14. The answer is B. The m ost likely explanation   or th is clin ical p icture, that is, having no 
m em ory o  a traum atic even t with  no physical  indings, is dissociative am nesia. In  PTSD 
and in  adjustm ent disorder, there is no  rank m em ory loss. Subarachnoid hem orrhage, 
a hem orrhage in  the space between  the arachnoid space and the p ia m ater, typically 
presen ts with  a “thunderclap” headache, vom iting, or other neurologic sym ptom s.

15. The answer is C. This typical 85-year-old patien t is likely to show m inor  orget ulness, such 
as  orgetting new nam es and phone num bers. Im paired consciousness, psychosis, and 
abnorm al level o  arousal are seen  in  delirium , which is associated with  a variety o  physical 
illnesses. As in  younger people, in  the elderly depression  is an  illness (see Chapter 12), not a 
natural consequence o  typical aging.
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16. The answer is D. 17. The answer is C. This wom an  is already underweight yet wan ts to lose 
m ore weight, and she has developed lanugo (growth  o  downy body hair) and am enorrhea 
(absence o  m enses). These  indings indicate that she has anorexia nervosa. Since dancers 
and gym nasts o ten  m ust be sm all and slim , these activities are closely associated with  
the developm en t o  anorexia nervosa. Anorexia is also characterized by  am ily con  licts, 
particularly with  the m other; norm al appetite; h igh in terest in   ood and cooking; low 
sexual in terest; good school per orm ance; and excessive exercising. Patien ts who have 
anorexia nervosa  or an  extended period (5 years in  th is young wom an) are at h igh risk  or 
osteoporosis.

18. The answer is C. Bupropion  is con traindicated in  eating disorder patien ts who also purge 
because it can  lower the seizure threshold. The on ly an tidepressan t that is FDA approved 
 or patien ts with  bulim ia nervosa is  luoxetine.

19. The answer is E. This clin ical p icture is m ost consisten t with  norm al shyness. Although 
th is 20-year-old patien t is som ewhat anxious around wom en , the  act that he has  riends 
and is doing well in  h is job m akes it un likely that he has a personality disorder or au tism  
spectrum  disorder (see Chapter 15).

20. The answer is A. The m ost appropriate  irst recom m endation   or the m anagem ent o  
th is patien t is to ask the wi e to increase hom e n ighttim e lighting. Lighting will im prove 
the patien t’s ability to negotiate the apartm en t at n igh t and so reduce h is nocturnal 
disorien tation . Keeping the wi e awake is not p ractical or positive  or her and m echan ical 
restrain ts should be avoided i  possible (see also answers to Questions 7 and 8).

21. The answer is J . This 38-year-old m an , who asks to be re erred to a physician  who 
attended a top-rated m edical school because he is “better” than  other patien ts, is showing 
evidence o  narcissistic personality disorder (see also answers to Questions 22–28).

22. The answer is A. This 20-year-old college studen t, who m ade a suicide attem pt a ter a 
relatively trivial relationsh ip  broke up and who uses splitting as a de ense m echan ism  (e.g., 
all o  the other doctors she has seen  were terrible and th is doctor is per ect), is showing 
evidence o  borderline personality disorder.

23. The answer is B. This 28-year-old wom an  who brings gi ts  or the reception ist and 
the nurses because she needs everyone’s atten tion  is showing evidence o  h istrion ic 
personality disorder. Patien ts with  th is personality disorder tend to exaggerate their 
physical sym ptom s  or dram atic e  ect (e.g., “a  ever o  at least 106°F”).

24. The answer is I. This 50-year-old wom an , who agreed to start an  exercise program  and 
then  m akes weak excuses  or her  ailure to  ollow the program , is showing evidence o  
passive–aggressive personality disorder. She did not really wan t to  ollow the doctor’s 
exercise program  (was inwardly de ian t) but agreed to do it (was outwardly com plian t).

25. The answer is L. This 26-year-old wom an , who shows no evidence o  a thought disorder, 
has no  riends, and spends m ost o  her tim e at solitary pursuits, is showing evidence o  
schizoid personality disorder. Patien ts with  schizoid personality disorder are typically 
con ten t with  their solitary li estyle.

26. The answer is C. This m edical studen t, who m ust constan tly m ake lists and review and 
m em orize her notes, is showing evidence o  obsessive–com pulsive personality disorder. 
This behavior is ultim ately ine  icien t and has resulted in  her academ ic problem s.

27. The answer is F. This abused m an  is showing evidence o  dependen t personality disorder. 
He tolerates h is partner’s abuse because o  h is overriding  ear o  being deserted by h is 
lover, being alone, and having to m ake h is own decisions.

28. The answer is D. This 20-year-old  em ale college studen t shows evidence o  avoidan t 
personality disorder. She is so overwhelm ed by what she perceives as criticism  and 
rejection  that she drops out o  school rather than   ace her teacher and classm ates again .
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I. AUTISM SPECTRUM AND RELATED DISORDERS

A. Overview
1. Autism  spectrum  disorder and related disorders are characterized by the failure to acquire 

or the early loss o  social skills and di  iculties with  language, resulting in  li elong prob-
lem s in  social and occupational  unction ing.

2. These disorders are not reversible. Managem ent involves behavioral therapy to increase 
social and com m unicative skills, decrease behavior problem s (e.g., sel -in jury), and 
im prove sel -care skills, as well as supportive therapy and counseling to paren ts (see 
Chapter 17).

B. Autism spectrum disorder (ASD)
1. Characteristics o  ASD include:

a. Sign i ican t p roblem s with  communication (desp ite norm al hearing).
b. Sign i ican t p roblem s  orm ing social relationships (including those with  caregivers).
c. Restricted range of interests; do not p lay im aginative gam es or poin t at objects o  

in terest.
d. Repetitive, purposeless behavior (e.g., sp inn ing, sel -in jury).
e. Below-norm al in telligence in  25%–75% o  ch ildren  with  ASD.
f. Unusual abilities in  som e children  (e.g., exceptional m em ory or calculation  skills). 

These are re erred to as savant skills.

Typical Board Question
A 2-year-old girl who has reached all o  her developm ental m ilestones at the typ ical ages can-
not seem  to pay atten tion  to a task  or m ore than  15 m inutes at a tim e in  nursery school. She 
o ten  gets ou t o  her seat to walk around the room  or to p lay on  the  loor. The girl p lays with  
the other children  but re uses to share her toys with  them . Physical exam ination  is un rem ark-
able. The best explanation   or th is ch ild’s behavior is

(A) typical age-appropriate behavior
(B) atten tion-de icit/ hyperactivity disorder (ADHD)
(C) autism  spectrum  disorder (ASD)
(D) oppositional de ian t disorder
(E) Rett’s syndrom e

(See “Answers and Explanations” at end of chapter.)

15 Psychiatric Disorders in  
Children

c h a p t e r
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2. ASD is classi ied in  the DSM-5 by severity level.
a. Level 1: Requiring support.
b. Level 2: Requiring substan tial support.
c. Level 3: Requiring very substan tial support.
d. In  Levels 2 and 3, there are m arked de icits in  verbal and nonverbal com m unication .
e. In  Level 1, the individual can  speak in   u ll sen tences and com m unicate, although con-

versational language skills are o ten  im paired.
3. Occurrence of ASD

a. It occurs in  alm ost 1% o  children  and adults.
b. It begins in  early childhood.
c. The disorder is  our tim es m ore com m on in  boys.

4. Abnorm alities that give clues  or the neurobiological etiology (no psychological causes 
have been  iden ti ied) o  ASD include:
a. Cerebral dysfunction; 25% o  patien ts develop seizures.
b. A h istory o  perinatal complications.
c. A genetic component (e.g., h igher concordance rate in  m onozygotic than  in  dizygotic 

twins).
d. Evidence o  total brain  as well as amygdala overgrowth during the  irst  ew years o  li e.
e. Abnorm alities in  the h ippocam pus,  ewer Purkin je cells in  the cerebellum .
f. Less circulating oxytocin and dysregulation  o  serotonin syn thesis.

C. Related disorders
1. Rett’s syndrome involves:

a. Dim in ished social, verbal, and cognitive development a ter up  to 4 years o  norm al 
 unction ing.

b. Occurrence on ly in  girls (Rett’s syndrom e is X linked, speci ically Xq28, and a  ected 
m ales typically die be ore birth).

c. Stereotyped, hand-wringing m ovem ents; ataxia.
d. Breathing problem s.
e. In tellectual disability.
f. Motor problem s later in  the illness.

2. Selective mutism involves:
a. Speaking in  som e social situations (e.g., at hom e) but not in  others (e.g., at school).
b. More com m on occurrence in  girls.
c. Whispering or com m unicating on ly with  hand gestures.
d. Selective m utism  m ust be distinguished  rom  typical shyness.

II.  ATTENTION-DEFICIT/HYPERACTIVITY DISORDER. 
OPPOSITIONAL DEFIANT DISORDER AND CONDUCT DISORDER

A. Overview
1. Atten tion-de icit/ hyperactivity disorder (ADHD), conduct disorder, and oppositional 

de ian t disorder are characterized by behavior that is inappropriate  or the age o  the ch ild  
and causes di  iculties in  social relationships and school per orm ance.

2. There is no frank intellectual disability.
3. These disorders are not uncom m on and are seen  m ore o ten  in  boys.
4. Differential diagnosis includes depressive and anxiety disorders.
5. I  the behavioral abnorm alities occur only in one setting (e.g., on ly at hom e or on ly at 

school), these disorders are not diagnosed, rather, relationsh ip  problem s (e.g., with  either 
paren ts or teachers) m ust be explored.

6. Characteristics and prognoses o  these disorders can  be  ound in  Table 15.1.
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B. Etiology
1. Genetic factors are involved. Relatives o  children  with  conduct disorder and ADHD have 

an  increased incidence o  these disorders and o  antisocial personality disorder and sub-
stance use disorders.

2. Although evidence o  serious structural problem s in  the brain  is not presen t, children  
with  conduct disorder and ADHD m ay have minor brain dysfunction.

3. Substance use disorders, serious paren tal discord, and depressive disorders are seen  in  
som e paren ts o  children  with  these disorders; because o  their p roblem atic behavior, 
these children  are also more likely to be abused by paren ts or caretakers.

4. There is no scientific basis  or claim s o  an  association  between  ADHD and either im proper 
diet (e.g., excessive sugar in take) or  ood allergy (e.g., arti icial colors or  lavors).

C. Management
1. Pharm acologic treatm ent  or ADHD consists o  use o  cen tral nervous system  (CNS) 

stimulants including m ethylphen idate (Ritalin , Concerta), dextroam phetam ine sul ate 
(Dexedrine), a com bination  o  am phetam ine and dextroam phetam ine (Adderall), and 
dexm ethylphen idate (Focalin ). Atomoxetine (Strattera) is a norepinephrine reuptake inhibi-
tor, also indicated  or ADHD.
a. For ADHD, CNS stim ulan ts apparen tly help  reduce activity level and increase attention 

span and the ability to concen trate; an tidepressan ts also m ay be use u l.
b. Since stim ulan t drugs decrease appetite (see Chapter 9), they m ay inh ibit growth and 

lead to failure to gain weight; both  growth and weight usually return  to norm al once the 
child stops taking the m edication .

2. Family therapy is the m ost e  ective m anagem ent  or conduct disorder and oppositional 
de ian t disorder (see Chapter 17).

 t a b l e   15.1    Characteristics and Prognosis of Attention-Deficit/Hyperactivity Disorder, 
Conduct Disorder, and Oppositional Defiant Disorder

Attention-Deficit/Hyperactivity 
Disorder (ADHD) Conduct Disorder Oppositional Defiant Disorder

Characteristics (must be present in at least two settings, e.g., at home and at school)
Hyperactivity
Inattention
Impulsivity
Carelessness
Propensity for accidents
History of excessive crying, high 

sensitivity to stimuli, and irregular 
sleep patterns in infancy

Symptoms present before age 12

Behavior that grossly violates social 
norms (e.g., torturing animals, 
stealing, truancy, fire setting)

Behavior that, while defiant, negative, 
and noncompliant, does not grossly 
violate social norms (e.g., anger, 
argumentativeness, resentment 
toward authority figures)

Prognosis
Hyperactivity is the first symptom to 

disappear as the child reaches 
adolescence

Risk for conduct disorder and 
oppositional defiant disorder

Most children show remission by 
adulthood

Can begin in childhood (ages 6–10) or 
adolescence (no symptoms prior 
to age 10)

Risk for criminal behavior, antisocial 
personality disorder, substance use 
disorders, and depressive disorders 
in adulthood

Most children show remission by 
adulthood

Gradual onset, usually before age 8

A significant number of cases progress 
to conduct disorder

Most children show remission by 
adulthood
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III. OTHER DISORDERS OF CHILDHOOD

A. Tourette’s disorder
1. Tourette’s disorder is characterized by involuntary movements and vocalizations (tics) that 

m ay include the involun tary use o  p ro an ity (coprolalia). While these behaviors can  be 
con trolled brie ly, they m ust u ltim ately be expressed.

2. The disorder, which is lifelong and chronic, begins be ore age 18. It usually starts with  a 
m otor tic (e.g.,  acial grim acing) that appears between  ages 7 and 8.

3. The disorder is th ree tim es more common in males and has a strong genetic component.
4. There is a genetic relationship  between Tourette’s disorder and both  ADHD and obsessive–

compulsive disorder (see Chapter 13).
5. While the m an i estations are behavioral, the etiology o  Tourette’s disorder is neurologic. It 

is believed to involve dys unctional regulation  o  dopamine in  the caudate nucleus and is 
com m only m anaged with  typical antipsychotic agents (e.g., haloperidol, p im ozide) as well 
as atypical agen ts, (e.g., risperidone). In  m ilder cases, alpha 2-adrenergic agon ists agen ts 
such  as clonidine also are help  u l.

B. Separation anxiety disorder
1. O ten  incorrectly called school phobia, because the child  re uses to go to school, th is dis-

order is characterized by an  overwhelming fear of loss of a major attachment figure, particu-
larly the m other.

2. The child o ten  com plain s o  physical symptoms (e.g., stom ach  pain  or headache) to avoid 
going to school and leaving the m other.

3. The m ost e  ective m anagem ent o  a child  with  th is disorder is to have a paren t accom -
pany the child  to school and then , when  the child is m ore com  ortable, gradually decrease 
the paren t’s tim e spen t at school.

4. Individuals with  a h istory o  separation  anxiety disorder in  ch ildhood are at greater risk 
 or anxiety disorders in  adulthood, particularly agoraphobia.

C. Elimination disorders: Enuresis and encopresis
1. Typically, m ost children  are bowel and bladder trained by age 3 years.
2. The elim ination  disorders encopresis (soiling) and enuresis (wetting) are not diagnosed 

un til a ter age 4 years and 5 years, respectively.
3. A ter m edical  actors (e.g., u rinary tract in  ection ) are ru led out, the m ost com m on cause 

o  enuresis is physiological immaturity (see Chapter 1).
4. Management o  n igh ttim e enuresis (in  order o  u tility) includes:

a. Restricting fluids a ter dinner.
b. Use o  a bell and pad apparatus. A pad that can  sense m oisture is p laced under the 

ch ild  at n igh t. I  the pad becom es wet, a buzzer goes o   which  wakens the ch ild . By 
negative rein  orcem en t (see Chapter 7), the ch ild  even tually wakes be ore wetting at 
n igh t.

c. Use o  a pharm acologic agen t such as desmopressin acetate (a syn thetic analog o  
an tidiuretic horm one) or a cyclic an tidepressan t such as imipramine at bedtim e. Both  
agen ts reduce nocturnal u rine output; desm opressin  is pre erred because it has  ewer 
adverse e  ects.
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Questions 1 and 2

Since the age o  8, a 15-year-old girl with  nor-
m al in telligence and social skills has shown a 
num ber o  repetitive m otor m ovem en ts. She 
recen tly has begun  to have outbursts in  which 
she curses and shrieks. When  asked i  she can  
con trol the vocalizations and m ovem ents she 
says, “For a short tim e on ly; it is like holding 
your breath—even tually you have to let it 
out.” Medical evaluation  is un rem arkable.

1. This child  is showing evidence o 
(A) autism  spectrum  disorder (ASD)
(B) Rett’s syndrom e
(C) atten tion-de icit/ hyperactivity disorder 

(ADHD)
(D) Tourette’s disorder
(E) selective m utism

2. The m ost e  ective m anagem en t o  the 
unwan ted vocalizations and m ovem en ts is
(A) an  an tipsychotic
(B) an  an tidepressan t
(C)  am ily therapy
(D) a stim ulan t
(E) individual psychotherapy

3. A 4-year-old child who has never spoken  
voluntarily shows no in terest in  or connection  
to his paren ts, other adults, or other children . 
Medical exam ination  and otological testing 
are unrem arkable. The child’s m other tells 
the doctor that he persisten tly turns on  the 
taps to watch the water running and that he 
scream s and struggles  ercely when she tries 
to dress him . Which o  the  ollowing disorders 
best  ts this clin ical picture?
(A) ASD
(B) Rett’s syndrom e
(C) ADHD
(D) Tourette’s disorder
(E) Selective m utism

Questions 4–7

A 9-year-old boy with normal intelligence  re-
quently gets into trouble at school because he 
blurts out answers, interrupts the teacher, dis-
turbs the other students, and cannot seem to sit 
still in class. He also  requently injures himsel  
during play and rarely sits through an entire meal 
at home. His siblings say that he is “a real pest.” 
However, the child does his schoolwork well and 
behaves well when he is alone with his tutor.

4. The best explanation   or th is child’s 
behavior is
(A) oppositional de ian t disorder
(B) ADHD
(C) social di  iculties in  the  am ily
(D) conduct disorder
(E) typ ical age-appropriate behavior

5. Which o  the  ollowing is m ost closely 
involved in  the etiology o  this child’s problem ?
(A) Food allergy
(B) Im proper diet
(C) Neurologic dys unction
(D) Excessive pun ishm ent
(E) Excessive len iency

6. O  the  ollowing, the m ost e  ective 
m anagem en t  or th is child  is
(A) an  an tipsychotic
(B) an  an tidepressan t
(C)  am ily therapy
(D) a stim ulan t
(E) individual psychotherapy

7. This boy is at a h igher risk than  other 
children  to develop which o  the  ollowing 
disorders?
(A) Tourette’s disorder
(B) Separation  anxiety disorder
(C) Bipolar disorder
(D) Conduct disorder
(E) Schizophren ia

Review Test

Directions: Each o  the num bered item s or incom plete statem ents in  th is section  is  ollowed by 
answers or by com pletions o  the statem ent. Select the one lettered answer or com pletion  that 
is best in  each case.

164
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8. A ter starting  rst grade, a 7-year-old boy 
o ten  com plains o   eeling ill and re uses 
to go to school. There are no m edical 
 ndings. At hom e, the ch ild  is appropriately 
in teractive with  h is paren ts and, when  
 riends visit, he p lays well with  them . At  rst 
h is paren ts let h im  stay at hom e, but they 
are becom ing increasingly concerned that 
he is  alling behind in  h is schoolwork. The 
paren ts wan t to h ire a hom e tu tor  or the 
child. What is the pediatrician’s next step  in  
m anagem en t?
(A) Advise the paren ts to go to school with  

the child and, over days, gradually 
decrease the tim e they spend there.

(B) Advise the paren ts to allow the ch ild  to 
stay at hom e un til he indicates that he is 
com  ortable separating  rom  the paren ts.

(C) Advise the paren ts to ignore the school 
re usal, bring the ch ild  to school, and tell 
h im  what tim e they will p ick h im  up.

(D) Reassure the paren ts that h iring a hom e 
tu tor  or the curren t school year is best 
 or the child.

(E) Prescribe an  an tianxiety agen t  or the 
child to be given  on ly on  school days.

9. A 9-year-old boy with  norm al in telligence 
has a h istory o   gh ting with  other children  
and catching and torturing birds, squirrels, 
and rabbits. When  asked why he engages 
in  th is behavior, he says, “It’s just  un .” 
Developm ental h istory and m edical 
exam ination  are un rem arkable. The best 
explanation  o  th is child’s behavior is
(A) oppositional de ian t disorder
(B) ADHD
(C) social di  iculties in  the  am ily
(D) conduct disorder
(E) typical age-appropriate behavior

Questions 10 and 11

Con cern ed  p aren ts o   a  7-year-old  boy 
b rin g th eir ch ild  to th e p ed iatrician   or 
evalu ation . Th ey n ote th at ever sin ce h e 
was an  in  an t, th eir son  h as n ever wan ted 
to be h eld , cries wh en ever he is bathed , an d 
becom es very u p set wh en  h is daily rou tin e 
is ch an ged  in  an y way. Alth ou gh  th e ch ild 
can n ot yet read , h is p aren ts rem ark th at 
he can  iden ti y th e sta te o   origin  o  an y 
car licen se p late an d  alm ost exclu sively 
p lays with  rep licas o   car licen se p lates. Th e 
ch ild’s sp eaks in  com p lete sen ten ces an d 
has a good  vocabu lary, bu t h is beh avior 
seem s odd  an d  h e does n ot m ake eye con -
tact wh en  sp oken  to. Med ical evalu ation  is 
un rem arkab le.

10. As an  adolescen t, th is boy is likely to have 
the m ost di  culty in  which  o  the  ollowing 
areas?
(A) Paying atten tion  in  school
(B) Concen trating on  relevan t stim uli
(C) Caring  or pets
(D) Making  riends
(E) Con trolling h is activity level

11. The m ajor characteristic that suggests 
that th is child  has Level 1 rather than  Level 3 
autism  spectrum  disorder is that th is ch ild  
does not show
(A) restricted in terests
(B) special abilities
(C)  ocus on  keeping up routines
(D) problem s in  peer relationships
(E) language delay

12. The paren ts and teacher o  a 7-year-
old boy note that he  requen tly shrugs 
h is shoulders. O ten  he blinks h is eyes 
excessively and, at other tim es, shouts out 
words  or no reason . In  adulthood, th is ch ild  
is at risk to develop  which  o  the  ollowing 
conditions?
(A) A seizure disorder
(B) Obsessive–com pulsive disorder
(C) Conduct disorder
(D) Schizophren ia
(E) ASD
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13. The paren ts o  a 10-year-old ch ild  report 
that the child is still wetting the bed. The 
child is very upset about th is because he 
would like to go away to sum m er cam p but is 
a raid that he will wet the bed there as well. 
Physical exam ination  is un rem arkable and 
the child is otherwise developing typ ically 
 or his age. Behavioral in terven tions such as 
lim iting f u ids be ore bed and the bell and 
pad apparatus have not been  e  ective. At 
th is tim e, which o  the  ollowing is the best 
choice  or pharm acologic m anagem en t o  
enuresis in  th is ch ild?
(A) Im ipram ine
(B) Diazepam
(C) Desm opressin  acetate
(D) Acetam inophen
(E) Aspirin  

14. The paren ts o  an  8-year-old boy report 
that h is behavior at hom e is problem atic. He 
re uses to do his chores and o ten   ghts with  
h is 6-year-old brother and 11-year-old sister. 
His teachers report that he is well behaved 
at school, is working at the expected level, 
and gets along well with  the other ch ildren . 
Medical exam ination  is un rem arkable. The 
m ost likely explanation   or th is p icture is
(A) oppositional de ian t disorder
(B) atten tion-de icit/ hyperactivity disorder
(C) social di  iculties in  the  am ily
(D) conduct disorder
(E) typ ical age-appropriate behavior
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Answers and Explanations

Typical Board Question
The answer is A. This 2-year-old child  is showing typ ical behavior  or her age. Two-year-old chil-
dren  cannot be expected to pay atten tion   or m ore than  a  ew m inutes at a tim e, do not yet 
p lay cooperatively with  other ch ildren , and com m only are reluctan t to share their toys (see also 
Chapter 1). ADHD, conduct disorder, and oppositional de ian t disorder can  be di  icu lt to dis-
tinguish   rom  norm ative behavior in  children  under age 4 years.

1. The answer is D. 2. The answer is A. This girl is m ost likely to have Tourette’s disorder, a 
chron ic neurologic condition  with  behavioral m an i estations such as unwanted m otor 
activity and vocalizations. The vocalizations and m otor tics can  be con trolled on ly brie ly 
and then  they m ust be expressed. ASD and Rett’s syndrom e are developm ental disorders 
o  childhood that are characterized by abnorm al social in teraction  and speech. ADHD 
involves norm al developm en t o  speech  and social in teraction  but di  iculty paying 
atten tion  or sitting still. Selective m utism  involves volun tary absence or decrease in  
speaking in  social situations. The m ost e  ective m anagem ent  or Tourette’s disorder is 
an tipsychotic m edication , such as haloperidol. There is no evidence that an tidepressan ts 
or stim ulan ts are help  u l  or con trol o  m otor or vocal tics. Psychotherapy can  help  patien ts 
with  Tourette’s disorder deal with  the social p roblem s their disorder m ay cause, bu t is not 
the m ost e  ective m anagem ent  or the sym ptom s o  the disorder.

3. The answer is A. This child , who has never spoken  volun tarily and who shows no in terest 
in  or connection  to h is paren ts, other adults, or other children  despite norm al hearing, 
probably has ASD. He turns on  the tap  to watch the water runn ing because, as with  m any 
ch ildren  with  ASD, repetitive m otion  calm s h im . Any change in  h is environm en t, such  as 
being dressed, leads to in tense discom  ort, struggling, and scream ing (see also answer to 
Question  1).

4. The answer is B. 5. The answer is C. 6. The answer is D. 7. The answer is D. This 9-year-
old boy who gets in to trouble at school because he disturbs the teacher and the other 
studen ts, has behavioral di  iculties at hom e and with  siblings, and cannot seem  to sit still 
is showing evidence o  ADHD (see also answer to Question  1). Children  with  ADHD can  
o ten  learn  well when  there are  ew distractions (e.g., alone with  a tu tor). Children  with  
conduct disorder show behavior that violates social norm s (e.g., stealing). In  con trast, 
ch ildren  with  ADHD have trouble con trolling their behavior but do not in ten tionally cause 
harm . Children  with  oppositional de ian t disorder have problem s dealing with  authority 
 igures but not with  other children  or an im als. ADHD is believed to result  rom  neurologic 
dys unction . Although anecdotal evidence has been  put  orward, scien ti ic studies have 
not revealed an  association  between  ADHD and either im proper diet (e.g., excessive sugar 
in take) or  ood allergy (e.g., to arti icial colors or  lavors). The disorder also is not a result 
o  paren ting style (e.g., excessive pun ishm ent or len iency). However, in  part because o  
their di  icult behavior, children  with  ADHD are m ore likely to be physically abused by 
paren ts. The m ost e  ective m anagem en t  or children  with  ADHD is use o  cen tral nervous 
system  stim ulan ts including m ethylphen idate (Ritalin ), and dextroam phetam ine sul ate 
(Dexedrine). Lith ium  is used to treat bipolar disorder, an tidepressan ts are used prim arily 
to treat depression , and sedatives are used prim arily to treat anxiety. While psychotherapy 
m ay help  the paren ts and child deal with  the behavioral sym ptom s, it is not the m ost 
e  ective m anagem ent since the disorder is based on  neurologic dys unction . Children  with  
ADHD are at h igher risk than  other ch ildren   or oppositional de ian t disorder and conduct 
disorder.
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8. The answer is A. This child  is showing evidence o  separation  anxiety disorder. By the age 
o  3 to 4 years ch ildren  should be able to spend som e tim e away  rom  paren ts in  a school 
setting. The pediatrician’s best recom m endation  is  or the paren ts to go to school with  the 
child and, over days, gradually decrease the tim e they spend there. Allowing the child  to 
stay at hom e or hiring a hom e tu tor will just increase the child’s di  iculty separating  rom  
his paren ts. Pharm acologic therapy is not the  irst choice in  the m anagem ent o  th is ch ild .

9. The answer is D. This child  is showing evidence o  conduct disorder. Children  with  th is 
disorder have little or no concern   or others or  or an im als (e.g., th is child   inds torturing 
an im als “ un”) (see also answer to Question  4).

10. The answer is D. 11. The answer is E. This child  who does not wan t to be held, cries when  
h is environm ent is changed (e.g., when  bathed), and does not m ake eye con tact is likely to 
have ASD. Children  with  ASD have great di  iculty with  in terpersonal relations. Problem s 
with  atten tion  and concen tration  are m ore characteristic o  ADHD. Children  with  conduct 
disorder tend to have poor sel -con trol and to break societal ru les. Hyperactivity m ay 
be presen t but is not speci ically associated with  ASD. The m ajor characteristic that 
di  eren tiates Level 1  rom  Level 3 autism  spectrum  disorder is that in  the latter but not in  
the  orm er, there is developm ental language delay and th is child  shows relatively norm al 
language developm en t, restricted or unusual in terests (here, in tense  ocus on  state license 
p lates), special abilities,  ocus on  keeping up routines and problem s in  peer relationships 
are characteristic o  all levels o  autism  spectrum  disorder.

12. The answer is B. This child  who shows evidence o  Tourette’s disorder is at risk to develop  
obsessive–com pulsive disorder (OCD) in  adulthood. Both  disorders involve dys unction  o  
the caudate nucleus. Seizure disorders, conduct disorder, schizophren ia, and ASD are not 
particularly associated with  Tourette’s disorder (see also answer to Question  1).

13. The answer is C. The best choice  or the pharm acologic m anagem ent o  bedwetting in  an  
older child  such  as th is is desm opressin  acetate. Im ipram ine is also use u l in  m anaging 
enuresis but has m ore side e  ects. Diazepam  (a benzodiazepine), used to treat anxiety, 
and acetam inophen  and asp irin , used in  the m anagem ent o  m inor pain , are not use u l in  
m anaging enuresis.

14. The answer is C. The m ost likely explanation   or why th is child m isbehaves at hom e but 
not at school is that there are social di  iculties in  the  am ily,  or exam ple, p roblem s in  the 
relationship  between  the m other and  ather. In  con trast, children  with  conduct disorder 
show behavior that violates social norm s (e.g., stealing), children  with  ADHD have trouble 
con trolling their behavior, and children  with  oppositional de ian t disorder have problem s 
dealing with  authority  igures. In  these disorders, behavioral di  iculties typically are 
presen t both  at hom e and at school.
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16 Biologic Therapies: 
Psychopharm acology

Typical Board Question
A 74-year-old m an  with  bipolar disorder who has been  taking lith ium  com  ortably  or years 
reports being trem ulous and nauseous over the past 2 weeks. He also reports th irstiness, 
drowsiness, and m uscle weakness. Although he has not increased h is dosage o  lith ium , 
h is lith ium  level, which  has consisten tly ranged  rom  1.0 to 1.2 m Eq/ L, is now 2.4 m Eq/ L. 
Just prior to the start o  h is sym ptom s 2 weeks ago, h is physician  increased the dose o  h is 
blood pressure m edication  (propranolol) and diabetes m edications (m et orm in , insulin ) and 
started h im  on  an  an tibiotic (am oxicillin ). At the sam e tim e, the patien t increased h is over-
the-coun ter pain  m edication  (ibupro en ) due to an  exacerbation  o  h is osteoarthritis. Which 
o  the  ollowing m edications is m ost likely to cause h is increased lith ium  level?

(A) propranolol
(B) insulin
(C) m et orm in
(D) am oxicillin
(E) ibupro en

(See “Answers and Explanations” at the end of the chapter.)

c h a p t e r

I. OVERVIEW

A. Neurotransmitter abnormalities are involved in  the etiology o  m any psychiatric illnesses (e.g., 
psychotic disorders, depressive and bipolar disorders, anxiety disorders) (see Chapter 4).

B. Although norm alization  o  neurotransm itter levels by pharmacologic agents can  am eliorate 
m any o  the sym ptom s, these agen ts do not cure psychiatric disorders.

C. Psychopharm acologic agen ts m ay also be use u l in  the treatment of symptoms of certain 
medical conditions (e.g., gastroin testinal problem s, pain , seizures).

II. ANTIPSYCHOTIC AGENTS

A. Overview
1. Antipsychotic agen ts ( orm erly called neuroleptics or m ajor tranquilizers) are used in  the 

treatm ent o  schizophrenia as well as in  the m anagem ent o  psychotic sym ptom s associ-
ated with  other psychiatric and physical disorders.
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2. Antipsychotics are also used m edically to treat nausea, h iccups, in tense anxiety and agita-
tion , and Tourette’s disorder.

3. Although an tipsychotics com m only are taken  daily by m outh , nonadheren t patien ts can  
be treated with  long-acting “depot”  orm s, such as haloperidol decanoate or fluphenazine 
decanoate adm in istered in tram uscularly every 2–4 weeks.

4. An  an tipsychotic agen t can  be classi ied as traditional (i.e., typical) or atypical depending 
on  its m ode o  action  and side e  ect p ro ile.

B. Traditional an tipsychotic agen ts
1. Traditional an tipsychotic agen ts act prim arily by blocking central dopamine-2 (D2) receptors.
2. Although negative sym ptom s o  schizophren ia, such as withdrawal, m ay im prove with  

con tinued treatm en t, traditional an tipsychotic agen ts are most effective for positive symp-
toms, such as hallucinations and delusions (see Chapter 11).

3. Adverse effects o  typical an tipsychotics (Table 16.1)
a. Low-potency agen ts (e.g., chlorprom azine [Thorazine], th ioridazine [Mellaril]) are 

associated prim arily with  nonneurologic adverse e  ects. Because there are better 
choices (e.g., atyp ical agen ts), low-potency agen ts are now rarely used.

b. High-potency agen ts (e.g., haloperidol [Haldol], tri luoperazine [Stelazine],  luphen-
azine [Prolixin ], perphenazine [Trila on ], th ioth ixene [Navane], and m olindone 
[Moban]) are associated prim arily with  neurologic adverse e  ects.

c. Agents related to an tipsychotics such as the dopam ine receptor an tagonist metoclo-
pramide (Reglan) which is used to reduce nausea and vom iting in  m edical patien ts, can  
have sim ilar adverse e  ects,  or exam ple, akathisia and extrapyram idal sym ptom s (EPS).

C. Atypical an tipsychotic agen ts (e.g., arip iprazole [Abili y], clozapine [Clozaril], olanzapine 
[Zyprexa], risperidone [Risperdal], quetiap ine [Seroquel], ziprasidone [Geodon], asenapine 
[Saphris], iloperidone [Fanapt], lurasidone [Latuda], and paliperidone [Invega])
1. In  con trast to traditional an tipsychotic agen ts, a m ajor m echan ism  o  action  o  atyp i-

cal an tipsychotics appears to be on  serotonergic systems. They also a  ect dopam inergic 
receptors in  addition  to D2 (e.g., D1, D3, and D4).

 t a b l e   16.1   Adverse Effects of Typical Antipsychotic Agents

System Adverse Effects

Nonneurologic Adverse Effects—More Common with Traditional, Low-potency Agents
Circulatory

Endocrine

Hematologic
Hepatic
Dermatologic
Ophthalmologic
Anticholinergic

Antihistaminergic

Orthostatic (postural) hypotension
Electrocardiogram abnormalities (e.g., prolongation of QT and PR intervals)
Increase in prolactin level resulting in gynecomastia (breast enlargement), galactorrhea, erectile 

dysfunction, amenorrhea, and decreased libido
Leukopenia, agranulocytosis
Jaundice, elevated liver enzyme levels
Skin eruptions, photosensitivity, and blue-gray skin discoloration
Irreversible retinal pigmentation (particularly thioridazine)
Peripheral effects: dry mouth, constipation, urinary retention, and blurred vision
Central effects: agitation and disorientation
Weight gain and sedation

Neurologic Adverse Effects—More Common with Traditional, High-potency Agents
Extrapyramidal

Other

Pseudoparkinsonism (muscle rigidity, shuffling gait, resting tremor, mask-like facial expression)
Akathisia (subjective feeling of motor restlessness)
Acute dystonia (prolonged muscular spasms); more common in men under age 40
Treat with anticholinergic (e.g., benztropine) or antihistaminergic (e.g., diphenhydramine) agent
Tardive dyskinesia (abnormal writhing movements of the tongue, face, and body; more common 

in women and after at least 6 months of treatment); to treat, substitute atypical antipsychotic 
agent. Is rarely reversible

Neuroleptic malignant syndrome (see Table 16.4 for symptoms and treatment) dystonia, apathy; 
more common in men and early in treatment; mortality rate about 20%

Decreased seizure threshold
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2. Som e o  the atypical an tipsychotics are also indicated to treat bipolar disorder.
3. Advantages o  atypical agen ts over traditional agen ts

a. Atypical agen ts, particularly clozapine, m ay be more effective when  used to treat the 
negative, chron ic, and re ractory symptoms o  schizophren ia (see Chapter 11).

b. They are less likely to cause adverse neurological symptoms and dyston ias (Table 16.1) 
and so are now the first-line agen ts  or treating chron ic psychiatric disorders such as 
schizophren ia.

4. Disadvantages o  atypical agen ts
a. Atypical agen ts m ay increase the likelihood o  blood dyscrasias such as agranulocytosis 

(very low granulocyte coun t leading to severe in  ections), with  clozapine as the m ost 
p roblem atic agen t.

b. They m ay also increase the likelihood o  seizures, m etabolic abnorm alities leading to 
weight gain, an ticholinergic side e  ects, and pancreatitis.

c. Som e atypical agen ts have m ore adverse e  ects than  others. Table 16.2 provides 
the adverse e  ects  or di  eren t atypical agen ts with  respect to m etabolic syndrom e 
including weight gain and type 2 diabetes, EPS and prolactin elevation, sedation, and car-
diovascular e  ects such as prolongation of the QT interval.

III. ANTIDEPRESSANT AGENTS

A. Overview
1. Heterocyclic antidepressants (HCAs), selective serotonin reuptake inhibitors (SSRIs), selec-

tive serotonin and norepinephrine reuptake inhibitors (SNRIs), monoamine oxidase inhibitors 
(MAOIs), and atypical antidepressants are used to treat depression . These agen ts also have 
other clin ical uses (Table 16.3).

2. All an tidepressan ts are believed to increase the availability o  seroton in  and/ or norepi-
nephrine in  the synapse via inhibition  o  reuptake m echan ism s (e.g., HCAs, SSRIs, SNRIs) 
or blockade o  MAO (e.g., MAOIs), which u ltim ately leads to down-regulation of postsynap-
tic receptors and im provem ent in  m ood (see Chapter 4).

3. All an tidepressan ts take about 3–6 weeks to work and all have equal efficacy.
4. While heterocyclics were once the m ainstay o  m anagem en t, because o  their m ore posi-

tive side e  ect pro ile, SSRIs (e.g.,  luoxetine [Prozac]) are now used as first-line agents.
5. Antidepressan t agen ts do not elevate mood in nondepressed people and have no addiction 

potential. They can , however, precipitate manic episodes in  poten tially bipolar patien ts.
6. Stimulants, such  as m ethylphen idate or dextroam phetam ine, also m ay be use u l in  treat-

ing depression . They work quickly and thus m ay help  to im prove m ood in  term inally ill 
or elderly patien ts. They are also use u l in  patien ts with  depression  re ractory to other 
treatm en t and in  those at risk  or the developm en t o  adverse e  ects o  other agen ts  or 
depression . Disadvan tages include their addiction  poten tial.

 t a b l e   16.2   Adverse Effects of Atypical Antipsychotic Agentsa

Adverse 
Effect Aripiprazole Clozapine Olanzapine Risperidone Quetiapine Ziprasidone Asenapine Iloperidone Lurasidone Paliperidone

MBS  ±  ++ ++  ++ +  ++  +++  +  ±  +  ±  ±

EPS  +  ±  +  +++  ±  ±  +  ±  ++  ++

Prolactin 
elevation

±  ±  ±  ++ +  ±  ±  ±  ±  ±  ++

Sedation  ±  ++ ++  ++ +  ++  +++  ++  ++  ++  ++  ±

Increased QT 
interval

+  ++  ++  ++  ++  ++++  ++  ++++  ±  ++

EPS, extrapyramidal symptoms; MBS, metabolic syndrome (weight gain, diabetes mellitus); ±, few if any; +, mild; ++, moderate; +++, severe; 
++++, very severe.
aThe assistance of Meredith Brandon, MD, in compiling this table is gratefully appreciated. 
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 t a b l e   16.3   Antidepressant Agents (Grouped Alphabetically by Category)

Agent (Current or Former 
Brand Name) Effects

FDA Indicated Clinical Uses in Addition 
to Depression

Heterocyclic Agents (HCAs)
Amitriptyline (Elavil)

Clomipramine (Anafranil)
Doxepin (Adapin, Sinequan)

Imipramine (Tofranil)

Maprotiline (Ludiomil)
Nortriptyline (Aventyl,  

Pamelor)

Protriptyline (Vivactil)

Sedating
Anticholinergic
Prolonged QT interval
Most serotonin specific of the HCAs
Sedating, antihistaminergic
Anticholinergic
Orthostatic hypotension
Prolonged QT interval

May cause seizures
Least likely of the HCAs to cause 

orthostatic hypotension

Stimulating

Depression with insomnia
Chronic pain

Obsessive–compulsive disorder (OCD)
Peptic ulcer disease
Pruritis, i.e., itching
Panic disorder with agoraphobia
Enuresis
Eating disorders
Anxiety with depressive features
Depression in the elderly
Pruritus
Patients with cardiac diseases
ADHD
Narcolepsy

Selective Serotonin Reuptake Inhibitors (SSRIs)
Citalopram (Celexa)

Escitalopram (Lexapro)

Fluoxetine (Prozac, Sarafem)

Fluvoxamine (Luvox)
Paroxetine (Paxil, Brisdelle)

Sertraline (Zoloft)

Vortioxetine (Brintellix)

More cardiotoxic than other SSRIs
Low cytochrome P-450 effects
Most serotonin specific of the SSRIs
Low cytochrome P-450 effects
Fewer side effects than citalopram
Rapid symptom relief
May cause agitation and insomnia 

initially
Sexual dysfunction
May uniquely cause some weight loss
Currently indicated only for OCD
Most sedating SSRI
Most anticholinergic SSRIs
Sexual dysfunction
Most likely of the SSRIs to cause 

gastrointestinal disturbances (e.g., 
diarrhea)

Sexual dysfunction

OCD (paroxetine, sertraline, fluoxetine)
Panic disorder (paroxetine, sertraline, fluoxetine)
Chronic pain
Paraphilias
Generalized anxiety disorder (paroxetine and 

escitalopram)
Social anxiety disorder (paroxetine,  

sertraline)
Premenstrual dysphoria (Sarafem, sertraline)
PTSD (paroxetine, sertraline)
Bulimia nervosa (fluoxetine)
Premature ejaculation
Body dysmorphic disorder
Hot flashes (Brisdelle)

Indicated only for major depressive disorder 
(vortioxetine)

Selective Serotonin and Norepinephrine Reuptake Inhibitors (SNRIs)
Duloxetine (Cymbalta)

Venlafaxine (Effexor) and 
desvenlafaxine (Pristiq)

Levomilnacipran (Fetzima)

Rapid symptom relief
Few sexual side effects
Rapid symptom relief
Few sexual side effects
Low cytochrome P-450 effects
Increased diastolic blood pressure at 

higher doses
Once daily dosing

Generalized anxiety disorder
Social anxiety disorder
Panic disorder
Chronic pain (duloxetine)

Indicated only for major depressive disorder 
(levomilnacipran)

Monoamine Oxidase Inhibitors (MAOIs)
Isocarboxazid (Marplan)
Tranylcypromine (Parnate)
Phenelzine (Nardil)

Selegiline (Emsam: 
transdermal patch)

Hyperadrenergic crisis precipitated 
by ingestion of pressor amines 
in tyramine-containing foods or 
sympathomimetic agents

Orthostatic hypotension

Geriatric depression
Atypical depression
Pain disorders
Eating disorders
Panic disorder
Social anxiety disorder
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7. Thyroid hormones can  be used also in  the m anagem ent o  m ood disorders.
a. Levothyroxine (Syn throid) is a syn thetic  orm  o  thyroxine (T4), which  has m ood stabi-

lizing e  ects in  patien ts with  bipolar disorder.
b. Liothyron ine (Cytom el) is a syn thetic  orm  o  T4’s m etabolically active  orm  triiodothy-

ron ine (T3), which can  augm en t the e  ects o  an tidepressan ts.

B. Heterocyclic Agents (HCAs)
1. HCAs block reuptake of norepinephrine and serotonin at the synapse. Som e also block reup-

take o  dopam ine.
a. These agen ts also block m uscarin ic acetylcholine receptors, resulting in  anticholiner-

gic effects (e.g., dry m outh , blurred vision , u rine reten tion , constipation ); they are con-
traindicated in  patien ts with  glaucoma.

b. Histam ine receptors also are blocked by HCAs, resulting in  an tih istam inergic e  ects 
(e.g., weight gain and sedation).

2. Other adverse e  ects include cardiovascular e  ects, such as orthostatic hypotension  and 
QT prolongation, and neurologic e  ects, such as trem or, as well as weight gain , and sexual 
dys unction .

3. Heterocyclics are dangerous in overdose.

C. SSRIs and SNRIs
1. SSRIs selectively block the reuptake of serotonin only; SNRIs block the reuptake of both sero-

tonin and norepinephrine.
2. SSRIs and SNRIs have little e  ect on  acetylcholine or h istam ine system s.
3. Because o  th is selectivity, SSRIs and SNRIs cause fewer side effects and are safer in  over-

dose, in  the elderly, and in  pregnancy than  heterocyclics or MAOIs.
4. SNRIs m ay work more quickly (e.g., in  2–3 weeks) and cause  ewer sexual side e  ects than  

SSRIs.

D. MAOIs
1. MAOIs inhibit the breakdown o  neurotransm itters by m onoam ine oxidase A (MAOA) in  

the brain  in  an  irreversible reaction .
2. These agen ts m ay be particularly use u l in  the m anagem ent o  atypical depression (see 

Chapter 12) and treatm ent resistance to other agen ts.
3. A m ajor drawback o  using MAOIs is a poten tially fatal reaction when  they are taken  in  

con junction  with  certain   oods or m edications. This reaction  occurs because
a. MAO metabolizes tyramine, a pressor, in  the gastroin testinal tract.

Agent (Current or Former 
Brand Name) Effects

Clinical Uses in Addition to Depression (FDA 
Indications)

Other Antidepressants
Amoxapine (Asendin)

Bupropion (Wellbutrin, Zyban, 
Contrave)

Mirtazapine (Remeron)
Trazodone (Desyrel, Oleptro)

Vilazodone (Viibryd)

Antidopaminergic effects (e.g., 
parkinsonian symptoms, 
galactorrhea, sexual dysfunction)

Most dangerous in overdose
Insomnia
Seizures: avoid in eating disorder 

patients who purge
Sweating
Few adverse sexual effects
Increased appetite
Sedation
Priapism
Hypotension
Few adverse sexual effects

Depression with psychotic features

Smoking cessation (Zyban)
Major depressive disorder with seasonal pattern
SSRI-induced sexual dysfunction
Adult ADHD
Obesity (Contrave)
Insomnia
Insomnia

Indicated only for major depressive disorder

 t a b l e   16.3   Antidepressant Agents (Grouped Alphabetically by Category) (continued )
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b. I  MAO is inhibited, ingestion  o  tyramine-rich foods (e.g., aged cheese, beer, wine, 
broad beans, bee  or chicken  liver, and sm oked or p ickled m eats or  ish) can  increase 
tyram ine levels.

c. Increase in  tyram ine can  cause elevated blood pressure, sweating, headache, and vom -
iting (i.e., the noradrenergic or hypertensive crisis), which in  turn  can  lead to stroke and 
death.

d. Use o  sympathomimetic drugs (e.g., ephedrine, m ethylphenidate [Ritalin ], phenyleph-
rine [Neo-Synephrine], pseudoephedrine [Suda ed]) can  have the sam e e  ect and m ust 
be avoided.

4. Other adverse e  ects o  MAOIs are sim ilar to those o  the heterocyclics, including danger 
in  overdose.

5. The serotonin syndrome
a. MAOIs and SSRIs or HCAs used together as well as MAOIs used along with  serotonergic 

analgesics such  as meperidine (Dem erol) or tramadol (Ultram ) can  cause a poten tially 
 atal drug–drug in teraction , the seroton in  syndrom e.

b. This syndrom e is characterized by high fever, autonom ic instability, headache, sei-
zures, delirium , nausea, diarrhea, vom iting, and m yoclonus (m uscle spasm s).

c. To avoid th is reaction , the recom m ended washout period  or an  SSRI or an  HCA be ore 
starting an  MAOI is 5 weeks and 2 weeks, respectively.

d. See Table 16.4  or a comparison of three life-threatening syndromes (each   ollowed 
with  a m nem onic) associated with  use o  psychoactive m edications: The neurolep tic 
m alignan t syndrom e (FALTER), seroton in  syndrom e (FADEM), and hypertensive crisis 
(ETHICS).

 t a b l e   16.4    Comparison of Neuroleptic Malignant Syndrome, Serotonin Syndrome, and 
Hypertensive Crisis

Syndrome
Neurotransmitter 
Basis Causative Agents Symptoms Lab Findings Management

Neuroleptic 
malignant 
syndrome

Dopamine (DA) 
decrease

Antipsychotics (e.g., 
haloperidol)

Antiemetics (e.g., 
metoclopromide)

“FALTER”
1. Fever
2. Autonomic instability
3. Leukocytosis
4. Tremor
5. Rigidity “lead pipe”
6. Mental status 

changes
7. Bradykinesia
8. Slow onset

Increased
1. Creatinine 

phosphokinase 
(CPK)

2. Liver enzymes
3. White 

blood cells 
(leukocytosis)

4. Myoglobin in 
urine

Stop agent
Supportive 

treatment and 
DA agonist (e.g., 
bromocriptine) 
and muscle 
relaxant (e.g., 
dantrolene)

Serotonin 
syndrome

Serotonin (5-HT) 
increase

SSRI + MAOI (e.g., 
phenelzine)

SSRI + serotonergic 
pain medication 
(e.g., meperidine, 
tramadol)

SSRI + cough 
suppressant (e.g., 
dextromethorphan)

“FADEM”
1. Fever
2. Autonomic instability
3. Diarrhea
4. Myoclonus
5. Mental status 

changes
6. Hyperkinesia
7. Rapid onset

No change in 
CPK or liver 
enzymes

Stop agent
Supportive treatment 

and antiserotonin 
agent (e.g., 
cyproheptadine)

Hypertensive 
crisis

Norepinephrine 
(NE) increase

MAOI + tyramine (in 
food)

MAOI + stimulant 
(e.g., 
pseudoephedrine)

“ETHICS”
1. Elevated blood 

pressure
2. Tyramine
3. Headache
4. Chest pain
5. Seizures

Increased blood 
urea nitrogen 
(BUN)

Stop agent
Supportive treatment 

and hypotensive 
agent (e.g., IV 
phentolamine)

SSRI, selective serotonin reuptake inhibitor; MAOI, monoamine oxidase inhibitor.
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IV. MOOD STABILIZERS

A. Lithium (carbonate and citrate)
1. Lith ium  is a m ood stabilizer used to prevent both the m an ic and depressive phases o  

bipolar disorder.
2. It m ay be used also to increase the effectiveness of antidepressant agents in  depressive ill-

ness and to control aggressive behavior (see Chapter 20).
3. Adverse effects o  chron ic use o  lith ium  include:

a. Hypothyroidism .
b. Trem or.
c. Renal dys unction  leading to diabetes insip idus.
d. Cardiac conduction  problem s.
e. Gastric distress.
f. Mild cogn itive im pairm en t.

4. Lith ium  takes 2–3 weeks to work. Antipsychotics or benzodiazepines (BZs) rather than  
lith ium  are there ore the in itial treatm en t  or psychotic sym ptom s in  an  acute m an ic 
episode.

5. Because o  poten tial toxicity, blood levels o  lith ium  m ust be m ain tained at 0.8–1.2 mEqL. 
Agen ts that can  increase lith ium  levels and should there ore be avoided in  patien ts taking 
lith ium  include nonsteroidal an ti-in  lam m atory drugs (NSAIDs), diuretics (e.g., hydro-
chlorothiazide), and angiotensin -converting enzym e (ACE) inhibitors (e.g., captopril).

6. Congen ital abnorm alities (particularly o  the cardiovascular system , e.g., Ebstein’s anom-
aly) (see Table 16.6).

B. Anticonvulsants: carbamazepine (Tegretol), oxcarbazepine (Trileptal), valproic acid (Depakene, 
Depakote), and others
1. Anticonvulsan ts are also used to m anage bipolar disorder, particularly rapid cycling bipo-

lar disorder (i.e., m ore than   our episodes annually).
2. Carbamazepine m ay be associated with  severe adverse e  ects, such  as aplastic anemia and 

agranulocytosis.
3. Valproic acid m ay be particularly use u l  or treating bipolar sym ptom s resulting  rom  cog-

n itive disorders (see Chapter 14) and  or p rophylaxis o  m igraine headaches.
4. Adverse e  ects o  valproic acid include gastroin testinal and liver problem s, congen ital 

neural tube de ects (e.g., spina bifida), and alopecia (hair loss).
5. Other anticonvulsant agents that appear to have m ood-stabilizing e  ects include lam otrig-

ine (Lam ictal), gabapen tin  (Neuron tin ), topiram ate (Topam ax), and tiagabine (Gabitril).

C. Atypical antipsychotics are also indicated in  the m anagem ent o  bipolar disorder.

V. ANTIANXIETY AGENTS

A. Benzodiazepines (BZs)
1. BZs activate binding sites on  the g-aminobutyric acid A (GABAA) receptor, thereby decreas-

ing neuronal and m uscle cell  iring.
2. These agen ts have a short, in term ediate, or long onset and duration  o  action  and m ay be 

used to treat disorders other than  anxiety disorders (Table 16.5).
3. Their characteristics o  action  are related to their clin ical indications and their poten tial 

 or addiction ;  or exam ple, short-acting agen ts are good hypnotics (sleep  inducers) but 
have a h igher poten tial  or addiction  than  longer-acting agen ts.

4. BZs com m only cause sedation but have  ew other adverse e  ects in  adults.
5. Tolerance and dependence m ay occur with  chron ic use o  these agen ts and withdrawal 

sym ptom s can  be li e-threaten ing.
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6. Flumazenil (Mazicon , Rom azicon ) is a BZ receptor an tagon ist that can  reverse the e  ects 
o  BZs in  cases o  overdose or when  BZs (e.g., m idazolam  [Versed]) are used  or sedation  
during m edical or surgical p rocedures.

B. Nonbenzodiazepines
1. Buspirone (BuSpar), an  azaspirodecanedione, is not related to the BZs.

a. In  con trast to BZs, buspirone is nonsedating and is not associated with dependence, 
addiction, or withdrawal problem s.

b. It is used prim arily to treat conditions causing chron ic anxiety, in  which BZ depen -
dence can  becom e a problem  (e.g., generalized anxiety disorder) (see Chapter 13).

c. Buspirone takes up to 2 weeks to work and m ay not be acceptable to patien ts who are 
accustom ed to taking the  ast-acting BZs  or their sym ptom s.

2. Zolpidem (Am bien ), zaleplon (Sonata), eszopiclone (Lunesta), and ramelteon (Rozerem ) are 
short-acting agen ts used prim arily to treat insom nia (see Chapter 10). Like the BZs, the 
 irst th ree o  these agen ts act on  the GABAA receptor. In  con trast, ram elteon  is a selective 
melatonin agonist.

3. Antihypertensives including β-blockers (block both  α1- and β2-adrenergic receptors) such as 
propranolol (Inderal) and α2-adrenergic receptor an tagon ists such as clon idine (Catapres) 
decrease autonom ic hyperarousal and are used to treat sym ptom s o  anxiety (e.g., tachy-
cardia), particularly in  patien ts with  social anxiety such as  ear o  public speaking.

VI. PSYCHOACTIVE MEDICATIONS IN PREGNANCY

A. When  wom en  o  childbearing age have psychiatric sym ptom s, there are o ten  questions as to 
whether to adm in ister psychoactive m edications during pregnancy.

B. The poten tial bene its o  m any psychoactive agen ts m ay warran t their use during pregnancy. 
Table 16.6 lists the Food and Drug Adm in istration  (FDA) pregnancy categories  or psychoac-
tive agen ts. For exam ple, m ost an tidepressan ts and an tipsychotics are in  FDA pregnancy 
category C. In  con trast, because BZs m ay cause breath ing di  iculties, “ loppy” m uscles, and 
other adverse e  ects in  newborns o  m others who use them  during pregnancy, these agen ts 
are in  FDA pregnancy categories D and X.

 t a b l e   16.5   Antianxiety Agents (Listed Alphabetically by Duration of Action within Category)

Agent (Brand Name) Duration of Action Clinical Uses in Addition to Anxiety

Benzodiazepines
Clorazepate (Tranxene)
Triazolam (Halcion)
Alprazolam (Xanax)
Lorazepam (Ativan)

Temazepam (Restoril)
Chlordiazepoxide (Librium)
Clonazepam (Klonopin)

Diazepam (Valium)

Flurazepam (Dalmane)

Short
Short
Intermediate
Intermediate

Intermediate
Long
Long

Long

Long

Adjunct in management of partial seizures
Insomnia
Depression, panic disorder, social anxiety disorder
Psychotic agitation, alcohol withdrawal, acute control of 

seizures
Insomnia
Alcohol withdrawal (particularly for agitation)
Seizures, mania, social anxiety disorder, panic disorder, 

obsessive–compulsive disorder
Muscle relaxation, analgesia, seizures, alcohol withdrawal 

(particularly for seizures)
Insomnia

Nonbenzodiazepines
Ramelteon (Rozerem)
Zaleplon (Sonata)
Zolpidem (Ambien)

Eszopiclone (Lunesta)
Buspirone (BuSpar)

Short
Short
Short (longer-acting “CR” 

version available)
Intermediate
Very long

Indicated only for insomnia
Indicated only for insomnia
Indicated only for insomnia

Indicated only for insomnia
Anxiety in the elderly, generalized anxiety disorder
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VII. ELECTROCONVULSIVE THERAPY AND RELATED THERAPIES

A. Uses of electroconvulsive therapy (ECT)
1. ECT provides rapid, effective, safe treatm en t  or som e psychiatric disorders.

a. It is m ost com m only used to treat major depressive disorder that is refractory to 
antidepressants.

b. ECT m ay be indicated also  or serious depression  when  rap id sym ptom  resolution  is 
im perative because o  psychotic symptoms or suicide risk (see Chapter 12).

c. ECT is particu larly use u l  or treating depression in the elderly because it m ay be sa er 
than  long-term  use o  an tidepressan t agen ts. It also m ay be used to treat depression  
during pregnancy.

2. The m echan ism  o  action  o  ECT is not known but m ay be related to alteration  o  neu-
rotransm itter  unction  in  a m anner sim ilar to that o  treatm en t with  psychoactive agen ts.

B. Administration
1. ECT involves the induction  o  a generalized seizure, lasting 25–60 seconds, by passing an 

electric current across the brain.

 t a b l e   16.6    Psychoactive Agents by FDA Pregnancy Category (Listed Alphabetically within 
Type of Agent)

Pregnancy 
Category Antipsychotics Antidepressants Mood Stabilizers Antianxiety Agents

A None None None None
B Clozapine

Lurasidone
Bupropion
Maprotiline

None Buspirone
Zolpidem

C Aripiprazole
Asenapine
Chlorpromazine
Fluphenazine
Haloperidol
Iloperidone
Loxapine
Olanzapine
Paliperidone
Perphenazine
Pimozide
Quetiapine
Risperidone
Thioridazine
Thiothixene
Trifluoperazine
Ziprasidone

Amitriptyline
Amoxapine
Citalopram
Clomipramine
Desipramine
Doxepin
Duloxetine
Escitalopram
Fluoxetine
Fluvoxamine
Imipramine
Mirtazapine
Nortriptyline
Protriptyline
Sertraline
Trazadone
Venlafaxine

Lamotrigine Eszopiclone
Zaleplon

D None Paroxetine Carbamazepine
Lithium
Valproic acid

Alprazolam
Chlordiazepoxide
Clonazepam
Clorazepate
Diazepam
Lorazepam
Oxazepam

X None None None Flurazepam
Temazepam
Triazolam
Midazolam

Category A. No risk to the fetus in animal or human studies.
Category B. No or slight risk to the fetus in animal studies, no risk seen in human studies.
Category C. Risk to the fetus in animals; no adequate studies in humans. Potential benefit may warrant use in pregnancy.
Category D. Risk to the fetus in humans. Potential benefit may warrant use in pregnancy.
Category X. Human fetal risk outweighs potential benefits.
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2. Prior to seizure induction , the patien t is premedicated (e.g., with  atrop ine), then  adm in-
istered a short-acting general anesthesia (e.g., m ethohexital) and a m uscle relaxan t (e.g., 
succinylcholine) to preven t in jury during the seizure.

3. Im provem ent in  m ood typically begins after a few ECT treatments. A m axim um  response to 
ECT is usually seen  a ter 5–10 treatm en ts given  over a 2- to 3-week period.

C. Problems associated with ECT
1. The m ajor adverse e  ects o  ECT are memory problems.
2. Increased intracranial pressure or recen t (with in  2 weeks) myocardial infarction is a relative 

contraindication  or ECT.
3. The m ortality rate associated with  ECT is very low and is com parable to that associated 

with  the induction  o  general anesthesia.

D. Other somatic therapies
Transcranial magnetic stimulation (TMS) is a therapy in  which an  electric curren t is applied to 
the scalp  to generate a m agnetic  ield  about 2 cm  deep  that stim ulates cortical in terneurons 
lying parallel to the brain  sur ace. TMS has been  approved by the FDA and appears to be 
use u l in  som e patien ts with  m ajor depressive disorder and obsessive–com pulsive disorder.
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Review Test

Directions: Each o  the num bered item s or incom plete statem en ts in  th is section  is  ollowed by 
answers or by com pletions o  the statem ent. Select the one lettered answer or com pletion  that 
is best in  each case.

Questions 1 and 2

A 22-year-old m an  with  schizophren ia who 
has been  taking an  an tipsychotic  or the past 
3 m on ths reports that recen tly he has expe-
rienced an  uncom  ortable sensation  in  h is 
arm s and legs during the day and m ust con-
stan tly m ove them . Because o  th is, he can  sit 
still  or on ly a  ew m inutes at a tim e.

1. This m edication  side e  ect is best 
described as
(A) restless legs syndrom e
(B) neurolep tic m alignan t syndrom e
(C) akathisia
(D) tardive dyskinesia
(E) acute dyston ia
(F) pseudoparkinson ism

2. The an tipsychotic agen t that th is patien t 
is m ost likely to be taking is
(A) risperidone
(B) th ioridazine
(C) olanzapine
(D) haloperidol
(E) clozapine

Questions 3 and 4

A 54-year-old wom an  with  sch izophren ia 
who has been  taking a h igh-potency an tipsy-
chotic agen t  or the past 5 years has begun  to 
show involun tary chewing and lip-sm acking 
m ovem en ts.

3. This sign  indicates that the patien t is 
experiencing a side e  ect o  an tipsychotic 
m edication  known  as
(A) restless legs syndrom e
(B) neurolep tic m alignan t syndrom e
(C) akathisia
(D) tardive dyskinesia
(E) acute dyston ia
(F) pseudoparkinson ism

4. The side e  ect described in  Question  3 is 
best treated in itially
(A) by changing to a low-potency or atypical 

an tipsychotic agen t
(B) with  an  an tianxiety agen t
(C) with  an  an tidepressan t agen t
(D) with  an  an ticonvulsan t
(E) by stopping the an tipsychotic agen t

Questions 5 and 6

A 25-year-old patien t who has taken  haloper-
idol  or the past 2 m on ths is brought to the 
hosp ital with  a tem perature o  104°F, blood 
pressure o  190/ 110, and m uscular rigidity.

5. These signs indicate that the patien t has 
an  an tipsychotic m edication  side e  ect 
known as
(A) restless legs syndrom e
(B) neuroleptic m alignan t syndrom e
(C) akathisia
(D) tardive dyskinesia
(E) acute dyston ia
(F) pseudoparkinson ism

6. The side e  ect described in  Question  5 is 
best treated in itially
(A) by changing to a low-potency 

an tipsychotic agen t
(B) with  an  an tianxiety agen t
(C) with  an  an tidepressan t agen t
(D) with  an  an ticonvulsan t
(E) by stopping the an tipsychotic agen t
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7. A 40-year-old m an  presen ts to the 
em ergency departm en t with  a 4-day history 
o  vom iting and diarrhea. The patien t 
has elevated blood pressure and body 
tem perature as well as m yclonus. Blood and 
urine tests are with in  norm al lim its, and 
there is no evidence o  in  ection . The patien t, 
who has been  on  40 m g/ daily o   uoxetine 
 or years, has recen tly started to take a new 
m edication   or back pain . Which  o  the 
 ollowing pain  m edications is m ost likely to 
have been  prescribed  or th is patien t?
(A) Oxycodone
(B) Hydrocodone
(C) Gabapen tin
(D) Tram adol
(E) Ibupro en

8. A 30-year-old wom an  tells the physician  
that she m ust drive the rou te she takes hom e 
 rom  work each day at least three tim es to 
be sure that she did not h it an  an im al in  the 
road. O  the  ollowing, the m ost appropriate 
long-term  pharm acological m anagem en t  or 
th is patien t is
(A) a h igh-potency an tipsychotic agen t
(B) an  an ticholinergic agen t
(C) an  an tianxiety agen t
(D) an  an tidepressan t agen t
(E) lith ium

9. A 45-year-old wom an  presen ts with the 
sym ptom s o  a m ajor depressive episode. 
The patien t has never previously taken  an  
an tidepressan t. Her physician  decides to 
prescribe  uoxetine (Prozac). The m ost likely 
reason   or th is choice is that, when  com pared 
to a heterocyclic an tidepressan t,  uoxetine
(A) is m ore e  ective
(B) works  aster
(C) has  ewer side e  ects
(D) is less likely to cause addiction
(E) is longer lasting

10. The best choice o  an tianxiety agen t  or a 
40-year-old wom an  with  generalized anxiety 
disorder and a h istory o  benzodiazepine 
addiction  is
(A) zolpidem
(B)  lurazepam
(C) clonazepam
(D) buspirone
(E) chlordiazepoxide
(F) bupropion

11. A 40-year-old businessm an  who has 
been  a physician’s patien t  or the past 5 
years asks her  or a m edication  to help  h im  
sleep  on  an  overn ight  ight to Australia. The 
patien t’s general health  is good, and he has 
no history o  a substance use disorder. O  the 
 ollowing, the best agen t  or th is use is
(A) zaleplon
(B)  lurazepam
(C) clonazepam
(D) buspirone
(E) chlordiazepoxide
(F) bupropion

12. A 57-year-old m ale patien t with  a h istory 
o  alcohol use disorder has decided to 
stop drinking. O  the  ollowing, the agen t 
m ost com m only used to treat anxiety and 
agitation  associated with  the in itial stages o  
alcohol withdrawal is
(A) zaleplon
(B)  lurazepam
(C) clonazepam
(D) buspirone
(E) chlordiazepoxide
(F) bupropion

13. Which o  the  ollowing psychotropic 
agents should be avoided in  a 30-year-old 
m ale patien t with  a h istory o  substance use 
disorder?
(A) Diazepam
(B) Haloperidol
(C) Fluoxetine
(D) Buspirone
(E) Lith ium

14. An 80-year-old man is brought to the 
emergency room by his wi e. The man, who 
has a history o  depression and suicidal 
behavior, re uses to eat and states that li e is 
not worth living anymore. The medical exam is 
unremarkable. Consultations with his primary 
care physician and a consulting psychiatrist 
reveal that the patient has not responded 
to at least three di  erent antidepressant 
m edications that he has taken in adequate 
doses and  or adequate time periods in the past 
2 years. The most appropriate next step in  the 
m anagement o  this patient is to recommend
(A) diazepam
(B) electroconvulsive therapy (ECT)
(C) psychotherapy
(D) buspirone
(E) lith ium
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15. A 30-year-old m an  with  schizophren ia 
has been  very withdrawn and apathetic  or 
m ore than  10 years. He now is taking an  
an tipsychotic agen t that is help ing h im  to 
be m ore outgoing and sociable. However, 
the patien t is experiencing seizures and 
agranulocytosis. The an tipsychotic agen t 
that th is patien t is m ost likely to be taking is
(A) risperidone
(B) th ioridazine
(C) olanzapine
(D) haloperidol
(E) clozapine

Questions 16 and 17

A 30-year-old patien t is brought to the em er-
gency departm en t a ter being  ound runn ing 
down the street naked. He is speaking very 
quickly and tells the physician  that he has 
just given  his cloth ing and all o  h is m oney 
to a hom eless m an . He states that God spoke 
to h im  and told h im  to do th is. the m edical 
exam  is un rem arkable. His h istory reveals 
that he is a practicing attorney who is m ar-
ried with  three children .

16. The m ost e  ective im m ediate 
m anagem ent  or th is patien t is
(A) lith ium
(B)  luoxetine
(C) am itrip tyline
(D) buspirone
(E) haloperidol

17. The m ost e  ective long-term  
m anagem ent  or th is patien t is
(A) lith ium
(B)  luoxetine
(C) am itrip tyline
(D) buspirone
(E) haloperidol

18. What is the m ost appropriate agen t  or 
a doctor to recom m end  or a 34-year-old, 
overweight, depressed patien t who needs 
to take an  an tidepressan t but is a raid  o  
gain ing weight?
(A) Ven la axine
(B) Tranylcyprom ine
(C) Trazodone
(D) Doxepin
(E) Am oxapine
(F) Fluoxetine
(G) Nortrip tyline
(H) Im ipram ine

19. What is the an tidepressan t agen t 
m ost likely to cause persisten t erections 
(priapism ) in  a 40-year-old m ale patien t?
(A) Ven la axine
(B) Tranylcyprom ine
(C) Trazodone
(D) Doxepin
(E) Am oxapine
(F) Fluoxetine
(G) Nortrip tyline
(H) Im ipram ine

20. Which o  the  ollowing an tidepressan t 
agents is m ost likely to cause gynecom astia 
and parkinson ian  sym ptom s in  a 45-year-old 
m ale patien t?
(A) Ven la axine
(B) Tranylcyprom ine
(C) Trazodone
(D) Doxepin
(E) Am oxapine
(F) Fluoxetine
(G) Nortrip tyline
(H) Im ipram ine

21. What is the m ost appropriate 
an tidepressan t agen t  or rapid relie  o  the 
sym ptom s o  depression  in  a 25-year-old 
wom an?
(A) Ven la axine
(B) Tranylcyprom ine
(C) Trazodone
(D) Doxepin
(E) Am oxapine
(F) Fluoxetine
(G) Nortrip tyline
(H) Im ipram ine

22. Which o  the  ollowing an tidepressan t 
agents is m ost likely to cause extrem e 
sedation?
(A) Ven la axine
(B) Tranylcyprom ine
(C) Trazodone
(D) Doxepin
(E) Am oxapine
(F) Fluoxetine
(G) Nortrip tyline
(H) Im ipram ine
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23. A 30-year-old wom an  who is taking 
an  an tipsychotic m edication  reports that 
she has been  experiencing  u id discharge 
 rom  the n ipples. Which  o  the  ollowing 
horm ones is m ost likely to be responsible  or 
th is problem ?
(A) Progesterone
(B) Testosterone
(C) Prolactin
(D) Estrogen
(E) Cortisol

24. A 35-year-old m an  who has been  taking 
haloperidol  or the last year develops a 
resting trem or, m ask-like  acial expression , 
and di f culty in itiating body m ovem en ts. 
A ter reducing the haloperidol dose, the next 
step  the physician  should take to relieve 
these sym ptom s is to give the patien t
(A) a h igh-potency an tipsychotic agen t
(B) an  an ticholinergic agen t
(C) an  an tianxiety agen t
(D) an  an tidepressan t agen t
(E) lith ium

25. A 45-year-old m an  presen ts in  the 
em ergency room  with  sinus tachycardia 
(112/ bpm ),  atten ing o  T waves and 
prolonged QT in terval. The patien t tells 
the physician  that he is taking “nerve p ills.” 
Which o  the  ollowing m edications is th is 
patien t m ost likely to be taking?
(A) Bupropion
(B) Fluoxetine
(C) Lorazepam
(D) Valproic acid
(E) Im ipram ine

26. A 45-year-old wom an  with  schizophren ia 
has been  taking an  atypical an tipsychotic  or 
the past year. Since starting the m edication , 
she has gained 35 pounds, has developed 
diabetes m ellitus, and shows a prolonged QT 
in terval. Because o  these m edication  side 
e  ects, her physician  would like to switch  
her to a di  eren t atypical agen t. O  the 
 ollowing atypical agen ts, which  is likely to 
be the best choice  or th is patien t?
(A) Quetiapine
(B) Ziprasidone
(C) Aripiprazole
(D) Clozapine
(E) Olanzapine

27. A residen t is called to assess an  oncology 
patien t on  a general m edical  oor who has 
developed a m uscle spasm  causing her neck 
to twist uncon trollably to the le t. The in tern  
evaluates the patien t’s list o  m edications 
and concludes that her new sym ptom s are 
probably due to which o  the  ollowing?
(A) Aspirin
(B) Digoxin
(C) Erythrom ycin
(D) Fluoxetine
(E) Metoclopram ide

28. A 23-year-old m an  with  a sch izophren ia 
has been  m ain tained on  a low dose o  
haloperidol  or the past 3 years. For the 
past m onth , h is sym ptom s o  paranoia and 
auditory hallucinations have been  m ore 
prom inen t, and h is psychiatrist decides 
to increase h is dose o  haloperidol. The 
patien t’s m other calls the psychiatrist, 
concerned that he seem s slower than  usual 
and has a f ne resting trem or o  h is upper 
extrem ities. Furtherm ore, the patien t 
com plains that he  eels “sti  .” The rest o  
the m edical exam  is unrem arkable. This 
clin ical p icture suggests that the patien t is 
experiencing which o  the  ollowing?
(A) Ben ign  essen tial trem or
(B) Antipsychotic-induced parkinson ism
(C) Neuroleptic m alignan t syndrom e
(D) Parkinson’s disease
(E) Tardive dyskinesia

Questions 29 and 30

A 32-year-old wom an  and her husband tell 
the physician  that they wan t to have a baby, 
but they are concerned about the im pact 
th is will have on  the wi e’s em otional state. 
She has had three m ajor depressive ep i-
sodes with in  the past 10 years that have been  
treated success u lly with  an tidepressan t 
m edication . The wom an  is concerned that 
she m ay becom e depressed while pregnan t 
and will be unable to take any m edication  
because o  the pregnancy.
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29. Which o  the  ollowing is the m ost 
appropriate response by the physician?
(A) “Depression  associated with  pregnancy 

is unrelated to m ajor depression ; 
there ore, you are not at greater risk  or 
being depressed while pregnan t.”

(B) “The risk  or depression  is greatest 
a ter delivery and depression  during 
pregnancy can  o ten  be sa ely treated.”

(C) “The risk  or depression  is greatest 
during pregnancy, bu t ECT is quite sa e.”

(D) “Since you have been  sym ptom - ree 
 or the past year, you should not be at 
greatest risk  or depression  than  the 
norm al population .”

(E) “We will need to  ollow you closely since 
the suicide rate is h igher  or wom en  who 
are pregnan t than   or wom en  who are 
not p regnan t.”

30. I  the doctor decides to prescribe an  
an tidepressan t  or th is patien t during 
pregnancy, which o  the  ollowing SSRIs 
should be avoided?
(A) Citalopram
(B) Escitalopram
(C) Fluoxetine
(D) Paroxetine
(E) Sertraline

31. What is the prim ary m echan ism  o  action  
o  the drug o  choice to treat bulim ia in  a 
29-year-old wom an?
(A) Appetite suppression
(B) Antiem etic
(C) Norepinephrine reuptake inhibition
(D) Seroton in  reuptake inhibition
(E) Dopam ine an tagon ism

32. A 26-year-old m an  presen ts to the 
em ergency departm en t with  elevated blood 
pressure, sweating, headache, and vom iting. 
His com panion  tells the physician  that the 
patien t becam e ill at a party where he ate 
p izza and drank alcoholic punch. The drug 
that th is patien t is m ost likely to be taking is
(A)  luoxetine
(B) lith ium
(C) nortrip tyline
(D) tranylcyprom ine
(E) haloperidol
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Answers and Explanations

Typical Board Question
The answer is E. Com binations o  lith ium  and h igh  doses o  nonsteroidal an ti-in  lam m atory 
agen ts such as ibupro en  can  lead to increased serum  lith ium  levels, particularly in  elderly 
patien ts such as th is 74-year-old m an . Sym ptom s o  lith ium  toxicity include trem ulousness, 
nausea, th irstiness, drowsiness, and m uscle weakness. Lith ium  levels also m ay be increased 
with  the use o  diuretics or ACE inhibitors but are not speci ically increased by the use o  p ro-
pranolol, in sulin , m et orm in , or am oxicillin .

1. The answer is C. 2. The answer is D. The sym ptom  that th is patien t describes is akathisia, 
a subjective, uncom  ortable  eeling o  m otor restlessness related to use o  som e 
an tipsychotics. Restless legs syndrom e also involves uncom  ortable sensations in  the legs, 
but it is a sleep  disorder (see Chapter 10), which causes di  iculty  alling and staying asleep. 
Other an tipsychotic side e  ects include neuroleptic m alignan t syndrom e (high  ever, 
sweating, increased pulse and blood pressure, and m uscular rigidity), pseudoparkinson ism  
(m uscle rigidity, shu  ling gait, resting trem or, and m ask-like  acial expression ), and tardive 
dyskinesia (involun tary m ovem ents including chewing and lip-sm acking). High-potency 
an tipsychotics, such  as haloperidol, are m ore likely to cause these neurologic side e  ects 
than  low-potency agen ts, such as thioridazine, or atypical agen ts, such as risperidone, 
olanzapine, and clozapine.

3. The answer is D. 4. The answer is A. These involun tary chewing and lip -sm acking 
m ovem ents indicate that the patien t has developed tardive dyskinesia, a serious and 
rarely reversible side e  ect o  treatm en t with  an tipsychotic m edication  (see also answer to 
Question  1). Tardive dyskinesia usually occurs a ter at least 6 m onths o  starting a h igh-
potency an tipsychotic and is best treated by changing to a low-potency or atyp ical agen t; 
stopping the an tipsychotic m edication  will exacerbate the sym ptom s.

5. The answer is B. 6. The answer is E. High body tem perature and blood pressure and 
m uscular rigidity indicate that the patien t has developed an  an tipsychotic m edication  
side e  ect known as neurolep tic m alignan t syndrom e (see also answer to Question  1). 
Neurolep tic m alignan t syndrom e is seen  m ost com m only with  h igh-potency an tipsychotic 
treatm en t and is best relieved by stopping the an tipsychotic m edication , p roviding m edical 
support, and adm in istering dan trolene, a m uscle relaxan t. A ter recovering  rom  th is li e-
threaten ing condition , the patien t can  be switched to an  atypical agen t since they are less 
likely than  h igh-potency agen ts such as haloperidol to cause th is dangerous side e  ect.

7. The answer is D. Com binations o  tram adol (Ultram ) a serotonergic analgesic with SSRIs such  
as  luoxetine can  lead to the sym ptom s this patient shows, that is, the serotonin  syndrom e. 
Opioids such as oxycodone and hydrocodone and m ood stabilizers such as gabapentin  or 
ibupro en  are un likely to produce this syndrom e when com bined with an  SSRI.

8. The answer is D. The m ost e  ective pharm acological treatm en t  or th is patien t who has 
obsessive–com pulsive disorder is an  an tidepressan t, particu larly a selective seroton in  
reuptake inhibitor (see Chapter 13). Antipsychotics, an tianxiety agen ts, and lith ium  are not 
as appropriate as an  an tidepressan t  or th is patien t.

9. The answer is C. The doctor decides to give th is patien t  luoxetine because, when  
com pared to a heterocyclic an tidepressan t, SSRIs such as  luoxetine have  ewer side e  ects. 
Heterocyclics and SSRIs have equal e  icacy, equivalen t speed o  action , and equivalen t 
length  o  action . Neither SSRIs nor heterocyclics are likely to lead to addiction .

184
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10. The answer is D. The best choice o  an tianxiety agen t  or a 40-year-old patien t 
with  generalized anxiety disorder and a h istory o  BZ addiction  is buspirone, a 
nonbenzodiazepine with  very low addiction  poten tial. Benzodiazepines such as 
 lurazepam , clonazepam , and chlordiazepoxide have h igher addiction  poten tial than  
buspirone. Bupropion  is an  an tidepressan t, which  is also used  or sm oking cessation . 
Zolp idem  is a nonbenzodiazepine sleep  agen t.

11. The answer is A. Zalep lon , a nonbenzodiazepine sleep  agen t, is the best choice to aid 
sleep  on  an  overn ight  ligh t. Benzodiazepines have h igher addiction  poten tial than  agen ts 
such  as zalep lon . Buspirone has little addiction  poten tial bu t does not cause sedation  
and, in  any case, takes weeks to work. Bupropion  is an  an tidepressan t agen t and is 
nonsedating.

12. The answer is E. Because it is long acting and has relatively low addiction  poten tial  or a 
BZ, chlordiazepoxide is the an tianxiety agen t m ost com m only used to treat the anxiety and 
agitation  associated with  the in itial stages o  alcohol withdrawal.

13. The answer is A. O  the listed agen ts, BZs such as diazepam  are m ost likely to cause 
addiction . Antipsychotics such as haloperidol, an tidepressan ts such as  luoxetine, m ood 
stabilizers such  as lith ium , and nonbenzodiazepines such  as buspirone (see also answer to 
Question  10) have little or no addiction  poten tial.

14. The answer is B. The m ost appropriate next step  is to recom m end a course o  
electroconvulsive therapy (ECT)  or th is elderly, severely depressed patien t. ECT is a 
sa e,  ast, e  ective treatm en t  or m ajor depression . Diazepam , lith ium , buspirone, and 
psychotherapy will not be e  ective as ECT in  relieving th is patien t’s su icidal depression  
quickly.

15. The answer is E. The an tipsychotic agen t that th is patien t is m ost likely to be taking 
is clozapine. Like other atyp ical agen ts, clozapine is m ore e  ective against negative 
sym ptom s (e.g., withdrawal) than  traditional agen ts such as haloperidol. However, 
clozapine is also is m ore likely to cause seizures and agranulocytosis than  traditional 
agen ts or other atypicals, such as risperidone and olanzapine.

16. The answer is E. 17. The answer is A. This patien t’s good em ploym ent and relationsh ip  
h istory suggest that h is psychotic sym ptom s are an  acute m an i estation  o  a m an ic 
episode. While the m ost e  ective im m ediate treatm en t  or th is patien t is a  ast-acting, 
h igh-potency an tipsychotic agen t, such  as haloperidol, to con trol h is hallucinations and 
delusions, lith ium , which takes 2–3 weeks to work, would be m ore e  ective  or long-term  
m ain tenance. Fluoxetine, am itrip tyline, and buspirone are less appropriate prim ary 
treatm ents  or th is bipolar patien t.

18. The answer is F. In  con trast to m ost an tidepressan t agen ts, which are associated with  
weight gain ,  luoxetine (Prozac) is associated with  som e weight loss. Thus, it is the m ost 
appropriate an tidepressan t agen t  or a patien t who is  ear u l o  gain ing weight.

19. The answer is C. Trazodone is the agen t m ost likely to cause priap ism  in  th is patien t.

20. The answer is E. Am oxapine has an tidopam inergic action  and, thus, is the agen t m ost 
likely to cause gynecom astia as well as parkinson ian  sym ptom s in  th is patien t.

21. The answer is A. SNRIs m ay work m ore qu ickly (e.g., in  2-3 weeks) than  other 
an tidepressan ts an d, as such , ven la axin e is a good  choice  or rap id  relie  o  depressive 
sym ptom s in  th is youn g wom an .

22. The answer is C. Trazadone not on ly can  cause priapism  (see also answer to Question  19)  
but also is h igh ly sedating. It is thus o ten  used in  patien ts who have depression  with  
insom nia.

23. The answer is C. Prolactin  is the horm one responsible  or galactorrhea,  lu id discharge 
 rom  the n ipples. Galactorrhea is m ore com m on  with  the use o  low-potency an tipsychotic 
agen ts.
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24. The answer is B. This patien t is showing evidence o  pseudoparkinson ism , a neurologic 
side e  ect caused by excessive blockade o  postsynaptic dopam ine receptors during 
treatm en t with  h igh-potency an tipsychotics, such as haloperidol. Because dopam ine 
norm ally suppresses acetylcholine activity, giving the patien t an  an ticholinergic agen t 
(e.g., benztropine) will serve to increase dopam inergic activity and relieve the patien t’s 
sym ptom s. Antianxiety agen ts such as benzodiazepines can  be used as adjuncts 
to an ticholinergics, but an tidepressan ts and lith ium  are not e  ective  or reversing 
parkinson ian  sym ptom s caused by an tipsychotics.

25. The answer is E. TCAs such as im ipram ine cause sinus tachycardia,  lat T waves, prolonged 
QT in terval, and depressed ST segm ents. Bupropion ,  luoxetine, lorazepam , and valproic 
acid are less likely to cause these cardiovascular e  ects.

26. The answer is C. Because o  her weight gain , type 2 diabetes, and cardiovascular problem , 
the best choice o  atypical an tipsychotic agen t  or th is patien t now is arip iprazole. 
Clozapine and olanzapine carry h igh risk and ziprasidone and arip iprazole carry low risk 
 or weight gain  and diabetes. However, ziprasidone prolongs the QT in terval and so should 
be avoided in  th is patien t.

27. The answer is E. Metoclopram ide (Reglan), a gastric m otility agen t and an tiem etic, is o ten  
used to con trol nausea and vom iting in  cancer patien ts receiving chem otherapy. It has 
an tidopam inergic properties and can  cause acu te dyston ic reactions such as are occurring 
in  th is patien t. Managem en t includes stopping the m etoclopram ide and providing an  
an ticholinergic agen t, such as benztropine, or an  an tih istam ine, such as diphenhydram ine, 
both  o  which are usually given  in  in tram uscular  orm   or im m ediate e  ect. Aspirin , 
digoxin , erythrom ycin , and  luoxetine are un likely to cause dyston ic reactions.

28. The answer is B. This patien t who is slowed down and has a  ine resting trem or o  
h is upper extrem ities and sti  ness is showing evidence o  an tipsychotic-induced 
parkinson ism , o ten  a side e  ect o  h igh doses o  h igh-potency an tipsychotics such 
as haloperidol. Ben ign  essen tial trem or and Parkinson’s disease are not related to 
an tipsychotic m edication . Although they can  both  be side e  ects o  haloperidol treatm en t, 
neurolep tic m alignan t syndrom e and tardive dyskinesia are characterized by h igh   ever 
and abnorm al tongue and  acial m ovem ents, respectively.

29. The answer is B. 30. The answer is D. The m ost appropriate response  or the physician  
is to tell the patien t that the risk  or depression is greater a ter than be ore delivery and 
that depression during pregnancy can o ten  be sa ely treated. Most an tidepressants are in  
pregnancy category C but two, bupropion  and m aprotiline, are in  category B. Discussing 
di  eren tial suicide rates is not a help ul in tervention . In  any case, the suicide rate is lower 
 or wom en who are pregnant than   or those who are not pregnant. While ECT is quite sa e in  
pregnancy, psychopharm acology is less invasive and usually pre erred. I  the doctor decides 
to prescribe an  SSRI  or this patien t during pregnancy, paroxetine (A category D agent) 
should be avoided.

31. The answer is D. The drug o  choice in  the treatm en t o  bulim ia is an  SSRI such as 
 luoxetine. The action  o  SSRIs is seroton in  reuptake inhibition .

32. The answer is D. This patien t who becam e ill at a p izza party is m ost likely to be taking 
tranylcyprom ine, a m onoam ine oxidase inhibitor (MAOI). These agen ts can  cause a 
hypertensive crisis i  certain   oods (e.g., aged cheese, sm oked m eats, beer, and wine) are 
ingested. A patien t who eats in  an  un  am iliar p lace (e.g., a party) m ay unwittingly ingest 
 orbidden   oods. This patien t ate p izza that probably con tained aged Parm esan  cheese 
and drank punch that p robably con tained red wine. This resulted in  a hypertensive crisis 
(e.g., elevated blood pressure, sweating, headache, and vom iting). Fluoxetine, lith ium , 
nortrip tyline, and haloperidol do not in teract negatively with   ood.
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17 Psychological Therapies

I. PSYCHOANALYSIS AND RELATED THERAPIES

A.  Overview
1. Psychoanalysis and related therapies (e.g., psychoanalytically oriented psychotherapy, brie  

dynam ic psychotherapy) are psychotherapeutic treatm ents based on Freud’s concepts o  the 
unconscious mind, defense mechanisms, and transference reactions (see Chapter 6).

2. The cen tral strategy o  these therap ies is to uncover experiences that are repressed in the 
unconscious mind and in tegrate them  in to the person’s conscious m ind and personality.

B.  Techniques used to recover repressed experiences include:
1. Free association

a. In  classic psychoanalysis, the person  lies on a couch in  a reclined position   acing away 
 rom  the therapist and says whatever com es to m ind ( ree association).

b. In  therapies related to classic psychoanalysis, the person  sits in  a chair and talks while 
 acing the therap ist.

2. Interpretation of dreams is used to exam ine unconscious con  licts and im pulses.
3. Analysis of transference reactions (i.e., the person’s unconscious responses to the therap ist) 

is used to exam ine im portan t past relationsh ips (see Chapter 6).

C.  People who are appropriate  or using psychoanalysis and related therap ies should have the 
 ollowing characteristics:
1. Are younger than  40 years o  age.
2. Are in telligen t and not psychotic.

Typical Board Question
Each tim e she com bs her hair, a 20-year-old wom an  with  Level 3 autism  spectrum  disorder 
receives a coupon  that can  be exchanged  or dessert in  the ca eteria. Her groom ing behavior 
subsequen tly im proves. Which o  the  ollowing psychological m anagem ent techn iques does 
th is exam ple illustrate?

(A) Im plosion
(B) Bio eedback
(C) Aversive condition ing
(D) Token  econom y
(E) Flooding
(F) System atic desensitization
(G) Cognitive/ behavioral therapy

(See “Answers and Explanations” at the end of the chapter.)

c h a p t e r
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3. Have good relationships with  others (e.g., no evidence o  an tisocial or borderline person-
ality disorder).

4. Have a stable li e situation  (e.g., not be in  the m idst o  divorce).
5. Have the tim e and m oney to spend on  treatm en t.

D.  In  psychoanalysis, people receive treatm en t four to five times weekly for 3–4 years; related 
therapies are brie er and m ore direct (e.g., brie  dynam ic psychotherapy is lim ited to 
12–40 weekly sessions).

II. BEHAVIORAL THERAPIES

A.  Behavioral therapies are based on  learning theory (see Chapter 7), that is, sym ptom s are relieved 
by unlearning m aladaptive behavior patterns and altering negative thinking patterns.

B.  In  con trast to psychoanalysis and related therapies, the person’s h istory and  unconscious 
conflicts are irrelevant and thus are not exam ined in  behavioral therap ies.

C.  Characteristics o  speci ic behavioral therapies (e.g., system atic desensitization , aversive 
condition ing,  looding and im plosion , token  econom y, bio eedback, and cogn itive/ behav-
ioral therapy) can  be  ound in  Table 17.1.

 t a b l e   17.1   Behavioral Therapies: Uses and Strategies

Most Common Use Strategy

Systematic Desensitization
Management of phobias (irrational 

fears; see Chapter 13)
In the past, through the process of classical conditioning (see Chapter 7), the 

person associated an innocuous object with a fear-provoking stimulus until the 
innocuous object became frightening

In the present, increasing doses of the fear-provoking stimulus are paired with a 
relaxing stimulus to induce a relaxation response

Because one cannot simultaneously be fearful and relaxed (reciprocal inhibition), the 
person shows less anxiety when exposed to the fear-provoking stimulus in the future

Aversive Conditioning
Management of paraphilias  

(e.g., pedophilia) or addictions  
(e.g., smoking)

Classical conditioning is used to pair a maladaptive but pleasurable stimulus with an 
aversive or painful stimulus (e.g., a shock) so that the two become associated.

The person ultimately stops engaging in the maladaptive behavior because it 
automatically provokes an unpleasant response

Flooding and Implosion
Management of phobias The person is exposed to an actual (flooding) or imagined (implosion) overwhelming 

dose of the feared stimulus.
Through the process of habituation (see Chapter 7), the person becomes 

accustomed to the stimulus and is no longer afraid
Token Economy
To increase positive behavior in a person 

who is disorganized (e.g., psychotic) 
or has severe autism spectrum 
disorder or intellectual disability

Through the process of operant conditioning (see Chapter 7), desirable behavior 
(e.g., shaving, hair combing) is reinforced by a reward or positive reinforcement 
(e.g., the token)

The person increases the desirable behavior to gain the reward
Biofeedback
To manage hypertension, Raynaud’s 

disease, migraine and tension 
headaches, chronic pain, fecal 
incontinence, and temporomandibular 
joint pain

Through the process of operant conditioning, the person is given ongoing 
physiologic information (e.g., blood pressure measurement), which acts as 
reinforcement (e.g., when blood pressure drops)

The person uses this information along with relaxation techniques to mentally control 
visceral changes (e.g., heart rate, blood pressure, smooth muscle tone)

Cognitive/Behavioral Therapy (CBT)

To manage mild to moderate depression, 
somatic symptom disorders, eating 
disorders

Weekly, for 15–25 wk, the person is helped to identify distorted, negative thoughts 
about him- or herself

The person replaces these negative thoughts with positive, self-assuring thoughts, 
and symptoms improve

Dialectal behavioral therapy is a form of CBT which is particularly useful for 
borderline personality disorder
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 t a b l e   17.2    Uses of Group, Family, Marital/Couples, Supportive, Interpersonal, and Stress 
Management Therapies

Type of Therapy Targeted Population

Group therapy People with a common problem (e.g., rape victims)
People with personality disorders or other interpersonal problems
People who have trouble interacting with therapists as authority figures in individual therapy

Family therapy Children with behavioral problems
Families in conflict
People with eating or substance use disorders

Marital/couples therapy Domestic partners with communication or psychosexual problems
Domestic partners with differences in values

Supportive therapy People who are experiencing a life crisis
People with mental illnesses who are dealing with ordinary life situations

Interpersonal therapy People with emotional difficulties owing to problems with interpersonal skills

Stress management People with anxiety disorders or stress-related somatic symptoms

III. OTHER THERAPIES

Other therapies include group,  am ily, m arital/ couples, supportive and in terpersonal therapy, as 
well as stress m anagem ent techniques. Speci ic uses o  these therapies can  be  ound in  Table 17.2.

A.  Group therapy
1. Groups with therapists

a. Groups o  up  to about eight people with  a com m on problem  or negative li e experi-
ence usually m eet weekly  or 1–2 hours; sharing the therapist reduces cost.

b. Mem bers o  the group provide the opportun ity to express  eelings as well as feedback, 
support, and friendship to each other.

c. The therapist has little input. He or she  acilitates and observes the m em bers’ in terper-
sonal in teractions.

2. Leaderless groups
a. In  a leaderless group, no one person is in authority.
b. Mem bers o  the group provide each other with  support and practical help  or a shared 

problem  (e.g., alcoholism , loss o  a loved one, a speci ic illness).
c. Twelve-step  groups like Narcotics Anonymous (NA) and Overeaters Anonymous (OA) are 

based on  the Alcoholics Anonymous (AA) leaderless group m odel (see Chapter 9).

B.  Family therapy
1. Family systems theory

a. Fam ily therapy is based on  the  am ily system s idea that psychopathology in  one  am ily 
m em ber (i.e., the iden ti ied patien t) re lects dysfunction of the entire family system.

b. Because all m em bers o  the  am ily cause behavioral changes in  other m em bers, 
the family (not the identified patient) is really the patient.

c. Strategies o   am ily therapy include iden ti ying dyads (i.e., subsystem s between  two 
 am ily m em bers), triangles (i.e., dys unctional alliances between  two  am ily m em bers 
against a th ird m em ber), and boundaries (i.e., barriers between  subsystem s) that m ay 
be too rigid or too perm eable.

2. Specific techniques are used in   am ily therapy.
a. Mutual accommodation is encouraged. This is a process in  which  am ily m em bers work 

toward m eeting each other’s needs.
b. Normalizing boundaries between  subsystem s and reducing the likelihood o  triangles is 

encouraged.
c. Redefining “blame” (i.e., encouraging  am ily m em bers to reconsider their own respon-

sibility  or p roblem s) is another im portan t techn ique.
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C.  Supportive and interpersonal therapy
1. Supportive therapy is aim ed not at in sight in to problem s, bu t rather at help ing people  eel 

protected and supported during li e crises (e.g., serious illness o  a loved one). For people 
with  chronic mental illnesses, supportive therapy m ay be used over m any years along with  
m edication .

2. Based on  the idea that psychiatric p roblem s such  as anxiety and depression  are based 
on  di  iculties in  dealing with  others, in terpersonal therapy aim s to develop  interpersonal 
skills in  12–16 weekly sessions.
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Review Test

Directions: Each o  the num bered item s or incom plete statem en ts in  th is section  is  ollowed by 
answers or by com pletions o  the statem ent. Select the one lettered answer or com pletion  that 
is best in  each case.

1. A 30-year-old m an  who is a raid to ride 
in  an  elevator is put in to a relaxed state 
and then  shown a f lm  o  people en tering 
elevators in  a h igh-rise building. This m ethod 
o  m anagem ent is based prim arily on
(A) reciprocal inh ibition
(B) classical condition ing
(C) aversive condition ing
(D) operan t condition ing
(E) stim ulus generalization

2. A 28-year-old wom an  join s 10 other 
wom en  who have been  abused by their 
husbands. The wom en  m eet weekly and 
are led by a psychotherapist who is trained 
in  dom estic violence issues. This type o  
therapy is best described as
(A) group therapy
(B) leaderless group  therapy
(C) brie  dynam ic psychotherapy
(D)  am ily therapy
(E) supportive therapy

3. A 9-year-old boy who is angry and 
resen t u l toward adults (oppositional def an t 
disorder; see Chapter 15) m eets with  a 
therapist  or 2 hours each week, along with  
h is paren ts and his sister. A ter 6 m onths, the 
boy’s oppositional behavior toward adults 
has im proved. This type o  therapy is best 
described as
(A) group therapy
(B) leaderless group  therapy
(C) brie  dynam ic psychotherapy
(D)  am ily therapy
(E) supportive therapy

4. Ten  arthritis patien ts m eet once per week 
to talk with  each other and to in  orm  each 
other o  new devices and services to help  
disabled people with  everyday tasks. This 
type o  therapy is best described as
(A) group therapy
(B) leaderless group  therapy
(C) brie  dynam ic psychotherapy
(D)  am ily therapy
(E) supportive therapy

5. A 50-year-old m ale hypertensive patien t is 
given  ongoing blood pressure readings as he 
uses m en tal relaxation  techn iques to try to 
lower h is blood pressure. A ter  our sessions 
using th is techn ique, h is blood pressure 
is lower. This m ethod o  blood pressure 
reduction  is based prim arily on
(A) reciprocal inh ibition
(B) classical condition ing
(C) aversive condition ing
(D) operan t condition ing
(E) stim ulus generalization

6. A 35-year-old m an  who is a raid  o  heights 
is in structed to stand in  the observation  
tower o  the Em pire State Building and look 
down  rom  the window un til he is no longer 
a raid. A ter th ree visits to the tower each  
lasting 1 hour, the m an  is no longer a raid o  
heigh ts. Which o  the  ollowing m anagem ent 
techn iques does th is exam ple illustrate?
(A) Im plosion
(B) Bio eedback
(C) Aversive condition ing
(D) Token  econom y
(E) Flooding
(F) System atic desensitization
(G) Cognitive/ behavioral therapy
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7. A m an  who is a raid  to drive is told to 
im agine driving a car  rom  the northernm ost 
border to the southernm ost border o  the 
State o  New Jersey. Even tually, he is able to 
drive without  ear. Which o  the  ollowing 
m anagem en t techn iques does th is exam ple 
illustrate?
(A) Im plosion
(B) Bio eedback
(C) Aversive condition ing
(D) Token  econom y
(E) Flooding
(F) System atic desensitization
(G) Cognitive/ behavioral therapy

8. A 30-year-old depressed m an  is told to 
replace each sel -deprecating thought with  a 
m en tal im age o  victory and praise. Over the 
next  ew m onths, h is depression  gradually 
li ts. Which o  the  ollowing m anagem ent 
techn iques does th is exam ple illustrate?
(A) Im plosion
(B) Bio eedback
(C) Aversive condition ing
(D) Token  econom y
(E) Flooding
(F) System atic desensitization
(G) Cognitive/ behavioral therapy

9. A 42-year-old m an  with  sexual in terest 
in  children  (pedophilia) is given  an  electric 
shock each tim e he is shown  a videotape 
o  children . Later, he  eels tense around 
children  and avoids them . Which o  the 
 ollowing m anagem en t techn iques does th is 
exam ple illustrate?
(A) Im plosion
(B) Bio eedback
(C) Aversive condition ing
(D) Token  econom y
(E) Flooding
(F) System atic desensitization
(G) Cognitive/ behavioral therapy

10. A 5-year-old ch ild , who at age 2 years 
was p laying with  a large dog when  a ceiling 
tile  ell on  her head, is now so a raid o  dogs 
that she re uses to go to the park because 
dogs are there. Medical exam ination  is 
unrem arkable, and the child’s m otor, social, 
and cogn itive developm en t are typical 
 or her age. To m anage the child’s  ear 
o  dogs, the physician  f rst recom m ends 
that her  ather carry a sm all toy dog very 
gradually toward her while she is listen ing 
to her  avorite CD. Which o  the  ollowing 
psychological therapies does th is exam ple 
illustrate?
(A) Im plosion
(B) Bio eedback
(C) Aversive condition ing
(D) Token  econom y
(E) Flooding
(F) System atic desensitization
(G) Cognitive/ behavioral therapy

11. The m ajor reason  that patien ts who 
could benef t  rom  psychoanalytically 
orien ted psychotherapy do not receive it is 
that they o ten
(A) do not wan t to reveal their h istories to 

strangers
(B) do not wan t to reveal their personal 

problem s to strangers
(C) believe that it is expensive and tim e 

consum ing
(D) have little in terest in  exploring their 

childhoods
(E) do not  eel com  ortable in  the 

therapeutic setting

Fadem7e_Chap17.indd   192 1/12/2016   5:28:08 PM



193

Answers and Explanations

Typical Board Question
The answer is D. The m anagem en t techn ique described here is token  econom y. In  token  econ-
om y, the desired behavior (e.g., groom ing) is rein  orced by a token  (e.g., a coupon  that can  be 
exchanged  or dessert) and the person  increases her behavior to gain  the reward (e.g., dessert). 
In  system atic desensitization , increasing doses o  a  righten ing stim ulus are paired with  a relax-
ing stim ulus to provoke a relaxation  response in  situations involving the  righten ing stim ulus. 
Flooding is a m anagem ent techn ique  or phobias in  which  a person  is exposed to an  overwhelm -
ing dose o  the  eared stim ulus or situation  un til he or she is no longer  ear u l. In  im plosion , a 
person  is exposed to an  im agined, rather than  actual, overwhelm ing dose o  a  eared stim ulus 
or situation . In  bio eedback, a person  is given  ongoing physiologic in  orm ation , which acts as 
rein  orcem en t. In  aversive condition ing, a m aladaptive but p leasurable stim ulus is paired with  
a pain  u l stim ulus so that the two becom e associated and the m aladaptive behavior disappears. 
In  cogn itive/ behavioral therapy, a person  is helped to iden ti y distorted, negative thoughts and 
to replace them  with  positive, sel -assuring thoughts.

1. The answer is B. This m ethod o  m anagem en t, system atic desensitization , is based on  
classical condition ing. The  ilm  o  people en tering elevators in  a h igh-rise building is paired 
with  relaxation . A ter con tinued pairing o  elevators and relaxation , elevators will no longer 
induce  ear. Later on  in  treatm en t, the person  will be encouraged to look in to a real elevator 
and  inally to ride in  one (and see TBQ and Question  10).

2. The answer is A. This type o  therapy is best described as group therapy, a m anagem ent 
technique in  which people with  a com m on problem  (e.g., victim s o  abuse) get together with  
a psychotherapist. In  leaderless groups, there is no therapist or other person  in  authority; 
m em bers o  the group provide each other with support and practical help  or a shared 
problem . Brie  dynam ic psychotherapy is a  orm  o  psychoanalytically orien ted therapy in  
which a person  works with a therapist to gain  insight in to the cause o  his or her problem s. In  
supportive therapy, a therapist helps a person   eel protected and supported during li e crises.

3. The answer is D. This type o  therapy, in  which a child  with  a behavior problem  and his 
 am ily m eet with  a therapist, is best described as  am ily therapy. Fam ily therapy is based on  
the idea that psychopathology in  one  am ily m em ber (e.g., a ch ild) re lects dys unction  o  
the en tire  am ily system . 

4. The answer is B. This type o  therapy, in  which patien ts with a particular illness (e.g., arthritis) 
m eet  or com m unication  and practical help, is best described as leaderless group therapy.

5. The answer is D. The technique described here (i.e., bio eedback) is based prim arily on operant 
conditioning (see Chapter 7  or a discussion o  classical conditioning, stim ulus generalization , 
and operant conditioning). Reciprocal inhibition  is the m echanism  that prevents one  rom  
 eeling two opposing em otions at the sam e tim e (e.g., relaxation and  ear) and is associated 
with system atic desensitization. In  aversive conditioning, classical conditioning is used to pair 
a m aladaptive but pleasurable stim ulus with an aversive or pain  ul stim ulus so that the two 
becom e associated and the person stops engaging in  the m aladaptive behavior.

6. The answer is E. The m anagem ent techn ique described here is  looding, a treatm en t 
techn ique  or phobias. In   looding, a person  is exposed to an  overwhelm ing dose o  the 
 eared stim ulus or situation—in  th is case, heights—until he or she is no longer a raid .

7. The answer is A. The management technique described here is implosion, a m anagement 
technique related to  looding (see also answer to Question 6) in which the person is instructed to 
imagine extensive exposure to a  eared stimulus (driving a car) until he or she is no longer a raid.
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8.  The answer is G. The m anagem en t techn ique described here is cogn itive/ behavioral 
therapy, a short-term  behavioral m anagem en t techn ique in  which the person  is instructed 
to replace each negative thought with  a positive m en tal im age.

9.  The answer is C. The m anagem ent techn ique described here is aversive condition ing, in  
which a m aladaptive but p leasurable stim ulus ( or th is m an , sexual in terest in  children ) is 
paired with  pain  u l stim ulus (e.g., a shock) so that the two becom e associated. The person  
now associates sexual in terest in  ch ildren  with  pain  and stops th is m aladaptive behavior.

10.  The answer is F. The m anagem ent techn ique described here is system atic desensitization . 
In  th is exam ple, the child  m ade an  erroneous negative association  between  dogs and pain  
when  she was in jured in  the presence o  the dog. In  system atic desensitization , increasing 
doses o  the  righten ing stim ulus (e.g., dogs) are paired with  a relaxing stim ulus (e.g., 
the  avorite CD) to provoke a relaxation  response in  situations involving the  righten ing 
stim ulus. Later in  treatm en t, th is ch ild  will rem ain  in  a relaxed state when  she is exposed to 
a living dog.

11.  The answer is C. The m ajor reason  that patien ts who could bene it  rom  psychoanalytically 
orien ted psychotherapy do not receive it is that they o ten  believe it is expensive and 
tim e consum ing. Less com m only, people do not wan t to reveal their h istories and 
personal p roblem s to strangers, are not in terested in  exploring their childhoods, or  eel 
uncom  ortable in  the therapeutic setting.
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18 The Fam ily, Culture,  
and Illness

I. OVERVIEW OF THE FAMILY

A.  Definition
1. A group of people related by blood, adoption, marriage or personal choice is a fam ily.
2. The in terpersonal relationships in  fam ilies p lay a sign ifican t role in  the health  of fam ily 

m em bers.

B. Types of families
1. The traditional nuclear family includes a m other, a father, and dependen t children  (i.e., 

under age 18) living together in  one household.
2. Other types of fam ilies include cohabiting heterosexual fam ilies and gay-paren t fam ilies 

and single-paren t fam ilies.
3. The extended family includes fam ily m em bers, such  as grandparen ts, aun ts, uncles, and 

cousins, who live outside the household.

II. DEMOGRAPHICS AND CURRENT TRENDS

A.  Marriage and children
1. In  the United States, the average age of first marriage is about 27 years for women 

and 29 years for men and has been  increasing steadily since the 1970s.
2. About 50% of adults are m arried.

Typical Board Question
The daughter of a 65-year-old Vietnam ese wom an  brings her m other in  for m anagem ent 
of a serious m edical condition . The older wom an , who lives with  her daughter, is alert and 
orien ted. The m anagem en t regim en  is quite com plex, and the older wom an  does not speak 
English . To best convey the needed in form ation  to th is patien t, the physician  should

(A) write the in structions down in  English  to be translated for the patien t later
(B) explain  the in structions to the daughter and have her m onitor the patien t’s 

treatm ent
(C) call in  a professional translator to explain  the in structions to the patien t
(D) ask the daughter to translate the in structions to the patien t
(E) refer the patien t to a doctor who speaks Vietnam ese

(See “Answers and Explanations” at the end of the chapter.)

c h a p t e r
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3. A good m arriage is an  im portan t predictor of health . Married people are mentally and 
physically healthier and have h igher self-esteem  than  unm arried people.

4. Approxim ately 60% of children live in  fam ilies with  two working parents; on ly about 20% of 
children live in  the “traditional family,” in  which the father works outside of the hom e and 
the m other is a fu ll-tim e hom em aker.

5. Raisin g ch ildren  is expen sive. The total cost of raisin g a ch ild  to age 17 in  the Un ited 
States is curren tly m ore than  $250,000. Postsecon dary education  greatly in creases th is 
figure.

B. Divorce and single-parent families
1. About 40% of marriages in the United States end in divorce. Divorce rates overall are decreas-

ing, but they are decreasing m ore am ong college-educated than  am ong high-school– 
educated people.
a. Factors associated with  divorce include young age at m arriage, short courtship, lack of 

fam ily support, p rem arital p regnancy, divorce in  the fam ily, differences in  religion  or 
socioeconom ic background, and serious illness or death  of a ch ild .

b. Physicians have a higher divorce rate than  people in  other occupations. Much of th is 
difference m ay be a result of the lifestyle and stresses associated with  a career in  
m edicine.

2. Single-parent families
a. Single-paren t fam ilies often  have lower incomes and less social support and, therefore, 

face increased chances of physical and m en tal illness.
b. While m any unm arried m others belong to low socioeconom ic groups, the fastest 

growing population  of single m others is educated professional women.
c. Most single-paren t fam ilies are headed by women.

3. Children in single-parent families
a. The percen tage of ch ildren  living in  single-paren t fam ilies varies by ethn ic group 

(Table 18.1).
b. Children  in  single-paren t fam ilies are at increased risk for failure in  school, depression , 

drug abuse, su icide, crim inal activity, and divorce.
c. Even  if the noncustodial parent does not provide financial support, children  who con-

tinue to have regular contact with  that paren t have fewer of these problem s than  those 
who have no con tact.

4. Child custody
a. After d ivorce, the types of ch ild  custody that m ay be gran ted  by the courts in clude 

join t, sp lit, an d sole custody; fathers are increasingly being granted join t or sole 
custody.

b. In sole custody, the child  lives with  one paren t while the other has visitation  rights. 
In  the past, sole custody was the m ost com m on type of custody arrangem en t after 
divorce.

c. In  joint residential custody, which  has becom e m ore popular, the ch ild  spends som e 
tim e living with  each  paren t.

d. In  split custody, each paren t has custody of at least one child.

 t a b l e   18.1    Percentage of White American African American, and Hispanic American 
Children in Different Living Arrangements in the United States in 2014

Ethnic Group Both Parents (%) Mother Only (%) Father Only (%) Neither Parent (%)

White American 77.3 15.5 4.3 3.0

African American 41.3 48.8 4.2 5.9
Hispanic American (Latino) 64.9 27.5 3.2 4.4
All children 68.7 23.6 3.9 3.8
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III. CULTURE IN THE UNITED STATES

A. Characteristics
1. There are at least 316 million people in  the United States. The population  is m ade up of 

m any minority subcultures as well as a large, white middle class, which is the m ajor cultural 
in fluence.

2. Although m any subcultures have form ed the Am erican  cu lture, the culture seem s to have 
certain  characteristics of its own .
a. Financial and personal independence are valued at all ages and especially in  the elderly. 

Twenty-eight percen t of elderly Americans (18% of m en  and 34% of wom en) spend 
their last years living alone. About 68% of the elderly live with  spouses or other fam ily 
m em bers; on ly about 5% of those 65+ and 15% of those 85+ live in  nursing homes.

b. Em phasis is p laced on  personal hygiene and clean liness.
c. The nuclear family with  few children  is valued.

B. Culture and illness
1. While ethn ic groups are not hom ogeneous (i.e., their m em bers have differen t back-

grounds and differen t reasons for em igrating), groups often  have characteristic ways of 
dealing with  illness.

2. Although the m ajor psychiatric disorders such  as schizophren ia and depression  are seen  
to about the sam e exten t in  all cultures, the type of behavior considered abnormal may 
 differ considerably by culture.

3. While differences in  presentation of symptoms m ay be the result of the individual characteris-
tics of a patient, they may also be related to the characteristics of the particular ethnic group.

4. A patien t’s belief system has m uch to do with  adherence and response to m anagem ent. 
Physicians m ust have respect for and work in  the con text of such beliefs in  order to help  
patien ts. For exam ple:
a. In  certain  ethn ic groups, it is believed that illness can  be cured by eating certain  foods. 

Therefore, if not con traindicated m edically, the doctor should attem pt to m ake avail-
able the food the ill patien t believes can  help  h im  or her.

b. The idea that an  outside influence (e.g., a hex or a curse im posed by the anger of an  
acquain tance or relative) can  cause illness is seen  in  som e ethn ic groups. The doctor 
should not dism iss the patien t’s belief, but rather should ask the patien t who can  help  
to rem ove the curse and involve that person  in  the m anagem ent p lan .

c. People m ay seek health  care from  folk or religious healers (e.g., cham anes, curande-
ros, and espiritistas am ong Latinos). Managem ent provided by these healers includes 
herbal medicines and specific changes in  diet. The physician  should not disparage the 
use of folk m edicine but rather include it, if possible, in  the m anagem en t p lan .

d. A belief in  communication with spirits of the dead is seen  in  som e cultures (e.g., Latino). 
Because they are shared by m em bers of a cultural group, such beliefs are not delu-
sional (see Chapter 11).

C. Acculturative stress
1. The concept of acculturative stress is used as an  alternative to the term  “culture shock.” It 

is an  emotional response, involving psychiatric symptoms as well as increased susceptibility 
to disease, which is related to geographic relocation  and the need to adapt to un fam iliar 
social and cultural surroundings. Acculturative stress is reduced when  groups of im m i-
gran ts of a particular culture live in  the sam e geographic area.

2. Young immigrant men appear to be at higher risk for acculturative stress, including sym p-
tom s such as paranoia and depression , than  other sex and age groups. This is true in  part 
because:
a. Young m en  lose the most status on  leaving their culture of origin .
b. Unlike others in  the group who can  stay at hom e am ong fam iliar people, young m en  

often  m ust get out in to the new culture and earn  a living.
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D. Ethnic disparities in health care
1. Racial and ethn ic m inorities in  the Un ited States often  face obstacles in  obtain ing quality 

m en tal and physical health  care.
2. Ethn ic disparities in  health  care result in  part from :

a. Economic factor, for exam ple, the average incom e of African  Am erican  fam ilies, is on ly 
about 60% that of White Am erican  fam ilies.

b. Decreased physical access to health  care.
c. Doctor–patien t communication difficulties.
d. Overt bias and negative racial stereotypes held by som e physicians.
e. Relative scarcity of m inority physicians.

IV. AMERICAN SUBCULTURES

A. African Americans
1. African  Am ericans m ake up about 13.2% of the total population  in  the United States.
2. Com pared to White Am ericans, African Americans have:

a. Shorter life expectancies (see Figure 3.1).
b. Higher rates of hypertension , heart disease, stroke, in fan t m ortality (see also Table 1.1), 

obesity, asthm a, tubercu losis, d iabetes, prostate cancer, and AIDS.
c. Higher death rates from  heart disease and from  m ost form s of cancer.

3. Religion and strong extended family networks play a m ajor role in  social and personal sup-
port am ong m any African  Am ericans. This m ay in  part explain  why the overall suicide rate 
is lower am ong African  Am ericans than  am ong White Am ericans.

4. While the overall su icide rate is lower, su icide in  African  Am erican  teenagers, once uncom -
m on, has increased in  the last 20 years. It is now the th ird leading cause of death  in  th is 
group, with  hom icide the leading cause and acciden ts second. In  White Am erican  teenag-
ers, acciden ts are the leading cause of death , with  suicide second, and hom icide th ird.

B. Hispanic/Latino Americans
1. Overview

a. With  about 17.1% of the population , Hispan ic Am ericans (m ain ly including people 
from  Span ish-speaking regions of Latin  Am erica, i.e., Latinos) are now the largest 
minority group in  the Un ited States.

b. As a group, Latinos p lace great value on  the nuclear fam ily and on  nuclear families with 
many children.

c. Respect for the elderly is im portan t. Younger people are expected to care for elderly 
fam ily m em bers, to protect elderly relatives from negative medical diagnoses, and, often , 
to m ake m edical decisions concern ing the care of elderly relatives.

d. Am ong som e Latinos, “hot” and “cold” influences are believed to relate to illness.
e. Latino wom en  are less likely to get m am m ogram s and m ore likely to have cervical can-

cer than  are White Am erican  or African  Am erican  wom en .
2. Two-thirds of all Latinos, especially those in  the Southwest, are of Mexican origin .
3. The second largest group (9.4%) of Latinos is of Puerto Rican origin . Most live in  the 

Northeastern  states.
4. More than  3.7% of Latinos are of Cuban origin  and live prim arily in  the Southeast, espe-

cially in  Florida.
5. Although the explanation  is elusive, as a group, Latinos have longer life expectancies than  

African  Am ericans or White Am ericans (see Figure 3.1).

C. Asian Americans
1. About 5.3% of the US population  is Asian  Am erican . The largest groups are Chinese, 

Filipino, and Asian Indian.
2. Other Asian  Am erican  groups include the Vietnamese, Korean, and Japanese.
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3. Although m any groups are assimilated, ethn ic differences m ay still resu lt in  differen t 
responses to illness am ong Asian  Am erican  groups.

4. Characteristics of these cultures include the following:
a. As in  Latino cu ltures, adult Asian  Am erican  ch ildren  show strong respect for and are 

expected to care for their elderly parents, protect elderly relatives from  negative m edical 
diagnoses, and m ake m edical decisions about elderly relatives’ care.

b. Patien ts m ay express em otional pain  as physical illness.
c. In  som e Asian  Am erican  groups, the abdominal–thoracic area, rather than  the brain , is 

often  thought to be the spiritual core of the person . Thus, the concept of brain  death  
and resulting organ  transp lan t are generally not well accepted.

d. Folk remedies include coining (a coin  is rubbed on  the affected area pressing a m edi-
cated oil in to the skin ); in juries occurring as a result of use of such rem edies m ay be 
m istaken  by m edical personnel for abuse (see Chapter 20).

e. Certain  disorders, for exam ple, gastric cancer, are m ore com m on  in  Asians living in  
their native coun tries than  in  Asians living in  the United States. For exam ple, rates of 
gastric cancer are four tim es h igher in  Japanese people living in  Japan  than  in  Japanese 
Am ericans living in  Los Angeles. Culture-related dietary factors (e.g., m ore n itrate-rich  
foods in  Japan) m ay help  explain  th is difference.

D. Native Americans: American Indians and Eskimos
1. Making up between  1% and 2% of the population , Native Am ericans (including those with  

m ixed heritage) are covered by a program  of m edical care under the direction  of the Indian 
Health Service of the federal governm ent.

2. The distinction  between  m en tal and physical illness m ay be blurred; engaging in  forbid-
den  behavior and witchcraft are thought to result in  illness.

3. In  general, Native Am ericans have low incom es and high rates of alcoholism and suicide, 
particularly am ong teenagers.

E. Americans of Middle Eastern/North African descent
1. People of Middle Eastern  or North  African  origin  (about 0.4% of the population), who 

speak dialects of the Arabic language (e.g., Lebanon , Egypt, Syria, Palestine, Morocco, Iraq, 
Jordan , and Yem en), are often  referred to as Arabs. Other Middle Eastern  groups include 
people from  Saudi Arabia, Kuwait, Bahrain , Om an , Qatar, Iran , Afghan istan , and Pakistan .

2. Som e Middle Eastern  people are Christian  (e.g., Coptic Christian ) or Jewish; m ost follow 
the Muslim religion .

3. People who follow the Muslim  religion  value female modesty. Fem ale patien ts m ay wish  
to rem ain  as covered as possible in  the exam in ing room  (e.g., head and face covered by a 
scarf). They often  prefer to have a fem ale physician  or, if exam ined by a m ale physician , 
m ay wish  to have their husband or m other presen t. Physicians should m ake every effort 
to honor such wishes.

F. Non-Hispanic White Americans (62.6% of the US population)
1. Anglo-Americans are those originating in  English-speaking European  coun tries, m ostly 

from  Ireland.
2. Anglo-Am ericans in  general are less em otional, m ore stoic, and less vocal about pain  and 

illness than  m em bers of groups of Mediterranean origin (e.g., Jewish , Greek, and Italian  
people).

3. Therefore, Anglo-Am ericans m ay becom e very ill before seeking treatm en t, while people 
of Mediterranean  origin  m ay be considered com plainers and ignored when  they are, in  
fact, quite ill.
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Review Test

Directions: Each of the num bered item s or incom plete statem en ts in  th is section  is followed by 
answers or by com pletions of the statem ent. Select the one lettered answer or com pletion  that 
is best in  each case.

1. A 24-year-old m arried Muslim  wom an , 
who is experiencing severe pelvic pain , 
is brought to the em ergency room  by her 
husband. When  instructed to disrobe and 
put on  a hosp ital gown , she refuses un less 
she can  be assured that she will be seen  by 
a fem ale physician . The m ost appropriate 
statem en t the m ale em ergency room  
physician  can  m ake at th is tim e is
(A) “I will try to locate a fem ale physician  but 

if I cannot do so, I m ust exam ine you.”
(B) “I am  a board-certified physician  and 

am  as qualified as a fem ale doctor to 
exam ine and treat you.”

(C) “I will try to locate a fem ale physician ; 
if I cannot do so, how can  I help  you 
be m ore com fortable with  m e as your 
doctor?”

(D) “I cannot help  you if you will not 
cooperate.”

(E) “Severe pelvic pain  is som etim es life 
th reaten ing. I m ust exam ine you 
im m ediately.”

Questions 2–4

An elem en tary school in  Texas includes chil-
dren  from  m any cu ltures. In  fact, the prin -
cipal has discovered that the population  of 
the school directly m irrors that of the US 
population .

2. If the school’s principal is trying to 
estim ate how m any of the school’s studen ts 
live in  a “traditional” fam ily situation , her 
best guess is
(A) <10%
(B) 15%–25%
(C) 45%–50%
(D) 55%–65%
(E) 75%–85%

3. Sim ilarly, the principal’s best guess about 
the percen tage of African  Am erican  studen ts 
who live with  just their m others is
(A) <10%
(B) 15%–25%
(C) 45%–50%
(D) 50%–60%
(E) 75%–85%

4. The principal’s best guess about the 
percen tage of studen ts who are Native 
Am erican  is
(A) <10%
(B) 15%–25%
(C) 45%–50%
(D) 55%–65%
(E) 75%–85%

5. A large extended fam ily im m igrates to the 
United States. The person  in  the fam ily who 
is at h ighest risk for psychiatric sym ptom s 
after the m ove is the
(A) 84-year-old great-grandfather
(B) 28-year-old uncle
(C) 36-year-old aun t
(D) 10-year-old sister
(E) 55-year-old grandm other

6. A 12-year-old child is told to write a 
report about h is “nuclear fam ily.” To do 
th is task correctly, the report m ust con tain  
in form ation  on  his
(A) 84-year-old great-grandfather
(B) 28-year-old uncle
(C) 36-year-old aun t
(D) 10-year-old sister
(E) 55-year-old grandm other
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Questions 7 and 8

In  the United States, independence is valued 
at all ages. However, m any elderly people 
require care by others when  they becom e 
incapacitated. Nursing hom e care is one 
op tion  for such care.

7. What percen tage of elderly Am ericans 
spend their last years living in  a nursing 
hom e?
(A) <10%
(B) 15%–25%
(C) 45%–50%
(D) 55%–65%
(E) 75%–85%

8. Which of these patien ts is m ost likely to 
spend the last years of her life in  a nursing 
hom e?
(A) An  80-year-old Anglo-Am erican  wom an
(B) An  80-year-old Puerto Rican  Am erican  

wom an
(C) An  80-year-old Japanese Am erican  

wom an
(D) An  80-year-old Mexican  Am erican  

wom an
(E) An  80-year-old Vietnam ese Am erican  

wom an

9. A physician  has two 56-year-old m ale 
patien ts. One of them  is African  Am erican  
and one is White Am erican . Statistically, 
the African  Am erican  patien t has a lower 
likelihood of
(A) stroke
(B) asthm a
(C) hypertension
(D) suicide
(E) prostate cancer

10. Which of the following living situations 
is likely to be least com m on in  the United 
States?
(A) A 34-year-old m edical residen t living 

with  h is paren ts
(B) A 46-year-old divorced wom an  living 

with  her 10-year-old son
(C) A 46-year-old single m an  living alone
(D) A 46-year-old m an  living with  h is wife 

and ch ildren
(E) An  85-year-old wom an  living with  

relatives

11. A 26-year-old wom an and a 29-year-old 
m an get married after a 2-year engagem ent. 
They are both Episcopalian and are both from  
m iddle-class fam ilies. Both sets of their parents 
are divorced. Which of the following factors 
puts this couple at highest risk for divorce?
(A) Their ages
(B) The length  of their engagem ent
(C) Their paren ts’ m arital h istories
(D) Their socioeconom ic backgrounds
(E) Their religious backgrounds

12. A 40-year-old Japanese wom an  born  
and living in  Tokyo has been  experiencing 
gastric bleeding and, after an  endoscopy, is 
diagnosed with  gastric cancer. Upon  hearing 
th is news, the wom an’s iden tical twin  sister, 
who has been  living in  the United States for 
20 years and works out at the gym  three tim es 
per week, has an  endoscopy. The results of 
the sister’s test are unrem arkable, and no 
evidence of gastric cancer is found. The 
m ost likely explanation  for this difference in  
disease between  the twins is that
(A) gastric cancer is unrelated to genetic 

factors
(B) environm en tal factors are likely to p lay a 

role in  the developm ent of gastric cancer
(C) testing techn iques for gastric cancer are 

better in  Japan  than  in  the United States
(D) exercise can  preven t gastric cancer
(E) a h igh  n itrate diet is p robably 

responsible for gastric cancer

13. A 40-year-old Mexican  Am erican  m an  
who has been  diagnosed with  hypertension  
tells the physician  that a healer, used by 
m any m em bers of h is com m unity, told h im  
that eating corn  every day will lower h is 
blood pressure. He explains that the healer 
told h im  hypertension  is a “hot” illness and 
corn  is a “cold” food. If eating corn  poses no 
danger to th is patien t, what is the doctor’s 
m ost appropriate next statem ent?
(A) “There is no m edical evidence that corn  

is helpful for lowering blood pressure.”
(B) “I cannot treat you  un til you stop  going 

to the healer.”
(C) “Is the healer trained in  m odern  

m edicine?”
(D) “There are m edical treatm ents for h igh 

blood pressure that you can  use along 
with  eating corn .”

(E) “Try the corn  for a m onth  and if your 
blood pressure is still h igh , I will give you 
m edication  to lower it.”
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14. A 70-year-old  Latin o wom an , wh ose 
h u sban d  d ied  4 m on th s ago, calm ly tells 
h er p h ysician  th at sh e an d  h er h u sban d 
still com m u n icate with  each  oth er. Th e 
p atien t sh ows n o eviden ce of a  th ou gh t 
d isorder, an d  h er p h ysical exam in ation  
is u n rem arkab le. Wh ich  of th e followin g 
is th e m ost ap p rop riate qu est ion  or 
sta tem en t from  th e p h ysician  a t  th is  
t im e?

(A) “Do you believe that your husband is still 
alive?”

(B) “Do other people in  the Latino 
com m unity believe that the living 
and the dead com m unicate with  each 
other?”

(C) “I would like you to take a m edication  
called risperidone for the next few 
m on ths.”

(D) “Most people do not th ink that they can  
com m unicate with  the dead.”

(E) “How do you feel when  your husband 
com m unicates with  you?”
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Answers and Explanations

Typical Board Question
The answer is C. Wh en  th e m an agem en t regim en  is com p lex an d  th e p atien t does n ot sp eak 
En glish , th e p h ysician’s best  ch oice is to  call in  a  p rofession al tran slator so th at h e can  exp lain  
th e in stru ction s d irectly to h is p atien t (in  th is case, th e elderly wom an ). Com m un icatin g 
as d irectly as p ossib le with  th e p atien t is p articu larly im p ortan t in  cu ltu res in  wh ich  adu lt 
ch ild ren  m ay p rotect an  elderly relative from  a n egative m edical d iagn osis (e.g., Asian  an d 
Hisp an ic cu ltu res). Th us, in  tran slatin g the in form ation , or m on itorin g th e treatm en t, th e 
dau gh ter m ay n ot relay th e com p lete p ictu re to  th e elderly p atien t. Writin g th e in stru ction s 
down  in  En glish  to be tran slated  la ter is n ot ap p rop ria te becau se it  is u n certa in  h ow an d 
wh en  th e tran slation  will be don e. Sin ce the doctor can  call in  a  tran slator, th ere is n o reason  
to  refer the p atien t to  an oth er doctor. In  an y case, referrals sh ou ld  be m ade on ly for m ed ical 
reason s.

 1. The answer is C. Muslim  wom en  often  prefer to have a fem ale physician , particularly for 
gynecological or obstetrical problem s. In  th is case, the physician  should try to honor the 
patien t’s wishes. If th is is not possible, the patien t should be consulted for alternative 
acceptable strategies, for exam ple, she m ay suggest having her husband or other fam ily 
m em ber (e.g., her m other) presen t when  she is exam ined by the m ale physician . Trying to 
im press the patien t with  one’s creden tials, or frighten  her in to adherence are not appropri-
ate or useful strategies (see also Chapter 21).

 2. The answer is B. 3. The answer is C. 4. The answer is A. Approxim ately 20% of Am erican  
children  live in  a “traditional” fam ily situation  (the m other stays hom e and the father 
works). Approxim ately 49% of African  Am erican  children  live with just their m other. Native 
Am ericans m ake up  between  1% and 2% of all Am ericans. 

 5. The answer is B. Young im m igran t m en , such as the 28-year-old uncle, are at h igher risk 
for psychiatric sym ptom s when  en tering a new culture than  are any other gender or age 
group. This is because they lose the m ost status on  leaving their old culture and because, 
un like other groups that can  stay at hom e am ong their fam ilies, young m en  often  m ust get 
out in to the new culture to work and m ake a living.

 6. The answer is D. The “nuclear fam ily” consists of paren ts and dependen t children  (e.g., the 
boy’s sister) living in  one household. The great-grandfather, uncle, aun t, and grandm other 
usually are part of the “extended fam ily.”

 7. The answer is A. 8. The answer is A. About 5% of elderly Am ericans spend their last years 
living in  a nursing hom e. Elderly Asian  Am erican  and Hispan ic Am erican  people are m ore 
likely than  Anglo-Am ericans to be cared for by their adult children  rather than  in  a nursing 
hom e setting.

 9. The answer is D. Statistically, a m iddle-aged African  Am erican  patien t has a lower likeli-
hood of su icide than  a White Am erican  patien t of the sam e age. However, when  com pared 
to White Am erican  patien ts, African  Am erican  patien ts have a h igher likelihood of stroke, 
asthm a, hypertension , and prostate cancer as well as heart disease, tuberculosis, d iabetes, 
and AIDS.

10. The answer is A. In  the Un ited States, it is relatively uncom m on to see a self-supporting 
adult, such as the 34-year-old m edical residen t, living with  h is paren ts. A 46-year-old m an  
living with  h is wife and children  is a com m on living situation  in  the United States; the 

Fadem7e_Chap18.indd   203 1/11/2016   3:26:51 PM



204 BRS Behavioral Science

divorce rate is h igh, but m ost people in  their 40s are m arried, not single or divorced. It is 
also relatively com m on to see an  85-year-old wom an  living with  fam ily m em bers.

11. The answer is C. Of the listed factors, their paren ts’ h istories of divorce are a risk factor for 
divorce for th is couple. Teenage m arriages, short courtship, and differences in  socioeco-
nom ic and religious backgrounds also put couples at risk for divorce.

12. The answer is B. The m ost likely explanation  for th is difference between  the twins (i.e., 
the one in  Japan  has and the one in  the United States has not been  diagnosed with  gastric 
cancer) is that environm ental factors are likely to p lay a role in  the developm ent of gastric 
cancer. If on ly genetic factors were involved, both  wom en  would be likely to have the dis-
ease. A diet h igh in  n itrates such as that eaten  in  Japan  is a risk factor for gastric cancer, but 
it is not clear that th is is the on ly environm ental factor to which the two wom en  are differ-
en tially exposed. There is no reason  to believe that testing techn iques for gastric cancer are 
differen t in  Japan  and in  the United States or that exercise can  preven t gastric cancer.

13. The answer is D. As long as the treatm en t will not harm  the patien t, the physician  should 
try to work in  con junction  with  the healer. Since in  th is case the folk rem edy is innocuous, 
the patien t can  con tinue using it along with  traditional m edical m anagem en t (e.g., an  an ti-
hypertensive agen t). The physician  should not try to separate the patien t from  h is cultural 
beliefs by refusing to treat h im  un til he stops using the folk healer, question ing the healer’s 
train ing in  m odern  m edicine, or doubting the value of the recom m ended rem edy. It could 
be dangerous to delay the patien t’s treatm en t for a m onth  to prove to h im  that eating corn  
will not help  h is condition .

14. The answer is B. This Latino patien t who reports that she com m unicates with  her dead 
husband is p robably not experiencing a delusion  (i.e., a false belief not shared by others 
[see Table 11.1]). Rather, she is m ost likely to be reporting a cultural phenom enon  based on  
the belief, in  som e Latino cultures, that the line between  the dead and the living is blurred. 
As further evidence that th is is not a delusion  the patien t shows no evidence of a thought 
disorder. Thus, she does not need to take an  an tipsychotic such  as risperidone. There is 
no evidence that she either believes her husband is alive or that she is disturbed by these 
experiences.
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19 Sexuality

Typical Board Question
A 17-year-old m ale is brought to the doctor by h is paren ts who express concern  about h is 
sexual in terests and behavior. When  in terviewed alone, the patien t notes that he had sex with  
another young m an  on  one occasion  but states that he is also attracted to wom en . He tells 
the doctor that once, at a party, he wore wom en’s cloth ing and  elt sexually aroused. The m ost 
appropriate descrip tion / diagnosis  or th is young m an  is

(A) other speci ied paraphilic disorder
(B) gender dysphoria
(C) typical behavior
(D) hom osexuality
(E) transvestic disorder

(See “Answers and Explanations” at the end of the chapter.)

c h a p t e r

I. SEXUAL DEVELOPMENT

A. Prenatal physical sexual development
1. Di  eren tiation  o  the gonads is dependen t on  the presence or absence o  the Y chromo-

some, which  con tain s the testis-determ in ing  actor gene.
2. The androgen ic secretions o  the  etal testes direct the di  eren tiation  o  male in ternal and 

external gen italia.
a. In the absence of androgens during prenatal li e, in ternal and external genitalia are 

female.
b. In  androgen insensitivity syndrome ( orm erly testicular  em in ization ), despite an  XY 

 genotype and testes that secrete androgen , a genetic de ect p reven ts the body cells  rom  
responding to androgen , resulting in  a  em ale phenotype. At puberty, the descending 
testes m ay appear as labial or inguinal m asses.

c. In  the presence o  excessive adrenal androgen  secretion  prenatally (congenital virilizing 
adrenal hyperplasia), the gen italia o  a genetic  em ale are m asculin ized and the ch ild  
m ay be visually iden ti ied in itially as m ale.

B. Prenatal psychological sexual development
1. Di  eren tial exposure to gonadal horm ones during prenatal li e also results in  gender dif-

ferences in certain brain areas (e.g., the hypothalam us, an terior com m issure, corpus cal-
losum , and thalam us).
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2. Gender identity, gender role, and sexual orientation (Table 19.1) also m ay be a  ected by 
prenatal exposure to gonadal horm ones.
a. Individuals with  gender dysphoria (transsexual or transgender individuals) have a per-

vasive psychological  eeling o  being born  in to the body o  the wrong sex desp ite a 
body  orm  typical o  their physiological sex.

b. School-age children  with  gender dysphoria pre er to dress like and have p laym ates o  
the opposite sex. Since gender identity is permanent, the m ost e  ective m anagem ent o  
th is situation  is to help  paren ts accept the child  as he or she is.

c. In  adulthood, these individuals com m only take the horm ones o  their pre erred  gender 
and have p lastic surgery procedures in  order to better assum e that gender role; som e 
m ay also seek surgery to change their gen ital sex.

II. THE BIOLOGY OF SEXUALITY IN ADULTS

In adults, alterations in  circulating levels o  gonadal horm ones (estrogen , progesterone, and 
testosterone) can  a  ect sexual in terest and expression .

A. Hormones and behavior in women
1. Because estrogen  is on ly m in im ally involved in  libido, menopause (i.e., cessation of ovarian 

estrogen production) and aging do not reduce sex drive i  a wom an’s general health  is good 
(see Chapter 2).

2. Testosterone is secreted by the adrenal glands (as well as the ovaries and testes) through-
out adult li e and is believed to p lay an  im portan t role in  sex drive in both men and women.

B. Hormones and behavior in men
1. Testosterone levels in  m en  generally are higher than necessary to m ain tain  norm al sexual 

 unction ing; low testosterone levels are less likely than  relationship  problem s, age, alco-
hol use, or un iden ti ied illness to cause sexual dys unction .

2. Psychological and physical stress may decrease testosterone levels.
3. Medical treatm en t with  estrogens, progesterone, or antiandrogens (e.g., to treat p rostate 

cancer) can  decrease testosterone availability via hypothalam ic  eedback m echan ism s, 
resulting in  decreased sexual interest and behavior.

C. Homosexuality (i.e., gay or lesbian sexual orientation; see Table 19.1)
1. Etiology

a. The etiology o  hom osexuality is believed to be related to alterations in levels of pre-
natal sex hormones (e.g., increased androgens in   em ales and decreased androgens 
in  m ales) resulting in  anatom ic changes in  som e hypothalam ic nuclei; sex horm one 

 t a b l e   19.1   Gender Identity, Gender Role, and Sexual Orientation

Term Definition Presumed Etiology Comments

Gender identity Sense of self as being male or 
female

Differential exposure to 
prenatal sex hormones

May not agree with physiological 
sex (i.e., gender dysphoria)

Gender role Expression of one’s gender 
identity in society

Societal pressure to 
conform to sexual norms

May not agree with gender identity 
or physiological sex (e.g., choice 
of opposite gender’s clothing)

Sexual 
orientation

Persistent and unchanging 
preference for people of the 
same sex (homosexual), the 
opposite sex (heterosexual), 
or no preference (bisexual) 
for love and sexual 
expression

Differential exposure to 
prenatal sex hormones

Genetic influences

Homosexuality and bisexuality are 
considered normal variants of 
sexual expression
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 levels in  adulthood are indistinguishable  rom  those o  heterosexual people o  the 
sam e  biological sex.

b. Evidence  or involvem ent o  genetic factors includes m arkers on  the X chrom osom e 
and h igher concordance rate in  m onozygotic than  in  dizygotic twins.

c. Social factors, such  as early sexual experiences, are not associated with  the etiology o  
hom osexuality.

d. Hom osexuality is a norm al varian t o  sexual expression . Because it is not a dys unction , 
no treatment is needed. People who are uncom  ortable with  their sexual orien tation  
m ay bene it  rom  psychological in terven tion  to help  them  becom e m ore com  ortable.

2. Occurrence
a. By m ost estim ates, at least 5%–10% of the population has an  exclusively hom osexual 

sexual orien tation ; m any m ore people have had at least one sexual encoun ter leading 
to arousal with  a person  o  the sam e sex.

b. There are no significant ethnic differences in  the occurrence o  hom osexuality.
c. Many people with  gay and lesbian  sexual orien tations have experienced heterosexual 

sex and have had children .

D. The sexual response cycle
1. Masters and Johnson  devised a four-stage model  or sexual response in  both  m en  and 

wom en , including the excitement, plateau, orgasm, and resolution stages (Table 19.2).
2. Sexual dys unction  involve a di  iculty with  one or m ore aspects o  the sexual response 

cycle.

III. SEXUAL DYSFUNCTION

A. Characteristics
1. Sexual dys unction  can  result  rom  biological, psychological, or in terpersonal causes or 

 rom  a com bination  o  causes.
a. Biological causes include an  un iden ti ied general m edical condition  (e.g., diabe-

tes can  cause erectile disorder; pelvic adhesions can  cause pelvic pain ), side effects 

 t a b l e   19.2   Characteristics of the Stages of Sexual Response Cycles in Men and Women

Men Women Both Men and Women

Excitement Stage
Penile erection Clitoral erection

Labial swelling
Vaginal lubrication
Tenting effect (rising of the uterus in 

the pelvic cavity)

Increased pulse, blood pressure, and 
respiration

Nipple erection

Plateau Stage
Increased size and upward 

movement of the testes
Secretion of a few drops of 

sperm-containing fluid

Contraction of the outer third of the 
vagina, forming the orgasmic 
platform (enlargement of the upper 
third of the vagina)

Further increase in pulse, blood pressure,  
and respiration

Flushing of the chest and face (the “sex 
flush”)

Orgasm Stage
Forcible expulsion of seminal 

fluid
Contractions of the uterus and vagina Contractions of the anal sphincter

Further increase in pulse, blood pressure,  
and respiration

Resolution Stage
Refractory, or resting, period 

(length varies by age and 
physical condition) when 
restimulation is not possible

Little or no refractory period Muscle relaxation
Return of the sexual, muscular, and 

cardiovascular systems to the 
prestimulated state over 10–15 min
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of  medication (e.g., selective seroton in  reuptake inhibitors [SSRIs] can  cause delayed 
orgasm ), substance use (e.g., alcohol use can  cause erectile disorder), and hormonal or 
neurotransmitter alterations.

b. Psychological causes include current relationship problem s, stress, depression, and anxi-
ety (e.g., guilt, per orm ance pressure). In  m en with erectile disorder, the presence o  m orn-
ing erections, erections during m asturbation, or erections during rapid eye m ovem ent 
(REM) sleep suggests a psychological rather than a physical cause o  erectile disorder.

2. Dys unctions m ay always have been  presen t (lifelong), or, m ore com m only, they occur 
a ter an  in terval when   unction  has been  typ ical (acquired).

B.  Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition (DSM-5) classifications o  
sexual dys unctions
1. The sexual desire and arousal disorders are male hypoactive sexual desire disorder, female 

sexual interest/arousal disorder, and erectile disorder (disorders o  the excitem ent and p la-
teau phases).

2. The orgasm ic disorders are delayed ejaculation, premature ejaculation, and female orgas-
mic disorder.

3. Genitopelvic pain/penetration disorder is diagnosed when  the sym ptom s are not caused by 
a general m edical condition .

4. Table 19.3 shows characteristics o  the sexual dys unctions.

C. Management
1. The physician  m ust understand the patien t’s sexual p roblem  be ore proceeding with  treat-

m en t (e.g., clari y what a patien t m eans when  he says, “I have a problem  with  sex.”).
2. The physician  should not assume anything about a patien t’s sexuality (e.g., a m iddle-aged 

m arried m ale patien t m ay be having an  extram arital hom osexual relationship).
3. There is a growing tendency  or physicians to manage the sexual problems of heterosexual 

and homosexual patients rather than  to re er these patien ts to sex therap ists.
4. Managem ent o  sexual problem s m ay be behavioral, m edical, or surgical.
5. Behavioral management techniques

a. In  sensate-focus exercises (used to m anage sexual desire, arousal, and orgasm ic disor-
ders), the individual’s awareness o  touch, sight, sm ell, and sound stim uli are increased 

 t a b l e   19.3   Characteristics of the DSM-5 Sexual Dysfunctions

Disorder Characteristics

Male hypoactive sexual desire disorder Decreased interest in sexual activity
Female sexual interest/arousal disorder Inability to maintain vaginal lubrication until the sex act is completed, despite 

adequate physical stimulation
Erectile disorder (ED) Lifelong (rare): Has never had an erection sufficient for penetration

Acquired (the most common male sexual disorder): Is currently unable to maintain 
erections despite normal erections in the past

Situational (common): Has difficulty maintaining erections in some sexual 
situations but not in others

Female orgasmic disorder Lifelong: Has never had an orgasm
Acquired: Is currently unable to achieve orgasm despite adequate genital 

stimulation and normal orgasms in the past
Premature ejaculation Ejaculation before the man would like it to occur

Plateau phase of the sexual response cycle is short or absent
Is usually accompanied by anxiety
Is the second most common male sexual disorder after ED

Genitopelvic pain–penetration disorder Persistent (at least 6 mo) pain occurs in association with sexual intercourse 
without pelvic pathology

Can also be caused by pelvic pathology, e.g., pelvic inflammatory disease (PID) 
due to chlamydial infection (most common) or gonorrhea (most serious)

Is diagnosed only in women
Painful spasms occur in the outer third of the vagina, which make intercourse or 

pelvic examination difficult

Fadem7e_Chap19.indd   208 1/12/2016   5:43:36 PM



  Chapter 19  Sexuality 209

during sexual activity, and psychological p ressure to achieve an  erection  or orgasm  is 
decreased.

b. In  the “squeeze“ technique, which is used to m anage premature ejaculation, the m an  is 
taught to iden ti y the sensation  that occurs just be ore the em ission  o  sem en . At th is 
m om en t, the m an  asks h is partner to exert p ressure on  the coronal ridge o  the glans 
on  both  sides o  the pen is un til the erection  subsides, thereby delaying ejaculation .

c. Relaxation techniques, hypnosis, and systematic desensitization (see Chapter 17) are 
used to reduce anxiety associated with  sexual per orm ance.

d. Masturbation m ay be recom m ended to help  the person  learn  what stim uli are m ost 
e  ective  or achieving arousal and orgasm .

6. Medical and surgical management
a. Because they delay orgasm , SSRIs (e.g.,  luoxetine) can  be used to m anage premature 

ejaculation.
b. Systemic administration of opioid antagonists (e.g., naltrexone) and vasodilators (e.g., 

yohim bine) have been  used to m anage erectile disorder.
c. In  erectile disorder, sildenafil citrate (Viagra) and related agen ts:

(1) Act by inhibiting the enzym e (phosphodiesterase type 5 [PDE5]) that destroys 
cyclic guanosine m onophosphate (cGMP), a vasodilator secreted in  the pen is with  
sexual stim ulation . This inh ibition  leads to slowing o  the degradation  o  cGMP 
and persistence o  the erection .

(2) Have side e  ects that include blue-colored vision .
(3) Are con traindicated in  m en  who take n itrates.
(4) Include newer PDE5 inhibitors with  greater potency and selectivity than  sildena il, 

 or exam ple, vardenafil (Levitra, Nuviva) and tadalafil (Cialis).
d. Intracorporeal injection of vasodilators (e.g., papaverine, phen tolam ine) and im plan ta-

tion  o  prosthetic devices are also used to m anage erectile disorder.
e. Apomorphine hydrochloride (Uprim a) increases sexual in terest and erectile  unction  by 

increasing dopam ine availability in  the brain . It is dissolved sublingually, and its side 
e  ects include postural hypotension  and syncope ( ain ting).

IV. PARAPHILIAS AND PARAPHILIC DISORDERS

A. Definition. Paraphilias involve the pre eren tial use o  unusual objects o  sexual desire or 
engagem ent in unusual sexual activity (Table 19.4). To  it DSM-5 criteria  or a paraphilic disor-
der, the behavior m ust con tinue over a period o  at least 6 m onths and cause im pairm en t in  
occupational or social  unction ing.

 t a b l e   19.4   Paraphilic Disorders

Paraphilic Disorder The Preferential Means of Obtaining Sexual Pleasure Is By

Exhibitionistic Revealing one’s genitals to unsuspecting women so that they will be shocked
Fetishistic Contact with inanimate objects (e.g., women’s shoes, rubber sheets)
Frotteuristic Rubbing the penis against a clothed woman who is not consenting and not aware  

(e.g., on a crowded train)
Necrophilistic Engaging in sexual activity with corpses
Pedophilic Engaging in fantasies or actual behaviors with children under age 14 y, of the opposite 

or same sex; person is at least age 16 y and ≥5 y older than the child; is the most 
common paraphilia

Sexual masochism Receiving physical pain or humiliation
Sexual sadism Giving physical pain or humiliation
Transvestic Wearing women’s clothing, particularly underclothing (exclusive to heterosexual men)
Voyeuristic Secretly watching other people (often by using binoculars or cameras) undressing or 

engaging in sexual activity
Other specified, e.g., zoophilia Preferentially engaging in sexual activity with animals
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B. Occurrence and management
1. Paraphilias occur almost exclusively in men.
2. Pharmacologic management includes antiandrogens, female sex hormones, and SSRIs  or 

paraphilias that are characterized by hypersexuality.

V. ILLNESS, INJURY, AND SEXUALITY

A. Heart disease and myocardial infarction (MI)
1. Men  who have a h istory o  MI o ten  have erectile disorder. Both  m en  and wom en  who 

have a h istory o  MI m ay have decreased libido because o  the side e  ects o  cardiac m edi-
cations and the fear that sexual activity will cause another heart attack.

2. Generally, i  exercise that raises the heart rate to 110–130 bpm (e.g., exertion  equal to clim b-
ing two  lights o  stairs) can  be tolerated without severe shortness o  breath  or chest pain , 
sexual activity can  be resum ed a ter a cardiac even t such as a m yocardial in  arction .

3. Sexual positions that produce the least exertion  in  the patien t (e.g., the partner in the supe-
rior position) are the sa est a ter MI.

B. Diabetes
1. One-quarter to one-hal  o  diabetic m en  (m ore com m only older patien ts) have erectile 

disorder. Orgasm  and ejaculation  are less likely to be a  ected.
2. The m ajor causes o  erectile disorder in  m en  with  diabetes are vascular changes and dia-

betic neuropathy caused by dam age to blood vessels and nerve tissue in  the pen is as a 
result o  hyperglycemia.
a. Erectile p roblem s generally occur several years a ter diabetes is diagnosed but may be 

the first symptom o  the disease.
b. Poor metabolic control o  diabetes is related to increased incidence o  sexual p roblem s.
c. Sildena il citrate and related agen ts o ten  are e  ective in  diabetes-related erectile 

disorders.
d. Although physiologic causes are m ost im portan t, psychological factors such as  ear o  

sexual “ ailure” also m ay in  luence erectile p roblem s associated with  diabetes.

C. Spinal cord injury
1. Spinal cord in juries in  men cause erectile and orgasm ic dys unction , retrograde ejacula-

tion  (in to the bladder), reduced testosterone levels, and decreased  ertility.
2. Spinal cord in juries in  women cause problem s with  vaginal lubrication , pelvic vasocon-

gestion , and orgasm . Fertility is usually not adversely a  ected.

VI. AGING AND SEXUALITY

A. Physical changes. Alterations in  sexual  unction ing norm ally occur with  the aging process.
1. In men, these changes include slower erection, diminished intensity of ejaculation, longer 

refractory period, and need for more direct stimulation.
2. In  women, these changes include vaginal thinning, shortening of vaginal length, and vaginal 

dryness.
3. Horm one rep lacem ent therapy, which  can  reverse these vaginal changes, is used less  re-

quen tly now than  in  the past (see Chapter 2). However, local application  o  a m oisturizing 
agen t to the vagina to  acilitate in tercourse can  be help  u l.

B. Sexual interest and activity
1. In  sp ite o  physical changes, societal attitudes, and loss o  the sexual partner because o  

illness or death , sexual interest usually does not change significantly with increasing age.
2. Con tinued sexual activity is associated with  good health . Prolonged abstinence  rom  sex 

leads to  aster physical atrophy o  the gen ital organs in  old age (“use it or lose it”).
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VII. DRUGS AND SEXUALITY

A. Prescription drugs can  a  ect libido, erection , orgasm , ejaculation , and other sexual  unc-
tions, o ten  as a result o  their e  ects on  neurotransm itter system s (Table 19.5).

B. Prescription drugs that lead to decreased sexual function include
1. Antihypertensives, particularly α-adrenergic agon ists (e.g., m ethyldopa) and β-adrenergic 

blockers (e.g., p ropranolol); the  ewest sexual problem s are  ound with  the use o  
 angiotensin -converting enzym e (ACE) inhibitors (e.g., captopril).

2. Antidepressants, particularly SSRIs, since seroton in  m ay depress sexual in terest and delay 
orgasm .

3. Antipsychotics, particularly dopam ine-2 (D2) receptor blockers
a. Dopam ine m ay enhance sexuality; its blockade m ay decrease sexual  unction ing.
b. Prolactin levels increase as a result o  dopamine blockade; this may in turn depress sexuality.

C. Drugs of abuse
1. Alcohol and marijuana increase sexuality in  the short term  by decreasing psychological 

inhibitions.
a. With  long-term  use, alcohol may cause liver dysfunction, resulting in  increased estrogen  

availability and sexual dys unction  in  m en .
b. Chron ic use o  marijuana may reduce testosterone levels in  m en  and pituitary gonadotro-

pin levels in  wom en .
2. Amphetamines and cocaine increase sexuality by stim ulating dopam inergic system s.
3. Heroin and, to a lesser exten t, methadone are associated with  suppressed libido, retarded 

ejaculation , and  ailure to ejaculate.

VIII. THE HUMAN IMMUNODEFICIENCY VIRUS AND SEXUALITY

A. Occurrence of human immunodeficiency virus (HIV)
1. More than  33 million people in the world are in  ected with  HIV.

a. Most HIV-in  ected people live in  A rica, Asia, and Eastern  Europe.

 t a b l e   19.5   The Effects of Some Prescription Drugs on Sexuality

Effect Drug Type (Representative Agent)
Associated Neurotransmitter (↑  [Increased]  
or ↓  [Decreased]) Availability

Reduced libido Antidepressant (fluoxetine)
Antihypertensive (propranolol)
Antihypertensive (methyldopa)

↑Serotonin
↓Norepinephrine β
↑Central norepinephrine α

Increased libido Antiparkinsonian (levodopa [l -dopa]) ↑Dopamine

Erectile disorder Antihypertensive (propranolol)
Antihypertensive (methyldopa)
Antidepressant (fluoxetine)
Antipsychotic (thioridazine)

↓Norepinephrine β
↑Central norepinephrine α
↑Serotonin
↓Dopamine

Vaginal dryness Antihistamine (diphenhydramine)
Anticholinergic (atropine)

↓Histamine
↓Acetylcholine

Inhibited orgasm  
(in men and women)

Antidepressant (fluoxetine) ↑Serotonin

Priapism  
(persistent erection)

Antidepressant (trazodone) ↑Serotonin

Inhibited ejaculation Antidepressant (fluoxetine)
Antipsychotic (thioridazine)

↑Serotonin
↓Dopamine
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b. Fewer than  1 m illion  in  ected people live in  North  Am erica.
c. Fewer than  2 m illion  in  ected people live in  Latin  Am erica and the Caribbean ; about 

0.5 m illion  live in  Western  and Cen tral Europe.
2. There is a sex difference in  the HIV viral load and the sym ptom s o  AIDS; a wom an  with  

the sam e HIV viral load as a m an  is likely to develop AIDS sooner than  the m an .

B. Transmission of HIV
1. Because o  the likelihood o  tissue tearing leading to con tact with  the blood supply, anal 

intercourse is the sexual behavior that is riskiest  or transm itting HIV (Table 19.6).
2. Patien ts who are HIV positive m ust protect their sexual partners  rom  in  ection . I  they  ail 

to do so (e.g., do not use a condom ) and the physician  has knowledge o  such  ailure, the 
physician  m ust ensure that the threatened partner is in  orm ed (see Chapter 23).

3. Prenatal treatm en t with  antiretroviral agents such as zidovudine (AZT), lam ivudine (3TC), 
and/ or nevirap ine (NTP) can  reduce the risk o  transm ission  o  HIV  rom  m other to  etus. 
However, even  i  they are at h igh-risk, pregnan t wom en  cannot be com pelled to be tested 
or treated (see Chapter 23).

 t a b l e   19.6   Route of Contact and Risk of Contracting HIV

Infection Route
Approximate Risk of Contracting 
HIV per 10,000 Exposures

Sexual Activity with an HIV-Infected Person
Receptive anal intercourse
Insertive anal intercourse
Receptive vaginal intercourse
Insertive vaginal intercourse

138
11
8
4

Direct Contact with Blood of an HIV-Infected Person
Transfusion
Needle sharing
Needlestick

9,250
63
23

HIV-Positive Mother to Fetus
Mother not taking antiretrovirals or other preventative measure
Mother taking antiretrovirals, having a C-section, and not breast-feeding

2,500 (1 in 4)
200 (1 in 50)
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Review Test

Directions: Each o  the num bered item s or incom plete statem en ts in  th is section  is  ollowed by 
answers or by com pletions o  the statem ent. Select the one lettered answer or com pletion  that 
is best in  each case.

1. A 45-year-old physician  states that he has 
been  living with  another m an  in  a stable, 
sexual, love relationship   or the past 10 years. 
This physician  is m ost likely to have a h istory 
in  adolescence o 
(A) seduction  by an  older m an
(B) m en tal illness
(C) sexual  an tasies about m en
(D) choosing to spend tim e alone
(E) wan ting sex change surgery

2. A 32-year-old m an  who was recen tly 
diagnosed with  HIV states that he is sure he 
got the in  ection   rom  a sexual encoun ter he 
had while he was on  vacation . Which o  the 
 ollowing is the m ost appropriate question  
to ask the patien t in  order to determ ine h is 
sexual orien tation?
(A) “Would you describe yoursel  as 

hom osexual?”
(B) “Are you m ain ly gay or m ain ly straight?”
(C) “Are you exclusively gay or exclusively 

straigh t?”
(D) “Do you pre er to have sex with  m en , 

wom en , or both  m en  and wom en?”
(E) “Do you th ink you are heterosexual, 

bisexual or hom osexual?”

3. A 29-year-old wom an  says that she has 
always  elt as i  she were “a m an  in  the 
body o  a wom an .” Physical and pelvic 
exam inations are norm al. She is sexually 
attracted to heterosexual wom en  and wan ts 
to wear m en’s clothes, take m ale horm ones, 
and undergo a m astectom y and surgical sex 
reversal so that she can  live as a m an . The 
best way to describe th is patien t is that she is 
experiencing
(A) congen ital virilizing adrenal hyperplasia
(B) androgen  insensitivity syndrom e
(C) gender dysphoria
(D) transvestic  etish ism
(E) a lesbian  sexual orien tation

4. A 17-year-old wom an  presen ts to the 
doctor because she has never m enstruated 
and because she has discovered labial 
m asses. In itial exam ination  reveals a tall, th in  
 em ale with  norm al external gen italia and 
breast developm ent. A pelvic exam ination  is 
not per orm ed. There are no Barr bodies in  
the buccal sm ear. The best way to describe 
th is patien t is that she is experiencing
(A) congen ital virilizing adrenal hyperplasia
(B) androgen  insensitivity syndrom e
(C) gender dysphoria
(D) transvestic  etish ism
(E) a lesbian  sexual orien tation

5. A 35-year-old m an  m ust wear wom en’s 
h igh heels and lingerie to becom e aroused 
whenever he has sexual in tercourse with  a 
wom an . He den ies having sexual in terest in  
m en . The best way to describe th is patien t is 
that he is experiencing
(A) congen ital virilizing adrenal hyperplasia
(B) androgen  insensitivity syndrom e
(C) gender dysphoria
(D) transvestic  etish ism
(E) a gay sexual orien tation

6. The best estim ate o  the occurrence o  
hom osexuality in  m en  is
(A) 0.5%–1%
(B) 2%–3%
(C) 5%–10%
(D) 20%–25%
(E) 30%–35%

7. A 50-year-old m an shows breast 
en largem ent a ter years o  using a substance. 
The substance he is m ost likely to have used is
(A) alcohol
(B) m arijuana
(C) heroin
(D) am phetam ine
(E) am yl n itrite
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Questions 8 and 9

A 34-year-old m an  has been  taking  luoxetine 
 or the treatm en t o  depression   or the past 
4 m on ths. His m ood is now norm al, but he 
reports that he is having sexual problem s.

8. Which o  the  ollowing sexual 
dys unctions is th is m an  m ost likely to 
report?
(A) Li elong erectile disorder
(B) Acquired erectile disorder
(C) Prem ature ejaculation
(D) Delayed orgasm
(E) Pain–penetration  disorder

9. The neurotransm itter alteration  m ost 
likely to be associated with  th is m an’s sexual 
di  culty is
(A) increased dopam ine
(B) decreased dopam ine
(C) increased seroton in
(D) decreased seroton in
(E) decreased norep inephrine

10. A 30-year-old m ale patien t who is HIV 
positive asks the doctor what type o  sexual 
behavior poses the m ost risk  or transm itting 
HIV to h is partner. The doctor’s best 
response is
(A) anal in tercourse
(B) oral–pen ile con tact
(C) oral–vulva con tact
(D) vaginal in tercourse
(E) kissing

11. A husband and wi e in  their m id-30s 
state that they are having sexual problem s. 
During the in terview, the doctor discovers 
that while their sex li e had been  good, the 
last tim e they tried to have in tercourse (4 
weeks previously), the husband could not 
m ain tain  an  erection . Which o  the  ollowing 
agents is m ost likely to have caused th is 
sexual problem ?
(A) Cocaine
(B) Propranolol
(C) Levodopa (l -dopa)
(D) Am yl n itrite
(E) Dextroam phetam ine

12. A 65-year-old m arried couple com plains 
to the doctor that their sex li e is not what it 
used to be. Which o  the  ollowing problem s 
is the couple m ost likely to report?
(A) Prem ature ejaculation
(B) Vaginal dryness
(C) Shorter re ractory period
(D) Decreased sexual in terest
(E) Pain–penetration  disorder

13. A 32-year-old m an  com plains that he 
has no problem  with  erection , but that he 
usually has an  orgasm  and ejaculates be ore 
he achieves vaginal penetration . This m an’s 
com plain t
(A) is uncom m on
(B) is associated with  depression
(C) is associated with  an  absen t excitem ent 

phase
(D) can  be e  ectively m anaged with  

in tensive psychotherapy
(E) can  be e  ectively m anaged with  the 

squeeze techn ique

Questions 14 and 15

A 62-year-old patien t tells the physician  that 
he is having di  iculty m ain tain ing an  erec-
tion  when  he has in tercourse with  h is wi e.

14. Which o  the  ollowing illnesses is 
m ost likely to be associated with  th is m an’s 
problem ?
(A) Alzheim er’s disease
(B) Untreated hypertension
(C) Untreated diabetes
(D) Myocardial in  arction
(E) Untreated sch izophren ia

15. The physician  recom m ends that the 
patien t take sildena l citrate (Viagra) prior to 
having in tercourse. The m ajor action  o  th is 
agent in  the m anagem ent o  erectile disorder 
is to
(A) increase the concen tration  o  cGMP
(B) decrease the concen tration  o  cGMP
(C) increase the degradation  o  cGMP
(D) increase the concen tration  o  

phosphodiesterase 5 (PDE5)
(E) decrease the degradation  o  

prostaglandin  E
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16. A 25-year-old m an  m asturbates by 
rubbing against unsuspecting wom en  in  
crowded buses. This m an  is showing which  
o  the  ollowing paraphilias?
(A) Fetish ism
(B) Exhibition ism
(C) Frotteurism
(D) Voyeurism
(E) Sexual m asochism

17. A 55-year-old m arried patien t com plains 
o  erectile problem s. The m an  has 
Parkinson’s disease that is well con trolled 
with l -dopa, and he is able to work  u ll tim e. 
He also has a part-tim e job that causes h im  
to work late m ost even ings. The patien t also 
relates that he drinks two m artin is each 
even ing, sm okes two packs o  cigarettes a 
day, and som etim es uses cocaine. His sexual 
dys unction  is m ost likely to be associated 
with  his
(A) work schedule
(B) cocaine use
(C) l -dopa use
(D) alcohol drinking
(E) cigarette sm oking

18. The ten ting e  ect is m ost likely to begin  
in  which stage o  the sexual response cycle 
and in  m en  on ly, wom en  on ly, or both  m en  
and wom en?
(A) Excitem ent phase: m en  on ly
(B) Plateau phase: m en  on ly
(C) Orgasm  phase: m en  on ly
(D) Excitem ent phase: m en  and wom en
(E) Plateau phase: m en  and wom en
(F) Orgasm  phase: m en  and wom en
(G) Excitem ent phase: wom en  on ly
(H) Plateau phase: wom en  on ly
(I) Orgasm  phase: wom en  on ly

19. The sex f ush  is m ost likely to begin  in  
which stage o  the sexual response cycle and 
in  m en  on ly, wom en  on ly, or both  m en  and 
wom en?
(A) Excitem ent phase: m en  on ly
(B) Plateau phase: m en  on ly
(C) Orgasm  phase: m en  on ly
(D) Excitem ent phase: m en  and wom en
(E) Plateau phase: m en  and wom en
(F) Orgasm  phase: m en  and wom en
(G) Excitem ent phase: wom en  on ly
(H) Plateau phase: wom en  on ly
(I) Orgasm  phase: wom en  on ly

20. Which stage o  the sexual response 
cycle shows the greatest di  erence in  length  
between  m en  and wom en?
(A) Excitem ent
(B) Plateau
(C) Orgasm
(D) Resolution

21. Uterine con tractions m ain ly occur in  
which stage o  the sexual response cycle?
(A) Excitem ent
(B) Plateau
(C) Orgasm
(D) Resolution

22.  The m ost com m on cause o  pelvic 
in f am m atory disease (PID) in  wom en  is
(A) gonorrhea
(B) syphilis
(C) trichom oniasis
(D) chlam ydia
(E) candidiasis

23. A m an and wom an in  their m id-20s who 
have been m arried  or 3 years present to a 
physician  or evaluation o  in  ertility. During 
the interview, the wi e states, “I cannot 
understand why I cannot get pregnant. We 
have had sexual relations two to three times 
per week  or the past year.” What is the m ost 
appropriate next step  or the physician to take?
(A) Re er the couple  or m arital counseling.
(B) Per orm  a gynecological exam  on  the wi e.
(C) Per orm  a testicular exam  on the husband.
(D) Suggest that the husband undergo a 

 ertility evaluation .
(E) Suggest that the wi e undergo a  ertility 

evaluation .
(F) Ask the couple what they m ean  by 

“sexual relations.”

24. Concerned parents tell the pediatrician  
that last week their 6-year-old daughter 
walked in  on them  while they were having 
in tercourse. This week, they  ound their 
daughter with another 6-year-old girl playing 
the male role in  what looked like a sim ulation  
o  sexual in tercourse. Physical exam  is norm al. 
The next step  or the doctor to take is to
(A) reassure the paren ts that th is behavior is 

typ ical in  children  o  th is age
(B) tell the paren ts that the child  is likely 

to have a lesbian  sexual orien tation  in  
adulthood

(C) re er the  am ily to a child  psychiatrist
(D) evaluate the child’s sex horm one levels
(E) advise the paren ts that the child  

probably has been  sexually abused
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25. Worried paren ts tell their doctor that 
their 8-year-old son  on ly wan ts to p lay with  
girls, likes to dress up  like a girl, and in sists 
on  urinating sitting down . He also says that 
boys are dirty and that girls have better stu    
and that he wan ts to be called by a girl’s 
nam e. What is the m ost appropriate action  
by the physician  at th is tim e?
(A) Tell the parents to give the child a tim e-out 

whenever they see him  playing with girls.
(B) Tell the paren ts to give the ch ild  on ly 

m asculine toys such as trucks and action  
 igures to p lay with .

(C) Reassure the paren ts that cross-gender 
behavior such  as th is is com m on and will 
disappear in  tim e.

(D) In  orm  the paren ts that it is likely 
that the child will have a hom osexual 
orien tation .

(E) Teach the paren ts that it is OK  or the 
child to have these in terests and help  
them  accept the ch ild  as he is.

(F) Tell the paren ts that they should 
consider sex reassignm ent surgery  or 
the child.
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Answers and Explanations

Typical Board Question
The answer is C. This 17-year-old m ale is showing typ ical behavior. There is no evidence o  trans-
vestic or other paraphilic disorder since he is not socially or legally im paired by his occasional 
cross-dressing behavior. He does not express discom  ort with  h is biological sex and so does not 
 it criteria  or gender dysphoria. He m ay or m ay not have a hom osexual orien tation ; in  either 
case, hom osexuality is a norm al varian t o  sexual expression .

1. The answer is C. Like other m en  with  a hom osexual sexual orien tation , th is physician  is 
likely to have a h istory o  sexual  an tasies about m en  (heterosexual m en  com m on ly have 
a h istory o  sexual  an tasies about wom en). Hom osexuality is a norm al varian t o  sexual 
expression  and is biologically based (and see TBQ). There is no evidence that it is asso-
ciated  with  a h istory in  adolescence o  seduction  by an  older m an , m en tal illness, or a 
p re erence  or being alone. While people with  gender dysphoria ( eelin g o  being born  in to 
the wrong body) m ay seek sex reassignm en t surgery, in  hom osexuality, there is no desire 
to change biological sex.

2. The answer is D. The m ost appropriate question  to ask th is patien t is a straigh t orward 
one,  or exam ple, “Do you pre er to have sex with  m en , wom en , or both  m en  and wom en?” 
Using descrip tors such as hom osexual, heterosexual, gay, and straigh t is less likely to 
clari y the patien t’s sexual orien tation  and behavior.

3. The answer is C. This patien t, who has always  elt as i  she were “a m an  in  the body o  a 
wom an” in  the presence o  a typical  em ale body, has gender dysphoria. Fem ales with  con-
gen ital virilizing adrenal hyperp lasia have m asculin ized gen italia, and transvestic  etish-
ists are always m ale. People with  androgen  insensitivity syndrom e are genetic m ales with  
 em ale bodies (with  which  they are con ten t); they m ore com m only have sexual in terest in  
m en . Lesbian  wom en  have sexual in terest in  wom en  but have a  em ale gender iden tity and 
no desire to change their physical sex. (See also answers to Questions 4 and 5.)

4. The answer is B. This patien t, who has a  em ale phenotype despite a m ale genotype (e.g., 
no Barr bodies in  the buccal sm ear), has androgen  insensitivity syndrom e. In  th is genetic 
de ect, body cells do not respond to the androgen  being produced by the testes, result-
ing in   ailure o  physical m asculin ization  prenatally. The m asses noted by the patien t are 
probably testes, which  have descended in to the labia. People with  androgen  insensitiv-
ity syndrom e are generally heterosexual with  respect to phenotypic sex (i.e., wom en  with  
sexual in terest in  m en). (See also answers to Questions 3 and 5.)

5. The answer is D. This patien t, who m ust wear wom en’s clothes to becom e sexually 
aroused, is showing transvestic  etish ism . (See also answers to Questions 3 and 4.)

6. The answer is C. The best estim ate o  the occurrence o  hom osexuality in  m en  is 5%–10%.

7. The answer is A. The substance that th is 50-year-old m an  with  breast en largem ent is m ost 
likely to have used is alcohol. Long-term  use o  alcohol dam ages the liver, resulting in  
accum ulation  o  estrogens and  em in ization  o  the body. Marijuana, heroin , am phetam ine, 
and am yl n itrite are m uch less likely to cause estrogen  accum ulation .

8. The answer is D. 9. The answer is C. While they m ay be associated with  loss o  libido and 
erectile disorder,  luoxetine and other selective seroton in  reuptake inhibitors (SSRIs) are 
m ore likely to cause delayed or absen t orgasm  (orgasm ic disorder). That is why the SSRIs 
are use u l in  m anaging prem ature ejacu lation . Pain–penetration  disorder is not  associated 
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 speci ically with  SSRI treatm en t. The neurotransm itter alteration  m ost likely to be asso-
ciated with  delayed or absen t orgasm  is increased seroton in  resulting  rom  treatm en t 
with   luoxetine. Increased dopam ine tends to increase sexual in terest and per orm ance. 
Decreased dopam ine, decreased seroton in , and decreased norepinephrine are less likely to 
be associated with  delayed orgasm  than  is increased seroton in .

10. The answer is A. Because tissue tears providing access to the blood supply are m ore likely 
to occur in  anal in tercourse, th is is the type o  sexual behavior that poses the m ost risk 
 or transm itting HIV. While it is possible to transm it HIV by other sexual behaviors (e.g., 
 ellatio [oral–penile con tact], cunn ilingus [oral–vulval con tact], vaginal in tercourse, and 
kissing), such transm ission  is m uch less likely than  with  anal in tercourse.

11. The answer is B. O  the listed agen ts, the one m ost likely to have caused erectile disorder 
is propranolol, an  an tihypertensive m edication  (β-blocker). Cocaine, am phetam ines, and 
l -dopa tend to increase sexual in terest and per orm ance by elevating dopam ine availabil-
ity. Am yl n itrite (a vasodilator) is used to enhance the sensation  o  orgasm .

12. The answer is B. This 65-year-old m arried couple is m ost likely to be having sexual prob-
lem s because o  vaginal dryness due to lack o  estrogen  a ter m enopause. Aging is also 
characterized by a longer re ractory period and delayed ejaculation  in  m en  and decreased 
in tensity o  orgasm  in  m en  and wom en . Although sexual behavior m ay decrease with  aging 
because o  these problem s, sexual in terest rem ains about the sam e. Pain–penetration  dis-
order is not particularly associated with  aging.

13. The answer is E. This m an  is describing prem ature ejaculation , a com m on  sexual dys unc-
tion , which  o ten  can  be e  ectively m anaged with  the squeeze techn ique (not psycho-
therapy). Prem ature ejaculation  is associated with  an  absen t p lateau phase o  the sexual 
response cycle and is not speci ically associated with  depression .

14. The answer is C. 15. The answer is A. Untreated diabetes is m ost likely to be associated with  
erectile disorder. Although the m edications used to m anage these conditions are associ-
ated with  erectile disorder, un treated cardiac problem s, hypertension , and schizophren ia 
are not associated with erectile disorder. Alzheim er’s disease is not associated with erectile 
disorder. In   act, sexual expression  m ay be the last  orm  o  com m unication  in  a couple 
where one partner has Alzheim er’s disease. Sildena il citrate (Viagra) works by increasing 
the concen tration  o  cGMP, a vasodilator, in  the pen is, which causes erection  to persist.

16. The answer is C. This m an  who m asturbates by rubbing against wom en  in  crowded buses 
is exhibiting  rotteurism . Exhibition ism  involves a sexual pre erence  or revealing one’s 
gen itals to unsuspecting persons so that they will be shocked. Fetishism  is a sexual p re er-
ence  or inan im ate objects. Sexual m asochism  is a pre erence  or receiving physical pain  or 
hum iliation . Voyeurism  is a pre erence  or secretly watching people undressing or engag-
ing in  sexual activity.

17. The answer is D. This patien t’s erectile problem s are m ost likely to be associated with  h is 
alcohol drinking. Cigarette sm oking is less likely than  alcohol to a  ect sexual  unction . 
l -Dopa and cocaine tend to increase rather than  decrease sexual in terest and per orm ance 
by elevating dopam ine availability. The m an’s work schedule, while stress u l, is less likely 
than  alcohol to a  ect h is sexual  unction ing.

18. The answer is G. The ten ting e  ect, elevation  o  the u terus in  the pelvic cavity, begins dur-
ing the excitem ent phase o  the sexual response cycle in  wom en .

19. The answer is E. The sex  lush   irst appears during the p lateau phase o  the sexual response 
cycle in  both  m en  and wom en .

20. The answer is D. Resolution  shows the greatest di  erence in  length  between  m en  and 
wom en . Men  have a resting (re ractory) period a ter orgasm  when  restim ulation  is not pos-
sible. Wom en  are less likely than  m en  to have a re ractory period.

21. The answer is C. Uterine con tractions occur m ain ly during the orgasm  phase o  the sexual 
response cycle.
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22. The answer is D. The m ost com m on cause o  pelvic in  lam m atory disease (PID) in  wom en  
is in  ection  with chlam ydial; it m ay accoun t  or as m any as 50% o  the cases. Other sexu-
ally transm itted diseases can  also cause PID, but are less com m on in  the population  than  
chlam ydial in  ection .

23. The answer is F. The m ost appropriate next step   or the physician  to take is to clari y what 
the couple m eans by “sexual relations.” Sexually inexperienced people m ay not know that 
som e  orm s o  sexual expression  (e.g.,  ellatio, in tercourse without ejaculation) cannot 
result in  pregnancy. It is inappropriate to conduct physical or laboratory exam inations  or 
the cause o  in  ertility un til the physician  is assured that the couple is having sexual in ter-
course involving vaginal penetration  with  ejacu lation .

24. The answer is A. The next step   or the doctor to take is to reassure the paren ts that curiosity 
about sexual behavior is typ ical  or ch ildren  o  th is age. Although the paren ts should speak 
to the ch ild  to be sure that she has not been  sexually abused by an  adult, her behavior 
with  the other girl can  be explained as an  attem pt to replicate the behavior o  her paren ts. 
Since sexual orien tation  is prim arily biological, there is no reason  to believe that observing 
sexual behavior or p laying the m ale role in  a sexual gam e will result in  the child’s having 
a lesbian  sexual orien tation . Since physical exam ination  is unrem arkable, the child’s sex 
horm one levels are likely to be norm al.

25. The answer is E. This 8-year-old boy, who has adopted the p lay, dress, and social pre er-
ences typ ical o  a school-age girl, is showing evidence o  gender dysphoria. Gender iden tity 
is related to early exposure o  the brain  to sex horm ones and is unchangeable. The m ost 
e  ective strategy in  dealing with  paren ts o  children  with  th is disorder is to teach them  that 
it is alrigh t  or the ch ild  to have these in terests and help  them  accept the child  as he or she 
is. Presen ting only m asculine toys or preven ting use o   em in ine toys will not be e  ective 
in  changing th is ch ild’s behavior (see also answer to Question  3 above). When  the child 
is an  adult, he can  decide whether or not to pursue sex reassignm ent surgery. Unlike th is 
child, hom osexual individuals are com  ortable with  their biological sex and pre er to have 
rom antic and sexual relationships with  people o  their own  sex.
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Typical Board Question
At 10 o’clock on  a Tuesday even ing, a superm arket em ployee  inds an  8-year-old boy alone 
in  the store. The child  looks sad and is unkem pt, and he has a 5-cm  cut on  h is hand. Various 
packages o   ood are  ound hidden  in  h is clothes. The child  states that h is paren ts do not care 
that he goes out alone. The superm arket m anager brings the ch ild  to the nearest hosp ital 
em ergency room  (ER). A ter assessing and m anaging the child’s in jury, which o  the  ollowing 
is the m ost appropriate next step   or the ER physician  to take?

(A) Con tact the principal o  the child’s school
(B) Report the case to the hospital eth ics com m ittee the next day
(C) Report the case to the state child protective service agency
(D) Evaluate the child  or conduct disorder
(E) Con tact the child’s paren ts

(See “Answers and Explanations” at the end of the chapter.)

20 Aggression  and Abusec h a p t e r

I. AGGRESSION

A. Social determinants of aggression
1. Factors associated with  increased aggression  include poverty,  rustration , physical pain , 

and exposure to aggression  in  the m edia (e.g., violence on television).
2. Children  at risk  or showing aggressive behavior in  adulthood have  requen tly m oved and 

changed schools repeatedly, have been  physically and/ or sexually abused, mistreat  animals 
and younger or weaker children , and cannot de er grati ication . Their paren ts  requen tly 
display crim inal behavior and use drugs and alcohol.

3. Hom icide occurs m ore o ten  in  low socioeconomic populations, and its incidence is 
increasing. At least hal  o  the hom icides result  rom  guns.

4. In  A rican-Am erican  and white males 15–24 years of age, hom icide is the leading and 
 second leading cause of death, respectively; acciden ts are the second and  irst leading 
cause o  death  in  A rican  Am erican  and white m ales, respectively, in  th is age group.

B. Biological determinants of aggression
1. Hormones

a. Androgens are closely associated with  aggression . In  m ost an im al species and hum an  
societies, m ales are m ore aggressive than   em ales; homicide involving strangers is 
 committed alm ost exclusively by men.

b. Androgenic or anabolic steroids, o ten  taken  by bodybuilders to increase m uscle m ass, 
can  result in  high levels of aggression and even  psychosis. Depression   requen tly occurs 
in  withdrawal  rom  these horm ones.
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c. Estrogen, progesterone, and antiandrogens there ore can  be use u l in  treating m ale sex 
o  enders (see Chapter 19).

2. Substances of abuse and their effects on aggression
a. Low doses o  alcohol and barbiturates inhibit aggression , while h igh doses  acilitate it.
b. While in toxicated heroin  users show little aggression , increased aggression  is associ-

ated with  the use o  cocaine, amphetamines, and phencyclidine (PCP).
3. Neural bases of aggression

a. Serotonin and γ-am inobutyric acid (GABA) inh ibit aggression , and dopam ine and nor-
epinephrine  acilitate it; low levels o  the seroton in  m etabolite 5-hydroxyindoleacetic 
acid (5-HIAA) are seen  in  people who show im pulsive aggression  (see Chapter 4).

b. Drugs used to treat inappropriate aggressiveness include an tidepressan ts, benzodi-
azepines, an tipsychotics (particularly atypical agen ts), and m ood stabilizers (e.g., 
lith ium ).

c. Abnormalities of the brain (e.g., abnorm al activity in  the amygdala and prepyri orm  area 
and psychom otor and tem poral lobe epilepsy) and lesions o  the tem poral lobes,  ron-
tal lobes, and hypothalam us are associated with  increased aggression .

d. Violent people o ten  have a h istory o  head injury and/ or show abnorm al electroen-
cephalogram  (EEG) readings.

II.  ABUSE AND NEGLECT OF CHILDREN, THE ELDERLY, AND 
IMPAIRED PERSONS

A. Overview
1. Types o  child (persons under age 18) and elder (persons aged 65 and over) abuse and 

abuse o  m en tally or physically im paired persons include physical abuse, emotional or 
physical neglect, and sexual abuse. The elderly m ay also be exploited  or m onetary gain .

2. Abuse-related injuries m ust be di  eren tiated  rom  in juries obtained during norm al activ-
ity. Exam ples o  accidental (i.e., nonabuse) injuries in  children  include bruises and scrapes 
on  bony prom inences (e.g., chin ,  orehead, knees, elbows) or, in  the elderly, bruising on  
extensor sur aces o  the lim bs.

3. Occurrence o  abuse and characteristics and signs that indicate neglect and abuse are 
shown in  Table 20.1.

B. Sequelae of child abuse
1. Children  who are being abused o ten  seem  sad, show behavioral changes (e.g., are no lon -

ger outgoing and  riendly), and do poorly in school.
2. Adults who were abused as children  are m ore likely to:

a. Have dissociative disorders (e.g., dissociative identity disorder) and borderline personal-
ity disorder (see Chapter 14).

b. Have posttraumatic stress disorder and other anxiety disorders (see Chapter 13).
c. Have depression and substance-related disorders (see Chapters 12 and 9, respectively).
d. Abuse their own  children .

C. Sexual abuse of children
1. Signs

a. Sexually transmitted diseases (STDs) in  children  are signs o  sexual abuse; children  do 
not con tract STDs through casual con tact with  an  in  ected person  or with  their bed-
clothes, towels, or toilet seats.

b. Genital or anal trauma is also a sign  o  sexual abuse.
c. Young ch ildren  have on ly a vague knowledge about sexual activities; speci ic knowl-

edge about sexual acts (e.g.,  ellatio) in  a young ch ild  o ten  indicates that the child has 
been  sexually abused.

d. Recurren t urinary tract infections and excessive initiation of sexual activity with   riends 
or with  younger children  also are signs o  sexual abuse.
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 t a b l e   20.1   Physical Abuse of Children and Elders

Category Features of Child Physical Abuse Features of Elder Physical Abuse

Occurrence
Annual occurrence

Most likely abuser

At least 1 million cases are reported
Most cases are not reported
The closest family member (e.g., the mother)

At least 1 million cases are reported
Most cases are not reported
The closest family member (e.g., spouse, 

daughter, son, or other relative) with 
whom the person lives (and who is often 
supported financially by the elder)

Characteristics of the Abused and the Abuser
Characteristics of 

the abused
Hyperactivity or mild physical handicap; child is 

perceived as slow or different
Premature, low-birth-weight infant
Colicky or “fussy” infant
Physical resemblance to the abuser’s absent, 

rejecting, or abusive partner
In one-third of cases, victims are younger than 5 y 

of age; in one-fourth of cases, victims are 5–9 
y of age

Some degree of worsening cognitive 
impairment (e.g., Alzheimer’s disease)

Physical dependence on others
Does not report the abuse but instead says 

that he fell and injured himself
Incontinence

Characteristics of 
the abuser

Substance-related disorder
Poverty
Social isolation
Delays seeking treatment for the victim
Personal history of abuse by caretaker or spouse

Substance-related disorder
Poverty
Social isolation
Delays seeking treatment for the victim

Signs of Abuse
Neglect Poor personal care and hygiene (e.g., diaper rash, 

dirty hair)

Lack of needed nutrition

Poor personal care and hygiene (e.g., 
urine odor in incontinent person), lack 
of medication or health aids such as 
eyeglasses, or dentures

Lack of needed nutrition
Bruises Particularly in the areas not likely to be injured 

during normal play, such as buttocks or lower 
back, or not over bony prominences

Belt or belt-buckle marks

Often on the inner (flexor) surfaces of the 
arms from being grabbed

Fractures and 
burns

Fractures at different stages of healing
Spiral fractures caused by twisting the limbs

Cigarette and other burns
Wrist or ankle rope burns caused by tying to a bed 

or chair
Burns on the feet or buttocks caused by immersion 

in hot water

Fractures at different stages of healing
Spiral fractures caused by twisting the 

limbs
Cigarette and other burns
Wrist or ankle rope burns caused by tying 

to a bed or chair

Other signs Internal abdominal injuries (e.g., ruptured spleen)
“Shaken baby” syndrome (i.e., retinal detachment 

or hemorrhage and subdural hematoma caused 
by shaking the infant to stop it from crying)

Injuries of the mouth caused by forced feeding

Internal abdominal injuries (e.g., ruptured 
spleen)

Evidence of depleted personal finances 
(the elder’s money was spent by the 
abuser and other family members)

Injuries of the mouth caused by forced 
feeding

2. Occurrence
a. An  estim ated 500,000 Am erican  children  are sexually abused per year.
b. Most sexually abused ch ildren  are 8–13 years of age, and 25% are younger than  

8 years old.
c. Approxim ately 20% o  wom en  and 5%–10% o  m en  report sexual abuse at som e tim e 

during their ch ildhood and adolescence.
3. Characteristics of the sexual abuser

a. Seven ty to n inety percen t o  sexual abusers are known to the child, and 90% o  these are 
m en . About 50% o  these m en  are relatives (e.g., uncle,  ather, step  ather), and 50% are 
 am ily acquain tances (e.g., m other’s boy riend, neighbor).
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b. Alcohol and drugs are com m only used by the abuser.
c. The abuser typically has marital problems and no appropriate alternate sexual partner; 

occasionally, he has pedophilic disorder (i.e., he pre ers children  to appropriate sexual 
partners) (see Chapter 19).

III. PHYSICAL AND SEXUAL ABUSE OF DOMESTIC PARTNERS

A. Occurrence
1. Dom estic partners are couples who live together and share living expenses and household 

responsibilities.
a. Abuse occurs when  one partner has power (e.g., physical,  inancial, psychological) 

over the other.
b. Dom estic abuse occurs between  heterosexual or hom osexual m arried couples (spou-

sal abuse) but also between  unm arried couples, adult siblings, or couples in  other 
dom estic arrangem ents.

2. Domestic abuse is a com m on reason  wom en  com e to a hospital em ergency room . The 
abuse m ay be physical or sexual, and the abuser is alm ost always m ale.

3. The abused person  may not report to the police or leave the abuser because he or she has 
nowhere to go and because the abuser has threatened to harm the abused i  he or she 
reports or leaves h im . (In   act, a wom an  has a greatly increased risk o  being killed by her 
abusive partner i  she leaves.)

B. Evidence of domestic abuse
1. The victim  com m only has bruises (e.g., b lackened eyes) and broken  bones.
2. In  pregnant women (who have a h igher risk o  being abused), the injuries are o ten  in  the 

“baby zone” (i.e., the breasts and abdom en).
3. An  irrational explanation o  how the in jury occurred, delay in  seeking treatm en t, and 

appearance o  sadness in  the victim  are other indications o  dom estic abuse.

C. The cycle of abuse includes three phases
1. Buildup of tension in  the abuser.
2. Abusive behavior (battering).
3. Apologetic and loving behavior by the abuser toward the victim .

D.  Characteristics o  dom estic abu sers an d  their abu sed  p artn ers can  be  ou n d  in  
Tab le 20.2.

 t a b l e   20.2   Physical and Sexual Abuse of Domestic Partners

Characteristics of the Abuser
• Is almost always male
• Often uses alcohol or drugs
• Is impulsive and angry
• Has a low tolerance for frustration
• Has threatened to harm the abused if he or she reports or leaves him
• Shows apologetic and loving behavior after the abuse
• Has low self-esteem
Characteristics of the Abused
• Can be male or female
• Has been raised in a home in which there was domestic abuse
• Is financially or emotionally dependent on the abuser
• Blames him- or herself for the abuse
• May neither report to the police nor leave the abuser
• Has low self-esteem
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IV.  THE ROLE OF THE PHYSICIAN IN SUSPECTED CHILD, ELDER, 
AND DOMESTIC PARTNER ABUSE

A.  Abuse of “protected persons” (i.e., children, the elderly, those with physical or mental 
impairment)
1. According to the law in  every state, physicians must report suspected physical or sexual 

abuse of a child or elderly person, or o  an  adult who appears to be physically or mentally 
impaired (i.e., protected persons), to the appropriate  am ily social service agency (e.g., state 
child protective service or state adult protective service) before or in conjunction with treat-
ment o  the patien t.

2. The physician  is not required to tell the suspected abuser o  the protected person  that he or 
she suspects abuse.

3. The physician  does not need family consent to hospitalize the protected person   or protec-
tion  or treatm ent.

4. Even i  there was no intention to injure, i  a cultural remedy such as “coining” (see Chapter 20) 
in jures a protected person, such in jury also must be reported to the appropriate agency.

B. Domestic partner abuse
1. Direct reporting by the physician of domestic partner abuse is not appropriate because the 

victim  is usually a com peten t adult between  the ages o  18 and 64.
2. A physician  who suspects domestic partner abuse should:

a. Docum ent the abuse.
b. Ensure the curren t sa ety o  the abused person .
c. Develop an  emergency escape plan  or the abused person .
d. Provide emotional support to the abused person .
e. Re er the abused person  to an  appropriate shelter or program.
f. Encourage the abused person  to report the case to law en  orcem ent o  icials.

V. SEXUAL AGGRESSION: RAPE AND RELATED CRIMES

A. Definitions. Rape is a crim e o  violence, not o  passion , and is known  legally as “sexual 
assault” or “aggravated sexual assault.”
1. Rape involves sexual contact without consent.
2. Vaginal penetration  by a pen is,  inger, or other object m ay occur.
3. Erection  and ejaculation  do not have to occur.
4. Sodomy is de ined as the insertion  o  the pen is in to the oral or anal orifice. The victim  m ay 

be m ale or  em ale.

B. Legal considerations
1. Because rapists may use condoms to avoid con tracting HIV or to avoid DNA iden ti ication , 

or because they m ay have di  iculty with  erection  or ejaculation , sem en  m ay not be pres-
en t in  the vagina or anus o  a rape victim .

2. A victim  is not required to prove that she resisted the rapist  or h im  to be convicted. A rapist 
can  be convicted even  though the victim  asks h im  to use a condom  or other  orm  o  sexual 
protection .

3. Certain  in  orm ation  about the victim  (e.g., previous sexual activity, “seductive” cloth ing 
worn  at the tim e o  the attack) is generally not adm issible as evidence in  rape trials.

4. Husbands can be prosecuted  or  orcing their wives to have in tercourse. It is illegal to  orce 
anyone to engage in  sexual activity.

5. Even  i  a wom an  consen ts to go on  a date with  a m an  and consen ts to sexual activity not 
involving in tercourse, a m an  can  be prosecuted  or rape (“date rape”).

6. Consensual sex may be considered rape (“statutory rape”) i  the victim  is younger than 16 or 
18 years old (depending on state law) or is older than this but is physically or mentally impaired.
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C. Characteristics of the rapist and victim
1. The rapist

a. Rapists are usually younger than  25 years o  age.
b. They are usually the same race as the victim .
c. They are usually known to the victim.
d. They o ten  use alcohol.

2. The victim
a. Rape victim s are m ost typ ically between  16 and 24 years o  age.
b. Rape m ost com m only occurs inside the victim’s home.
c. Vaginal injuries may be absent, particularly in  parous wom en  (those who have had 

children ).

D. The sequelae of rape
1. For a variety o  reasons, including sham e,  ear o  retaliation , and the di  iculties involved 

in  substan tiating rape charges, only 25% of all rapes are reported to the police.
2. Others m ay com m only blame the victim in  rape cases.
3. The length  o  the em otional recovery period a ter rape varies but is com m only at least 

1 year. Posttraumatic stress disorder som etim es occurs a ter rape (see Chapter 14).
4. The m ost e  ective type o  counseling is group therapy with  other rape victim s.

E. The role of the physician in rape cases
1. Immediately after the rape, the physician  should:

a. Take the patien t’s h istory in  a supportive m anner and not question  the patien t’s verac-
ity or judgm en t.

b. Per orm  a general physical examination and conduct laboratory tests (e.g., cultures  or 
sexually transm itted diseases  rom  the vagina, anus, and pharynx; test  or p resence o  
sem en).

c. Prescribe prophylactic antibiotics and postcoital contraceptive measures (e.g., levo-
norgestrel [“Plan  B”]) i  appropriate.

d. Encourage the patien t to noti y the police. The doctor is not required to noti y the 
police i  the wom an  is a com peten t adult.

2. Up to 6 weeks after the rape
a. Discuss with  the patien t the emotional and physical sequelae o  the rape (e.g., su icidal 

thoughts, vaginal bleeding) and, i  needed, re er her  or long-term  counseling or a sup-
port group.

b. Do a pregnancy test and repeat other laboratory tests i  appropriate.
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Review Test

Directions: Each o  the num bered item s or incom plete statem en ts in  th is section  is  ollowed by 
answers or by com pletions o  the statem ent. Select the one lettered answer or com pletion  that 
is best in  each case.

1. A ter h is paren ts die, the  am ily o  a 
30-year-old patien t with  Down’s syndrom e 
decide that he will live with  and be cared 
 or by h is 27-year-old nephew. When  the 
nephew brings the patien t to the doctor  or 
a yearly checkup, the doctor notices that the 
patien t is m alnourished, m alodorous, and 
unkem pt. The nephew re uses to leave the 
doctor alone with  the patien t. Which o  the 
 ollowing is the m ost appropriate next step  
 or the doctor to take?
(A) Con  ron t the nephew about neglecting 

the patien t
(B) Call the state agency  or  am ily  

protective services a ter the nephew 
gives consen t

(C) Call the state agency  or  am ily  
protective services without noti ying the 
nephew

(D) Speak to the nephew to discuss how to 
deal with  behavioral issues in  patien ts 
with  Down’s syndrom e

(E) Speak to the nephew to clari y why the 
patien t is being neglected

2. A 3-m on th-old child is brought to the ER. 
The child is  oppy and di f cult to arouse. 
Laboratory results include decreased 
glucose, increased insulin , and decreased 
p lasm a C peptide. What is m ost likely to have 
caused th is p icture?
(A) Exogenous insulin
(B) Insulinom a
(C) Pancreatitis
(D) Adrenal tum or
(E) Nutritional de iciency

3. At a postpartum  exam ination  3 weeks 
a ter a norm al delivery, a physician  notices 
that the patien t has a tear in  the vaginal 
orif ce. When  asked, the patien t tells the 
doctor that her husband  orced her to 
resum e sexual in tercourse 6 days a ter giving 
birth  even  though she told h im  “No.” What is 
the m ost appropriate th ing  or the doctor to 
say to the patien t at th is tim e?
(A) “Have you  been  abused like th is in  the 

past?”
(B) “Tearing o  the vaginal ori ice is a norm al 

com plication  o  in tercourse a ter vaginal 
delivery.”

(C) “I am  sorry  or your experience, no one 
deserves that kind o  treatm en t.”

(D) “I m ust call the police and report that 
you have been  sexually abused.”

(E) “Please tell m e m ore about your 
relationship  with  your husband.”

4. A 3-month-old in ant is brought to the 
emergency department unconscious. While no 
external injuries are seen, physical examination  
reveals a subdural hematoma and retinal 
hemorrhages. The parents tell the physician  
that the child  ell o   his changing table the 
previous day. A ter stabilizing the child, the 
emergency department physician should
(A) con tact the state child protective service 

agency
(B) question  the paren ts to determ ine i  they 

have abused the child
(C) in  orm  the paren ts that he suspects that 

they have abused the ch ild
(D) obtain  the paren ts’ perm ission  to 

hosp italize the ch ild
(E) obtain  the paren ts’ perm ission  to call a 

pediatric neurologist
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5. Which o  the  ollowing in juries in  a 
4-year-old child is m ost likely to be the result 
o  physical abuse?
(A) Cut on  the chin
(B) Bilateral bruises on  the knees
(C) Scraped  orehead
(D) Cut on  the elbow
(E) Ruptured sp leen

6. A 40-year-old wom an  presen ts to the 
em ergency room  with  bruises on  her right 
cheek and a deep laceration  above her 
right eye. The wom an , who notes that she 
has had “a problem  with  alcohol”  or m ore 
than  10 years, states that her husband hit 
her because she did not have dinner on  the 
table when  he cam e hom e  rom  work. A ter 
treating her in juries, the m ost appropriate 
question   or the physician  to ask is
(A) “Would you describe yoursel  as an  

alcoholic?”
(B) “Why do you th ink your husband abuses 

you?”
(C) “Do you th ink it is sa e  or you to return  

hom e to your husband?”
(D) “Would you like to talk about your 

problem  with  alcohol?”
(E) “Did your  ather abuse your m other?”
(F) “Do you th ink your drinking has had a 

negative e  ect on  your m arriage?”
(G) “Would you like som e in  orm ation  on  

Alcoholics Anonym ous?”

7. An  18-year-old in tellectually disabled 
wom an  who has an  IQ o  50 agrees to have 
sexual in tercourse with  the 18-year-old 
presiden t o  the h igh school sen ior class. 
Sexual in tercourse between  these two people 
is best described as
(A) consensual sex
(B) statu tory rape
(C) sodom y
(D) child abuse
(E) sexual abuse

8. A 33-year-old single wom an  who has a 
4-year-old child presen ts to the em ergency 
room  and reports that she was raped by a 
m an  she was on  a date with  2 days ago. The 
physical exam ination  shows no physical 
evidence o  rape (e.g., no in juries, no 
sem en). She appears anxious, disheveled, 
and “spacey.” It is m ost likely that th is 
wom an
(A) is delusional
(B) is m alingering
(C) has illness anxiety disorder
(D) has conversion  disorder
(E) has been  raped and the rap ist used a 

condom

9. A 7-year-old ch ild  and her m other both  
have chlam ydia. The child’s in  ection  is m ost 
likely to be the result o 
(A) sleep ing in  the sam e bed as the m other
(B) sexual abuse
(C) m asturbation
(D) using the m other’s towel
(E) bathing in  the m other’s bathtub

10. On  at least three occasions, a 10-year-
old boy is  ound taking lunch m oney  rom  
the other children  in  h is class. The boy is 
underweight, has dirty clothes and hair, and 
lives in  a m otel room  with  h is single m other 
and  our siblings. This p icture m ost closely 
suggests
(A) atten tion  de icit hyperactivity disorder 

(ADHD)
(B) Tourette’s disorder
(C) conduct disorder
(D) oppositional de ian t disorder
(E) child neglect

Fadem7e_Chap20.indd   227 1/12/2016   5:43:57 PM



228 BRS Behavioral Science

11. A m other brings her 9-year-old daughter 
to the physician  who has been  caring  or 
the  am ily  or the past 10 years. The m other 
reports that over the past 2 weeks, the 
child has been  urinating  requen tly and 
com plain ing o  pain  on  urination . She notes 
that 2 m on ths ago, the child showed the 
sam e sym ptom s. The physician  observes 
that, while  orm erly  riendly and outgoing, 
the child now seem s sad and does not m ake 
eye con tact with  h im . The m other also states 
that since she rem arried 5 m on ths ago, 
the child has been  doing poorly in  school. 
The m ost likely explanation   or th is clin ical 
p icture is that the child
(A) is angry that her m other rem arried
(B) is com plain ing to gain  atten tion   rom  

her m other
(C) is being sexually abused by the m other’s 

new husband
(D) is com plain ing to avoid school
(E) is com plain ing to explain  her school 

problem s

12. A 93-year-old m ildly dem ented wom an , 
who is occasionally incon tinen t, lives 
with her daughter. She attends a day care 
program   rom  9 a m  to 1 pm . From  1 pm  to 4 
pm , a neighbor (who has an  alcoholic son  
and an  unem ployed son ) takes care o  the 
elderly wom an . The wom an  is brought 
to the em ergency room  by her daughter 
with  in juries that suggest physical abuse. 
The person  m ost likely to have abused th is 
wom an  is
(A) a day care program  worker
(B) the neighbor’s alcoholic son
(C) the neighbor
(D) the elderly wom an’s daughter
(E) the neighbor’s unem ployed son

Questions 13 and 14

A 4-year-old girl tells the physician  that her 
 ather, a law en  orcem ent o  icer, asked her to 
touch his pen is. Physical exam ination  o  the 
child is un rem arkable.

13. The m ost appropriate next step   or the 
physician  to take is to
(A) con tact the state child protective service 

agency
(B) ask the m other’s perm ission  to consult 

with  a child psychiatrist
(C) question  the  ather about the child’s 

rem ark
(D) question  the child   urther to determ ine i  

she is telling the tru th
(E) con tact a child psychiatrist to determ ine 

i  the ch ild  is telling the tru th
(F) con tact a pediatric gynecologist to 

determ ine i  sexual abuse has occurred

14. In  evaluating the risk o  leaving th is child 
with her paren ts, which o  the  ollowing is 
m ost closely associated with  an  increased 
risk that the child will be abused again?
(A) The child has a quiet, passive personality.
(B) The paren ts are involved in  m arital 

therapy.
(C) The paren ts are in tellectually disabled.
(D) There is a h istory o  abuse in  the paren ts’ 

own  ch ildhoods.
(E) The  ather is em ployed in  law 

en  orcem ent.

15. The concerned m other o  an  11-year-
old boy brings her son  to the doctor a ter 
discovering h im  in  bed with  and sexually 
 ondling h is 4-year-old m ale cousin . The 
m other notes that at a recen t m eeting, the 
11-year-old’s teacher reported that, while 
he had been  doing well in  school and with  
 riends, h is grades recen tly have been  
slacking and he has stopped socializing 
with the other ch ildren  in  class. Physical 
exam ination  is un rem arkable. Which  o  the 
 ollowing should the doctor consider f rst to 
explain  the boy’s problem atic behavior?
(A) He has conduct disorder.
(B) He has been  sexually abused by an  adult.
(C) He is showing norm al preadolescen t 

behavior.
(D) He has oppositional de ian t disorder.
(E) He is showing the em ergence o  a 

hom osexual orien tation .
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Answers and Explanations

Typical Board Question
The answer is C. An  8-year-old child should not be out alone at n ight, and i  one is  ound alone, it 
is likely that the paren ts are negligen t. There ore, the case should be reported to the state child  
protective services im m ediately. While children  with  conduct disorder show behavior that vio-
lates social norm s (e.g., stealing), there is evidence ( ood packages secreted in  h is cloth ing, th in  
appearance) that th is ch ild  is stealing  ood because he is hungry. Con tacting the principal o  the 
child’s school or reporting the case to the hosp ital eth ics com m ittee the next day is not going to 
protect the ch ild . Since they are apparen tly are not aware or do not care that the child is m issing, 
the paren ts will be con tacted by the ch ild  protective agency while the child is being cared  or in  
the hospital (see also Question  10).

1. The answer is C. Because th is p atien t with  an  in tellectu al d isab ility ap p ears to h ave 
been  n eglected , the doctor m ust p rotect th e p atien t by im m ediately n oti yin g the sta te 
agen cy  or  am ily p rotective services. Sh e does n ot h ave to tell th e n ep h ew or get h is 
con sen t to do th is (an d  see Qu estion  7). Con  ron tin g th e n ep h ew abou t n eglectin g th e 
p atien t, clari yin g why th e p atien t is bein g n eglected , or sp eakin g to  th e n ep h ew abou t 
h ow to deal with  beh avioral issues in  p atien ts with  Down’s syn drom e will n ot p rotect th e 
p atien t a t th is tim e.

2. The answer is A. This 3-m onth-old child  who is di  icult to arouse shows evidence,  or 
exam ple, decreased glucose, increased insulin , and decreased plasm a C peptide, o  hav-
ing received exogenous in sulin . It is likely that the m other has given  the child  in sulin  in  
order to get atten tion   rom  m edical personnel, a known m ani estation  o   actitious disorder 
im posed on  another (see Chapter 13) and a  orm  o  ch ild  abuse. In  insulinom a, there would 
be increased rather than  decreased p lasm a C peptide. There is no evidence o  pancreatitis, 
adrenal tum or, or nutritional de iciency in  th is child .

3. The answer is E. No one has the right to  orce another person  to have sexual activity, and 
tearing o  the vaginal ori ice, while not a norm al com plication  o  in tercourse a ter vaginal 
delivery, can  occur i  in tercourse is resum ed too soon  a ter childbirth . However, because 
th is wom an  is a com peten t adult, i  she wan ts to  ile charges against her husband, she m ust 
report the abuse to the police hersel . Certain ly, no one deserves that kind o  treatm en t, but 
in  order to get m ore in  orm ation  about the patien t’s m arital relationship, the m ost appro-
priate th ing  or the doctor to say to the patien t at th is tim e is “Please tell m e m ore about 
your relationship  with  your husband.”

4. The answer is A. A ter stabilizing the in  an t, the em ergency departm en t physician  should 
con tact the state ch ild  protective service agency to report suspected child  abuse. Subdural 
hem atom a, retinal hem orrhage, and retinal detachm ent are signs o  the “shaken  baby” 
 syndrom e, a  orm  o  child abuse in  which an  adult shakes a child  to stop  its crying. The 
shaken  child  m ay have no external in juries. Child abusers, such  as these paren ts, com m only 
delay seeking treatm en t and m ake up som e explanation   or the in juries such as “the ch ild  
 ell.” The physician  m ust report any susp icion  o  abuse to the appropriate authority, but 
does not have to question  the paren ts or in  orm  them  o  th is susp icion . Sim ilarly, when  a 
physician  suspects child physical or sexual abuse, he or she does not need a paren t’s per-
m ission  to exam ine, hospitalize, or treat the child or to consult with  a specialist.

5. The answer is E. An  in ternal in jury, such as a ruptured spleen , is m ost likely to be the result 
o  abuse in  a 4-year-old child . Chin , knee,  orehead, and elbow in juries are m ore likely to 
have been  obtained during norm al p lay.
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 6. The answer is C. The m ost im portan t th in g  or th e ph ysician  to do is to en su re the 
sa ety o  th is abused  p atien t. There ore, question in g the wom an  abou t whether it  is sa e 
 or her to retu rn  h om e sh ou ld  be th e in itia l in terven tion . Im p lyin g th at h er d rin kin g 
(e.g., “Do you  th in k you r d rin kin g has h ad  a n egative e  ect on  you r m arriage?” “Would 
you  describe yoursel  as an  alcoholic?” or “Why do you  th in k that you r husban d  abuses 
you?”) or h er  a ther’s behavior (e.g., “Did  you r  a ther abuse you r m other?”) is related 
to the abu se seem s to b lam e the victim  an d  is n ot app rop riate. Treatm en t (e.g., “Would 
you  like to talk abou t you r p rob lem  with  alcohol?” or “Would  you  like som e in  orm a-
tion  on  Alcoholics An on ym ous?”) can  wait un til the im m ediate p rob lem , en su rin g her 
sa ety, is addressed .

 7. The answer is B. Even  though both  are legally o  adult age, sexual in tercourse between  
th is person  with an  in tellectual disability and a non im paired person  is best described as 
statu tory rape. Because the wom an  has im paired m en tal  unction ing (i.e., a m en tal age 
o  7.5 years, per Chapter 2), she m ay not  u lly understand the m ean ing o  her consen t in  
th is con text. Consensual sex im plies that both  people have the ability to decide to in teract. 
Sodom y is oral–pen ile or anal–pen ile con tact. Child  abuse and sexual abuse are not the 
best iden ti iers  or the behavior described here.

 8. The answer is E. It  is m ost likely that th is wom an  h as been  rap ed  by the m an  she wen t 
ou t with  (“date rap e”). Because there is n o sem en , the rap ist m ay have used  a con dom . 
Parous wom en  such  as th is patien t m ay show n o p hysical sign s o  rape. Rap e victim s 
m ay app ear an xious, d isheveled , an d  “spacey” (e.g., u se o  d issociation  as a de en se 
m echan ism ). Patien ts rarely lie to doctors. There is n o in d ication  that th is wom an  is 
lyin g  or obvious gain  (m alin gerin g), is delusion al, or h as illn ess an xiety d isorder or 
con version  d isorder.

 9. The answer is B. The ch ild’s ch lam ydial in  ection  is m ost likely to be the resu lt o  sexual 
abuse. Sexually tran sm itted  diseases are rarely i  ever con tracted  by m asturbation  or by 
sleep in g in  the sam e bed, using the sam e towel, or bath ing in  the sam e bath tub as an  
in  ected person .

10. The answer is E. The m ost likely explanation   or th is child’s stealing behavior is that he is 
being neglected and is taking m oney to buy  ood. Evidence  or neglect includes the  act 
that he is underweight, has dirty clothes and hair, and lives in  a crowded situation . It is less 
likely that he has one o  the behavioral disruptive disorders, and there is no evidence o  
ADHD or the tics o  Tourette’s disorder (see also the TBQ).

11. The answer is C. The m ost likely explanation   or th is clin ical p icture is that th is 9-year-old 
girl is being sexually abused by her m other’s new husband. Signs o  sexual abuse include 
urinary tract in  ections and behavioral changes,  or exam ple, sadness and withdrawal, 
as well as school problem s. It is m uch  less likely that the child’s signs and sym ptom s are 
because o  anger at her m other, or represen t an  attem pt to gain  atten tion  or avoid school. 
Rather, the abuse m ay help  explain  the child’s recen t di  iculties in  school.

12. The answer is D. A close relative who cares  or the person  (e.g., the daughter) is m ost likely 
to have abused th is elderly dem en ted wom an . Although no excuse  or abuse, th is m ay be 
a result, in  part, o  the stresses associated with  caring  or a dem ented, incon tinen t elderly 
person . Unrelated people such  as caretakers (even  i  alcoholic or unem ployed) are m uch 
less likely than  a close relative to abuse an  elderly person .

13. The answer is A. 14. The answer is D. When  a child  o  any age reports inappropriate sexual 
touching, the physician  m ust con tact the state ch ild  protective service agency. This exam -
ple dem onstrates that a child  m ay show no physical signs o  sexual abuse. The physician  
m ust assum e that patien ts (even  young ones) are telling the tru th . The physician  does not 
need to talk to the child   urther, consult a child psychiatrist, con tact a pediatric gynecolo-
gist, or talk to the  ather to con  irm  the story. The state agency will handle these m atters. In  
evaluating the risk o  leaving abused children  with  their paren ts, a h istory o  abuse in  the 
paren ts’ own childhoods is associated with  an  increased risk that the child will be abused 
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again . In telligence o  the paren ts, em ploym ent o  the paren ts in  law en  orcem ent, and 
whether the paren ts are involved in  m arital therapy are not speci ically associated with  the 
risk o  child abuse.

15. The answer is B. While heterosexual and hom osexual play between  children  o  about the 
sam e age is typical and norm al (see Chapters 2 and 19), sexual play between  children  who 
vary in  age (no m atter what their sex) is o  concern . In  this case, the behavior by the older 
child suggests that recently he has been  sexually abused by an  adult and is replicating what 
has been  done to him  with his 4-year-old cousin . His slacking grades and unsociable behav-
ior give  urther evidence that the 11-year-old boy has been  abused. Conduct disorder and 
oppositional de ian t disorder are un likely since the child has no previous history o  behavior 
problem s.
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I. MEDICAL PRACTICE

A. Seeking medical care
1. Patien ts’ behavior when  ill and their expectations o  physicians are in  luenced by their 

culture (see Chapter 18), p revious experiences with  m edical care, physical and m en tal 
conditions, personality styles (not necessarily personality disorders; see Table 14.3 and 
Table 21.1), and coping skills.

2. Only about one-third of Americans with symptoms seek medical care; m ost people con tend 
with  illnesses at hom e with  over-the-coun ter m edications and hom e m anagem en t.

B. Seeking psychiatric care
1. In  the Un ited States, there is a stigma to having a psychiatric illness. Psychiatric sym ptom s 

are considered by m any Am ericans to indicate a moral weakness or a lack of self-control. 
Because o  th is stigm a, m any patien ts  ail to seek help.

2. It is im portan t  or patien ts to seek help  since there is a strong correlation between psycho-
logical illness and physical illness. Morbidity rates and m ortality rates are m uch higher in  
patien ts who need psychiatric atten tion .

C. The “sick role”
1. A person  assum es a particular role in  society and certain  behavioral patterns when  he or 

she is ill (the “sick role,” described by T. Parsons). The sick role includes exemption from 
usual responsibilities and expectation  o  care by others, as well as working toward becom -
ing healthy and cooperating with  health  care personnel in  getting well.

Typical Board Question
A physician  advises a 50-year-old m an  who sm okes 2 packs o  cigarettes a day that he needs 
to stop  sm oking. In  response, the patien t tells the doctor that he had an  uncle who sm oked 
all o  h is li e and died at age 95 o  natural causes. According to the “Stages o  Change” m odel, 
in  which stage o  change is th is patien t m ost likely to be?

(A) Precon tem plation
(B) Con tem plation
(C) Preparation
(D) Action
(E) Main tenance

(See “Answers and Explanations” at the end of the chapter.)

21 The Physician–Patien t 
Relationship

c h a p t e r
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2. Critics o  the sick role theory argue that it applies only to middle-class patien ts with  acute 
physical illness, em phasizes the power o  the physician , and undervalues the individual’s 
social support network in  getting well.

D. Telling patients the truth
1. In  the United States, adult patien ts generally are told the complete truth about the diagnosis, 

the m anagem ent and its side e  ects, and the prognosis o  their illness. Falsely reassuring 
or patronizing statements in  response to patien t questions (e.g., “Do not worry, we will take 
good care o  you” or “You can  get pregnant again” [a ter a m iscarriage]) are not appropriate.

2. In  orm ation  about the illness m ust be given directly to the adult patient and not relayed 
to the patient through relatives. Parents decide i , how, and when  such in  orm ation  will be 
given  to an  ill child.
a. With  the patient’s permission, the physician  can  tell relatives th is in  orm ation  in  con-

junction  with , or a ter, telling the patien t.
b. Relieving the  ears o  close relatives o  a seriously ill patien t can  bolster the support 

system  and thus help  the patien t.

E. Special situations
1. Patien ts m ay be afraid to ask questions about issues that are embarrassing (e.g., sexual prob-

lem s) or fear provoking (e.g., laboratory results). A physician  should not try to guess what is 
troubling a patien t; it is the physician’s responsibility to ask about such issues in  an  open-
ended  ashion  (see Section  III.B.2.b.) and address them  truth ully and  ully with the patien t.

2. Physicians have the prim ary responsibility  or dealing with  adherence issues (see Section  
II below), as well as with  angry, seductive, or complaining behavior by their patien ts 
(Table 21.2). Re errals to other physicians should be reserved on ly  or m edical and psy-
chiatric p roblem s outside o  the treating physician’s range o  expertise.

II. ADHERENCE

A. Patient characteristics associated with adherence
1. Adherence re ers to the exten t to which  a patien t  ollows the recom m endations o  the 

physician , such  as taking m edications on  schedule, having a needed m edical test or surgi-
cal procedure, and  ollowing directions  or changes in  li estyle, such as diet or exercise.

 t a b l e   21.1   Patient Personality Style and Behavioral Characteristics during Illness

Personality Style Behavioral Characteristics during Illness

Paranoid Blames the physician for the fact that he or she is ill
Schizoid Becomes even more withdrawn during illness
Schizotypal Bizarre behavior may mask serious illness
Histrionic May be dramatic, emotionally changeable, and approach the physician in an 

inappropriate sexual fashion during illness
Narcissistic Has a perfect self-image, which is threatened by illness and may refuse needed 

treatment, which can alter his or her appearance
Antisocial May self-write or alter prescriptions and lie to the physician
Borderline Idealizes the physician at first, may make gestures of or attempt self-harm when ill
Avoidant Interprets physician health suggestions as criticisms, fears rejection by the doctor, is 

overly sensitive to a perceived lack of attention or caring
Obsessive–compulsive Fears loss of control and may in turn become more controlling during illness
Dependent Becomes more needy during illness and wants the physician to make all decisions 

and assume all responsibility
Passive–aggressive Asks for help but then does not adhere to the physician’s advice
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2. Patien ts n eed  to recogn ize that their behavior or con dition  (e.g., obesity) is p roblem atic 
be ore they are m otivated  to chan ge or seek m edical care. The “Stages of Change” m odel 
re ers to the poin t at which  th is recogn ition  an d  readin ess to chan ge occurs (Table 21.3).

3. Patien ts’ unconscious trans erence reactions to their physicians, which are based in  child-
hood paren t–child relationships, can  increase or decrease adherence (see Chapter 6).

4. Only about one-third of patients adhere fully to management recommendations, one-th ird 
adhere som e o  the tim e, and one-th ird do not adhere to such recom m endations.

B. Factors that increase and decrease adherence
1. Adherence is not related to patient intelligence, education, sex, religion , race, socioeco-

nom ic status, or m arital status.
2. Adherence is m ost closely related to how well the patient likes the doctor. The strength  

o  the doctor–patien t relationsh ip  is also the m ost im portan t  actor in  whether or not 
patien ts sue their doctors when  a m edical error or om ission  is m ade or when  there is a 
poor outcom e (see Chapter 23).

3. Som e  actors associated with  adherence are listed in  Table 21.4.

 t a b l e   21.2    Do’s and Do Not’s for Answering USMLE Questions Involving Common Problems 
in the Physician–Patient Relationship

Problem Do Do Not

Angry patient Do acknowledge the patient’s anger. Do not take the patient’s anger personally (the 
patient is probably fearful about becoming 
dependent as well as of being ill).

Complaining patient: 
about another doctor

Do encourage the patient to speak to the 
other physician directly if the patient 
complains about a relationship with 
another physician.

Do not intervene in the patient’s relationship with 
another physician unless there is a medical 
reason to do so.

Complaining patient: 
about you or your staff

Do speak to your own office staff if the 
patient has a complaint about one 
of them.

Do not blame the patient for problems with you or 
your office staff.

Crying patient Do acknowledge the patient’s sadness 
and quietly wait for the patient to 
speak.

Do not rush the patient or use patronizing statements 
such as “do not worry” to comfort the patient.

Do not say “I understand.” The patient makes that 
judgment.

Nonadherent patient: 
needs to improve 
health behavior

Do examine the patient’s willingness to 
change his or her health-threatening 
behavior (e.g., smoking); if he or she 
is not willing, you must address that 
issue first.

Do not attempt to frighten the patient into adhering 
(e.g., showing graphic photographs of untreated 
illness).

Nonadherent patient: 
needs a test or 
treatment (e.g., 
mammogram)

Do identify the real reason (e.g., fear) for 
the patient’s refusal to adhere to or to 
consent to a needed intervention and 
address it.

Do not refer the patient to another physician.

Seductive patient Do call in a chaperone when you are 
with the patient.

Do gather information using direct rather 
than open-ended questions.

Do set limits on the behavior that you will 
tolerate.

Do not refuse to see the patient.
Do not refer the patient to another physician.
Do not fail to act if the patient crosses a social 

boundary.

Suicidal patient Do assess the seriousness of the threat.
Do suggest that the patient remain in 

the hospital voluntarily if the threat is 
serious.

Do not assume that the threat is not serious.
Do not release a hospitalized patient who is a threat 

to himself or herself (patients who are a threat 
to self or others can be held involuntarily [see 
Chapter 23]).
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III. THE CLINICAL INTERVIEW

A. Communication skills
1. Patien t adherence with  m edical advice, detection  o  both  physical and psychological 

problem s, and patien t satis action  with  the physician  are im proved by good physician–
patien t com m unication .

2. One o  the m ost im portan t skills  or a physician  to have is how to interview patients.
a. The physical setting  or the in terview should be as private as possible. Ideally, there 

should be no desk or other obstacle between  the physician  and patien t, and the partici-
pan ts should in teract at eye level (e.g., both  seated).

b. During the in terview, the physician  m ust  irst establish trust in and rapport with the 
patien t and then  gather physical, psychological, and social in  orm ation  to iden ti y the 
patien t’s p roblem .

c. Finally, the physician  should try to educate the patien t about the illness and m otivate 
the patien t to adhere to m anagem en t recom m endations.

d. The physician  should obtain  backup (e.g., hosp ital security) i  it appears that a patien t 
is dangerous or threatening.

3. The in terview serves to obtain  the patien t’s psychiatric history, including in  orm ation  
about prior m en tal problem s, drug and alcohol use, sexual activity, curren t living situa-
tion , and sources o  stress.

4. When  in terviewing young children, the physician  should
a. First establish  rapport by in teracting with  the child in  a nonm edical way,  or exam ple, 

drawing pictures.
b. Use direct rather than  open -ended questions,  or exam ple, “What is your sister’s 

nam e?” rather than  “Tell m e about your  am ily.”
c. Ask questions in  the th ird person ,  or exam ple, “Why do you th ink that the little boy in  

th is p icture is sad?”

 t a b l e   21.3   The Stages of Change Model

Stage #
Name of Stage 
(Readiness for Change) Patient Quote Patient Characteristics Physician Strategies

Stage 1 Precontemplation (not 
ready for change)

“My father was also a big 
heavy guy—he was a 
longshoreman and was 
hardly ever sick.”

Fails to recognize or 
denies that there is 
a problem

Elicit the patient’s feelings 
about the problem and 
explain the risks of the 
unwanted behavior.

Stage 2 Contemplation (getting 
ready for change)

“Maybe his weight had 
something to do with my 
father’s death, but I don’t 
think so.”

Is ambivalent about 
making the change

Weigh the pros and cons of 
making the change and 
identify things that may be 
reducing the likelihood of 
change.

Stage 3 Preparation (ready for 
change)

“I need to lose weight; I will 
try to cut back on my 
eating.”

Trying small 
improvements

Prepare a plan of action for 
the patient; identify social 
support systems.

Stage 4 Action (makes 
change)

“I ate my last pizza last 
night.”

Makes the needed 
change

Acknowledge the achievement.

Stage 5 Maintenance 
(continues change)

“It’s really hard not to eat 
too much when the 
family gets together but I 
am doing it.”

Continues the changed 
behavior

Develop strategies to manage 
temptation and reward 
success.

Stage 6 Relapse (goes back on 
change)

“I have been eating all the 
wrong foods all week. I 
am so angry at myself.”

Feel guilt, anger, and 
disappointment

Identify the factors that led 
to the relapse, and help 
the patient to “get back on 
track.”
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B. Specific interviewing techniques
1. Direct questions. Direct questions are used to elicit speci ic in  orm ation  quickly  rom  a 

patien t in  an  emergency situation  (e.g., “Have you been  shot?”) or when  the patien t is 
seductive or overly talkative.

2. Open-ended questions
a. Although direct questions can  elicit in  orm ation  quickly, open -ended types o  ques-

tions are m ore likely to aid in  obtain ing in  orm ation  about the patien t and not close o   
poten tial areas o  pertinen t in  orm ation .

b. Using open -ended questions (e.g., “What brings you in  today?”), the in terviewer gives 
little structure to the patien t and encourages the patient to speak freely.

3. Table 21.5 lists aim s o  the clin ical in terview and gives exam ples o  som e speci ic in ter-
viewing techn iques.

 t a b l e   21.4   Factors Associated with Adherence to Medical Advice

Factors Associated with 
Increased Adherence

Factors Associated with 
Decreased Adherence Comments

Good physician–patient 
relationship

Poor physician–patient 
relationship

Liking the physician is the most important factor in 
adherence; it is even more important than the physician’s 
technical skill.

Physicians perceived as unapproachable have low 
adherence from patients.

Patient feels ill and usual 
activities are disrupted by 
the illness

Patient experiences few 
symptoms and little 
disruption of usual 
activities

In asymptomatic illnesses, such as hypertension, only about 
half of the patients initially adhere to management.

Many asymptomatic patients who initially adhered have 
stopped adhering within 1 y of diagnosis.

Short time spent in the 
waiting room

Long time spent in the waiting 
room

Patients kept waiting get angry and then fail to adhere.

Belief that the benefits 
of care outweigh its 
financial and time costs

Belief that financial and time 
costs of care outweigh its 
benefits

The “Health Belief Model” of health care

Written diagnosis and 
instructions for 
management

Verbal diagnosis and 
instructions for 
management

Patients often forget what is said during a visit to the 
physician because they are anxious.

Asking the patient to repeat your verbal instructions can 
improve understanding and thus increase adherence.

Acute illness Chronic illness Chronically ill people see physicians more often but are 
more critical of them than acutely ill people.

Recommending only one 
behavioral change at 
a time

Recommending multiple 
behavioral changes at 
once

To increase adherence, ask the patient which change they 
would like to start with and then ask the patient to make 
this change (e.g., stop smoking) this month and make 
another change (e.g., start dieting) next month.

Recommending too many changes at once will reduce the 
likelihood that the patient will make any changes.

Simple management 
schedule

Complex management 
schedule

Adherence is higher with medications that require once 
daily dosing, preferably with a meal.

Patients are more likely to forget to take medications 
requiring frequent or between-meal dosing.

Older physician Younger physician Usually, young physician age is only an issue for patients in 
the initial stages of management.

Peer support Little peer support Membership in a group of people with a similar problem 
(e.g., smoking [see Chapter 9]) can increase adherence.
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 t a b l e   21.5   Aims of the Clinical Interview and Specific Interviewing Techniques

Aim Technique Specific Use Example

To establish 
rapport

Support and 
empathy

To express the physician’s interest, 
understanding, and concern for 
the patient

“You must have really been frightened when 
you realized you were going to fall.”

Validation To give value and credence to the 
patient’s feelings

“Many people would feel the same way if 
they had been injured as you were.”

To maximize 
information 
gathering

Facilitation To encourage the patient to elaborate 
on an answer; can be a verbal 
question or body language, such 
as a quizzical expression

“Please tell me more about what happened 
after your fall.”

Reflection To encourage elaboration of the 
answer by repeating part of the 
patient’s previous response

“You said that your pain increased after 
lifting the package?”

Silence To increase the patient’s 
responsiveness

Waiting silently for the patient to speak.

To clarify 
information

Confrontation To call the patient’s attention to 
inconsistencies in his or her 
responses or body language

“You say that you are not worried about 
tomorrow’s surgery, but you seem really 
upset to me.”

Recapitulation To sum up all of the information 
obtained during the interview 
to ensure that the physician 
understands the information 
provided by the patient

“Let’s go over what you told me. You fell last 
night and hurt your side. Your husband 
called 911. The paramedics came but the 
pain got worse until they gave you a shot 
in the emergency room. Have I gotten it 
right?”
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Review Test

Directions: Each o  the num bered item s or incom plete statem en ts in  th is section  is  ollowed by 
answers or by com pletions o  the statem ent. Select the one lettered answer or com pletion  that 
is best in  each case.

1. A 31-year-old wom an  who has been  in  
a serious car acciden t re uses to go on  the 
am bulance to the hospital un til her husband 
arrives at the scene so that he can  go with  
her. She notes that she has called h im  and 
that he is on  the way. Her in juries are serious 
but not li e th reaten ing. Most appropriately, 
the am bulance team  should
(A) wait  or the husband
(B) take the patien t to the hospital against 

her will
(C) wait un til the patien t loses 

consciousness and then  take her to the 
hosp ital

(D) tell the patien t that they cannot wait
(E) advise the patien t that she can  be 

prosecuted i  she re uses treatm ent

2. Over the past 4 m on ths, a 16-year-
old m ale h igh school studen t has been  
com plain ing o  lethargy, nausea, and 
dizziness, which have caused him  to m iss 
a sign i can t num ber o  school days. His 
paren ts brought h im  to the prim ary care 
physician   or evaluation . Physical exam  
and the results o  laboratory testing are 
unrem arkable. What is the physician’s m ost 
appropriate next step  in  m anagem en t?
(A) Do a toxicology screen   or substance use.
(B) Ask the patien t’s paren ts to observe h im  

closely over the next  ew weeks.
(C) Recom m end that the patien t change 

schools as soon  as possible.
(D) Talk to the patient in  private and say, 

“Please tell m e what you think is going on”
(E) Recom m end that the patien t take an  

an tidepressan t.

3. A 9-year-old girl who has a term inal illness 
asks the physician , “Am  I going to die?” The 
child’s paren ts previously told the physician  
that they do not wan t the child to know her 
diagnosis or prognosis. The physician’s best 
response to the child’s question  is to say
(A) “Do not worry, you will be  ine.”
(B) “Yes, you will die o  th is illness.”
(C) “Tell m e what your paren ts have told you 

about your illness.”
(D) “Your paren ts do not wan t you to know 

about your illness so I cannot tell you.”
(E) “Many children  with  th is kind o  illness 

live a long tim e.”

4. A 40-year-old m ale patien t tells h is 
physician  that he sm okes at least two packs 
o  cigarettes a day but would like to stop. 
Which o  the  ollowing is the m ost e  ective 
statem en t or question  the physician  can  use 
to encourage the patien t to give up sm oking?
(A) “You m ust stop sm oking because it causes 

lung cancer and m any other illnesses.”
(B) “Why does an  in telligen t person  like you 

con tinue to sm oke?”
(C) “Do you have any relatives who died o  

lung cancer?”
(D) “I would like to show you a picture o  what 

lungs look like a ter a li etim e o  sm oking.”
(E) “Please tell m e how I can  help  you to 

stop sm oking.”

5. A 50-year-old patien t with  diabetes 
tells h is physician  that he and his wi e are 
having problem s in  bed. The physician’s best 
response to the patien t is to say
(A) “Do not worry; sexual p roblem s are 

com m on in  diabetes.”
(B) “Please tell m e what you m ean  by 

‘problem s in  bed.’”
(C) “I th ink that you and your wi e should 

see a sex therap ist.”
(D) “I will give you a prescrip tion   or Viagra.”
(E) “We need to do som e laboratory tests to 

determ ine what is causing the problem .”
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6. A 50-year-old, poorly groom ed wom an  
has m onth ly appoin tm ents with  a 
cardiologist. The patien t, who  requen tly 
com plains about the o  ce and sta   during 
these visits, tells the cardiologist that on  th is 
day, the o  ce reception ist (who is well liked 
by patien ts and sta  ) was un  riendly to her. 
The physician’s best response is to
(A) not com m en t and proceed with  the 

exam ination
(B) apologize to the patien t and o  er to 

speak to the reception ist
(C) re er the patient  or psychiatric evaluation
(D) ask a m em ber o  the o  ice sta   to 

reschedule the patien t’s appoin tm en t  or 
another day

(E) in  orm  the patien t that everyone else 
likes the reception ist

7. A 45-year-old m an , who was previously 
a success u l businessm an  and devoted 
husband and  ather, now neglects h is work 
and  am ily. At h is last visit, he con  ded to the 
physician  that he drinks a large am ount o  
alcohol daily. His wi e tells the physician  that 
h is drinking is ru in ing the  am ily. Which o  
the  ollowing is the m ost e  ective question  
 or in itiating a discussion  with  the patien t 
about the e  ects o  alcohol on  his  am ily?
(A) “Do you know that m ost patien ts who 

drink as m uch as you do even tually lose 
their  am ilies?”

(B) “Do you  eel guilty about what your 
drinking is doing to your ch ildren?”

(C) “Do you realize the dam age that your 
drinking is doing to your m arriage?”

(D) “What do you th ink is the im pact o  your 
drinking on  your  am ily?”

(E) “Your wi e says your drinking is ru in ing 
your  am ily. Do you agree?”

8. In a hospital emergency room, a 43-year-old 
male patient shouts “I want a real doctor, not 
some jerk in training” and then throws his urine 
sample at the resident who is examining him. 
The  rst action the resident should take is to
(A) alert hospital security
(B) ask an  attending physician  to take over 

the case
(C) dem and that the patien t stop shouting 

and throwing th ings
(D) say to the patien t “I see you are upset, 

what can  I do?”
(E) ask the patien t why he is upset
(F) ignore the behavior and con tinue to 

exam ine the patien t

9. When  a physician  prescribed f uoxetine 
(Prozac)  or a 35-year-old m ale patien t, 
she explained the m ajor side e  ects o  the 
drug. Four m onths later, the patien t asks her 
whether f uoxetine has any side e  ects. The 
physician’s best response is to say
(A) “The side e  ects are nervousness, 

insom nia, and sexual dys unction .”
(B) “I will have the nurse go over the side 

e  ects with  you again .”
(C) “Please tell m e about what you have 

been  experiencing while taking Prozac.”
(D) “Would you like m e to check  or possible 

side e  ects?”
(E) “The side e  ects are m inor; do not worry.”

Questions 10 and 11

A 38-year-old salesm an, who previously had a 
m yocardial in  arction , presen ts to the physi-
cian’s o  ice  or a routine visit. On seeing the 
physician , he angrily exclaim s, “What is the 
m atter with this place? I can  never  ind a park-
ing space around here and everyone is so dis-
organized!” He then  insists on  m aking a phone 
call while the physician  waits to exam ine him .

10. Most appropriately, the physician  should 
now say
(A) “I cannot exam ine you un til you calm  

down.”
(B) “Are you always th is angry?”
(C) “You seem  upset.”
(D) “Would you like a re erral to another 

physician?”
(E) “I will reschedule your appoin tm en t  or 

another day.”

11. The personality type that best describes 
th is patien t is
(A) histrion ic
(B) sch izoid
(C) obsessive–com pulsive
(D) passive–aggressive
(E) dependen t
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Questions 12 and 13

A 28-year-old wom an  presen ts to a physi-
cian’s o  ice wearing a low-cut blouse. When  
the physician  begins to in terview her, the 
wom an  puts her hand on  his arm  and asks 
h im  i  he is m arried.

12. The physician’s m ost appropriate 
behavior at th is tim e is to
(A) re use to exam ine the patien t at th is tim e 

but give her another appoin tm ent
(B) call in  a chaperone  or the in terview and 

exam ination
(C) use on ly open-ended questions in  

in terviewing the patien t
(D) re er the patien t to a  em ale physician
(E) ask the patien t about her personal li e

13. The personality type that best describes 
th is patien t is
(A) histrion ic
(B) sch izoid
(C) obsessive–com pulsive
(D) passive–aggressive
(E) dependen t

14. A 46-year-old m an  presen ts to the 
em ergency departm ent com plain ing o  chest 
pain . Which  o  the  ollowing statem ents will 
elicit the m ost in  orm ation   rom  th is patien t?
(A) “Poin t to the area o  pain  in  your chest.”
(B) “Tell m e about the pain  in  your chest.”
(C) “Tell m e about the pain .”
(D) “Have you been  to a physician  with in  the 

past 6 m onths?”
(E) “Is there a h istory o  heart disease in  

your  am ily?”

15. A 50-year-old wom an  presen ts with  a 
com plain t o  gastric distress. She seem s 
agitated and says that she is a raid she has 
cirrhosis o  the liver but then  stops speaking. 
Which o  the  ollowing will best encourage 
th is patien t to con tinue speaking?
(A) “Please go on .”
(B) “How m uch liquor do you drink?”
(C) “Do you drink?”
(D) “Why did you wait so long to com e in?”
(E) “There are m any ways to treat 

alcoholism .”

16. On the day he is to receive the results o  a 
lung biopsy, a patient tells the physician  that 
he  eels  ne. However, the physician  notices 
that the patient is pale, sweaty, and shaky. 
Which o  the  ollowing is the m ost appropriate 
statem ent  or the physician  to m ake?
(A) “Tell m e again  about the pain  in  your 

chest.”
(B) “How do you  eel?”
(C) “You’ll be  ine.”
(D) “You look  rightened.”
(E) “Are you upset about being in  the 

hosp ital?”

17. Patien ts are m ost likely to adhere to 
m edical advice  or which  o  the  ollowing 
reasons?
(A) The illness has  ew sym ptom s.
(B) The patien t likes the physician .
(C) The physician  is young.
(D) The illness is chron ic.
(E) The m anagem en t schedule is com plex.

18. A 50-year-old A rican  Am erican  m ale 
patien t who is well-educated has a hern iated 
disc. The characteristic o  th is patien t m ost 
likely to increase h is adherence to the 
m anagem ent p lan  is h is
(A) race
(B) socioeconom ic status
(C) back pain
(D) education
(E) gender

19. The “sick role” as described by Parsons
(A) applies m ain ly to low socioeconom ic 

groups
(B) overvalues people’s social support 

networks
(C) includes lack o  cooperation  with  health  

care workers
(D) includes exem ption   rom  usual 

responsibilities
(E) applies m ain ly to chron ic illness
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Questions 20 and 21

A 34-year-old  ather o  4 ch ildren  sm okes 
2 packs o  cigarettes a day but believes that 
sm oking does not cause h im  harm . Instead, 
he believes that sm oking preven ts h im   rom  
getting colds.

20. To encourage th is patien t to sm oke less, 
the physician  should  rst
(A) recom m end a sm oking cessation  

support group
(B) recom m end a n icotine patch
(C) show h im  photographs o  the lungs o  

patien ts with  lung cancer
(D) determ ine how willing he is to stop  

sm oking
(E) tell h im  his children  will be  atherless i  

he con tinues sm oking

21. Although the patien t has agreed to try to 
stop sm oking, he has not m ade any progress 
in  2 m onths. The m ost appropriate th ing  or 
the physician  to say at th is tim e is
(A) “It can  be really hard  or people to stop  

sm oking.”
(B) “How m uch are you  sm oking now?”
(C) “Have you been   ollowing m y 

instructions?”
(D) “I cannot help  you i  you do not listen  to 

m e.”
(E) “I recom m end that you start taking 

bupropion  (Zyban).”

22. A patien t whose  ather died o  prostate 
cancer says that he cannot take a prostate-
speci c an tigen  test because “the needle will 
leave a m ark.” The m ost appropriate next 
step   or the physician  to take is to
(A) speak to the patien t’s wi e and ask her to 

convince h im  to have the test
(B) reassure the patien t that the needle m ark 

will  ade with  tim e
(C) show the patien t photographs o  patien ts 

with  un treated prostate cancer
(D) reassure the patien t that whatever the 

outcom e o  the test, he can  be cured
(E) ask the patien t to describe h is  eelings 

about h is  ather’s illness

23. The paren ts o  a critically ill 6-year-old 
patien t tell the physician  that when  the child 
becam e ill, h is 14-year-old brother started to 
behave badly in  school and at hom e. At th is 
tim e, the younger ch ild’s physician  should
(A) re er the teenager to an  adolescen t 

psychologist
(B) ask to speak to the teenager alone as 

soon  as possible
(C) ask to speak to the teenager when  the 

younger child is out o  danger
(D) tell the paren ts that the patien t is the 

younger child, not the teenager
(E) tell the paren ts to concen trate on  the 

younger child

24. During a  ollow-up visit a ter a 
m astectom y, a 39-year-old, well-groom ed, 
m arried wom an  seem s sad and tells her 
surgeon  that she is em barrassed to undress 
in   ron t o  her husband. Most appropriately, 
the surgeon  should now say
(A) “You should not be em barrassed, you 

still look good.”
(B) “There are a num ber o  breast 

reconstruction  procedures that can  
im prove your appearance.”

(C) “The m ost im portan t th ing is not how 
you look, but that we caught the disease 
in  tim e.”

(D) “Please tell m e how the surgery has 
a  ected your relationship  with  your 
husband.”

(E) “It is not so bad, you still have one 
breast.”

25. A 30-year-old wom an  visiting a physician  
 or the  rst tim e sits silen tly in  the waiting 
room  with  her  sts clenched. When  asked to 
by a nurse, she re uses to  ll out a personal 
data  orm . In  the exam in ing room , she 
says to the doctor, “Let’s get th is over with .” 
The m ost appropriate statem en t  or the 
physician  to m ake at th is tim e is
(A) “I cannot exam ine you un til you  ill out 

the personal data  orm .”
(B) “Please tell m e why you re used to  ill out 

the personal data  orm .”
(C) “You seem  to be quite tense.”
(D) “Are you  rightened?”
(E) “Do not worry, I will take good care o  

you.”
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26. A lethargic, 19-m on th-old Mexican  
Am erican  boy with  a tem perature o  102°F 
is brought to the em ergency room  by his 
m other. The physician   nds that the child  is 
dehydrated. When  the child re uses to drink 
water, the doctor o  ers the child a  ru it-
f avored ice pop. When  the child  takes it, the 
m other becom es pan icky and takes the ice 
pop away. She states that in  her cu lture, one 
never gives  ood to a child  with  a  ever. What 
is the physician’s next step?
(A) Explain  that the ch ild  needs rehydration  

and is m ore likely to eat an  ice pop than  
drink water.

(B) Follow the m other’s wishes and start an  
IV to rep lace  lu ids.

(C) Call in  a consultan t to convince the 
m other to allow the ch ild  to eat the ice 
pop.

(D) Explain  to the m other that you are a 
licensed physician  and know what is best 
 or the child.

(E) Explain  to the m other that the child  can  
die o  dehydration .

(F) Elicit a suggestion   rom  the m other 
about how to best get  lu ids in to the 
child that  its in  with  her belie s.

27. A 38-year-old  patien t asks her p rim ary 
care doctor, Dr. 1,  or a re erral because 
she is m ovin g to a d i  eren t city. Dr. 1 re ers 
the patien t to Dr. 2, an  old  m edical school 
 riend, in  the new city. When  the patien t 
goes to Dr. 2, he n otices that the patien t 
seem s depressed an d an xious, so he re ers 
her to Dr. 3, who is a psych iatrist. Dr. 3 will 
be ou t o  town   or a while so he re ers the 
patien t to Dr. 4. Dr. 4 has n o tim e to see the 
patien t so he re ers her to Dr. 5. Eth ically, 
which  step  in  the re erral sequen ce was 
least appropriate?
(A) Dr. 1 to Dr. 2
(B) Dr. 2 to Dr. 3
(C) Dr. 3 to Dr. 4
(D) Dr. 4 to Dr. 5

28. A 16-year-old girl has a chron ic disorder 
that occasionally requires an  opioid 
analgesic. She calls the physician  when  her 
prescrip tion  runs out 2 days prior to her 
 nal exam s. She lives 2 hours away  rom  the 
physician . The patien t has access to a local 
m edical clin ic that renews the prescrip tion  
when  needed, bu t she checked with  them  
and they stated that their wait tim e  or a visit 
is 3 days. The physician  should
(A) con tact the pharm acy with  in structions 

to re ill the prescrip tion
(B) recom m end an  over-the-coun ter 

m edication  to treat the pain
(C) con tact the m edical clin ic and request 

that they see the patien t im m ediately
(D) ask a  riend who practices near the 

patien t to prescribe the drug
(E) drive to the patien t’s hom e with  a ready 

prescrip tion

29. A 39-year-old wom an  goes to her 
physician  a ter discovering a breast m ass 
during sel -exam ination . Two m onths 
earlier, at her yearly physical, the sam e 
physician  had told the patien t that all 
 ndings were norm al. The patien t schedules 
a m am m ogram  and, learn ing that the m ass 
is suspicious  or breast cancer, begins to 
wonder i  the doctor m issed  nding the 
lum p 2 m onths ago. This patien t is m ost 
likely to  le a m alpractice suit against the 
physician  i 
(A) the biopsy indicates that she has breast 

cancer
(B) she believes that she can  get a sign i ican t 

 inancial settlem ent  rom  the doctor’s 
insurance com pany

(C) she has poor com m unication  with  the 
doctor

(D) a  am ily m em ber insists that she sue the 
doctor

(E) she learns that the cancer has 
m etastasized
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30. A 22-year-old m an  with  schizophren ia 
is brought to the em ergency departm en t 
 rom  an  inpatien t psychiatric  acility a hal  
hour a ter acciden tally cutting him sel  while 
slicing bread. The patien t has a 5-cm  cut on  
h is hand, which requires suturing. He re uses 
treatm ent  or the cut and states “I know I 
have a thought problem  I take m edication  
 or, but I never know who to trust. I wan t to 
wait un til m y paren ts get here. I know m y 
hand can  get in  ected i  I wait too long, but 
I don’t th ink a  ew hours are going to m ake 
a big di  erence.” What is the best course o  
action   or the doctor to take at th is tim e?
(A) Do not treat and determ ine i  the paren ts 

are on  the way.
(B) Do not treat un til a court order is 

obtained.
(C) Do not treat un til obtain ing a psychiatric 

evaluation .
(D) Treat because the patien t adm its he has 

a psychiatric disorder.
(E) Treat because the patien t has been  

placed in  a psychiatric  acility.
(F) Treat because the patien t shows signs o  

paranoia and is thus incom peten t.

31. A ter a school bus acciden t, a 6-year-
old boy with  an  in jured leg is brought to 
the em ergency room . The child  is awake 
and alert but is carrying no iden ti ying 
in  orm ation . The param edics report that the 
child has not spoken  since the acciden t. The 
m ost appropriate  rst step  by the physician  
is to
(A) get crayons and paper and ask the ch ild  

to draw pictures with  her
(B) say to the ch ild  “I am  very sorry about 

what happened”
(C) look the child solem nly in  the eye and 

ask him  about the acciden t
(D) say “I  you will not talk to m e I cannot 

locate your m other”
(E) leave the child alone so that he can  rest

32. A wom an  and her 15-year-old daughter 
p resen t to a physician’s o  ce together. When  
the physician  asks what brings them  in , the 
m other states: “I wan t you to  t m y daughter 
 or a diaphragm .” The m ost appropriate 
action   or the physician  to take at th is tim e 
is to
(A)  ollow the m other’s wishes and  it the girl 

 or a diaphragm
(B) ask the m other why she wan ts a 

diaphragm   or her daughter
(C) recom m end that the girl see a sex 

education  counselor
(D) ask the m other to leave and speak to the 

girl alone
(E) ask the girl i  there is som ething she 

wan ts to say in  private
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Answers and Explanations

Typical Board Question
The answer is A. This 50-year-old sm oker is in  the stage o  change known as precontem plation . In  
this stage, the person does not recognize or is in  denial about the need to stop sm oking. His com -
m ent about the uncle who sm oked all o  his li e and died at age 95 o  natural causes dem onstrates 
his re usal to acknowledge the problem . In  the contem plation  stage, the patient is thinking about 
it but is am bivalent about m aking the needed change. In  the preparation  stage, the patient m akes 
sm all im provem ents in  the behavior. In  the action  stage, the patient m akes the needed change in  
behavior, and in  the m aintenance stage, the patient continues the changed behavior. In  the relapse 
stage, the patient  eels guilt, anger, and disappointm ent at reengaging in  the unwanted behavior.

1. The answer is A. Wherever possible, a patien t’s wishes concern ing health  care should be 
respected. Since th is patien t’s in juries are not li e-threaten ing and her husband is on  the 
way, m ost appropriately, the am bulance team  should wait  or the husband. Taking her to 
the hospital against her will, waiting un til she loses consciousness and then  taking her to 
the hospital, or telling her that they cannot wait are not correct. Advising the patien t that 
she can  be prosecuted i  she re uses treatm ent is not tru th  u l.

2. The answer is D. The next step in  m anagem ent is to talk to this teenage patient in  private and 
say, “Tell m e what you think is going on” Because nothing abnorm al is  ound on  physical exam  
and the results o  laboratory testing are unrem arkable, doing a toxicology screen  or talking 
to parents is not appropriate. Making a recom m endation ,  or exam ple, changing schools or 
taking antidepressan ts be ore  inding out m ore about the problem  is not appropriate. 

3. The answer is C. While in  orm ation about an  illness is given  directly to an  adult patient, 
parents decide i , how, and when such in  orm ation will be given to an  ill child. In  this situation , 
the physician  should  ind out what the child knows about her illness by asking her what her 
parents have told her. False reassurance is as inappropriate  or children  as it is  or adults.

4. The answer is E. The m ost e  ective statem en t or question  the physician  can  use to help  
the patien t stop  sm oking is, “Please tell m e how I can  help  you to stop  sm oking.” Trying to 
 righten  the patien t in to adherence (e.g., telling h im  it will cause lung cancer, showing him  
pictures o  lungs exposed to cigarette sm oke, or asking about relatives who died o  lung 
cancer) is less likely to be e  ective.

5. The answer is B. The physician’s best response is to iden ti y the speci ic problem  by asking 
the patien t what he m eans by “problem s in  bed.” The patien t’s problem  m ust be iden ti ied 
be ore testing, treatm en t, or reassurance is given .

6. The answer is B. The physician’s best response is to apologize to the patien t and o  er 
to speak to the reception ist. The physician  is responsible  or dealing with  illness-related 
em otional needs and problem s o  patien ts and should not blam e the patien t, no m atter 
how unpleasan t she is about p roblem s in teracting with  the o  ice sta  . There is no reason  to 
re er th is patien t  or psychiatric evaluation .

7. The answer is D. The m ost e  ective question  is the m ost open-ended one,  or exam ple, 
“What do you th ink is the im pact o  your drinking on  your  am ily?” Questions with  im plied 
judgm en t such as “Do you know m ost patien ts who drink as m uch as you do lose their 
 am ilies?,” “Do you   eel guilty about what you are doing to your children?,” “Do you realize 
the dam age that your use o  alcohol is doing to your m arriage?,” or “Your wi e says your 
drinking is ru in ing your  am ily” can  cause the patien t to becom e de ensive and/ or angry 
and, as such , are not likely to be help  u l.
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8. The answer is A. Patien ts who throw th ings have lost their sel -con trol and are there ore in  
danger. The m ost im portan t th ing  or the residen t to do in  dealing with  th is angry patien t 
is to ensure both  her own  and her patien t’s sa ety. There ore, she should im m ediately alert 
hosp ital security. Acknowledging the patien t’s anger or asking the patien t why he is upset 
are steps that can  be taken  a ter everyone’s sa ety, including that o  the patien t, is ensured. 
Dem anding that an  out-o -con trol patien t stop shouting and throwing th ings is rarely 
e  ective.

9. The answer is C. The physician’s best response is to say, “Please tell m e about what you 
have been  experiencing while taking Prozac,” an  open -ended question  m ean t to encourage 
the patien t to speak  reely. It is likely that the patien t is having sexual side e  ects, com m on  
with   luoxetine, and is uncom  ortable about discussing them . It is not appropriate to just 
repeat the possible side e  ects, reassure the patien t, or have the nurse do the physician’s 
work by talking to the patien t.

10. The answer is C. 11. The answer is C. Be ore exam in ing th is patien t, the physician  should 
acknowledge h is anger by saying, “You seem  upset.” While directed at the physician  via 
the parking problem , the patien t’s anger is m ore likely to be related to h is anxiety about 
having a serious illness. Treating him  in  a child-like way (e.g., telling him  that he cannot 
be exam ined un til he calm s down) will  urther anger h im . The physician  is responsible  or 
dealing with  illness-related em otional needs and problem s o  patien ts. There is no reason  
to re er th is patien t to another physician . The personality type that best describes th is 
patien t is obsessive–com pulsive. Patien ts with  obsessive–com pulsive personality types  ear 
loss o  con trol and m ay in  turn  becom e con trolling (e.g., having the physician  wait while 
he m akes a phone call) during illness (Table 21.1).

12. The answer is B. 13. The answer is A. The physician’s m ost appropriate behavior is to call in  
a chaperone when  dealing with  th is seductive patien t. Re using to treat her, asking about 
her personal li e, or re erring her to another physician  is not appropriate. For seductive 
patien ts, closed-ended questions that lim it responsiveness are o ten  m ore appropriate 
than  open-ended questions. The personality type that best describes th is patien t is 
h istrion ic. Histrion ic patien ts are dram atic and, like th is patien t, m ay behave in  a sexually 
inappropriate  ash ion  during illness (Table 21.1).

14. The answer is C. The m ost open -ended o  these questions, “Tell m e about the pain ,” gives 
little structure to the patien t and can  there ore elicit the m ost in  orm ation .

15. The answer is A. The in terview techn ique known  as  acilitation  is used by the in terviewer 
to encourage the patien t to elaborate on  an  answer. The phrase, “Please go on ,” is a 
 acilitative statem en t.

16. The answer is D. The physician’s statem en t, “You look  rightened,” dem onstrates the 
in terviewing techn ique o  con  ron tation , which calls the patien t’s atten tion  to the 
inconsistency in  h is response and his body language and helps h im  to express h is  ears.

17. The answer is B. Patien ts are m ost likely to adhere to m edical advice because they like 
the physician . Adherence is also associated with  sym ptom atic illnesses, older physicians, 
acute illnesses, and sim ple m anagem ent schedules.

18. The answer is C. The  act that he is experiencing pain  is m ost likely to increase th is 
patien t’s adherence to the m anagem ent p lan . There is no clear association  between  
adherence and race, socioeconom ic status, education , or gender.

19. The answer is D. The “sick role” applies m ain ly to m iddle-class patien ts with  acute physical 
illnesses. It includes the expectation  o  care by others, lack o  responsibility  or becom ing 
ill, and exem ption   rom  one’s usual responsibilities. It undervalues social support 
networks.

20. The answer is D. 21. The answer is A. In  order to get this patient to smoke less, the physician  
should  irst determine how willing he is to stop sm oking. A support group or medication such 
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as bupropion is only use ul  or m otivated patients. This patient is not m otivated. In   act, he 
believes that sm oking helps him  avoid colds. Scaring patients about the consequences o  their 
behavior is not appropriate or e  ective in  gaining adherence. The best thing  or the physician  
to say a ter the patient has tried but not succeeded at stopping sm oking is a statem ent that 
acknowledges the di  iculty o  the task the patient  aces. Thus, the interview technique 
o  validation,  or exam ple, “It can be really hard  or people to stop sm oking,” is the m ost 
appropriate statem ent to m ake at this time. Criticizing the patient’s behavior or threatening 
to abandon the patient is not appropriate. A  ormer sm okers’ support group can be a use ul 
adjunct to the physician’s program , but acknowledging the di  iculty o  the task is m ore 
im portant at this time.

22. The answer is E. The physician’s m ost appropriate behavior with  th is patien t who re uses a 
needed test is to determ ine the basis o  h is re usal—probably h is  eelings about h is  ather’s 
 atal illness. The reason  he re uses to have the test probably has little to do with  the m ark 
it will leave. Telling h im  that he can  be cured is patron izing, inappropriate, and possibly 
un true. Speaking to h is wi e also is not appropriate; physicians should deal directly with  
patien ts whenever possible. Trying to  righten  patien ts about the consequences o  their 
behavior is not appropriate or e  ective in  gain ing adherence.

23. The answer is B. The younger ch ild’s physician  should speak to the teenager alone as 
soon  as possible to provide in  orm ation  and relieve h is  ears. This teenager is likely to be 
 righ tened about h is sibling’s illness and the changed behavior o  h is paren ts. Adolescen ts 
o ten  “act out” when   ear u l or depressed (see Chapter 6). It is the physician’s role to deal 
with  problem s in  the 6-year-old patien t’s support system  to reduce stress and thus help  in  
recovery. There is usually no need to re er  am ily m em bers to m en tal health  pro essionals. 
Waiting un til the younger child  is ou t o  danger will needlessly prolong the older child’s 
problem  and  urther stress the  am ily.

24. The answer is D. Be ore o  ering suggestions (e.g., “There are a num ber o  breast 
reconstruction  procedures that can  im prove your appearance”), the physician  should 
try to address a concern  that m any patien ts have a ter undergoing dis iguring surgery 
such as th is,  or exam ple, em barrassm ent about undressing in   ron t o  her husband. The 
physician  should also avoid  alsely reassuring or patron izing statem en ts such as, “You still 
look good,” “You still have one breast,” or “The m ost im portan t th ing is that we caught the 
disease in  tim e.”

25. The answer is C. The m ost appropriate statem en t  or the physician  to m ake at th is tim e 
to th is wom an  is to acknowledge what she seem s to be  eeling by saying, “You seem  to be 
quite tense,” since she seem s m ore tense and angry than   rightened. Asking her why she 
re used to  ill out a personal data  orm  or in sisting that she do so is likely to m ake her m ore 
tense and angry. Falsely reassuring statem en ts (see also Question  24) such as “There is 
nothing to worry about” are patron izing as well as nonproductive.

26. The answer is F. I  possible, a physician  should try to work with in  a patien t’s cultural belie  
system . Thus, th is physician’s next step  in  dealing with  th is case involving a dehydrated 
toddler is to ask the m other to suggest a m eans o  getting  lu id  in to the child that  its in  
with  her cultural belie  system . Starting an  IV is not necessary because the child seem s 
ready to take the ice pop by m outh . Calling in  a consultan t, stating that you know what 
is best, or warn ing o  the worst possible ou tcom e will not  oster adherence or a good 
physician–patien t relationship.

27. The answer is B. The step  in  the re erral sequence, which was least appropriate, is when  
Dr. 2 re erred the patien t to Dr. 3 because the patien t seem ed depressed and anxious. 
Doctor 2 should have care u lly investigated the possible m edical/ pharm acologic causes o  
the patien t’s behavioral sym ptom s be ore deciding on  a course o  action . A prim ary care 
physician  is expected to address such behavioral sym ptom s and, because the patien t is 
depressed, evaluate su icide risk. Re errals can  be indicated when  patien ts ask  or a re erral 
(e.g., i  they are m oving out o  town) or i  the physician  will not be available (e.g., he or she 
has a  u ll schedule).

Fadem7e_Chap21.indd   246 1/8/2016   12:31:31 PM



  Chapter 21  The Physician–Patient Relationship 247

28. The answer is C. The m ost appropriate action   or the physician  to take is to con tact the 
local m edical clin ic, explain  the situation , and ask them  to see the patien t im m ediately. 
While it is not required that the physician  drive to the patien t’s hom e, the patien t m ust 
be evaluated by a physician  be ore an  opioid prescrip tion  is re illed. So, con tacting the 
pharm acy is not appropriate. Patien ts with  pain  severe enough to require opioids are 
un likely to respond to over-the-coun ter pain  m edication .

29. The answer is C. This patien t is m ost likely to  ile a m alpractice suit i  she has poor 
com m unication  with  the doctor. The severity o  the illness, the possible  inancial rewards 
o  a lawsuit, and pressure  rom   am ily m em bers to sue are un likely to lead to a lawsuit 
when  a patien t likes the doctor.

30. The answer is A. Do not treat and determ ine i  the paren ts are on  the way. This patien t 
apparen tly understands the risk o  waiting but has elected to wait  or h is paren ts. Un less 
a patien t is obviously incom peten t because o  curren t psychotic or su icidal th inking, or in  
im m inen t danger, a doctor should  ollow the patien t’s wishes. Having a psychiatric illness, 
being in  a psychiatric  acility, or having paranoid thoughts does not m ake th is patien t 
incom peten t to m ake health  care decisions  or h im sel  (and see Chapter 23).

31. The answer is A. The physician  should  irst p lay with  the ch ild  to build rapport. A ter the 
child is m ore com  ortable, the doctor can  ask h im  direct (not open -ended) questions about 
the acciden t. Expressing sym pathy or coercing the ch ild  to talk will be stress u l as well as 
ine  ective.

32. The answer is D. For issues involving sexuality, the physician  should  irst ask to speak to 
the teenager alone. The teen  should not be questioned in   ron t o  her m other about her 
(the girl’s) need  or speaking privately with  the physician . The physician  does not have 
to  ollow the m other’s wishes or ask the m other questions. The daughter is the patien t. 
Re erring the teen  is not appropriate; the physician  can  deal with  th is situation .

Fadem7e_Chap21.indd   247 1/8/2016   12:31:31 PM



248

I. STRESS AND HEALTH

A. Psychological factors affecting health. Psychological  actors m ay in itiate or exacerbate sym p-
tom s o  m edical disorders (psychosomatic symptoms) involving alm ost all body system s. 
These  actors include:
1. Poor health behavior (e.g., sm oking,  ailure to exercise).
2. Maladaptive personality style (e.g., obsessive–com pulsive personality type) (see Chapter 21).
3. Chronic or acute life stress caused by em otional (e.g., depression), social (e.g., d ivorce), or 

econom ic (e.g., job loss) di  iculties.

B. Mechanisms of the physiologic effects of stress
1. Acute or chron ic li e stress leads to activation of the autonomic nervous system, which in  

turn  a  ects cardiovascular and resp iratory system s.
2. Stress also leads to altered levels of neurotransmitters (e.g., seroton in , norepinephrine), 

which result in  changes in  m ood and behavior.
3. Stress can  increase the release of adrenocorticotropic hormone (ACTH), which leads to the 

release o  cortisol, u ltim ately resulting in  depression of the immune system as m easured 
by decreased lym phocyte response to m itogens and an tigens and im paired  unction  o  
natural killer cells.

Typical Board Question
A 68-year-old physician  with no history o  psychiatric problem s reports that over the past 
3 m onths she has been  having di  iculty sleeping through the n ight and has lost her appetite  or 
 ood. She states that i  she had been a better doctor, som e o  her patients would not have died, 
and she expresses strong negative  eelings about not spending m ore tim e with her children  
when they were young. The patien t also reports that she has lost 25 pounds since the previous 
year without dieting. The m ost appropriate next step in  the m anagem ent o  this patient is

(A) an  an tidepressan t
(B) an  an tipsychotic
(C) psychotherapy
(D) to reassure her that what she is  eeling is part o  the typical aging process
(E) to schedule a m edical evaluation

(See “Answers and Explanations” at the end of the chapter.)

22 Psychosom atic Medicinec h a p t e r
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C. Stressful life events. High levels o  stress in  a patien t’s li e m ay be related to an  increased like-
lihood of medical and psychiatric illness.
1. The Social Readjustment Rating Scale (SRRS) by Holmes and Rahe (which also includes 

“positive” even ts like holidays) ranks the e  ects o  li e even ts (Table 22.1). Even ts with  the 
h ighest scores require people to m ake the m ost social readjustm ent in  their lives.

2. The need  or social readjustm ent is directly correlated with  increased risk o  m edical and 
psychiatric illness; 80% o  patien ts with  an  SRRS score of 300 points in  a given  year becam e 
ill during the next year.

D. Other psychosomatic relationships
1. Medical conditions not uncom m only presen t with  psychiatric sym ptom s.

a. Conditions that p resen t with  depression or anxiety include neurologic illnesses (e.g., 
dem en tia), neoplasms (particularly pancreatic or other gastroin testinal cancers), endo-
crine and enzyme disturbances (e.g., hypothyroidism , diabetes) (see Chapter 5), and 
viral illnesses (e.g., AIDS) (see Table 12.4), blood abnorm alities, hypoglycem ia, and 
adrenal gland tum or (pheochrom ocytom a).

b. Conditions that present with personality changes or psychotic symptoms include neu-
rological illnesses (e.g., temporal lobe epilepsy), tertiary syphilis, Wilson’s disease, acute 
intermittent porphyria (see Chapter 5), connective tissue disorders (e.g., systemic lupus ery-
thematosus), Huntington’s disease, AIDS (see later), Cushing’s disease, and multiple sclerosis.

2. Nonpsychotropic medications can  produce psychiatric symptoms such  as con  usion  (e.g., 
an tiasthm atics), anxiety and agitation  (e.g., an tiparkinson  agen ts), depression  (e.g., an ti-
hypertensives), sedation  (e.g., an tih istam ines), and psychotic sym ptom s (e.g., analgesics, 
an tibiotics, an tih istam ines, steroid horm ones).

3. Medical con dition s such  as diabetes an d  m edication s such  as an tihyperten sives also 
com m on ly p roduce sexual symptoms such  as erectile dys un ction  (see Chap ter 19). 
These sym ptom s in  tu rn  can  lead  to dep ression  or other p sych iatric d i  icu lties in  
patien ts.

4. Vitamin and mineral toxicity. Although there is little empirical evidence, m any Am ericans 
believe that vitam in  and m ineral supplem ents enhance cogn itive and em otional  unc-
tion ing. Because o  these belie s, Am ericans are likely to take excessive am oun ts o  
vitam ins and m inerals leading to behavioral sym ptom s related to vitam in  and m ineral 
toxicity (Table 22.2) rather than  to de iciency.

 t a b l e   22.1    Magnitude of Stress Associated with Selected Life Events According to the 
Holmes and Rahe Social Readjustment Scale

Relative Stressfulness Life Event (Exact Point Value of Stressor)

Very high Death of a spouse (100)
Divorce (73)
Marital separation (65)
Death of a close family member (63)

High Major personal loss of health because of illness or injury (53)
Marriage (50)
Job loss (47)
Retirement (45)
Major loss of health of a close family member (44)
Birth or adoption of a child (39)

Moderate Assuming major debt (e.g., taking out a mortgage) (31)
Promotion or demotion at work (29)
Child leaving home (29)

Low Changing residence (20)
Vacation (15)
Major holiday (12)
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II. PSYCHOLOGICAL STRESS IN SPECIFIC PATIENT POPULATIONS

A. Overview
1. Not uncom m only, m edical and surgical patien ts have concurren t psychological prob-

lem s. These di  iculties cause psychological stress, which can  exacerbate the patien t’s 
physical disorder.

2. Usually, the treating physician  handles these problem s by helping to organize the patient’s 
social support systems and by using speci ic psychoactive m edications.

3. For severe psychiatric problem s (e.g., psychotic sym ptom s) in  hospitalized patien ts, 
 consultation–liaison (CL) psychiatrists m ay be needed.

B. Hospitalized patients
1. Com m on  psychological com plain ts in  hospitalized patien ts include anxiety, sleep  disor-

ders, and disorien tation , o ten  as a result o  delirium (see Chapter 14) and depression.
2. Patien ts who are at the greatest risk  or such problem s include those undergoing surgery, 

or renal dialysis, or those being treated in  the in tensive care un it (ICU) or coronary care 
un it (CCU) (e.g., “ICU psychosis”); in  all groups, elderly patients are at increased risk.

3. Patien ts undergoing surgery who are at greatest psychological and m edical risk are those 
who believe that they will not survive surgery as well as those who do not admit that they are 
worried be ore surgery.

4. Psychological and m edical risk can  be reduced by enhancing sensory and social input (e.g., 
p lacing the patien t’s bed near a window, encouraging the patien t to talk), providing in  or-
m ation  on  what the patien t can  expect during and a ter a procedure, and allowing the 
patien t to con trol the environm ent (e.g., lighting, pain  m edication ) as m uch as possible.

C. Patients undergoing renal dialysis
1. Patien ts on  renal dialysis are at increased risk  or psychological p roblem s (e.g., depres-

sion , su icide, and sexual dys unction) in  part because their lives depend on other people 
and on technology.

2. Psychological and m edical risk can  be reduced through the use o  in-home dialysis units, 
which cause less disruption  o  the patien t’s li e.

 t a b l e   22.2    Selected Vitamins and Minerals: Neuropsychological Symptoms of Toxicity  
and Their Management

Vitamin or Mineral Symptoms of Toxicity Management of Toxicity

Vitamin A Increased intracranial pressure leading 
to headache, altered mental status, 
neurological deficits

Limit further use of supplements and 
foods containing vitamin A

Vitamin B6 (pyridoxine) Depression, peripheral neuropathy Limit further use of supplements and 
foods containing vitamin B6

Vitamin B12 (cobalamin) Tingling and burning sensations in the 
extremities

Limit further use of supplements and 
foods containing vitamin B12

Vitamin D (pyridoxine) Confusion, apathy, poor appetite, thirst IV hydration and corticosteroids or 
bisphosphonate to reduce serum 
calcium levels

Iron (found in prenatal vitamins) Confusion, seizures, sedation, vomiting 
“coffee grounds”

Give deferoxamine mesylate

Lead (found in some paints) Depression, cognitive deficits, 
hyperactivity, aggression

Give ethylenediaminetetraacetic acid 
(EDTA)

Copper Inappropriate or psychotic behavior Give d-penicillamine
Zinc (found in denture creams) Nerve damage leading to feelings of 

burning, numbness, and weakness
Give EDTA
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D. Patients with sensory deficits
1. Patien ts with  sensory de icits such as blindness or deafness are also at increased psycho-

logical risk in  part because they can  becom e m ore easily disorien ted when  ill.
2. Encouraging and accom m odating such patien ts in  the use o  their support technology or 

strategy,  or exam ple, their seeing-eye dog, can  increase a patien t’s sense o  con trol and 
thus reduce h is or her stress during illness.

III. PATIENTS WITH CHRONIC PAIN

A. Psychosocial factors
1. Chronic pain  (pain  lasting at least 6 m onths) is a commonly encountered complaint o  patients. 

It m ay be associated with physical  actors, psychological  actors, or a com bination  o  both.
a. Decreased tolerance for pain is associated with  depression , anxiety, and li e stress in  

adulthood and physical and sexual abuse in  childhood.
b. Pain tolerance can  be increased through bio eedback, physical therapy, hypnosis, psy-

chotherapy, m editation , and relaxation  train ing.
2. Chron ic pain  o ten  leads to a loss of independence, which can  lead to depression . Practical 

suggestions  or sel -care in  addition  to pharm acologic m anagem en t can  be help  u l  or 
such  patien ts.

3. Depression  m ay predispose a person  to develop chron ic pain . More com m only, chronic 
pain results in depression.

4. People who experience pain  a ter a m edical or surgical procedure have a higher risk of 
morbidity and mortality and a slower recovery  rom  the procedure.

5. Religious, cultural, and ethn ic  actors m ay in  luence the patien t’s expression  o  pain  and 
the responses o  the patient’s support systems to the pain  (see Chapter 18).

B. Managing pain
1. Pain relief in  pain  caused by physical illness is best achieved by analgesics (e.g., opioids), 

using patient-controlled analgesia (PCA) or nerve-blocking surgical procedures.
2. Antidepressants, are use u l in  the m anagem ent o  chron ic pain .

a. Antidepressan ts are m ost use u l  or patien ts with  arthritis, facial pain, and headache.
b. Their analgesic e  ect m ay be the result o  stimulation of efferent inhibitory pain pathways.
c. Although they have direct analgesic e  ects, an tidepressan ts m ay also decrease pain  

indirectly by improving mood symptoms.
3. According to the gate control theory, the perception  o  pain  can  be blocked by electric 

stim ulation  o  large-diam eter a  eren t nerves. Som e patien ts are helped by th is treatm en t.
4. Patien ts with  pain  caused by physical illness also bene it  rom  behavioral, cognitive, and 

other psychological therapies (see Chapter 17), by needing less pain  m edication , becom -
ing m ore active, and showing increased attem pts to return  to a norm al li estyle.

C. Programs of pain management
1. Scheduled administration of an analgesic be ore the patien t requests it (e.g., every 3 hours) 

and PCA are m ore e  ective than  m edication  adm in istered when  the patien t requests it 
(on  dem and). Scheduled adm in istration  separates the experience o  pain   rom  the receip t 
o  m edication .

2. Many patients with chronic pain are undermedicated because the physician   ears that the 
patien t will becom e addicted to op ioids. In   act, pain  patien ts are at higher risk for depres-
sion than  they are  or drug addiction .

D. Pain in children
1. Children   eel pain  and rem em ber pain  as m uch as adults do.
2. Because children  are a raid  o  in jections, the m ost use u l ways o  adm in istering pain  m ed-

ications to them  are orally (e.g., a  en tanyl “lollipop”), transdermally (e.g., a skin  cream  to 
preven t pain   rom  in jections or spinal taps), or, in  older children  and adolescen ts, via PCA.
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IV. PATIENTS WITH ACQUIRED IMMUNE DEFICIENCY SYNDROME

A. Psychological stressors. Acquired im m une de iciency syndrom e (AIDS) and HIV-positive 
patien ts m ust deal with  particular psychological stressors not seen  together in  other 
disorders.
1. These stressors include having a life-limiting illness,  eeling guilty about how they con-

tracted the illness (e.g., sex with  m ultip le partners, in travenous drug use) and about 
possibly in  ecting others, and being m et with  fear of contagion  rom  m edical personnel, 
 am ily, and  riends.

2. HIV-positive patien ts who have a homosexual orientation m ay be com pelled (because o  
their illness) to “come out” (i.e., reveal their sexual orien tation) to others.

3. Medical and psychological counseling can  reduce m edical and psychological risk  or HIV-
positive patien ts.

4. It is im portan t to note that psychiatric sym ptom s such as depression  or psychosis in  AIDS 
patien ts m ay also resu lt  rom  infection of the brain with  HIV or with  an  opportun istic in  ec-
tion  such  as cryptococcal m en ingitis (see Chapter 14) or cerebral lym phom a.

B. Contagion
1. I  they com ply with  accepted m ethods o  in  ection  con trol, HIV-positive physicians do not 

risk transmitting the virus to their patients.
2. Few health care workers have con tracted HIV  rom  patien ts. The m ain  risk o  transm ission  

is th rough acciden tal con tam ination   rom  needles and other sharps, although th is risk is 
very low (see Table 19.6).

3. Under certain  circum stances, physicians can  iden ti y their HIV-positive patien ts to those 
they put at im m inen t risk (e.g., sexual partners) (see Chapter 23).
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Review Test

Directions: Each o  the num bered item s or incom plete statem en ts in  th is section  is  ollowed by 
answers or by com pletions o  the statem ent. Select the one lettered answer or com pletion  that 
is best in  each case.

1. A 45-year-old m an  has a routine yearly 
physical exam ination . While taking 
the h istory, the doctor determ ines that 
during the last year, the patien t took out 
a substan tial m ortgage and m oved to a 
new house. During the m ove, he  ell and 
sustained a head in jury, which  required 
hosp italization . While recuperating, he 
and his wi e o  10 years wen t on  a 2-week 
vacation . He recovered com pletely, but 
a ter the vacation , the couple separated. 
According to the Holm es and Rahe scale, 
which o  these social experiences puts th is 
m an  at the h ighest risk  or physical illness in  
the next year?
(A) Experiencing m arital separation
(B) Taking out a large m ortgage
(C) Changing residence
(D) Sustain ing a serious in jury
(E) Going on  vacation

Questions 2 and 3

A 35-year-old wom an  with  a hern iated disc 
has had back pain   or the past 2 years. To help  
con trol her pain , she takes an  op ioid-based 
m edication  daily.

2. Which o  the  ollowing is m ost likely to be 
true about th is patien t?
(A) She is at h igh risk  or drug addiction .
(B) Psych ologica l th erap ies will n ot 

ben e it  h er.
(C) Her expression  o  pain  is related 

exclusively to the exten t o  her pain .
(D) She is at h igh risk  or depression .
(E) She is receiving too m uch pain  

m edication .

3. Psychological stress engendered by th is 
patien t’s pain  is m ost likely to result in  
increased
(A) lym phocyte response to m itogens
(B) release o  adrenocorticotropic horm one 

(ACTH)
(C)  unction  o  natural killer cells
(D)  unction  o  the im m une system
(E) cortisol suppression

4. In  the Un ited States, the num ber o  
patien ts con  rm ed to have con tracted HIV 
 rom  their physicians is
(A)  ewer than  50
(B) between  51 and 100
(C) between  101 and 200
(D) between  201 and 300
(E) m ore than  300

Questions 5 and 6

A 65-year-old m ale patien t is scheduled  or 
cardiac surgery. A ter the surgery, he will be 
in  the in tensive care un it (ICU)  or about 
24 hours and will require a m echan ical 
ven tilator.

5. To reduce th is patien t’s likelihood o  
psychological problem s in  the ICU, the 
physician  should
(A) lim it visits  rom  his  am ily
(B) reduce h is exposure to am bien t light
(C) explain  the need  or and  unction  o  the 

m echan ical ven tilator
(D) discourage com m unication  between  the 

patien t and the sta  
(E) have the nurses con trol the patien t’s 

lighting level
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6. During his stay in  the ICU a ter surgery, 
th is patien t is m ost likely to experience 
which o  the  ollowing disorders?
(A) Pan ic disorder
(B) Obsessive–com pulsive disorder
(C) Illness anxiety disorder
(D) Som atic sym ptom  disorder
(E) Delirium

7. A 25-year-old wom an  with  no psychiatric 
h istory has a rapid heart rate and  eelings o  
anxiety, which have been  presen t  or the past 
3 m on ths. The patien t has lost 15 pounds 
and reports that she does not sleep well. 
Physical exam ination  reveals exophthalm os 
(bulging eyes) and a neck m ass. The m ost 
appropriate next step  in  the m anagem ent o  
th is patien t is
(A) an  an tidepressan t
(B) an  an tipsychotic
(C) a benzodiazepine
(D) psychotherapy
(E) a m edical evaluation

8. Upon  return ing  rom  a week-long 
vacation  in  the Caribbean , a 25-year-old 
A rican-Am erican  wom an  with  no history 
o  psychiatric sym ptom s seem s agitated 
and anxious. When  she tells her sister 
that a television  newscaster is publically 
discussing her behavior, the sister brings her 
to the em ergency departm en t. The patien t 
subsequen tly is adm itted to the hosp ital 
with   ever,  atigue, join t pain , and a rash  
across the bridge o  her nose. Hem atologic 
 ndings include m ild anem ia and presence 
o  an tinuclear an tibodies (ANA). O  the 
 ollowing, the m ost likely explanation  o  the 
patien t’s behavioral sym ptom s is
(A) dissociative am nesia with  dissociative 

 ugue
(B) generalized anxiety disorder
(C) brie  psychotic disorder
(D) system ic lupus erythem atosus (SLE)
(E) som atic sym ptom  disorder

9. A 40-year-old wom an  com es to the 
doctor with  the com plain t that she is 
tired all the tim e. She also notes that her 
speaking voice is changing and seem s lower 
than  be ore. Thyroid  unction  tests reveal 
increased thyroid-stim ulating horm one 
(TSH) and decreased T3 and  ree T4. Physical 
exam ination  reveals delayed relaxation  
phase o  the m uscle strength  ref ex, and 
a bone scan  reveals evidence o  early 
osteoporosis. This patien t is m ost likely to 
also show which o  the  ollowing psychiatric 
sym ptom s?
(A) Hallucinations and delusions
(B) Depression
(C) Obsessions and com pulsions
(D) Pan ic attacks
(E) Som atic sym ptom  disorder

10. A 30-year-old blind patien t with  a 
seeing-eye dog com es to a physician   or the 
 rst tim e. When  it is tim e  or the patien t to 
go in to the exam in ing room , the physician  
should m ost appropriately
(A) allow the patien t to be led in to the 

exam ination  room  by the dog
(B) take the patien t by the arm  and lead her 

in to the exam in ing room  with  the dog 
 ollowing

(C) ask a m em ber o  the o  ice sta   to care 
 or the dog during the exam ination

(D) tell the patien t that the dog will have 
to stay in  the waiting room  during the 
exam ination   or reasons o  san itation

(E) m ake another appoin tm en t  or the 
patien t when  she can  com e in  without 
the dog
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11. A 45-year-old wom an  with  rheum atoid 
arthritis calls her physician  on  a Monday 
m orn ing because she cannot turn  on  the 
bathtub  aucet because o  the pain  in  her 
hands and wrists. She is tear u l and says, “My 
husband has already le t  or work and m y 
hands hurt too m uch to turn  the water on . 
Now I can’t even  take a bath .” Which o  the 
 ollowing is the doctor’s m ost appropriate 
response?
(A) “I sym pathize with  you. Un  ortunately, 

it looks like your on ly option  is to wait 
un til your husband com es hom e.”

(B) “People with  rheum atoid arthritis o ten  
 eel that their independence has been  
lost because o  their pain . Perhaps using 
a tool like a wrench with  a long handle 
will help.”

(C) “Com e to the o  ice right away and I will 
give you a cortisone shot.”

(D) “I know th is m ust be di  icu lt  or you, 
perhaps you can  call a p lum ber.”

(E) “Many people with  rheum atoid arthritis 
have di  iculty turn ing  aucets. Perhaps 
you would be in terested in  join ing an  
arthritis support group.”

12. A ter a 5-year-old child takes h is m other’s 
p renatal vitam ins, he th rows up  m aterial 
that looks like co  ee grounds and then  loses 
consciousness. In  the em ergency room , the 
physician’s next step  in  pharm acological 
m anagem ent is to give th is child
(A) d -pen icillam ine
(B) ethylenediam inetetraacetic acid (EDTA)
(C) bisphosphonate
(D) de eroxam ine m esylate
(E)  lum azen il
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Answers and Explanations

Typical Board Question
The answer is E. The m ost appropriate next step  in  the m anagem en t o  th is patien t, who has 
no previous h istory o  psychiatric illness, is to schedule a m edical evaluation . This patien t has 
sym ptom s o  depression  including sleep  problem s, inappropriate guilt, su icidal ideation , and 
sign i ican t weight loss. Depression  is not typically seen  in  norm al aging. Because pancreatic can-
cer and other gastroin testinal cancers as well as diabetes and hypothyroidism  not  uncom m only 
presen t with  depression  in  the elderly, th is patien t should be evaluated  or such conditions prior 
to treating her depression . Psychotherapy, an tidepressan ts, and an tipsychotics do not address 
th is patien t’s underlying physical p roblem  (see also Question  7).

1. The answer is A. According to the Holm es and Rahe scale, m arital separation  puts th is m an  
at the h ighest risk  or physical illness th is year. The other even ts in  th is m an’s li e in  decreas-
ing order o  stress u lness are serious head in jury, large m ortgage, changing residence, and 
going on  vacation .

2. The answer is D. Th is ch ron ic pain  patien t is at h igh  risk  or depression  but at relatively 
lower risk  or drug addiction . Pain  patien ts tend to be un derm edicated; it is m ore likely 
that th is patien t is receivin g too little rather than  too m uch pain  m edication . Psychological 
therap ies can  be o  sign i ican t ben e it to chron ic pain  patien ts. Th is patien t’s expression  o  
pain  is related  not on ly to the exten t o  her pain  bu t also to religious, cu ltural, and ethn ic 
 actors.

3. The answer is B. Psychological stress engendered by th is patien t’s pain  is likely to result in  
increased release o  adrenocorticotropic horm one (ACTH) and cortisol. This, in  turn , results 
in  decreased  unction  o  the im m une system  as re lected in  decreased lym phocyte response 
to m itogens and  unction  o  natural killer cells.

4. The answer is A. In  the Un ited States, no physician -to-patien t transm ission  o  HIV has been  
con  irm ed.

5. The answer is C. 6. The answer is E. To reduce this patien t’s likelihood o  psychological prob-
lem s in  the in tensive care un it (ICU), the physician  should explain  the need  or and  unction  
o  the m echan ical ven tilator and any other m echan ical support that he will need. The physi-
cian  should also encourage visits  rom   am ily and com m unication  between  patien t and sta  . 
The patien t should also be encouraged to con trol aspects o  h is environm ent (e.g., lighting 
level). Outside stim uli (e.g., light) should be increased rather than  decreased,  or exam ple, 
p lacing the patien t’s bed near a window. Because o  the disorien ting nature o  the ICU, 
delirium  is com m only seen  in  ICU patien ts. Pan ic disorder, obsessive–com pulsive disorder, 
illness anxiety disorder, and som atization  disorder are no m ore com m on in  ICU patien ts 
than  in  the general population .

7. The answer is E. The m ost appropriate n ext step  in  the m an agem en t o  th is an xious 
patien t is a  m edical evaluation , particu larly  or thyroid   un ction . She has sym ptom s o  
an  overactive thyroid , in cludin g a n eck m ass (en larged thyroid  glan d), exoph thalm os an d 
weigh t loss. Peop le with  thyroid  hyperactivity m ay also p resen t with  an xiety (see Chap ter 
13) an d in som n ia. Psychotherapy, an tidep ressan ts, an d  ben zodiazep in es can  m an age the 
associated  sym ptom s bu t do n ot address th is patien t’s un derlyin g physical con dition .
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 8. The answer is D. These signs (butter ly rash ,  ever), sym ptom s ( atigue, join t pain ), and 
laboratory test results (m ild anem ia and presence o  ANA) suggest that th is patien t has 
system ic lupus erythem atosus (SLE), a connective tissue disorder. SLE is m ore com m on in  
A rican-Am erican  wom en  o  reproductive age and is exacerbated by exposure to the sun  
(such  as th is patien t experienced on  vacation). Personality changes and psychotic sym p-
tom s, such as the notion  that people on  television  are re erring to her (an  idea o  re erence; 
see Table 11.1), also occur in  connective tissue disorders such as SLE. Dissociative  ugue, 
generalized anxiety disorder, brie  psychotic disorder, and som atic sym ptom  disorder are 
not diagnosed when  a m edical illness explain s the behavioral and physical sym ptom s.

 9. The answer is B. Increased TSH, decreased T3 and  ree T4 as well as tiredness, coarsen ing 
o  the voice, and osteoporosis indicate that th is patien t has hypothyroidism . Patien ts with  
hypothyroidism  not uncom m only presen t with  behavioral sym ptom s such  as those seen  
in  m ajor depressive disorder. Anxiety sym ptom s such  as those seen  in  pan ic disorder and 
OCD are m ore closely associated with  hyperthyroidism . Som atic sym ptom  disorder is 
diagnosed when  physical  indings do not adequately explain  the patien t’s sym ptom s. In  
th is patien t, the physical  indings are sign i ican t.

10. The answer is A. Patien ts who use a helper an im al should be perm itted to use the help  
o   the an im al in  as m any situations as possible. There ore, when  it is tim e  or th is blind 
patien t to go in to the exam in ing room , the physician  should allow the patien t to be led in to 
the exam ination  room  by her guide dog. Seeing-eye dogs are trained to take their m asters 
to m any p laces and are com m only allowed where pet an im als are not,  or exam ple, public 
buildings and transportation . There is no reason  to believe that the dog will increase the 
risk o  in  ection   or the patien t.

11. The answer is B. The doctor’s m ost appropriate response to th is patien t with  pain  caused 
by rheum atoid arthritis is to recogn ize that she is upset because her independence has 
been  lost. A practical suggestion  such as using a long-handled tool is help  u l. Telling her to 
wait un til her husband com es hom e or calling a p lum ber can  in tensi y her  eelings o  help-
lessness. Recom m ending an  arthritis support group m ay be use u l in  the long term  but will 
not help  her with the curren t p roblem . A cortisone shot m ight or m ight not be help  u l but 
is again  not appropriate to deal with  the im m ediate problem .

12. The answer is D. Prenatal vitam ins con tain  iron  and th is child  has taken  an  iron  overdose. 
The physician’s next step  in  m anagem ent o  an  iron  overdose is to give de eroxam ine 
m esylate. d -Pen icillam ine, ethylenediam inetetraacetic acid (EDTA), bisphosphonate, and 
 lum azen il are used to m anage overdoses o  copper, lead, vitam in  D, and benzodiazepines, 
respectively.
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Typical Board Question
A concerned m other presen ts to the physician  with  her 10-year-old son . She tells the physi-
cian  that the child’s biological  ather was recen tly diagnosed with  Hun tington’s disease (HD). 
She then  asks the physician  to order a genetic test  or HD  or her son . Eth ically, should the 
doctor order the test?

(A) Yes, because the m other has the right to know about her child’s  u ture risk o  serious 
illness.

(B) Yes, because the m other will be able to em otionally prepare the child i  he is positive.
(C) No, because when  he is an  adult, the child can  decide whether or not to be tested.
(D) No, because the child  is likely to becom e depressed i  he is positive.
(E) No, because the child’s  ather has not also consen ted to the testing.

(See “Answers and Explanations” at the end of the chapter.)

23 Legal and Ethical  
Issues in  Medicine

c h a p t e r

I. LEGAL COMPETENCE

A. Definition
1. To be legally competent to m ake health  care decisions, a patien t m ust understand the 

risks, benefits, and likely ou tcom e o  such  decisions.
2. All adults (persons 18 years o  age and older) are assum ed to be legally com peten t to m ake 

health  care decisions  or them selves.

B. Minors
1. Minors (persons younger than  18 years o  age) usually are not considered legally com peten t.
2. Emancipated minors are people aged 14–17 years who are considered legally com peten t 

adults and can  give consen t  or their own  m edical care.
3. To be considered an  em ancipated m inor, an  individual m ust m eet at least one o  the  ol-

lowing criteria.
a. Be self-supporting.
b. Be in  the military.
c. Be married.
d. Have a child  or whom  he or she cares.

C. Questions of decision-making capacity and competence
1. I  an adult’s com petence is in  question (e.g., a person with an intellectual disability or dem en-

tia), physicians involved in the case can evaluate and testi y the capacity o  the patient to m ake 
a current health care decision. However, only a judge (with input  rom  the patient’s  amily or 
physicians) can m ake the legal determination o  competence  or  uture health care decisions.
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2. I  a person  is  ound to be incompetent, a legal guardian will be appoin ted by the court to 
m ake decisions  or that person . The legal guardian  m ay or m ay not be a  am ily m em ber.

3. A person  may meet the legal standard  or com petence to accept or re use m edical m anage-
m en t even if she is mentally ill, has an  in tellectual disability, or is incom peten t in  other 
areas o  her li e (e.g., with   inances).

4. The Folstein Mini–Mental State Examination (MMSE) (see Table 5.3) correlates to som e 
exten t with  clin icians’ evaluation  o  capacity. While a total score o  23 or h igher suggests 
com petence and a total score o  18 or lower suggests incom petence, the MMSE score 
alone cannot be used to m ake a determ ination  o  legal com petence.

II. INFORMED CONSENT

A. Overview. With  the exception  o  li e-th reaten ing em ergencies (e.g., when  the tim e taken  to 
obtain  consen t would  urther endanger the patien t), a physician  m ust in  orm  and obtain  
consen t (verbal or nonverbal)  rom  a com peten t adult patien t be ore proceeding with  any 
medical or surgical test or treatment.
1. Although a signature m ay not be required  or m inor m edical p rocedures, patien ts usually 

sign  a document of consent  or m ajor m edical procedures or  or surgery.
2. Other hospital personnel (e.g., nurses) usually cannot obtain  in  orm ed consen t.

B. Components of informed consent
1. Be ore patien ts can  give consen t to be treated by a physician , they m ust be in  orm ed o  

and understand the health implications o  their diagnosis.
2. Patien ts m ust also be in  orm ed o  the health risks and benefits o  treatm en t and the alterna-

tives to treatm en t.
3. Patien ts m ust know the likely outcome if they do not consent to the treatm ent.
4. They m ust also be in  orm ed that they can  withdraw consent for treatment at any time be ore 

the procedure.
5. Physicians m ust also obtain  in  orm ed consen t be ore en tering a patien t in  a research 

study. However, i  a patien t’s condition  worsens during the study as a result o  lack o  
treatm en t, p lacebo treatm en t, or exposure to experim en tal treatm en t, the patien t m ust 
be taken  out o  the study and given  the standard treatm en t  or h is or her condition .

C. Special situations
1. Competent patients have the right to refuse to consent to a needed test or p rocedure  or reli-

gious or other reasons, even  i  their health  will su   er or death  will result  rom  such re usal.
2. Although m edical or surgical in terven tion  m ay be necessary to protect the health  or li e o  

the  etus, a competent pregnant woman has the right to refuse such in terven tion  (e.g., cesar-
ean  section) even  i  the  etus will die or be seriously in jured without the in terven tion .

3. While all o  the m edical  indings are generally provided to a patien t, a physician  can  
delay telling the patien t the diagnosis i  the physician  believes that such knowledge will 
adversely affect the patient’s health (e.g., a coronary patien t) or un til the patien t indicates 
that he or she is ready to receive the news.

4. The opinions of family members, while help  u l  or in  orm ation  about the patien t’s state 
o  m ind, cannot dictate what in  orm ation  the physician  tells the patien t. At the patient’s 
request,  am ily m em bers m ay be presen t when  the physician  provides the diagnosis.

D. Unexpected findings
1. I  an  unexpected finding during surgery necessitates a nonemergency procedure  or which  

the patien t has not given  consen t (e.g., b iopsy o  an  unsuspected ovarian  m alignancy 
 ound during a tubal ligation ), the patien t m ust be given  the opportun ity to provide 
in  orm ed consen t be ore the additional procedure can  be per orm ed.

2. In  an  emergency in  which  it is im possible to obtain  consen t without  urther endangering 
the patien t (e.g., a “hot” appendix is  ound during a tubal ligation ), the procedure can  be 
done without obtain ing consen t.
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E. Treatment of minors
1. Only the parent or legal guardian can  give consen t  or surgical or m edical treatm en t o  a 

m inor (persons under age 18 years).
2. Paren tal consen t is not required in  the treatm en t o  m inors in  emergency situations 

(e.g., when  the paren t or guardian  cannot be located and a delay in  treatm en t can  poten-
tially harm  the ch ild). Paren tal consen t also is not required in  the treatm en t o  m inors 
ages 14 to 17 years  or:
a. Managem ent o  sexually transm itted diseases (STDs).
b. Prescrip tion  o  contraceptives.
c. Medical care during pregnancy.
d. Managem ent issues associated with  drug or alcohol use.

3. Most states require paren tal noti ication  or consen t when  a m inor seeks an  abortion.
4. A court order can  be obtained  rom  a judge (within  hours i  necessary) i  a m inor has a li e-

threaten ing illness or accident and the parent or guardian refuses to consent to an  established 
(but not an  experim ental) m edical or surgical in tervention   or religious or other reasons.

5. Because the likelihood o  a poor outcom e is inevitable or extrem ely h igh, noninitiation of 
resuscitation after delivery is usually appropriate  or in  an ts born  before the 23rd gesta-
tional week, at birth  weight less than 400 g, or with  anencephaly, or trisomy 13 or 18.

6. Testing  or genetic disorders
a. I  the disorder has a pediatric onset and preven tive therapy or treatm en t is available 

(e.g., cystic  ibrosis), genetic testing should be o  ered or even  required.
b. I  there are no preventive therapies or treatm en ts  or the disorder and it has a pediatric 

onset (e.g., Tay-Sachs disease), parents should have the discretion as to whether or not to 
do genetic testing.

c. Because the child can  m ake the decision  to be tested or not when  he or she is an  adult, 
genetic testing should generally not be done:
(1) I  the disorder has an  adult onset and there are no preven tative therapies (e.g., 

Hun tington’s disease).
(2) To determ ine whether a prepubescen t child  is a carrier of a genetic disorder that 

will a  ect h is or her o  spring (e.g.,  ragile X syndrom e).
d. I  genetic testing reveals in  orm ation  (e.g., issues of paternity) unrelated to the presence 

or absence o  the genetic disorder, it is not necessary  or the physician  to divulge such 
in  orm ation  to anyone.

III. CONFIDENTIALITY

A. Although physicians are expected ethically to maintain patient confidentiality, they are not 
required to do so i :
1. Their patien t is suspected o  child or elder abuse.
2. Their patien t has a sign i ican t risk of suicide.
3. Their patien t poses a serious threat to another person.
4. Their patien t poses a risk to public safety (e.g., an  im paired driver).

B. In terven tion  by the physician  i  the patient poses a threat to another person .
1. The physician  m ust  irst ascertain  the credibility o  the th reat or danger.
2. I  the threat or danger is credible, the physician  m ust notify the appropriate law 

en  orcem ent o  icials or social service agency and warn the in tended victim  (the 
Taraso   decision).

IV. REPORTABLE ILLNESSES

A.  Most states require physicians to report certain  in  ectious illnesses to their state health depart-
ments (reportable illnesses). State health  departm ents report these illnesses to the  ederal 
Cen ters  or Disease Con trol and Preven tion  (CDC)  or statistical purposes.
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B. Specific illnesses
1. “B A SSSMMART Clam or Chicken or you’re Gone.” In  m ost states, hepatitis B and A, 

Salm onellosis, Shigellosis, Syphilis, Measles, Mum ps, AIDS, Rubella, Tuberculosis, 
Chlam ydia, Chickenpox, and Gonorrhea are reportable.

2. STDs that are reportable in  m ost states include AIDS, HIV-positive status is not reportable 
in  all states; gen ital herpes is not reportable in  m ost states.

3. Quarantine, the seclusion  o  individuals  rom  society during the in  ectious period, is lim -
ited to illnesses such as cholera, diphtheria, tuberculosis, plague, small pox, viral hemorrhagic 
fevers (e.g., Ebola and Marburg), and severe acute respiratory syndromes. Diseases such as 
m easles, m um ps, rubella, and chicken  pox are not generally quaran tainable illnesses.

4. In  ection  with  hepatitis A is related to exposure to infected feces as a result o :
a. Poor access to clean drinking water. Hepatitis A is less com m on in  the Un ited States, 

Canada, Western  Europe, Australia, and Japan  than  in  coun tries with  poorer public 
san itation  such as Mexico and India.

b. Anal sexual contact. Hepatitis A is m ore com m on in  m en  who have unprotected anal 
sex with  m en .

V. ETHICAL ISSUES INVOLVING HIV INFECTION

A. HIV-positive doctors. Physicians are not required to inform either patien ts or the m edical estab-
lishm en t about their own  or another physician’s HIV-positive status since, i  the physician  
 ollows accepted procedures  or in  ection  con trol, he or she does not pose a risk to patien ts 
(see Chapter 22).

B. HIV-positive patients
1. Eth ically and legally, a physician  cannot refuse to treat HIV-positive patien ts because o  

 ear o  in  ection .
2. A pregnant patient at h igh risk  or HIV in  ection  cannot be tested or treated  or the virus 

(e.g., with  zidovudine [AZT] and/ or nevirap ine [Viram une]) against her will, even  i  the 
 etus could be adversely a  ected by such re usal. A ter the child  is born , however, the 
m other cannot re use to allow the child to be tested and treated  or the virus.

3. I  a health care provider is exposed to the body  lu ids o  a patien t who m ay poten tially be 
in  ected with  HIV (e.g., a nurse is stuck with  a needle while obtain ing blood  rom  a patien t 
whose HIV status is unknown), it is acceptable to test the patient for HIV infection even  i  
the patien t re uses to consen t to the test.

4. Physicians are not required to maintain confidentiality when  an  HIV-positive patient puts an  
identi ied person at risk by engaging in  unprotected sex (see Section  III.B above).

VI.  INVOLUNTARY AND VOLUNTARY PSYCHIATRIC  
HOSPITALIZATION

A.  Under certain  circum stances, patien ts in  psychiatric emergency situations who will not or 
cannot agree to be hospitalized m ay be hospitalized against their will or without consen t 
(involun tary hospitalization ) with  certi ication  by one or two physicians. Such  patien ts m ay 
be hospitalized  or up  to 90 days (depending on  state law) be ore a court hearing.

B.  Even  i  a psychiatric patien t chooses voluntarily to be hospitalized, he or she m ay be required 
to wait 24–48 hours be ore being perm itted to sign  out against m edical advice.

C.  Patients, who are con  ined to m en tal health   acilities, whether volun tarily or involun tarily, 
have the right to receive treatment and to refuse treatment (e.g., m edication , electroconvulsive 
therapy). Patien ts who are actively psychotic or su icidal, however, generally cannot re use 
treatm ent aim ed at stabilizing their condition .
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VII. ADVANCE DIRECTIVES

A. Overview
1. Advance directives are instructions given  by patien ts in anticipation of the need for a medical 

decision. A durable power o  attorney and a living will are exam ples o  advance directives.
a. A durable power of attorney is a directive in  which a com peten t person  designates another 

person (e.g., spouse,  riend) as his or her legal represen tative (i.e., health  care proxy) to 
m ake decisions about h is or her health  care when  he or she can  no longer do so.

b. A living will is a written  document or oral statement in  which a com peten t person  gives 
directions  or h is or her  u ture health  care i  he or she becom es incom peten t to m ake 
decisions when  he or she needs care.

c. The most recent information about the patien t’s wishes is the m ost relevan t advance 
directive.

2. Health care  acilities that receive Medicare payments (most hospitals and nursing homes) are 
required to ask patients whether they have advance directives and, i  necessary, help patients to 
prepare them. They must also in orm patients o  their right to refuse treatm ent or resuscitation.

B. Persistent vegetative state (PVS). A person  in  a PVS m ay appear to be awake with eyes open 
but is not aware o  others or o  the environm ent and is not expected to ever recover brain  
 unction . Whether to m ain tain  a PVS patien t on  li e support is dependen t upon  his or her 
advance directives or on  the decisions o  surrogates.

C. Surrogates
1. I  an  incom peten t patien t does not have an  advance directive, people who know the 

patien t,  or exam ple,  am ily m em bers or  riends (surrogates), m ust determ ine what the 
patient would have done if he or she were competent (the substitu ted judgm ent standard). 
The personal wishes of surrogates are irrelevant to the m edical decision .

2. The priority order in  which  am ily m em bers m ake th is determ ination  is the (1) spouse, (2) 
adult children, (3) parents, (4) siblings, and,  inally, (5) other relatives. I  there is a con  lict 
am ong  am ily m em bers at the sam e priority level and discussion  am ong  am ily m em bers 
does not settle the issue, the eth ics com m ittee o  the hospital m ay m ake the decision . For 
in tractable disagreem en t, legal in terven tion  (e.g., by a judge) m ay be necessary.

3. Even  i  a health  care proxy or surrogate has been  m aking decisions  or an  incom peten t 
patien t, i  the patien t regains function (com petence) even  brie ly or in term itten tly, he or she 
regains the right during those periods to m ake decisions about his or her own health  care.

VIII. DEATH AND EUTHANASIA

A. Legal standard of death
1. In  the Un ited States, the legal standard o  death  (when  a person’s heart is beating) is irre-

versible cessation of all functions of the entire brain, including the brain  stem . This stan -
dard di  ers am ong states but com m only involves absence of:
a. Response to external even ts or pain  u l stim uli.
b. Spon taneous respiration .
c. Cephalic re lexes (e.g., pupillary, corneal, pharyngeal).
d. Electrical poten tials o  cerebral origin  over 2 m V  rom  sym m etrically p laced electrodes 

m ore than  10 cm  apart.
e. Cerebral blood  low  or m ore than  30 m inutes.

2. Physicians certify the cause of death (e.g., natural, su icide, acciden t) and sign  the death  
certi icate.

3. I  the patien t is dead according to the legal standard, the physician  is authorized to remove 
life support. A court order or relative’s perm ission  is not necessary.
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B. Organ donation
1. A patien t’s organs cannot be harvested after death un less the patien t (or paren t i  the patien t 

is a m inor) has signed a docum ent (e.g., an  organ  donor card) or in  orm ed surrogates o  
h is or her wish  to donate.

2. A minor (but not an  adult) can be compelled to donate tissue (e.g., bone m arrow, skin ) to a 
close relative i  he or she:
a. Is the on ly appropriate source.
b. Will not be harm ed seriously by the donation .

C. Euthanasia. According to m edical codes o  eth ics (e.g., those o  the Am erican  Medical 
Association  and m edical specialty organ izations), euthanasia (directly killing a patien t  or 
com passionate reasons) is a criminal act and is never appropriate.
1. Physician-assisted suicide (providing a m eans  or a patient to comm it suicide  or com pas-

sionate reasons) is legal in  som e states but is not generally an indictable o  ense in  other states 
as long as the physician does not actually per orm the killing (e.g., the patient injects himsel ).

2. There is no ethical distinction between  withholding and withdrawing li e-sustain ing treatm ent.
a. I  requested by a com peten t patien t,  ood, water, and m edical care can  be withheld 

 rom  a patien t who has no reasonable prospect of recovery.
b. I  a com peten t patien t requests removal of artificial life support (e.g., ven tilator sup-

port), it is both legal and ethical  or a physician  to com ply with  th is request. Such  an  
action  by the physician  is not considered euthanasia or assisted suicide.

IX. MEDICAL MALPRACTICE

A. Overview
1. Medical m alpractice occurs when  harm  com es to a patien t as a result o  the action  or 

inaction  o  a physician . The elem ents o  m alpractice (the 4 Ds) are:
a. Dereliction, or negligence (i.e., deviation   rom  norm al standards o  care), o  a
b. Duty (i.e., there is an  established physician–patien t relationship) that causes
c. Damages (i.e., in jury)
d. Directly to the patien t (i.e., the dam ages were caused by the negligence, not by another 

 actor).
2. Surgeons (including obstetricians) and anesthesiologists are the specialists m ost likely to be 

sued  or m alpractice. Psychiatrists and  am ily practitioners are the least likely to be sued.
3. Malpractice is a tort, or civil wrong, not a crim e. A  inding  or the p lain ti   (the patien t) 

results in  a  inancial award to the patien t  rom  the de endan t physician  or h is or her in sur-
ance carrier, not a jail term  or loss o  license.

4. The num ber o  m alpractice claim s has increased over the years. This increase is m ain ly a 
result o  a breakdown o  the traditional physician–patient relationship because o :
a. Technological advances in  m edicine, which reduce personal con tact with  the physician .
b. Limits on time for personal interaction and physician  autonom y, partly as a result o  the 

growth o  m anaged care.

B. Damages. The patien t m ay be awarded com pensatory dam ages on ly, or both  com pensatory 
and pun itive dam ages.
1. Compensatory damages are given  to reimburse the patien t  or m edical bills or lost salary 

and to com pensate the patien t  or pain  and su  ering.
2. Punitive damages are awarded to the patien t to punish the physician and set an  exam ple 

 or the m edical com m unity. Pun itive dam ages are rare and are awarded on ly in  cases o  
wan ton  carelessness or gross negligence (e.g., a drunk surgeon  cuts a vital nerve).

C. Relationships with patients
1. Sexual relationships with  curren t or  orm er patien ts are inappropriate and are prohibited 

by the eth ical standards o  m ost specialty boards.
2. Patien ts who claim  that they had a sexual relationsh ip  with  a physician  m ay file an ethics 

complaint or a medical malpractice complaint, or both .
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3. Physicians should avoid treating family members, close friends, or employees since personal 
 eelings can  in ter ere with  pro essional objectivity, and  am iliarity m ay lim it questions or 
physical exam inations o  a sensitive nature.

4. Physicians should avoid accepting valuable gifts (e.g., things that can  be sold)  rom  patien ts.

X. IMPAIRED PHYSICIANS
A. Causes o  im pairm en t in  physicians include:

1. Drug or alcohol use.
2. Physical or m en tal illness.
3. Im pairm en t in   unction ing associated with  old age.

B.  Removing an  im paired colleague, m edical student, or resident  rom  contact with patients is an  
ethical requirem ent because patien ts m ust be protected and the im paired colleague should 
be helped. The legal requirem ent  or reporting im paired colleagues varies am ong states.
1. An  impaired medical student should be reported to the dean o  the m edical school or the 

dean  o  studen ts.
2. An impaired resident or attending physician should be reported to the person directly in  charge 

o  him  or her (e.g., the residency training director or the chie  o  the m edical sta  , respectively).
3. Impaired physicians in  private practice should be reported to the state licensing board or 

the im paired physicians program , usually run  by physicians who are associated with  the 
state m edical society.

Table 23.1 provides “Do’s” and “Do Not’s”  or answering questions on  the USMLE 
involving legal and eth ical issues.

 t a b l e   23.1   Do’s and Do Not’s for Answering USMLE Ethical and Legal Questions

Do Do Not

Do tell patients the complete truth about their illness and 
prognosis in language they can understand.

Do not cover up the truth about a patient’s condition or explain 
the diagnosis and prognosis using medical terms that the 
patient does not understand.

Do tell patients the truth about your qualifications (e.g., 
“I am a third-year medical student”).

Do not cover up the true status of medical students or residents 
(e.g., “I am a member of the doctor’s team”).

Do speak to competent adult patients directly. Do not discuss issues concerning patients with their relatives 
(e.g., spouse, adult children) or anyone else (e.g., insurance 
companies) without the patients’ permission.

Do ask competent patients to consent to their own 
treatment.

Do not ask a relative for consent to treat a patient unless the 
relative has durable power of attorney.

Do encourage competent patients to make their own 
health care choices (i.e., be autonomous).

Do not make decisions about health care choices for patients; supply 
them with the information they need to make such decisions.

Do take care of your patient yourself. Do not refer your patient (no matter how difficult or offensive) to 
another student, resident, or physician.

Do spend time with your patient. Do not delegate your responsibilities (e.g., giving lengthy medical 
instructions to patients) to office staff (e.g., nurses).

Do make health care decisions based on what is best for 
the health of the patient.

Do not limit health care based on expense in time or money.

Do discuss all treatment options with patients, even if 
their insurance companies do not cover such options.

Do not restrict information about uncovered treatment options 
(such insurance company-generated “gag clauses” are 
ethically unacceptable).

Do discuss with a pregnant patient the practical issues 
of having and caring for the child.

Do not advise a patient to have an abortion (unless she is at 
medical risk) no matter what the age of the mother (e.g., 
teenage) or the condition of the fetus (e.g., Down’s syndrome).

Do encourage a pregnant minor to make her own decision 
about whether or not to have an abortion. At the same 
time, encourage discussion between the woman and 
her parents about the best course of action.

Do not accede to the demand of the pregnant woman’s parents 
to perform an abortion (even if the woman or her unborn child 
is intellectually disabled).

Do provide medically needed analgesia to a terminally ill pat-
ient even if it coincidentally may shorten the patient’s life.

Do not administer an analgesic overdose with the purpose of 
shortening a terminally ill patient’s life.
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Review Test

Directions: Each o  the num bered item s or incom plete statem en ts in  th is section  is  ollowed by 
answers or by com pletions o  the statem ent. Select the one lettered answer or com pletion  that 
is best in  each case.

1. A pregnan t 36-year-old m arried wom an  
asks her physician  to test the  etus  or 
Down’s syndrom e. She notes that i  the test is 
positive, she will have an  abortion . The test is 
positive. At th is tim e, the physician  should 
(A) contact the wom an and tell her the results
(B) contact the husband and tell him the results
(C) ask the wom an to com e in  with her 

husband and tell them  the results together
(D) not tell either paren t the results

2. A 7-year-old ch ild  who has never received 
the m easles, m um ps, rubella (MMR) vaccine 
has just been  diagnosed with  m easles. A ter 
treating the child, the physician’s next step  in  
the m anagem en t o  th is case is to do which  
o  the  ollowing?
(A) Put the ch ild  in  quaran tine im m ediately.
(B) Report the case to the state child 

protective services agency.
(C) Report the case to the Cen ters  or 

Disease Con trol and Preven tion .
(D) Report the case to local law en  orcem en t 

authorities.
(E) Report the case to the State Health  

Departm en t.

3. Citing religious reasons, the paren ts o  a 
17-year-old patient with cancer have re used the 
standard treatm ent  or her illness. The patient, 
who is in  high school and lives at hom e with  
her parents, wants the treatment. The patient’s 
physician gives the patient the treatment. Which  
o  the  ollowing is the most likely reason that the 
doctor has given  the treatm en t?
(A) The patien t has requested the treatm ent.
(B) Paren ts cannot re use necessary and 

standard treatm en t  or a m inor ch ild .
(C) People cannot re use treatm en t  or 

religious reasons.
(D) The doctor an ticipates that he or she will 

be sued  or m alpractice i  the patien t dies.
(E) The doctor believes that the patien t will 

die without the treatm en t.

4. A 4th  year m edical studen t on  a 
psychiatry rotation  helps evaluate a patien t 
who presen ts with  extrem e anxiety in  the 
hospital em ergency room . The next year, 
when  the studen t is a residen t, he sees the 
sam e patien t in  the hospital outpatien t 
departm en t,  eels attracted to her and would 
like to ask her out on  a date. This  rst year 
residen t should
(A) wait 2 years be ore asking the patien t out
(B) wait 10 years be ore asking the patien t 

out
(C) ask the patien t out because he was on ly a 

studen t when  he saw her
(D) ask the patien t out because he was not 

directly responsible  or the patien t’s care 
when  he saw her

(E) never ask the patien t out

5. A 30-year-old m an  and h is 10-year-
old son  are in jured in  a com m uter train  
acciden t. Both  o  them  need surgery with in  
the next 12 hours. The  ather is clearly 
m en tally com peten t but re uses the surgery 
 or religious reasons  or both  h im sel  and his 
son . The physician  should
(A) get a court order  or the surgery on  the 

child bu t do not operate on  the  ather
(B) get a court order  or the surgery  or both  

the  ather and ch ild
(C) get perm ission   or the surgery  or both  

the  ather and ch ild   rom  the m other
(D) have the  ather m oved to another 

hosp ital
(E)  ollow the  ather’s wishes and do not 

operate on  either the  ather or the ch ild

265

Fadem7e_Chap23.indd   265 1/11/2016   5:04:14 PM



266 BRS Behavioral Science

6. A 60-year-old m an  has a suspicious 
m ass biopsied. He is clearly m en tally 
com peten t but has been  depressed over h is 
wi e’s recen t death . His daughter asks the 
physician  not to tell the patien t the diagnosis 
i  the resu lts show a m alignancy because 
she  ears that he will kill h im sel . I  the m ass 
proves to be m alignan t, the physician  should
(A)  ollow the daughter’s wishes and not tell 

the patien t the diagnosis
(B) tell the patien t the diagnosis 

im m ediately
(C) tell the patien t not to worry and that he 

will be well cared  or
(D) evaluate the patien t’s risk  or su icide 

be ore telling h im  the diagnosis
(E) have the daughter tell the patien t the 

diagnosis

7. A 10-year-old boy who was in jured during 
gym  class is brought to the em ergency 
departm en t. He has a severe laceration  that 
requires im m ediate suturing. His paren ts are 
on  vacation  and cannot be located and an  
aunt is babysitting  or the child. The m ost 
appropriate action   or the physician  to take 
at th is tim e is to
(A) obtain  consen t  rom  the aun t
(B) obtain  consen t  rom  the gym  teacher
(C) suture the laceration  without obtain ing 

consen t
(D) keep the patien t com  ortable un til the 

physician  reaches the paren ts
(E) obtain  consen t  rom  the child  h im sel 

8. On  his surgery rotation , m edical studen t 
X  requen tly sm ells alcohol on  the breath  
o  m edical studen t Y. Medical studen t Y 
denies that he has been  drinking. The m ost 
appropriate action   or m edical studen t X to 
take at th is tim e is to
(A) ask m edical studen t Y why he is drinking 

on  the  loor
(B) warn  m edical studen t Y that he will be 

reported i  he con tinues to drink on  the 
 loor

(C) report m edical studen t Y to the dean  o  
studen ts

(D) report m edical studen t Y to the police
(E) ask that m edical studen t Y be trans erred 

to another rotation  site

9. A surgeon  to whom  an  in tern ist has 
regularly re erred patien ts tells the in tern ist 
in  con  dence that he (the surgeon) is HIV 
positive. At the sam e tim e, the surgeon  
assures the in tern ist that he always com plies 
with  accepted procedures  or in  ection  
control. The m ost appropriate action   or the 
in tern ist to take at th is tim e is to
(A) stop re erring patien ts to the surgeon
(B) report the surgeon  to the state health  

authorities
(C) report the surgeon  to the hospital 

adm in istration
(D) con tinue to re er patien ts to the surgeon
(E) con tinue to re er patien ts to the surgeon  

but  irst tell them  about h is HIV status

10. A 25-year-old m an  who is HIV positive 
presen ts to a physician’s o  ce  or treatm en t 
o  a skin  lesion . Because she is a raid  o  
in  ection , the physician  re uses to treat h im . 
This physician’s re usal to treat the patien t is 
best described as
(A) uneth ical and illegal
(B) eth ical and legal
(C) uneth ical but legal
(D) eth ical but illegal

11. A legally com peten t, term inally ill 
70-year-old patien t on  li e support asks her 
physician  to turn  o   the m achines and let 
her die. The physician   ollows the patien t’s 
wishes and discon tinues li e support. The 
physician’s action  is best described as
(A) uneth ical and illegal
(B) eth ical and legal
(C) uneth ical but legal
(D) eth ical but illegal
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12. A legally com peten t 65-year-old m an  
produces a docum ent that states that he does 
not wan t any m easures taken  to prolong his 
li e i  he becom es neurologically im paired. 
Five days later, he has a stroke and requires 
li e support. Extensive evaluation  reveals 
that he will never recover consciousness but 
will in stead rem ain  in  a vegetative state. The 
patien t’s wi e urges the physician  to keep her 
husband alive. The physician  should
(A) get a court order to start li e support
(B)  ollow the wishes o  the wi e and start li e 

support
(C) carry out the patien t’s prior request and 

not start li e support
(D) ask the patien t’s adult children   or 

perm ission  to start li e support
(E) turn  the case over to the eth ics 

com m ittee o  the hosp ital

13. A m arried 17-year-old wom an  sustain s 
brain  dam age a ter an  unsuccess u l 
su icide attem pt. She is in  a com a, shows 
no spon taneous respiration , and requires 
li e support. Clin ical exam ination  and 
electroencephalogram  reveal lack o  
response to external even ts or pain  u l 
stim uli; absence o  pupillary, corneal, 
or pharyngeal ref exes; and absence o  
electrical poten tials o  cerebral origin  
(i.e., “brain  death”). The patien t’s  ather 
insists that the physician  not withdraw li e 
support. The m ost appropriate action   or the 
physician  to take at th is tim e is to
(A) explain  to the  am ily that the patien t is 

legally dead and withdraw li e support
(B) con tinue li e support un til a  am ily 

m em ber authorizes its withdrawal
(C) get a court order to withdraw li e support
(D) get the patien t’s husband to authorize 

withdrawal o  li e support
(E) get the patien t’s m other to authorize 

withdrawal o  li e support

14. A 55-year-old wom an  undergoes 
surgery to repair a torn  knee ligam ent. 
A ter the surgery, she has partial paralysis 
o  the a  ected leg and sues the surgeon   or 
m alpractice. The lawsuit will be success u l i  
the patien t can  prove that
(A) the physician  did not  ollow the usual 

standards o  pro essional care
(B) the paralysis is perm anen t
(C) the physician  was not board certi ied in  

orthopedic surgery
(D) her m arriage is negatively a  ected by the 

paralysis
(E) she will lose a sign i ican t am ount o  tim e 

 rom  work because o  the paralysis

15. A 35-year-old m an  who has 
schizophren ia and lives in  a subway station  
is brought to the em ergency departm en t. 
The best reason  to hospitalize th is patien t 
against h is will is i  he
(A) is dirty and disheveled
(B) is m alnourished
(C) has attem pted to push a passenger on to 

the train  tracks
(D) is hearing voices
(E) believes the FBI is listen ing to h is 

conversations

16. Although she previously agreed to allow 
a m edical studen t to attend the delivery, a 
27-year-old wom an , who is about to give 
birth , states that she does not wan t the 
m edical studen t in  the delivery room . The 
m ost appropriate action   or the m edical 
studen t to take at th is tim e is to
(A) stay, but keep to a part o  the room  

where the patien t cannot see h im
(B) tell the patien t that she m ust let h im  stay 

because she is in  a teaching hosp ital
(C) ask the attending physician   or 

perm ission  to stay
(D) in  orm  the attending physician  and then  

leave the delivery room
(E) rem ind the patien t that she already gave 

perm ission   or h im  to stay
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17. A 58-year-old m an  is scheduled  or open-
heart surgery. The n ight be ore the surgery, 
the patien t seem s anxious and worried. 
When  the surgeon  obtains in  orm ed consen t 
 rom  the patien t she should include
(A) the risks o  the anesthesia on ly
(B) the risks o  the surgery on ly
(C) the risks o  both  the surgery and 

anesthesia, om itting the risk o  death
(D) the risks o  both  the surgery and 

anesthesia, including the risk o  death
(E) none o  the risks o  the surgery or 

anesthesia

18. A 90-year-old patien t who was recen tly 
trans erred to a nursing hom e  rom  the 
hospital experiences cardiac arrest and a 
physician  is called. Although they believe 
that the patien t signed a do not resuscitate 
(DNR) order, the sta   cannot locate the 
patien t’s chart con tain ing the advance 
directive. Most appropriately, the physician  
should now
(A) resuscitate the patien t
(B) not resuscitate the patien t
(C) ask the  am ily i  she should resuscitate 

the patien t
(D) ask the nursing hom e sta   i  she should 

resuscitate the patien t
(E) provide supportive m anagem ent on ly

19. A clearly com peten t 25-year-old 
wom an , who is 5 m onths pregnan t, tells her 
obstetrician  that over the past year she has 
been  using illegal in travenous drugs and has 
had at least  ve di  eren t sexual partners. 
The physician  explains the risk to her  etus 
i  she is HIV-positive and how prenatal 
treatm ent with  an  an tiretroviral agen t can  
reduce the risk. He then  suggests that she be 
tested  or the virus. The wom an  re uses to be 
tested. The m ost appropriate action   or the 
physician  to take at th is tim e is to
(A) per orm  the HIV test on  a blood sam ple 

obtained  or another purpose
(B) give the patien t a p rescrip tion   or an  

an tiretroviral agen t
(C) re er the patien t to another obstetrician
(D) note in  the patien t’s chart that she has 

re used to be tested and con tinue caring 
 or her

(E) get a court order to do the HIV test

20. A nurse, who works in  a physician’s 
o  ce, asks her em ployer to becom e her 
prim ary care physician . The physician’s best 
response is
(A) “I can  be your prim ary care physician  

and I will start a chart  or you.”
(B) “I can  be your prim ary care physician  

but on ly i  I am  not paid.”
(C) “I cannot be your prim ary care physician  

because I am  your em ployer.”
(D) “I cannot be your prim ary care physician  

but I can  treat you without starting a 
chart.”

(E) “I cannot be your prim ary care physician  
but I can  write prescrip tions  or you 
occasionally.”

21. A com peten t 30-year-old patien t who is 
38 weeks pregnan t re uses to have a cesarean  
delivery despite the  act that without the 
surgery the  etus will probably die. Both  
her physician  and a consultation-liaison  
psychiatrist have  ailed to convince her to 
have the surgery. The m ost appropriate 
action   or her physician  to take at th is  
tim e is to
(A) get perm ission   rom  the patien t’s 

husband to do the surgery
(B) ask a judge to issue a court order to do 

the surgery
(C) tell the patien t that she can  be crim inally 

prosecuted i  the ch ild  dies
(D) deliver the child  vaginally
(E) re er the patien t to another physician

22. Which o  the  ollowing patien ts is m ost 
likely to be in  ected with  hepatitis A?
(A) A heterosexual Mexican  m an
(B) A hom osexual Mexican  m an
(C) A heterosexual French m an
(D) A hom osexual French  m an
(E) A heterosexual Canadian  m an
(F) A hom osexual Canadian  m an
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23. A 62-year-old m an  who has been  in  a 
serious autom obile acciden t is brought to 
the hosp ital. A ter the patien t is stabilized, 
m edical evaluation  reveals that he will never 
recover consciousness but will in stead 
rem ain  in  a vegetative state. There is no 
advance directive so decision  m ust be 
m ade about whether or not to con tinue li e 
support. Prior to the acciden t, the patien t 
was declared the legal guardian   or h is wi e 
who has Alzheim er’s disease and lives in  
a nursing hom e. The patien t’s sister, with  
whom  the patien t lives, urges the physician  
to keep  her brother alive at any cost. The 
patien t’s adult son  tells the physician  that h is 
 ather would not wan t to be kept alive in  a 
vegetative state. Most correctly, which o  the 
 ollowing will m ake the decision  regarding 
continuing li e support  or th is patien t?
(A) The hospital eth ics com m ittee
(B) The wi e
(C) The son
(D) The physician
(E) The sister

24. At an  even ing going-away party, a 
40-year-old physician  drinks 10 glasses o  
beer. The physician  then  gets a page to go to 
the hosp ital. Despite the  act that a colleague 
tells h im  not to go, the physician  says, “I am  
 ne,” and leaves  or the hospital. What is the 
m ost appropriate action   or the colleague to 
take?
(A) Follow the physician  and physically 

restrain  h im .
(B) Im m ediately noti y those in  charge at the 

hosp ital that the physician  is likely to be 
im paired.

(C) Report the physician  to the hosp ital 
eth ics com m ittee the next day.

(D) Report the physician  to the State 
Board o  Medical Exam iners as soon  as 
possible.

(E) Ask to speak to the physician  alone as 
soon  as possible.

25. A physician  determ ines that a 40-year-
old patien t with  Down’s syndrom e needs 
hepatic surgery with in  72 hours. When  the 
physician  explains th is to her, the patien t 
poin ts to her stom ach and says, “Tum m y 
hurt.” At th is tim e, the physician  should
(A) declare an  em ergency and operate 

im m ediately
(B) ask the patien t’s paren ts  or perm ission  

to operate
(C) consider the patien t com peten t and then  

operate
(D) get substitu ted judgm ent  rom  the 

patien t’s paren ts and then  operate
(E) determ ine whether the patien t has the 

capacity to give consen t

26. A surgeon  is about to per orm  a 
cholecystectom y on  an  obese patien t. 
A ter the anesthesia takes e  ect, the 
anesthesiologist laughs and says, “I  she 
wasn’t so  at she would not have gall bladder 
problem s.” At th is tim e the surgeon  should
(A) ask the anesthesiologist to leave and  ind 

a rep lacem en t
(B) leave and ask another surgeon  to do the 

procedure
(C) scold the anesthesiologist  or h is lack o  

em pathy
(D) carry out the operation  and then  report 

the inciden t to the eth ics com m ittee
(E) carry out the operation  and then  speak 

to the anesthesiologist alone

27. A pregnan t wom an  and her husband 
ask their physician  to do genetic testing to 
determ ine i  the  etus she is carrying is at 
risk  or cystic  brosis. The test shows that the 
husband is not the child’s biological  ather. 
With respect to the patern ity  nding the 
physician  should
(A) tell on ly the m other
(B) tell on ly the husband
(C) tell both  the m other and the husband
(D) write it in  the chart but do not tell the 

couple
(E) neither write it in  the chart nor tell the 

couple
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28. Paren ts o  a 10-year-old girl wan t to  nd 
out i  she is a carrier o  the  ragile X gene. 
With respect to genetic testing o  her carrier 
status, m ost appropriately the physician  
should advise the paren ts that the girl be 
tested
(A) when  she reaches reproductive m aturity 

and requests the test
(B) when  she decides to get m arried
(C) when  she decides to have children
(D) as soon  as possible
(E) when  she reaches reproductive m aturity

29. Paren ts o  a 9-year-old child with  
leukem ia are o  ered a chance to enroll 
the child in  a random ized study o  a new 
experim ental treatm ent developed by a 
respected pediatric oncologist. When  the 
paren ts hear that the study is random ized, 
they re use to have the child participate. At 
th is tim e the child’s physician  should
(A) random ize the patien t without the 

paren ts’ perm ission
(B) o  er the standard treatm en t on ly
(C) o  er the experim en tal treatm en t on ly
(D) o  er a com bination  o  the standard and 

the experim en tal treatm en t
(E) re er the ch ild  to a di  eren t physician

30. An  attending surgeon  asks a  rst-year 
surgery residen t to obtain  in  orm ed consen t 
 rom  a patien t  or a surgical p rocedure. The 
residen t knows little about the surgery or 
its risks and com plications. At th is tim e, the 
residen t should
(A) obtain  consen t and answer any 

questions that he  eels able to answer at 
th is tim e

(B) obtain  consen t and tell the patien t to 
talk to the attending surgeon  later i  she 
has any questions

(C) obtain  consen t and then  research and 
answer the patien t’s questions at a later 
tim e

(D) ask the attending surgeon  to get consen t 
 rom  the patien t h im sel 

(E) ask the nurse to get consen t  rom  the 
patien t

31. A physician  has just told  a couple 
that their 3-year-old son  has  ragile X 
syndrom e. The wom an  tells the doctor that 
her sister-in -law is curren tly pregnan t but 
that she and her husband do not wan t to 
tell anyone in  their  am ily about their own  
child’s diagnosis. Which  o  the  ollowing 
actions by the physician  is m ost appropriate 
concern ing in  orm ing the sister-in -law?
(A) Ask  or a th ird party to m ediate the 

com m unication  between  the couple and 
the sister-in -law

(B) Insist that the couple tell the pregnan t 
wom an

(C) Keep the diagnosis con  iden tial
(D) O  er to con tact the pregnan t wom an  

directly
(E) Recom m end  am ily counseling

32. A physician  is treating a 17-year-old 
patien t with  kidney  ailure. The doctor tells 
the patien t’s paren ts that, without a kidney 
transplan t, she will die with in  3–4 weeks. 
The on ly person  whose kidney m atches 
 or a transplan t is the patien t’s 18-year-old 
brother. However, when  asked to donate h is 
kidney, the brother gets very upset, crying 
and shouting and re uses to donate to h is 
sister. The doctor’s best course o  action  at 
th is tim e is to
(A) tell the paren ts to put m ore pressure on  

the brother to donate
(B) prescribe an  an tianxiety agen t  or 

the brother and then  ask h im  about 
donating h is kidney

(C) apply  or a court order to do the 
transplan t

(D) accept the brother’s decision  and do not 
do the transplan t

(E) ask to speak to the brother alone the next 
day and discuss h is concerns
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33. An  84-year-old m an  with  cancer 
who is receiving chem otherapy and pain  
m edication  tells the doctor that he was told 
that death   rom  cancer is very pain  u l. He 
then  asks the doctor i  he can  have extra pain  
m edication  i  he needs it in  the  u ture. At th is 
tim e, the physician  should
(A) tell the patien t that it is unethical to 

prescribe h igh  doses o  pain  m edication
(B) ask the patien t what else he was told
(C) assure the patien t that h is death  will not 

be pain  u l
(D) reassure the patien t that he can  have as 

m uch pain  m edication  as he needs
(E) tell the patien t that not all cancer 

patien ts experience extrem e pain

34. A m ildly in tellectually disabled 16-year-
old girl, who is 16 weeks pregnant with a child  
who has Down’s syndrom e, wants to keep 
the baby. She is healthy, and the pregnancy is 
uncom plicated. Her paren ts want her to have 
an  abortion . The m ost appropriate action   or 
the physician  to take at this tim e is to
(A) re er the  am ily to an  adoption  agency
(B)  acilitate discussion  between  the girl and 

her paren ts
(C)  ollow the paren ts’ wishes and do the 

abortion
(D) re use to do the abortion
(E) convince the paren ts to let the girl keep 

the child

35. A 30-year-old patient with Down’s 
syndrome who lives in an assisted living  acility 
develops pneum onia and is success ully 
treated. The patient’s mother, who rarely com es 
to visit the patient, leaves a voice message 
 or the doctor asking  or in ormation about 
her daughter’s condition. When the patient 
is in ormed about her m other’s request, she 
asks that the doctor not give her mother any 
in ormation. Most appropriately, the doctor 
should call the mother back and tell her that
(A) he will give her the in  orm ation  that she 

has requested
(B) he cannot reveal in  orm ation  about h is 

patien t to her
(C) the daughter has asked that he not reveal 

such  in  orm ation  to anyone
(D) he will give her the in  orm ation  but 

requests that she not tell her daughter 
that he did so

(E) the  acility personnel will give her the 
in  orm ation  that she has requested at a 
later date

36. A 73-year-old patien t has been  in  the 
in tensive care un it  or 2 weeks a ter a stroke. 
The patien t has had a f at line EEG  or 24 
hours, shows no corneal ref exes, and is on  
ven tilator support. Hospital records note that 
at age 53, the patien t stated that he wan ted 
all m easures taken  to con tinue his li e as long 
as possible. His son , with  whom  he lives, says 
h is  ather would wan t li e support on ly i  he 
could live a norm al li e. His daughter, who 
lives in  another state, wan ts everything done 
to con tinue li e support. The physician  tests 
the patien t’s brain  stem  ref exes, and a ter 
48 hours, li e support is discon tinued. This 
action  by the doctor is justi ed because
(A) the son  lived with  the patien t
(B) the son  had expressed h is  ather’s wishes
(C) the son , daughter, and eth ics com m ittee 

o  the hosp ital decided to stop  li e 
support

(D) the daughter did not live with  the patien t
(E) the physician  declared the patien t brain  

dead

37. A 19-year-old m an  who is HIV positive 
tells h is physician  that he is regularly 
having unprotected sex with  h is 18-year-old 
girl riend (also a patien t o  th is physician ). 
The girl riend does not know the patien t’s 
HIV status and the patien t re uses to tell 
her. The physician  has noti ed state health  
authorities about the situation  but cannot 
con  rm  that the state has con tacted the 
girl riend. At th is tim e, the physician  should
(A) in  orm  the police about the patien t’s HIV 

status
(B) keep the in  orm ation  about the patien t’s 

HIV status con  iden tial
(C) in  orm  the girl riend o  the patien t’s HIV 

status
(D) in  orm  the girl riend’s paren ts o  the 

patien t’s HIV status
(E) advise the girl riend not to have 

unprotected sex with  the patien t but do 
not tell her why

38. A 15-year-old patien t who has con tracted 
gen ital herpes consults her  am ily physician . 
In  addition  to treating her in  ection , the 
physician  should
(A) noti y her paren ts
(B) noti y her sexual partner
(C) get written  perm ission   or treatm ent 

 rom  her paren ts
(D) counsel her on  sa e sex practices
(E) report the case to state health  au thorities
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39. A clearly com peten t 50-year-old wom an  
who has religious belie s that preclude 
blood trans usion  is scheduled  or m ajor 
surgery. Prior to the surgery, she states that 
the physician  is not to give her a blood 
trans usion , although she m ay need it during 
surgery. I  a trans usion  becom es necessary 
during surgery, the physician  should
(A) rep lace lost body  lu ids but not give the 

wom an  the trans usion
(B) get a court order to do the trans usion

(C) get perm ission   rom  the wom an’s  am ily 
to do the trans usion

(D) give the wom an  the trans usion  but not 
tell her about it

(E) give the wom an  the trans usion  and 
in  orm  her o  it when  she recovers  rom  
the anesthetic
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Answers and Explanations

Typical Board Question
The answer is C. No, because when  he is an  adult, the ch ild  can  decide whether or not to be tested 
 or HD. Individuals at genetic risk m ust decide whether they wan t to have genetic testing to 
determ ine i  they will or will not develop  a genetic disease. Because HD cannot be preven ted 
or attenuated by its iden ti ication  during childhood and because it typically m an i ests in  adult-
hood, th is decision  is m ade by the person  at risk a ter he or she reaches the age o  adulthood 
(age 18 years). I  the illness starts in  childhood and she will be the caretaker, the m other has the 
right to know about her ch ild’s risk o  the illness. Em otional preparation  or likelihood o  depres-
sion  can  be addressed in  the adult. Only one paren t needs to consen t to genetic testing. 

1. The answer is A. Con tact the wom an  and tell her the resu lts. Abortion  is legal in  the Un ited 
States, and the patien t, who is the pregnan t wom an , has the right to decide i  she wan ts to 
rem ain  pregnan t. It is also up  to the wom an  to decide whether or not to tell her husband o  
her p lan   or abortion .

2. The answer is E. Measles is a reportable disease and so the physician  m ust report the case 
to the state health  departm en t. Vaccination  o  ch ildren  is recom m ended but not legally 
required so reportin g to the state ch ild  protective services agency or law en  orcem en t 
au thorities is not appropriate. Although the doctor should  recom m end that the ch ild  be 
kept away  rom  other ch ildren , m easles is not included am ong the quaran tainable illnesses 
(see Section  IV.B.3).

3. The answer is B. Paren ts cannot re use necessary and standard treatm en t  or a m inor child 
(below age 18 years)  or any reason . The patien t’s wishes are not relevan t since she is a 
m inor. Adult patien ts can  re use tests or treatm en t  or religious or other reason . The doctor’s 
an ticipation  o  a lawsuit i  the patien t dies is not a reason   or giving a treatm en t.

4. The answer is E. Never ask the patien t ou t. Once a doctor is involved in  the m edical care o  
a patien t, even  i  he or she was not directly responsible  or that care,  or exam ple, a m edi-
cal studen t, there exists a special relationship  with  the patien t. Thus, while som e specialty 
boards m ay speci y a speci ic num ber o  years to wait, the best answer is never start a 
rom an tic relationship  with  a patien t.

5. The answer is A. As n oted  above, a patien t (e.g., the  ather) who is legally com peten t can  
re use li esavin g treatm en t  or h im sel   or religious or other reason s, even  i  death  will be 
the ou tcom e. However, a paren t (or guard ian ) can n ot re use li esavin g treatm en t  or their 
ch ild   or an y reason . When  there is tim e (here, 12 hours), a court order shou ld  be obtain ed 
be ore treatm en t is started . In  an  em ergen cy, the physician  can  p roceed  without a court 
order.

6. The answer is D. Since there is som e question  here about the patien t’s em otional state, 
 evaluating h is suicide risk be ore telling h im  the results is the best choice. On ly the physi-
cian  (not a  am ily m em ber) should tell the patien t the results o  a m edical test. I  the physi-
cian  believes that the patien t’s health  will be adversely a  ected by the news o  a m alignancy, 
he or she can  delay telling the patien t the diagnosis un til he or she is ready to receive the 
biopsy report. The opin ions o   am ily m em bers m ay be help  u l to in  orm  the physician  
about the patien t’s state o  m ind, but the determ ination  o  whether and when  to in  orm  the 
patien t m ust be m ade by the physician .
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 7. The answer is C. Only the paren t or legal guardian  can  give consen t  or surgical or m edi-
cal treatm en t o  a m inor. In  an  em ergency such as th is, i  the paren t or guardian  cannot be 
located, treatm ent m ay proceed without consen t. The babysitting aun t and gym  teacher 
have no legal standing to m ake health  care decisions  or th is ch ild . In  th is case, waiting to 
act un til the paren ts are reached could be harm  ul to the child.

 8. The answer is C. The m ost appropriate action   or m edical studen t X to take is to report 
m edical studen t Y to the dean  o  studen ts. Reporting o  an  im paired colleague is required 
eth ically because patien ts m ust be protected and the im paired colleague should be helped. 
Even  i  m edical studen t X asks Y why he is drinking or warns Y about h is drinking, there is 
no guaran tee that Y will listen  and that the patien ts will be protected. Reporting Y to the 
police is not appropriate.

 9. The answer is D. The m ost appropriate action   or the in tern ist to take is to con tinue to 
re er patien ts to the surgeon  without revealing h is HIV status, p rovided that the surgeon  
is physically and m en tally com peten t to treat patien ts and that he com plies with  standard 
precautions  or in  ection  con trol. Physician -to-patien t transm ission  o  HIV has never been  
con  irm ed in  the United States. Physicians are not required to in  orm  either patien ts or the 
m edical establishm en t about a colleague’s HIV-positive status.

10. The answer is A. It is legal  or a physician  to re use to treat a patien t  or a num ber o  rea-
sons (e.g., the physician  has no available tim e in  h is or her practice). However, a  ederal 
appeals court has ru led recen tly that it is illegal under the Am ericans with  Disabilities Act 
 or a health  care worker to re use to treat a patien t with  HIV due to  ear o  transm ission . It 
is also unethical (bu t probably is not illegal)  or a physician  to re use to m anage patien ts 
with  other com m unicable diseases.

11. The answer is B. I  a com peten t patien t requests cessation  o  arti icial li e support, it is 
both  legal and eth ical  or a physician  to com ply with  th is request.

12. The answer is C. In  th is case, the physician  should carry out the patien t’s request and not 
provide li e support. This decision  is based on  the patien t’s p rior in structions as put  orth  
in   a written  docum ent, i.e., a living will. The wi e’s or adult children’s wishes are not rel-
evan t to th is decision . Under these circum stances, the patien t’s wishes are clear, and there 
is no need to approach the court or the eth ics com m ittee o  the hospital.

13. The answer is A. The m ost appropriate action   or the physician  to take is to withdraw li e 
support. I  a patien t is legally dead (brain  dead), the physician  can  rem ove li e support 
without a court order or consen t  rom   am ily.

14. The answer is A. The lawsuit will be success u l i  the patien t can  prove that the physician  
did not  ollow the usual standards o  pro essional care. An  un  avorable outcom e alone 
(e.g., paralysis o  the leg as an  unavoidable com plication  o  the surgical p rocedure) or neg-
ative e  ects on   unction ing because o  the in jury do not constitu te m alpractice. Licensed 
physicians are legally perm itted to per orm  any m edical or surgical procedure; they do not 
have to be boarded in  a specialty.

15. The answer is C. The best reason  that th is patien t can  be hospitalized involun tarily is 
i  he poses a sign i ican t danger to h im sel  or to others. Trying to push a passenger on to 
the tracks is such a danger. Sel -neglect (e.g., poor groom ing, m alnutrition ) or psychotic 
sym ptom s (e.g., hearing voices or having delusions—see Chapter 11) can  also be grounds 
 or involun tary hospitalization  when  they constitu te a sign i ican t, im m inen t danger to th is 
patien t’s li e or to others.

16. The answer is D. The m ost appropriate action   or the m edical studen t to take when  a 
patien t asks h im  to leave the delivery room  is to  ollow the patien t’s wishes. Thus, the stu-
den t should in  orm  the attending physician  and then  leave. Asking the residen t  or perm is-
sion  or arguing with  the patien t (e.g., telling her that she m ust let h im  stay because it is a 
teaching hospital or because she already agreed) is not appropriate. Patien ts can  re use to 
have trainees o  any kind presen t at any tim e and  or any reason .

Fadem7e_Chap23.indd   274 1/11/2016   5:04:15 PM



  Chapter 23  Legal and Ethical Issues in Medicine  275

17. The answer is D. The surgeon  should explain  the risks o  com plications  rom  both  the 
surgery and anesthesia, including the risk o  death . Although patien ts scheduled  or m ajor 
surgery are o ten  worried, they have the right to be in  orm ed o  all risks be ore giving con-
sen t  or a procedure.

18. The answer is A. In  the absence o  other in structions (e.g., a DNR), the physician  m ust 
resuscitate the patien t. Asking the  am ily or nursing hom e sta   what action  to take is not 
appropriate.

19. The answer is D. The m ost appropriate action   or the physician  to take is to note in  the 
patien t’s chart that she has re used to be tested and con tinue to care  or her. Although pro-
viding zidovudine (AZT) and/ or nevirap ine (Viram une) to an  HIV-positive wom an  during 
pregnancy can  sign i ican tly reduce the danger o  HIV transm ission  to the unborn  child   
(see Table 19.6), a pregnan t wom an  has the righ t to re use m edical tests or treatm en t even  
i  the  etus will die or be seriously in jured as a result. A ter the child is born , the m other 
cannot re use to have it tested or treated  or HIV.

20. The answer is C. The physician’s best response is, “I cannot be your prim ary physician  
because I am  your em ployer.” Except in  em ergency situations, physicians should not m an-
age the care o   am ily m em bers, close  riends, or em ployees since personal  eelings can  
in ter ere with  m edical decision  m aking. Also, such patien ts are likely to be uncom  ortable 
answering questions concern ing sensitive in  orm ation , or having in tim ate physical exam i-
nations when  needed. Physicians should not treat patien ts without keeping appropriate 
records nor should they write prescrip tions  or individuals other than  patien ts.

21. The answer is D. The m ost appropriate action   or the physician  to take is to deliver the 
child vaginally. Com peten t pregnan t wom en , like all com peten t adults, can  re use m edical 
treatm en t, even  i  the  etus will die as a result. Neither the patien t’s husband (even  i  he is 
the  ather) nor the court has the right to alter th is decision . Trying to  righ ten  the patien t by 
telling her that she can  be crim inally prosecuted i  the ch ild  dies (un true) or re erring her 
to another physician  are not appropriate actions (see also answer to Question  19).

22. The answer is B. Hepatitis A is related both  to poor water quality and to oral–anal con tact. 
Thus, a Mexican  m an  with  a hom osexual orien tation  (who engages in  oral–anal sex) is 
m ost likely to be in  ected with  th is virus.

23. The answer is C. In  the absence o  a written  or verbal advance directive, the priority order 
in  which  am ily m em bers m ake th is determ ination  is the (1) spouse, (2) adult children , (3) 
paren ts, (4) siblings, and (5) other relatives. The  act that the spouse has a legal guardian  
indicates that she has been  declared incom peten t. There ore, the son  m akes the decision . 
The hospital ethics com m ittee m ay be called in  i  there is a di  erence between   am ily 
m em bers at the sam e priority level (not necessary in  th is case).

24. The answer is B. This physician  is likely to be im paired and thus a poten tial danger to 
patien ts. Thus, the colleague should im m ediately noti y those in  charge at the hospital that 
the physician  is likely to be im paired. Reporting h im  or speaking to h im  the next day will 
not p rotect patien ts he is likely to see that even ing. Also, it m ay not be possible  or the col-
league to physically stop  the physician   rom  seeing patien ts.

25. The answer is E. It is not clear whether or not th is patien t with  Down’s syndrom e under-
stands enough about her condition  to give in  orm ed consen t. However, since there is tim e 
to m ake th is determ ination , the situation  is not em ergen t. There ore, the physician  should 
evaluate the patien t’s capacity (with  input  rom  consultan ts i  necessary).

26. The answer is E. Most appropriately, the surgeon  should carry out the operation  and then  
speak to the anesthesiologist alone about h is in sensitive behavior. The eth ics com m ittee 
does not have to be noti ied i  the patien t is not endangered and i  the anesthesiologist’s 
behavior im proves in  the  u ture. Asking the anesthesiologist to leave or another surgeon  to 
take over can  prolong the procedure and endanger the anesthetized patien t. It would not 
be help  u l or p ro essional to scold the other doctor in  a public venue.
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27. The answer is E. With  respect to the patern ity  inding, the physician  should neither write 
it in  the chart nor tell the couple. According to the Am erican  Medical Association  Code o  
Medical Eth ics, it is not appropriate  or physicians to divulge in  orm ation  obtained seren-
dipitously in  the course o  genetic testing and un related to the purpose o  the testing.

28. The answer is A. Most appropriately, th is girl’s paren ts should be advised that the girl 
should not be tested  or the  ragile X gene un til she is reproductively m ature and requests 
the test  or hersel . According to the Am erican  Medical Association  Code o  Medical Ethics, 
“Genetic testing  or carrier status should be de erred un til either the ch ild  reaches m atu-
rity, or the child  needs to m ake reproductive decisions.”

29. The answer is B. The child’s physician  should o  er the standard treatm ent only. Paren ts can  
re use experim ental (but not standard, accepted) treatm ent o  their child  or any reason .

30. The answer is D. The  irst-year residen t should ask the attending surgeon  to get consen t 
 rom  the patien t h im sel . Consen t cannot be obtained un til the patien t has been  in  orm ed 
and understands the health  im plications o  her diagnoses, health  risks, and bene its o  
treatm en t, the alternatives to treatm en t, likely outcom e i  she does not consen t to the 
treatm en t, and that she can  withdraw consen t  or treatm en t at any tim e. It is not appropri-
ate  or the residen t (or the nurse) to get consen t since he cannot provide the patien t with  
th is in  orm ation  at the tim e that consen t is obtained.

31. The answer is C. Keep the diagnosis con  iden tial as the paren ts have requested. This in  or-
m ation  does directly threaten  the sister-in -law so the physician  is not com pelled to reveal 
the diagnosis.

32. The answer is E. The doctor’s best course o  action  at th is tim e is to ask to speak to the 
brother alone the next day and discuss h is concerns. People m ay be  rightened at  irst by 
the prospect o  organ  donation  but m ay com e around in  tim e. The an tianxiety agen t will 
not increase the chance that he will com ply. Ultim ately, however, it m ay be necessary to 
accept the brother’s decision  not to donate. Since he is an  adult, the brother cannot be 
com pelled to donate by either h is paren ts or the court. Putting m ore pressure on  h im  is 
un likely to change h is m ind at th is tim e.

33. The answer is B. The physician  should  irst ask the patien t what else he was told. The doc-
tor can  then  address all o  the patien t’s concerns about h is illness and its m anagem en t.

34. The answer is B. The m ost appropriate action   or the physician  to take at th is tim e is to 
 acilitate discussion  between  the girl and her paren ts concern ing their disagreem en t. 
Because the pregnancy is not th reaten ing her li e or health , the paren ts cannot  orce the 
girl to have an  abortion . However, help ing the  am ily to com e to an  agreem ent on  th is issue 
is a better choice than  sim ply re using to do the abortion  or recom m ending adoption .

35. The answer is B. Most appropriately, the doctor should tell the m other that he cannot reveal 
in  orm ation  about his patien t to her. It is not appropriate to reveal in  orm ation  about an  
adult patien t (even  a person  with an  in tellectual disability) to anyone without the patien t’s 
consent. Additionally, the doctor should not tell the m other that the patien t has requested 
such con  iden tiality.

36. The answer is E. Discontinuing li e support is justi ied in  this case because the physician  
declared the patient brain  dead. A court order, ethics com m ittee decision, or relatives’ per-
m ission  is not necessary in  the decision to rem ove li e support when  a patien t is brain  dead.

37. The answer is C. I  the patien t re uses to tell h is girl riend, the physician  hersel  m ust noti y 
public health  authorities and, i  they do not act on  th is in  orm ation , in  som e jurisdictions, 
also in  orm  the endangered partner. I  the patien t had agreed to tell h is girl riend about 
h is HIV status, the physician  should set up  an  appoin tm ent to see the patien t and part-
ner together to ensure that the patien t discloses h is HIV status to the partner. The usual 
standards o  physician–patien t con  iden tiality do not apply here since the patien t’s  ailure 
to use condom s poses a sign i ican t threat to h is girl riend’s li e (Taraso   decision ). Even  i  
the patien t is using condom s, the physician  should encourage h im  to disclose h is m edical 
condition  to h is sexual partner. Not all states require reporting o  HIV-positive patien ts.
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38. The answer is D. In  addition  to treating the patien t, the physician  should counsel her 
on  sa e sexual practices. There is no need to break physician–patien t con  iden tiality by 
telling the sexual partner, since gen ital herpes is not li e th reaten ing. Paren tal consen t is 
not required  or treating m inors in  cases o  sexually transm itted disease, pregnancy, and 
substance use. Gen ital herpes is not generally reportable to state health  authorities.

39. The answer is A. The physician  can  use m eans to rep lace lost body  lu ids but should not 
give the patien t a blood trans usion . Legally com peten t patien ts m ay re use treatm en t even  
i  death  will result. Getting a court order or obtain ing perm ission   rom  the wom an’s  am ily 
to do the trans usion  is not appropriate or eth ical. Failing to tell a patien t the tru th  (e.g., 
giving the wom an  the trans usion  but not telling her about it), or going against a com pe-
ten t patien t’s expressed wishes (e.g., in  orm ing her o  the trans usion  when  she recovers 
 rom  the anesthetic), is never appropriate.
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I. HEALTH CARE DELIVERY SYSTEMS

A. Hospitals
1. According to the Am erican  Hospital Association , the United States has close to 6,000 hos-

pitals with  about 1,000,000 beds. Curren tly, at least one-th ird o  hosp ital beds (especially 
in  city hospitals) are unoccupied.

2. The average length  o  a hospital stay is 4.8 days and has been  steadily decreasing. Types o  
hosp itals and their ownership  are listed in  Table 24.1.

B. Nursing homes and other health  care  acilities
1. In  2013, there were about 15,600 nursing homes with  a capacity o  about 1.7 m illion  beds in  

the Un ited States. In  the elderly, falls leading to broken bones (e.g., h ip   racture) com m only 
lead to the need  or nursing hom e care (see Chapter 3).

2. Rehabilitation  cen ters, visiting nurses associations, and hospices provide alternatives to 
hosp ital and nursing hom e care (Table 24.2).

C. Physicians
1. Curren tly, there are m ore than  140 accredited allopathic medical schools and 30  accredited 

schools of osteopathic medicine in  the United States, annually graduating over 18,000 
m edical doctors (MDs) and 5,000 doctors o  osteopathy (DOs).
a. Due to the increasing need  or physicians, the num ber o  schools and the num ber o  

studen ts en rolled in  these schools are increasing.

Typical Board Question
A 38-year-old m an  with  diabetes and obesity has applied  or health  in surance  or h im sel , h is 
wi e (who has m ajor depressive disorder), and his three m inor children  under the “Patien t 
Protection  and A  ordable Care Act” (ACA, colloquially “Obam acare”). The  am ily incom e is 
too h igh   or the  am ily to quali y  or Medicaid. When  th is m an’s  am ily gets health  coverage 
under the ACA, which o  the  ollowing is least likely to be covered by the health  p lan?

(A) Care  or h is diabetes
(B) His children’s den tal care
(C) His den tal care
(D) Mental health  and substance use services
(E) Obesity screen ing and counseling

(See “Answers and Explanations” at end of chapter.)

24 Health  Care in  the 
United States

c h a p t e r
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b. Both  MDs and DOs are correctly called “physicians.” There are curren tly m ore than  
1,000,000 physicians in  the United States o  which about 82% are active.

c. Train ing and practice are essen tially the sam e  or DOs as  or MDs; however, the philoso-
phy o  osteopathic m edicine speci ically stresses the interrelatedness of body systems and 
the use o  musculoskeletal manipulation in  the diagnosis and treatm ent o  physical illness.

d. Overall, physicians earn  an  average incom e o  $200,000 annually. Psychiatrists, pediatri-
cians, and  am ily practitioners typically earn  less than  th is average  igure and surgeons 
typically earn  m ore.

2. Primary care physicians, including  am ily practitioners, in tern ists, and pediatricians, p ro-
vide in itial care to patien ts and accoun t  or at least one-th ird o  all physicians. This num -
ber is increasing and soon  is expected to m ake up one-hal  o  all physicians.

3. The ratio of physicians to patients is h igher in  the northeastern  states and in  Cali orn ia 
than  in  the southern  and m oun tain  states.

4. People in  the United States average fewer yearly visits to physicians than  people in  devel-
oped coun tries with  system s o  governm ent- unded m edical care.

5. Seven ty- ive percen t o  people visit physicians in  a given  year. In  all age groups, the 
two most common medical conditions  or which treatm en t is sought are upper respiratory 
 ailments and injuries.

 t a b l e   24.1   Types of Hospitals in the United States

Type Approximate Number Category Includes

Community hospitals
• Nongovernment not-for-profit
• Investor-owned (for-profit)
• State and local government

Total = 5,000
2,894
1,068
1,037

Nonfederal and short-term general and other 
special hospitals (e.g., obstetrics and gynecology; 
rehabilitation, orthopedic), and academic medical 
centers or other teaching hospitals accessible to the 
general public

Federal government hospitals 211  Veterans administration (VA) and military hospitals that 
are federally owned and reserved for individuals who 
have served (veterans) or are currently serving in 
the military

Nonfederal psychiatric hospitals 
(often owned and operated by state 
governments)

444 Hospitals for chronically mentally ill patients

Nonfederal long-term care hospitals 117 Hospitals for chronically physically ill patients

From Health, United States 2014. United States Department of Health and Human Services, Centers for Disease Control and Prevention, National Center 
for Health Statistics, Table 98.

 t a b l e   24.2   Other Health Care Facilities

Type of Care or Facility Services Provided Comments

Residential-assisted living 
facility, intermediate 
care facility, and 
nursing home (i.e., 
skilled care) facility

Long-term care
Room and board
Assistance with self-care
Nursing care

Average costs range from about $36,000/y 
(residential-assisted living facility) to at least 
$75,000/y (skilled care facility), depending on 
geographical area

Rehabilitation centers and 
halfway houses

Short-term care
Room and board

Goal is to help hospitalized patients reenter society

Visiting nurse association  Nursing care, physical and 
occupational therapy, and 
social work services

Care given in a patient’s own home

Funded by Medicare
Serves as a less expensive alternative to 

hospitalization or nursing home placement

Hospice organization  Supportive care to terminally ill 
patients (i.e., those expected to 
live, <6 mo)

Care usually given in a patient’s 
own home

Funded by Medicare
Goal is to allow patients to die at home to be with 

their families and preserve their dignity
Pain medication is used liberally
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II. COSTS OF HEALTH CARE

A. Health care expenditures
1. Health  care expenditures in  the United States m ake up in  excess o  14% of the total econ-

omy, m ore than  in  any other industrialized society.
2. Health  care expenditures have increased because o  the increasing age o  the population , 

advances in  m edical technology, and the availability o  health  care to the poor and elderly 
th rough Medicaid and Medicare, respectively (see Section  III.E. and F.).

B. Allocation of health care funds. The origins o  health  care expenses and the sources o  pay-
m en t  or health  care are listed in  Table 24.3.

III. PAYMENT FOR HEALTH CARE: HEALTH INSURANCE

A. Overview
1. The Un ited States is one o  the  ew industrialized coun tries that do not have publicly 

m andated health  care in surance coverage  unded by the governm en t  or all citizens. This 
is one reason  that the United States has higher infant mortality rates (see Figure 1.1) and 
lower life expectancies than  m ost other developed coun tries.

2. Most Am ericans m ust obtain  health insurance through their em ployers or on  their own.
a. Typically, the em ployer and the em ployee share the cost o  health  insurance.
b. Health  insurance costs curren tly average $12,000 per year  or a  am ily o   our and have 

been  increasing.
c. Many Am ericans have no health insurance, while m any others are “underinsured.” Such 

people m ust pay all or part o  the costs o  health  care them selves. Fi ty percen t o  bank-
ruptcy  ilings are related to the inability to pay m edical expenses.

3. Many Am ericans also cannot afford prescrip tion  drugs, eyeglasses, or den tal treatm en t. 
The num ber o  such people has decreased with  the expansion  o  Medicaid through the 
ACA (see Section  III.F).

4. Certain  citizens have governm ent- unded health  care in surance th rough Medicaid and 
Medicare (see Section  III.E.).

5. No m atter what the in surance, the privacy of health information (e.g., insurance claim s, 
re erral authorization  requests) that is held or transm itted in  any  orm  (e.g., paper, elec-
tron ic) is legally protected by the Health Insurance Portability and Accountability Act (HIPAA) 
im plem ented by the Standards  or Privacy o  Individually Iden ti iable Health  In  orm ation  
(i.e., Privacy Rule).

B. Private health insurers
1. Blue Cross/Blue Shield (BC/BS), a nonpro it p rivate insurance carrier, is regulated by in sur-

ance agencies in  each  state.

 t a b l e   24.3   Health Care Expenses and Payment

Origins of Health Care Expenses (% of Total)
Sources of Payment for Health Care Expenses 
(% of total)

Hospitals and clinical services (38%)
Physicians’ fees (24%)
Medications and medical supplies (15%)
Nursing homes (6%)
Dental care (5%)
Other care (12%)

Private health insurance (34%)
Medicare (22%)
Medicaid (17%)
Individuals (14%)
Other sources (13%)
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a. BC/ BS pays  or hosp ital costs (Blue Cross) and physician   ees and diagnostic tests 
(Blue Shield)  or up  to hal  o  the working people in  the United States.

b. Alm ost hal  o  BC/ BS subscribers are en rolled in  som e type o  m anaged care p lan .
2. Individuals can  also con tract with  one o  at least 1,000 other private insurance carriers, 

such  as Aetna or Prudential.

C. Fee-for-service care versus managed care
1. Whichever the in surance carrier, patien ts usually can  choose between  a traditional  ee-

 or-service indem nity p lan  and at least one type o  m anaged care p lan .
a. A traditional fee-for-service indem nity p lan  has no restrictions on  provider choice or 

re errals. It also com m only has h igher prem ium s.
b. A managed care p lan  has restrictions on  provider choice and re errals and lower 

prem ium s.
2. Many in surance p lans have a deductible (i.e., the am oun t the patien t m ust pay out o  

pocket be ore the in surance com pany begins to cover expenses), a co-payment (i.e., a per-
cen tage, typ ically 20%, o  the total bill that the patien t m ust pay), or both .

D. Managed care
1. Managed care describes a health  care delivery system  in  which all aspects o  an  indi-

vidual’s health  care are coordinated or m anaged by a group o  p roviders to enhance 
cost-e  ectiveness.

2. Although cost is con trolled in  m anaged care, patients are restricted in  their choice o  a 
physician . Thus, while the num ber o  m anaged care p lans is increasing, managed care is 
more popular with the government than  with  the public.

3. Because  ewer patien t visits result in  lower costs, the ph ilosophy o  m anaged care stresses 
primary, secondary, and tertiary prevention (Table 24.4) rather than  acute treatm en t.

4. Types o  m anaged care p lans including health  m ain tenance organ izations (HMOs), pre-
 erred provider organ izations (PPOs), and poin t o  service (POS) p lans are described in  
Table 24.5.

E. Federal- and state-funded insurance coverage
1. Medicare and Medicaid are governm en t- unded program s that provide m edical insurance 

to certain  groups o  people. Medicare Part D (added in  2006) covers som e, but not all, pre-
scrip tion  drug costs. Eligibility requirem ents and coverage provided by these program s 
are outlined in  Table 24.6.

2. Diagnosis-related groups (DRGs) are used by Medicare and Medicaid to pay hospital bills. 
The am ount paid is based on  an  estim ate o  the cost o  hospitalization   or each diagnosis 
rather than  the actual charges incurred.

 t a b l e   24.4   Primary, Secondary, and Tertiary Prevention in Health Care

Type of Prevention Goal Examples

Primary To reduce the incidence of a disorder by 
reducing its associated risk factors

Immunization of infants to prevent infectious illnesses
Improved obstetrical care to avoid premature birth and 

its associated problems

Secondary  To reduce the prevalence of an existing 
disorder by decreasing its severity

Early identification and management of otitis media in 
children to prevent hearing loss

Mammography for the early identification and 
management of breast cancer

Tertiary  To reduce the prevalence of problems 
caused by an existing disorder

Physical therapy for stroke patients so that they can 
care for themselves

Occupational training for intellectually disabled 
persons so that they can gain the skills needed to 
join the work force
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F. The Patient Protection and Affordable Care Act (ACA, colloquially Obamacare)
1. In  2010, Congress passed the ACA, which  uses a com bination  o  governm ent  unding and 

private insurance to pay  or health  care.
2. A ter the ACA cam e in to e  ect (a ter 2012), the percen tage o  un insured Am ericans 

dropped  rom  16.7% in  2013 to 11% in  2015.

 t a b l e   24.5   Managed Care Plans

Type of Plan Definition Comments

Health Maintenance 
Organization (HMO) 
(staff model or closed 
panel)

Physicians and other health care personnel are paid 
a salary to provide medical services to a group of 
people who are enrolled voluntarily and who pay 
an annual premium

HMOs may operate their own hospitals and clinics
Services include hospitalization, physician services, 

preventive medicine services, and often dental, 
eye, and podiatric care

These plans are the most restrictive 
for the patient in terms of choice 
of doctor

Patient is assigned a “gatekeeper” 
(a primary care doctor from 
within the network who decides if 
and when a patient needs to see 
a specialist)

HMO (independent practice 
association [IPA] model)

Physicians in private practice are hired by an HMO 
to provide services to HMO patients

About 65% of HMOs have IPA components

Private practice physicians receive 
a fee, or capitation, for each HMO 
patient they are responsible for

Preferred provider 
organization (PPO)

A third-party payer (e.g., a union trust fund, 
insurance company, or corporation) contracts 
with physicians in private practice and 
with hospitals to provide medical care to its 
subscribers

Participants choose physicians from a list of 
member practitioners (the network)

Physicians in the network receive capitation for 
each patient

These plans guarantee doctors in 
private practice a certain volume 
of patients

By paying a larger share of the cost, 
patients can choose a doctor 
who is not in the network

There is no “gatekeeper” physician

Point of service plan (POS)  Variant of a PPO in which a third-party payer 
contracts with physicians in private practice to 
provide medical care to its subscribers

Physicians in the network receive capitation for 
each patient

As with a PPO, patients can choose 
a doctor who is not in the 
network by paying an extra fee

As with an HMO, there is a 
“gatekeeper” physician

 t a b l e   24.6   Medicare and Medicaid

Source of Funding Eligibility Coverage

Medicare
The federal government 

(through the Social 
Security system)

People eligible for Social 
Security benefits (e.g., those 
at least 65 y of age regardless 
of income)

People of any age with chronic 
disabilities or debilitating 
illnesses

Covers about 49 million people

Part A: Inpatient hospital care, home health care, 
medically necessary nursing home care (for up to  
90 days after hospitalization), hospice care

Part B: Physician fees, dialysis, physical therapy, 
laboratory tests, ambulance service, medical 
equipment (Part B is optional and has a 20% 
co-payment and a $100 deductible)

Part D: Is optional and covers a share of prescription 
drug costs

Medicare does not cover long-term nursing home care
Medicaid (MediCal in California)
Both federal and state 

governments (the 
state contribution is 
determined by average 
per capita income of 
the state)

Indigent (very low-income) 
people

One-third of all funds is allocated 
for nursing home care for 
indigent elderly people

Covers about 70 million people

Inpatient and outpatient hospital care
Physician services
Home health care, e.g., hospice care, laboratory tests, 

dialysis, ambulance service, medical equipment
Prescription drugs
Long-term nursing home care
Dental care, eyeglasses, hearing aids
No co-payment or deductible
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3. The ACA includes:
a. Expanded eligibility  or Medicaid (e.g., it now can  cover single adults without disabili-

ties or  am ilies).
b. Guaran teed coverage to individuals with  preexisting conditions.
c. A penalty  or those not covered by an  insurance p lan  who do not buy health  care 

coverage.
d. Health  insurance exchanges, which  com pare insurance policies and sell them .
e. Federal subsidies  or low-incom e persons to help  them  buy health  insurance.

4. While speci ic bene its vary by state, in  all states, the ACA covers:
a. Hospital, outpatien t, em ergency room , prenatal and m atern ity care.
b. Prescrip tion  drugs.
c. Physical and occupational therapy.
d. Laboratory testing.
e. Preven tive services,  or exam ple, obesity screen ing and counseling.
f. Mental health  and substance use services.
g. Den tal and vision  care  or children .

IV. DEMOGRAPHICS OF HEALTH IN THE UNITED STATES

A. Lifestyle, habits, and attitudes
1. Li estyle and poor dietary and other habits, particularly sm oking and drinking alcohol, 

are responsible  or m uch  physical and mental illness.
2. Social attitudes involving health  care issues also a  ect health  care delivery. For exam ple, 

although organ  transplan ts can  save m any lives,  ewer transp lan t p rocedures are done 
than  are needed. This is due largely to the  act that not enough people are willing to 
donate their organs at death .

B. Socioeconomic status (SES) and health
1. SES, which is determ ined by occupation and educational level as well as p lace o  residence 

and incom e, is directly associated with  m en tal and physical health .
2. Am ericans with  low SES are m ore likely to be A rican  Am erican  or Latino (see Chapter 18).

a. High SES patients are m ore likely to seek treatment and to visit p rivate doctor’s o  ices 
than  are low SES patien ts.

b. Low SES patients are m ore likely to seek treatm ent in  hospital em ergency departm en ts 
and to delay seeking treatm ent, in  part because o  the cost. Illnesses o ten  becom e 
m ore severe when  patien ts delay seeking treatm en t.

3. Hospitals are legally required to provide care to anyone needing em ergency m anagem ent 
whether they have the m eans to pay or not via the  ederal “Em ergency Medical Treatm ent 
and Active Labor Act” (EMTALA).

C. Gender and health
1. Women are more likely to seek medical treatment than  m en .
2. Men have shorter li e expectan cies an d are m ore likely to have heart d isease than  

wom en .
3. While they have less heart disease overall, women are m ore likely than  m en  to die during 

their first heart attack or to die during the year a ter a heart attack.
4. Wom en  are also at h igher risk than  m en   or developing:

a. Autoim m une diseases (e.g., rheum atoid arthritis).
b. Multip le sclerosis.
c. Alcohol- and sm oking-related illnesses.
d. AIDS (when  they are already HIV positive and have the sam e viral load as a m an).
e. Cataracts.
f. Thyroid disease.
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D. Age and health
1. Children  and the elderly are m ore likely to require m edical care than  people o  other ages.
2. The elderly com prise about 12% o  the population  but incur m ore than  30% of all health 

care costs; th is  igure is expected to rise to 50% by the year 2020.
3. The leading causes o  death  di  er by age group  (Table 24.7) and have changed in  the 

last  ew years. In  particular, the th ird leading cause o  death  in  the elderly and across age 
groups (a ter heart disease and cancer) had been  stroke and related disorders bu t is now 
chronic lower respiratory diseases.

 t a b l e   24.7   Leading Causes of Death by Age Group (across Sex and Ethnic Group)

Age Group Causes of Death (in Decreasing Order of Frequency)

Infants (<1 y of age)  Congenital anomalies
Prematurity/low birth weight
Sudden infant death syndrome (SIDS)

Children (1–4 y of age)  Accidents (in motor vehicles and in the home)
Congenital anomalies
Cancer (primarily leukemia and central nervous system [CNS] malignancies)

Children (5–14 y of age)  Accidents (most in motor vehicles)
Cancer (primarily leukemia and CNS malignancies)
Suicide

Adolescents and young adults  
(15–24 y of age)

Accidents (most in motor vehicles)
Suicide
Homicide and legal intervention

Adults (25–44 y of age)  Accidents (most in motor vehicles)
Cancer
Heart disease

Adults (45–64 y of age) Cancer
Heart disease
Accidents (most in motor vehicles)

Elderly (65 y of age and over) Heart disease
Cancer
Chronic lower respiratory diseases

All ages combined Heart disease
Cancer (lung, breast/prostate, and colorectal, in decreasing order)
Chronic lower respiratory diseases
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Review Test

Directions: Each o  the num bered item s or incom plete statem en ts in  th is section  is  ollowed by 
answers or by com pletions o  the statem ent. Select the one lettered answer or com pletion  that 
is best in  each case.

1. A success u l surgeon  owns both  a hospital 
and an  outpatien t diagnostic cen ter. Which  
o  the  ollowing charges will bring the 
surgeon  the m ost m oney each year?
(A) Hospital charges
(B) Surgical  ees
(C) Outpatien t diagnostic testing charges
(D) Medication  charges
(E) Rehabilitation  charges

2. A wealthy wom an  would like to donate 
m oney to  und health  care  or people who 
are needy. The neediest patien ts are m ost 
likely to be which o  the  ollowing?
(A) Cardiac patien ts
(B) Breast cancer patien ts
(C) Hom eless patien ts
(D) Very young patien ts
(E) Elderly patien ts

3. A 79-year-old wom an  who lives in  her 
own  hom e and is in  good health  has just 
been  diagnosed with  osteoporosis. To help  
preven t  ractures, the physician  should f rst 
recom m end that th is patien t
(A) in itiate sa ety m easures in  (i.e., sa e-

proo ) the hom e
(B) take calcium  supplem ents
(C) take alendronate sodium  (Fosam ax)
(D) begin  a regular exercise program
(E) increase dairy products in  the diet
(F) apply  or adm ission  to an  assisted living 

 acility

4. O  the  ollowing patien ts, the one likely 
to use the least Medicare services and  unds 
during his or her li etim e is a(n )
(A) A rican  Am erican  m an
(B) A rican  Am erican  wom an
(C) White m an
(D) White wom an
(E) Latino m an

Questions 5 and 6

A  irst-year residen t who has recen tly started 
working in  a hospital em ergency departm en t 
sees  our patien ts during his  irst hour on  the 
service.

5. Which o  these patien ts is likely to be 
health iest when  f rst seen  by the residen t?
(A) A 45-year-old m an   rom  a low 

socioeconom ic group
(B) A 45-year-old wom an   rom  a low 

socioeconom ic group
(C) A 45-year-old m an   rom  a h igh  

socioeconom ic group
(D) A 45-year-old wom an   rom  a h igh 

socioeconom ic group

6. Which o  these patien ts is likely to be the 
m ost ill when  f rst seen  by the residen t?
(A) A 45-year-old m an   rom  a low 

socioeconom ic group
(B) A 45-year-old wom an   rom  a low 

socioeconom ic group
(C) A 45-year-old m an   rom  a h igh  

socioeconom ic group
(D) A 45-year-old wom an   rom  a h igh 

socioeconom ic group

7. In  the Un ited States, the percen tage o  the 
gross dom estic product spen t on  health  care 
is curren tly about
(A) 1%
(B) 8%
(C) 14%
(D) 30%
(E) 50%

8. In  the Un ited States, the largest 
percen tage o  personal health  care expenses 
is paid by which o  the  ollowing sources?
(A) Medicare
(B) Medicaid
(C) Municipal governm ents
(D) Private health  in surance
(E) Personal  unds
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9. In  the Un ited States, the largest 
percen tage o  health  care expenditures is  or
(A) physician   ees
(B) nursing hom e care
(C) m edications
(D) hosp ital and clin ical services
(E) den tal care

10. A m other brings her 2-m on th-old 
daughter to the physician   or a checkup. In  
the United States, the m ost com m on cause 
o  death  in  in  an ts between  birth  and 1 year 
o  age is
(A) leukem ia
(B) sudden  in  an t death  syndrom e (SIDS)
(C) congen ital anom alies
(D) acciden ts
(E) respiratory distress syndrom e

Questions 11 and 12

A 79-year-old  em ale patien t is hosp italized 
 or a  ractured h ip. The patien t, who has 
$100,000 in  savings, was brought to the hos-
pital by am bulance. She stayed in  the hospital 
 or 5 days and, when  released, required phys-
ical therapy and a walker  or help  with  m obil-
ity  or the next 6 weeks.

11. This patien t can  expect that Medicare 
Part A will cover which o  the  ollowing costs 
related to th is in jury?
(A) Inpatien t hosp ital care
(B) The walker
(C) Am bulance service
(D) Physician  bills
(E) Physical therapy

12. A ter 6 m on ths at hom e, it is determ ined 
that th is patien t is unable to care  or hersel  
and requires care in  a residen tial nursing 
hom e  acility, p robably  or the rest o  her li e. 
Which o  the  ollowing will pay  or the f rst 
 ew years o  th is care?
(A) Medicare Part A
(B) Medicare Part B
(C) Blue Cross
(D) Blue Shield
(E) The patien t’s savings

13. Which o  the  ollowing are the th ree 
leading causes o  death  in  the United States 
in  order o  m agn itude (h igher to lower)?
(A) Chron ic lower respiratory diseases, heart 

disease, cancer
(B) Heart disease, cancer, chron ic lower 

respiratory diseases
(C) Cancer, heart disease, AIDS
(D) Heart disease, cancer, stroke
(E) Stroke, heart disease, cancer

14. In  wom en  in  the Un ited States, which  is 
the m ost com m on cause o  cancer death?
(A) Cervical cancer
(B) Colorectal cancer
(C) Breast cancer
(D) Lung cancer
(E) Uterine cancer

15. Most patien ts in  the Un ited States 
can  expect to receive care in  which o  the 
 ollowing types o  hosp ital?
(A) Federal governm en t
(B) Nongovernm ent not- or-pro it
(C) Investor-owned
(D) Local governm ent
(E) State governm en t

16. An  educational program  is developed 
to teach m entally ill adults skills necessary 
to help  them  get and keep paying jobs. This 
program  is an  exam ple o 
(A) prim ary preven tion
(B) secondary preven tion
(C) tertiary preven tion
(D) m anaged care

17. Paren ts bring their 2-year-old child  to 
a well-child  clin ic. In  order to protect the 
child’s li e and health , the m ost im portan t 
suggestion  the physician  can  m ake is to tell 
the paren ts to
(A) keep ipecac in  the m edicine cabinet
(B) put sm oke alarm s in  the hom e
(C) in itiate sa ety m easures in  (i.e., sa e-

proo ) the hom e
(D) learn  cardiopulm onary resuscitation
(E) have the child  im m unized against 

m easles, m um ps, and rubella

Fadem7e_Chap24.indd   286 1/11/2016   5:16:34 PM



  Chapter 24  Health Care in the United States 287

18. Paren ts bring their 8-year-old son  in   or 
a school physical. The paren ts relate that the 
child is doing well in  school. They also tell 
the doctor that a ter school they drive their 
son  to soccer practice, and on  weekends, 
they all go swim m ing in  the coun ty pool. The 
child also likes to ride h is bicycle around the 
neighborhood. The paren ts also reveal that, 
while they are trying to cut back, both  o  
them  sm oke cigarettes in  the hom e. In  order 
to protect the child’s li e and health , what is 
the m ost im portan t suggestion  the physician  
can  give the paren ts?
(A) Stop  sm oking to reduce the child’s 

exposure to secondhand sm oke
(B) Put sm oke alarm s in  the hom e
(C) Have the ch ild  wear a helm et while 

bicycling
(D) Learn  cardiopulm onary resuscitation
(E) Ensure that the child  wears a seat belt in  

the car

Questions 19 and 20

A 45-year-old stockbroker with  th ree ch ildren  
m ust choose a health  in surance plan  at work.

19. In  which o  the  ollowing plans will she 
have the m ost choice in  choosing a physician?
(A) A health  m ain tenance organ ization  

(HMO)
(B) A pre erred provider organ ization  (PPO)
(C) A poin t o  service (POS) p lan
(D) A  ee- or-service p lan

20. In  which o  the  ollowing plans will she 
have the least choice in  choosing a physician?
(A) A health  m ain tenance organ ization  

(HMO)
(B) A pre erred provider organ ization  (PPO)
(C) A poin t o  service (POS) p lan
(D) A  ee- or-service p lan
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Answers and Explanations

Typical Board Question
The answer is C. Although his m inor ch ildren’s den tal care is considered an  “essen tial health  
 bene it” and is covered under the ACA, the ACA is un likely to cover den tal care  or th is 38- year-old 
m an . I  he were eligible  or Medicaid h is den tal care would also be covered. Care  or preexisting 
conditions such as h is diabetes, p reven tive care such  as obesity screen ing and counseling, and 
m en tal health  care  or h is wi e are also all considered “essen tial health  bene its” and as such  are 
covered under the ACA.

 1. The answer is A. Hospital charges will bring the surgeon  the m ost m oney each year. The 
h ighest health  care costs involve such charges. Doctor’s charges such  as surgical  ees are 
second in  health  care costs and m edication  charges are th ird (see Table 24.3). Outpatien t 
diagnostic testing charges and rehabilitation  charges are lower.

 2. The answer is C. Financially, the neediest patien ts are m ost likely to be hom eless persons. 
Cardiac, breast cancer, and very young patien ts are m ore likely than  the hom eless to have 
health  in surance to pay  or their m edical costs. People age 65+ typically have health  care 
costs covered by Medicare.

 3. The answer is A. The m ost im portan t recom m endation   or the physician  to m ake at 
th is tim e to preven t  ractures in  th is wom an  with  osteoporosis is to sa e-proo  the hom e 
environm ent to reduce the likelihood o   alls (e.g., rem ove scatter rugs, install shower grab 
bars) (see Chapter 3). Calcium  supplem ents, m edications such as alendronate sodium  
(Fosam ax), exercise, and increasing dairy products in  the diet are all im portan t  or p rophy-
laxis in  osteoporosis; none will help  preven t  ractures in  the short term . Since th is patien t 
does well living on  her own, there is no reason   or her to m ove to an  assisted living  acility.

 4. The answer is A. Medicare pays  or health  care services  or persons 65 years o  age and older 
and others who are eligible to receive Social Security bene its. These bene its continue  or 
the li e o  the individual. Because statistically he is likely to have a shorter li e than  a White 
or Latino m an , an  A rican  Am erican  wom an , or a White wom an , an  A rican  Am erican  m an  
is likely to use the least Medicare services over the course o  his li etim e (see Table 3.1).

 5. The answer is D. 6. The answer is A. A wom an   rom  a h igh socioeconom ic group is likely to 
be health iest when  the residen t  irst sees her. Wom en  and people  rom  h igher socioeco-
nom ic groups are m ore likely to seek treatm ent and there ore to be less ill when   irst seen  
by a physician  than  m en  and people  rom  low socioeconom ic groups. A m an   rom  a low 
socioeconom ic group is likely to be m ost ill when  the residen t  irst sees h im . Low-incom e 
patien ts and m ale patien ts are m ore likely to delay seeking treatm en t. Delay in  seeking 
treatm en t com m only resu lts in  m ore severe illness.

 7. The answer is C. Th e p ercen tage o  th e gross dom estic p rodu ct (GDP) sp en t on  h ealth  
care is abou t 14%, a  p ercen tage th a t is larger th an  th at  o   an y oth er develop ed  cou n try.

 8. The answer is D. The largest percen tage o  personal health  care expenses is paid by private 
health  in surance. In  decreasing order, other sources o  paym ent  or health  care expenses 
are Medicare, Medicaid, and personal  unds. Municipal governm ents pay a relatively sm all 
percen tage o  these expenses.

 9. The answer is D. In  the Un ited States, m ost health  care expenditures are  or hosp ital care. 
In  decreasing order, other sources o  health  care expenses are physician   ees, m edications, 
nursing hom e care, and den tal services (and see Question  1).

288

Fadem7e_Chap24.indd   288 1/11/2016   5:16:34 PM



  Chapter 24  Health Care in the United States 289

10. The answer is C. The m ost com m on  cause o  death  in  in  an ts up  to 1 year o  age is con -
gen ital anom alies. Prem aturity/ low birth  weight and sudden  in  an t death  syndrom e (SIDS) 
are the second and th ird leading causes o  death  in  th is age group.

11. The answer is A. 12. The answer is E. Medicare Part A will cover inpatien t hospital costs. 
Part B covers am bulance services, physician   ees, m edical equipm ent (the walker), and 
therapy. The patien t hersel  is responsible  or long-term  residen tial nursing hom e  acility 
costs since neither Part A or Part B o  Medicare nor Blue Cross/ Blue Shield will cover such 
costs. A ter the patien t’s $100,000 is exhausted (probably with in  1.5 years at about $75,000 
per year), she will be indigen t and there ore eligible  or Medicaid. Medicaid pays  or resi-
den tial nursing hom e care and all other health  care  or indigen t people.

13. The answer is B. The leading cause o  death  in  the Un ited States is heart disease,  ollowed 
by cancer and chron ic lower resp iratory diseases.

14. The answer is D. In  wom en , as in  m en , the m ost com m on cause o  cancer death  in  the 
United States is cancer o  the lung. In  wom en , th is is  ollowed by breast cancer and 
colorectal cancer. The num ber o  wom en  getting lung cancer is increasing with  increased 
sm oking rates in  wom en .

15. The answer is B. More patien ts in  the Un ited States receive care in  nongovernm ent, not-
 or-pro it hospitals than  in   ederal, state, local-governm en t, or investor-owned hospitals.

16. The answer is C. This educational p rogram   or adults with  m ental illness is an  exam ple o  
tertiary preven tion . Tertiary preven tion  is aim ed at reducing the prevalence o  problem s 
caused by an  existing disorder, m en tal illness in  th is case. Prim ary preven tion  is aim ed at 
reducing the occurrence or incidence o  a disorder by reducing its associated risk  ac-
tors (e.g., im m unization  against m easles). Secondary preven tion  is aim ed at reducing the 
prevalence o  an  existing disorder by reducing its severity (e.g., early iden ti ication  and 
m anagem en t o  breast cancer using m am m ography). Managed care is a system  o  health  
care in  which all aspects o  health  care are coordinated by providers to con trol costs.

17. The answer is C. While acciden tal poison ing, house  ires, and drowning are causes o  death  
in  children , in  children  1–4 years o  age, acciden ts in  the hom e are a m ore im portan t cause 
o  acciden tal death . In  ectious illness due to lack o  im m unization  rarely causes death  in  
Am erican  children  (see also Question  18).

18. The answer is E. While house  ires, bicycling accidents, and drowning cause accidental death  
in  children ,  ailure to wear seat belts is the m ajor cause o  accidental death in  children  4–14 
years o  age. While it has been  associated with increased childhood upper respiratory sym p-
tom s, secondhand sm oke has not been  shown to sign i ican tly a  ect survival in  children .

19. The answer is D. 20. The answer is A. Patien ts have the m ost choice in  choosing a physician  
in  a traditional  ee- or-service indem nity p lan . In  th is type o  p lan , there are no restrictions 
on  provider choice or re errals. Managed care p lans (e.g., health  m ain tenance organ iza-
tions [HMOs], p re erred provider organ izations [PPOs], and poin t o  service [POS] plans) 
have restrictions on  physician  choice. Patien ts have the least choice in  choosing a physi-
cian  in  an  HMO. HMOs are the m ost restrictive o  m anaged care p lans  or the patien t in  
term s o  choice o  physician . Rather than  choosing a physician   rom  the network as in  a 
PPO or POS, in  an  HMO, the patien t is assigned a physician .
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I. MEDICAL EPIDEMIOLOGY: INCIDENCE AND PREVALENCE

Medical epidem iology is the study o  the  actors a  ecting the occurrence and distribution  o  
diseases in  hum an  populations.

A. Incidence. Incidence rate is a ratio o  the num ber o  individuals in  the population  who 
develop an illness in  a given  tim e period (com m only 1 year) divided by the total num ber o  
individuals at risk  or the illness during that tim e period (e.g., the num ber o  IV drug users 
newly diagnosed with  AIDS in  2016 divided by the num ber o  IV drug users in  the popula-
tion  during 2016).

B. Prevalence. Prevalence rate is a ratio o  the num ber o  individuals in  the population  who 
have an illness (e.g., AIDS) divided by the total num ber o  individuals at risk  or the illness.
1. Point prevalence is a ratio o  the num ber o  individuals who have an  illness at a speci ic 

point in time (e.g., the num ber o  people who have AIDS on  August 31, 2016, divided by the 
total population  who could have the illness on  that date).

2. Period prevalence is a ratio o  the num ber o  individuals who have an  illness during a 
speci ic time period (e.g., the num ber o  people who have AIDS in  2016 divided by the total 
population  who could have the illness m id-year in  2016).

C. Relationship between incidence and prevalence
1. Prevalence rate is equal to incidence rate m ultip lied by the average duration o  the disease 

process (i  incidence and duration  are stable).

Typical Board Question
In  a clin ical trial, a new an tih istam ine was com pared to a p lacebo. When  the study was com -
pleted, the  indings, while prom ising, did not reach statistical sign i icance. The researchers 
were advised to increase the sam ple size. Which  o  the  ollowing would be the best way  or 
the researchers to increase the sam ple size without recruiting m ore subjects?

(A) Random ize the design
(B) Use a crossover design
(C) Use a double-blind design
(D) Give all o  the con trols the new an tih istam ine
(E) The sam ple size cannot be increased without recru iting m ore subjects

(See “Answers and Explanations” at end of chapter.)

25 Medical Epidem iologyc h a p t e r
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2. Prevalence rate is greater than  incidence rate i  the disease is long term . For exam ple, 
because diabetes lasts a li etim e, its prevalence is m uch higher than  its incidence. In  con -
trast, the prevalence o  in  luenza, an  acute illness, is approxim ately equal to the incidence.

3. Health  in terven tions that preven t disease (i.e., primary prevention, see Chapter 24) 
decrease the incidence rate o  an  illness and ultim ately its prevalence rate as well.

4. People with  a speci ic illness can  leave the population  o  prevalen t cases either by recover-
ing or by dying.

II. RESEARCH STUDY DESIGN

Research studies iden ti y relationships between   actors or variables. Types o  research studies 
include cohort, case–con trol, and cross-sectional studies.

A. Cohort studies
1. Cohort studies begin  with  the iden ti ication  o  a speci ic population  i.e., acohort, that is 

 ree o  the illness under investigation  at the start o  the study.
2. Following the assessm ent o  exposure to a risk  actor (a variable linked to the cause o  an  

illness [e.g., sm oking]), incidence rates o  illness between  exposed and unexposed m em -
bers o  the cohort are com pared. An  exam ple o  a cohort study would be one that  ollowed 
healthy adults  rom  early adulthood through m iddle age to com pare the health  o  those 
who sm oke versus those who do not sm oke.

3. Cohort studies can  be prospective (taking place in  the presen t tim e) or historical (som e 
activities have taken  p lace in  the past).

4. A clinical treatment trial is a special type o  cohort study in  which m em bers o  a cohort 
with  a speci ic illness are given  one treatm en t and other m em bers o  the cohort are given  
another treatm en t or a p lacebo. The results o  the two treatm en ts are then  com pared. 
An  exam ple o  a clin ical treatm en t trial would be one in  which the di  erences in  survival 
rates between  m en  with  prostate cancer who receive a new drug and m en  with  prostate 
cancer who receive a standard drug are com pared.

B. Case–control studies
1. Case–con trol studies begin  with  the iden ti ication  o  subjects who have a speci ic disorder 

(cases) and subjects who do not have that disorder (con trols).
2. In  orm ation  on  the prior exposure o  cases and controls to risk  actors is then  obtained. An  

exam ple o  a case–con trol study would be one in  which the sm oking histories o  wom en  
with  and without breast cancer are com pared.

3. Because cases are iden ti ied at the start o  the study, case–con trol studies are particu larly 
use u l when  a disease is rare in  the population .

C. Cross-sectional studies
1. Cross-sectional studies begin  when  in  orm ation  is collected  rom  a group  o  individuals 

who provide a snapshot in time o  disease activity.
2. Such studies can  provide in  orm ation  on  the relationship  between  risk  actors and health  

status o  a group  o  individuals at one speci ic poin t in  tim e (e.g., a random  telephone 
sam ple conducted to determ ine i  m ale sm okers are m ore likely to have an  upper resp ira-
tory in  ection  than  m ale nonsm okers). They can  also be used to calculate the prevalence 
o  a disease in  a population .

III. QUANTIFYING RISK

A. Risk  actors are variables that are linked to the cause o  a disease.
1. Measures. Absolute risk, relative risk, attributable risk, and the odds (or odds risk) ratio 

are m easures used to quan ti y risk in  population  studies.
a. Absolute, relative, and attributable risks are calculated  or cohort studies.
b. The odds ratio is calculated  or case–control studies.
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2. Absolute risk is equal to the incidence rate.
3. Absolute risk reduction (ARR) is the di  erence in  absolute risks. For exam ple, i  the inci-

dence rate o  lung cancer am ong the people in  Newark and in  Tren ton , New Jersey, in  2016 
is 20/ 1,000 and 15/ 1,000, respectively, the absolute risk is 20/ 1,000 or 2.0% in  Newark and 
15/ 1,000 or 1.5% in  Tren ton , and the ARR is 2.0% m inus 1.5% or 0.5%.

4. Relative risk. Relative risk com pares the incidence rate o  a disorder am ong individuals 
exposed to a risk  actor (e.g., sm oking) with  the incidence rate o  the disorder in  unex-
posed individuals.
a. For exam ple, the incidence rate o  lung cancer am ong sm okers in  a city in  New Jersey 

is 20/ 1,000, while the incidence rate o  lung cancer am ong nonsm okers in  th is city is 
2/ 1,000. There ore, the  old increase in  risk o  lung cancer (the relative risk)  or sm okers 
versus nonsm okers in  th is New Jersey population  is 20/ 1,000 divided by 2/ 1,000, or 10.

b. A relative risk o  10 m eans that in  th is city, i  an  individual sm okes, h is or her risk o  
getting lung cancer is 10 tim es (10  old) that o  a nonsm oker.

5. Attributable risk
a. Attributable risk is use u l  or determ in ing what would happen  in  a study population  i  

the risk  actor were rem oved (e.g., determ in ing how com m on  lung cancer would be in  
a study i  people did not sm oke).

b. To calculate attributable risk, the incidence rate o  the illness in  unexposed individuals 
is subtracted  rom  the incidence rate o  the illness in  those who have been  exposed to 
a risk  actor.

c. For the exam ple above, the risk o  lung cancer attributable to sm oking (the attribu table 
risk) in  th is New Jersey city’s population  is 20/ 1,000 m inus 2/ 1,000, or 18/ 1,000.

6. Odds ratio. Since incidence data are not available in  a case–con trol study, the odds ratio 
(i.e., odds risk ratio) can  be used as an  estim ate o  relative risk (Exam ple 25.1) in  such 
studies.

7. I  relative risk or odds ratio = 1, there is no association  between  a risk  actor and a disease 
(and see Chapter 26, Section  II.F.)

B. Number needed to treat and number needed to harm
1. Num ber needed to treat (NNT)

a. NNT is the num ber o  persons who need to take a treatm en t  or one person  to bene it 
 rom  the treatm en t.

b. NNT is 1 divided by the ARR.
c. NNT allows com parison  o  the e  ectiveness o  di  eren t treatm en ts or o  treatm en t 

versus no treatm ent or p lacebo (Exam ple 25.2).
2. Num ber needed to harm  (NNH)

a. NNH is the num ber o  persons who need to be exposed to a risk  actor  or one person  
to be harm ed who would otherwise not be harm ed.

b. NNH is 1 divided by the attribu table risk.

Example 25.1. Calculating the Odds Ratio
O  200 patien ts in  the hospital, 50 have lung cancer. O  these 50 patien ts, 45 were or  curren tly 
are sm okers. O  the rem ain ing 150 hospitalized patien ts who do not have lung cancer, 60 
were or curren tly are sm okers. Use th is in  orm ation  to calculate the odds ratio  or sm oking 
and lung cancer in  th is hospitalized patien t population .

Smokers Nonsmokers

People with lung cancer A = 45 B = 5
People without lung cancer C = 60 D = 90

(AD)  (45)(90)
(BC)  (5)(60)

 13.5=
=

 =  =

An odds ratio o  13.5 m eans that in  th is population , a person  with  lung cancer was 13.5 
tim es m ore likely to have sm oked than  a person  without lung cancer.

Odds ratio
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IV. BIAS, RELIABILITY, AND VALIDITY

To be use u l, testing in strum en ts m ust be bias- ree, reliable, and valid .

A. Bias
1. A biased test or research study is one constructed so that one outcome is more likely to 

occur than another.
2. Ways that a research study or clin ical treatm ent trial can  be biased can  be  ound in  

Table 25.1.

 t a b l e   25.1   Types of Bias

Example: Six research studies were conducted on the e  ectiveness o  a new ( ictitious) drug, “Flashless” vs. placebo  or 
relieving menopausal symptoms. One hundred women aged 50–70 years were recruited  or each study, and each subject 
was paid $1,000. Although Flashless ultimately proved to be a use ul drug that signi icantly reduced menopausal symptoms, 
because all six studies were biased in di  erent ways (see table below), all  ailed to show the use ulness o  Flashless.

Study # Type o  Bias Explanation

Reason  or Flashless Study Failure Is That 
When Compared to the General Population, 
the Subjects

1 Selection Rather than making random assignments, the 
subjects or the investigators are permitted to 
choose whether an individual will go into the 
drug group or the placebo group

Who had more severe symptoms to start with 
chose or were chosen to take Flashless 
rather than placebo and so also had more 
severe symptoms at the end of the study

2 Sampling Subjects who volunteer to be in a study are 
not representative of the population being 
studied because factors unrelated to the 
subject of the study (e.g., money) have led 
them to volunteer

Only joined the study because they needed the 
money and as such did not represent the 
typical population of women using drugs 
such as Flashless

3 Recall Knowledge of the presence of a disorder alters 
the way the subject remembers his or her 
history

Seemed to have more severe menopausal 
symptoms because they were asked about 
their symptoms to be in the study

4 Lead-time Early detection of disease is confused with 
increased survival or length of time that the 
symptoms have been present

Seemed to have had menopausal symptoms 
for a longer period of time because they 
were identified early to be in the study

5 Surveillance People who are aware that they are being 
followed for the development of a disease 
are more likely to seek testing for and thus to 
be identified with the disease

Went to the doctor more often because 
they were in the study which increased 
the likelihood of being diagnosed with 
menopausal symptoms

6 Late-look People who are most ill are not included in the 
sample

Who had severe menopausal symptoms chose 
not to participate in the study, so those who 
did participate had few symptoms

Example 25.2. Number Needed to Treat
A research study is done to determ ine i  a new drug (Drug S) will p reven t stroke in  m en  
aged 55–65 years who have hypertension .
Four thousand hypertensive m en  in  th is age group  are random ly assigned to a group  
 taking Drug S (n  = 2,000) or a p lacebo (n  = 2,000).
Over 10 years, there were 400 strokes in  the p lacebo group and 200 strokes in  the Drug S 
group.
Based on  these data, how m any m en  would have to be treated with  Drug S to preven t one 
case o  stroke?
The absolute risk o  stroke in  the p lacebo group is 400/ 2,000 = 20%.
The absolute risk o  stroke in  the Drug S group is 200/ 2,000 = 10%.
The absolute risk reduction  is there ore 20% − 10% = 10%.
Since 10% o  the hypertensive men were saved  rom  stroke by the drug, the NNT is 1/ 0.1 = 10.0
There ore, 10 m en would have to be treated with the Drug S to prevent one case o  stroke.
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B. Reducing bias in clinical treatment trials. Blind studies, p lacebo-con trolled studies, crossover 
studies, and random ized studies are used to reduce bias.
1. Blind studies. The expectations o  subjects or clin ician -evaluators can  in  luence the e  ec-

tiveness o  treatm en t. Blind studies attem pt to reduce th is in  luence.
a. In  a single-blind study, the subject does not know what treatm en t he or she is receiving.
b. In  a double-blind study, neither the subject nor the clin ician–evaluator knows what 

treatm ent the subject is receiving.
2. Placebo responses

a. In  a blind drug study, a subject m ay receive a p lacebo (an  inactive substance) rather 
than  the active drug.

b. People receiving the placebo are the control group; those receiving the active drug are 
the experimental group.

c. A num ber o  subjects in  research studies respond to the treatm ent with  p lacebos alone 
(the p lacebo e  ect—and see Chapter 4).

3. Crossover studies
a. In  a crossover study, subjects are random ly assigned to one o  two groups. Subjects in  

group 1  irst receive the drug and subjects in  group 2  irst receive the p lacebo.
b. Later in  the crossover study, the groups switch—those in  group  1 receive the p lacebo 

and those in  group 2 receive the drug.
c. Because all o  the subjects receive both  drug and placebo, each subject acts as his or her 

own control. Having these additional data poin ts can  e  ectively double the sample size 
o  patien ts in  a research study.

4. Randomization. In  order to ensure that the proportion  o  sicker and health ier people is the 
sam e in  the treatm ent and con trol (p lacebo) groups, subjects are random ly assigned to 
the groups. The num ber o  subjects in  each group does not have to be equal.

C. Reliability and validity
1. Reliability re ers to the reproducibility or dependability o  results.

a. Interrater reliability is a m easure o  whether the results o  the test are sim ilar when  the 
test is adm in istered by a di  eren t rater or exam iner.

b. Test–retest reliability is a m easure o  whether the results o  the test are sim ilar when  the 
person  is tested a second or th ird tim e.

2. Validity is a m easure o  the appropriateness o  a test, that is, whether the test assesses 
what it was designed to assess (e.g., does a new IQ test really m easure IQ or does it in stead 
m easure educational level?) (see Chapter 8). Sensitivity and speci icity are com ponen ts o  
validity.

D. Sensitivity and speci icity (Exam ple 25.3)
1. Sensitivity m easures how well a screen ing test iden ti ies tru ly ill people.

a. True positives (TP) are ill people whom  a test has correctly iden ti ied as being ill.
b. False negatives (FN) are ill people whom  a test has incorrectly iden ti ied as being well 

(i.e., healthy).
c. Sensitivity is calculated using on ly people who are, in   act, ill (TP and FN) by dividing 

TP by the sum  o  TP and FN.
(1) Tests with  h igh sensitivity iden ti y m ost or all possible cases.
(2) They are m ost use u l when  iden ti ying an  ill person  as healthy can  lead to severe 

consequences (e.g., cancer that can  m etastasize i  not iden ti ied early).
2. Speci icity m easures how well a test iden ti ies tru ly well people.

a. True negatives (TN) are well people whom  a test has correctly iden ti ied as being well.
b. False positives (FP) are well people whom  a test has incorrectly iden ti ied as being ill.
c. Speci icity is calculated by dividing TN by the sum  o  TN and FP.

(1) Tests with  h igh speci icity iden ti y m ost or all well people.
(2) They are m ost use u l when  iden ti ying a healthy person  as ill can  lead to danger-

ous, pain  u l, or unnecessary treatm en t (e.g., a healthy m an  who tests positive  or 
prostate cancer has a p rostate biopsy requiring general anesthesia).
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Example 25.3. Sensitivity, Specif city, Predictive Value, and Prevalence
A new blood test to detect the presence o  HIV was given  to 1,000 patien ts. Although 200 o  
the patien ts were actually in  ected with  the virus, the test was positive in  on ly 160 patien ts 
(TP); the other 40 in  ected patien ts had negative tests (FN) and thus were not iden ti ied 
by th is new test. O  the 800 patien ts who were not in  ected, the test was negative in  720 
patien ts (TN) and positive in  80 patien ts (FP).

Use th is in  orm ation  to  calcu late sen sitivity, sp eci icity, p osit ive p red ictive valu e, 
an d  n egative p red ictive valu e o  th is n ew b lood  test an d  th e p revalen ce o  HIV in  th is 
p op u lation .

Patients In ected with HIV Patients Not In ected with HIV Total Patients

Positive HIV blood test 160 (TP)  80 (FP) 240 (those with a + test)

Negative HIV blood test 40 (FN) 720 (TN) 760 (those with a − test)
Total patients 200 800 1,000

Sensitivity  160(TP)
160(TP) +40(FN)

160
200

 80.0%=  =  =

Specificity  720(TN)
720(TN) +80(FP)

720
800

 90.0%=  =  =

Positive predictive value  160(TP)
160(TP) +80(FP)

160
240

 66.7%=  =  =

Negative predictive value =  =  =720(TN)
720(TN) +40(FP)

720
760

 94.7%

Prevalence = 200(totalof those  infected)
1,000(totalpatients)

 == 20.0%

E. Predictive value (Example 25.3)
1. The predictive value o  a test is a m easure o  the percen tage o  test results that m atch the 

actual diagnosis. Predictive values (but not sensitivity or speci icity) vary according to the 
prevalence o  the disorder in  the population .
a. Positive predictive value (PPV) is the probability that som eone with  a positive test is 

actually ill. PPV is calculated by dividing TP by the sum  o  TP and FP.
b. Negative predictive value (NPV) is the probability that a person  with  a negative test is 

actually well. NPV is calculated by dividing TN by the sum  o  TN and FN.
2. The higher the prevalence o  a disorder in  the population , the higher the PPV and the lower 

the NPV o  a test used to detect it. I  the prevalence o  a disorder in  the population  is low, 
even  tests with  very h igh speci icity m ay have a low PPV because there are likely to be a 
h igh num ber o  FP relative to TP.

F. Receiver operating characteristic (ROC) curves
1. ROC curves are graphic represen tations o  the relationship o  sensitivity to speci icity.
2. The true-positive rate (sensitivity) is p lotted as a  unction  o  the  alse-positive rate 

(100 m inus speci icity)  or di  eren t cu to   poin ts (Figure 25.1).
3. A screen ing test with  per ect discrim ination  (100% sensitivity and 100% speci icity) has an  

ROC curve that passes through the upper le t corner o  the curve.
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V. CLINICAL PROBABILITY AND ATTACK RATE

A. Clin ical probability is the num ber o  tim es an  event actually occurs divided by the num -
ber o  tim es the event can occur (Exam ple 25.4).

Example 25.4. Clinical Probability
A ter 3 years o  clin ical trials o  a new m edication  to treat m igraine headache, it is deter-
m ined that 20% o  patien ts taking the new m edication  develop  hypertension . I  two 
patien ts (patien ts A and B) take the drug, calculate the  ollowing probabilities.

1. The probability that both patient A and patient B will develop hypertension:
This is calculated by m ultiplying the probability o  A developing hypertension  by the prob-
ability o  B developing hypertension (the m ultiplication  rule  or independent events).
The probability o  A developing hypertension  = 0.20 = 20%.
The probability o  B developing hypertension  = 0.20 = 20%.
The probability o  both  A and B developing hypertension  = 0.20 × 0.20 = 0.04 = 4%.

2.  The probability that at least one o  the two patients (either A or B or both A and B) will develop 
hypertension:

This is calculated by adding the probability o  A developing hypertension  to the prob-
ability o  B developing hypertension  and then , because a patien t cannot be in  both  A and 
B at the sam e tim e, subtracting the probability o  both  A and B developing hypertension  
(the addition  ru le).

0.20 + 0.20 − 0.04 = 0.36 = 36%

3. The probability that neither patient A nor patient B will develop hypertension:

This is calculated by m ultip lying the probability o  patien t A being norm otensive by the 
probability o  patien t B being norm otensive: Probability o  both  being norm otensive 
= (1 − probability o  A being hypertensive) × (1 − probability o  B being hypertensive) 
= 0.80 ´  0.80 = 0.64 = 64%.
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C FIGURE 25.1. ROC curve. Graphic rep-
resentation of the relationship between 
sensitivity and 1 − specificity for a 
screening test. The closer the curve 
to the diagonal (C), the less the dis-
criminating ability; the closer the curve 
“hugs” the y axis (A), the better the dis-
criminating ability of the screening test. 
(Reprinted with permission from Goroll 
AH, Muley AG. Primary Care Medicine: 
Office Evaluation and Management of 
the Adult Patient. 6th ed. Philadelphia, 
PA: Lippincott Williams & Wilkins; 2009.)

Fadem7e_Chap25.indd   296 1/11/2016   5:23:45 PM



  Chapter 25  Medical Epidemiology 297

B. Attack rate is a type o  incidence rate used to describe disease outbreaks. It is calculated 
by dividing the num ber o  people who becom e ill during a study period by the num -
ber o  people at risk during the study period. For example, i , a ter a p icn ic, 20 out o  40 
people who ate  ried chicken  and 10 out o  50 people who ate  ried  ish  becom e ill, the 
attack rate is 50%  or chicken  and 20%  or  ish .
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Review Test

Directions: Each o  the num bered item s or incom plete statem en ts in  th is section  is  ollowed by 
answers or by com pletions o  the statem ent. Select the one lettered answer or com pletion  that 
is best in  each case.

1. A study is done to determ ine the 
e  ectiveness o  a new an tih istam ine. To do 
th is, 25 allergic patien ts are assigned to one 
o  the two groups, the new drug (13 patien ts) 
or a p lacebo (12 patien ts). The patien ts are 
then   ollowed over a 6-m onth  period. This 
study is best described as a
(A) cohort study
(B) cross-sectional study
(C) case–con trol study
(D) historical cohort study
(E) clin ical treatm ent trial

2. Using the data in  the table below, the 
chance o  surviving  or 2 years a ter being 
diagnosed with  ovarian  cancer is  
360/ 500 = 72% and the chance o  surviving 
 or 4 years is 135/ 500 = 27%. What is the 
chance o  surviving  or 4 years a ter the 
original diagnosis, given  that the patien t is 
alive at the end o  the 2nd year?

Year

Number o  
Women in the 
Beginning o  
the Year

Number o  
Women Who 
Died During 
the Year

Percent o  
Women Who 
Survived 
Each Year (%)

0–1 500 100 80
1–2 400 40 90
2–3 360 90 75
3–4 270 135 50

(A) 40/ 400 = 10%
(B) 135/ 500 = 27%
(C) 40/ 135 = 29.6%
(D) 135/ 360 = 37.5%
(E) 135/ 270 = 50%

3. A type o  gynecological cancer has the 
sam e incidence rate in  White wom en  and 
A rican-Am erican  wom en  in  the United 
States, but the prevalence rate o  this type o  
cancer is lower in  A rican-Am erican  than  in  
White wom en. The m ost likely explanation  
 or this di  erence in  prevalence rates is that 
when  com pared to White wom en , A rican-
Am erican  wom en  are m ore likely to
(A) recover  rom  th is type o  cancer
(B) have natural im m unity to th is type o  

cancer
(C) have increased access to treatm en t  or 

th is type o  cancer
(D) be resistan t to th is type o  cancer
(E) die  rom  th is type o  cancer

Questions 4 and 5

A town in  the western  Un ited States has a 
population  o  1,200. In  2012, 200 residen ts 
o  the town  are diagnosed with  a disease. In  
2013, 100 m ore residen ts o  the town are dis-
covered to have the sam e disease. The disease 
is li elong and chron ic but not  atal.

4. The incidence rate o  th is disease in  2013 
am ong th is town’s population  is
(A) 100/ 1,200
(B) 200/ 1,200
(C) 300/ 1,200
(D) 100/ 1,000
(E) 300/ 1,000

5. The prevalence rate o  th is disease in  2013 
am ong the town’s population  is
(A) 100/ 1,200
(B) 200/ 1,200
(C) 300/ 1,200
(D) 100/ 1,000
(E) 300/ 1,000
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6. A study is designed to determ ine the 
relationship  between  em otional stress and 
peptic u lcer. To do th is, the researchers use 
hosp ital records o  patien ts diagnosed with  
peptic u lcer disease and patien ts diagnosed 
with  other disorders over the period  rom  
July 2005 to July 2015. The em otional stress 
each  patien t was exposed to was determ ined 
 rom  these records and was then  quan ti ed 
with  a score o  1 (least stress) to 100 (m ost 
stress). This study is best described as a
(A) cohort study
(B) cross-sectional study
(C) case–con trol study
(D) historical cohort study
(E) clin ical treatm ent trial

7. An  in telligence quotien t (IQ) test has h igh 
in terrater reliability. This m eans that
(A) the test involves structured in terviews
(B) a new assessm ent strategy is being used
(C) the test actually m easures IQ and not 

educational level
(D) the results are very sim ilar when  the test 

is adm in istered a second tim e
(E) the results are very sim ilar when  the test 

is adm in istered by a di  eren t exam iner

8. There are 100,000 people in  Hobart, 
Tasm an ia. On  January 1, 2015, 50 o  these 
people have Disease Y. Fi ty divided by 
100,000 on  that date gives which o  the 
 ollowing m easures  or Disease Y?
(A) Poin t p revalence
(B) Period prevalence
(C) Incidence rate
(D) Odds ratio
(E) Relative risk

9. In  which o  the  ollowing in  ectious 
illnesses is p revalence m ost likely to exceed 
incidence?
(A) Measles
(B) In  luenza
(C) Leprosy
(D) Rubella
(E) Rabies

Questions 10–13

A patien t is given  a new screen ing test  or 
tuberculosis. Although the patien t is in  ected, 
the test indicates that the patien t is well.

10. This test result is known  as
(A)  alse positive
(B)  alse negative
(C) true positive
(D) true negative
(E) predictive

11. To iden ti y all patien ts in  ected with  
tuberculosis, the cuto   poin t  or th is test 
should be set at the poin t o  h ighest
(A) sensitivity
(B) speci icity
(C) positive predictive value
(D) negative predictive value
(E) accuracy

12. I  th is new screen ing test has a sensitivity 
o  90% and a speci city o  70% in  a group 
o  young Russian  prisoners in  which the 
prevalence o  tuberculosis is 50%, the 
positive predictive value o  th is test is best 
estim ated as
(A) 12.5%
(B) 25%
(C) 30%
(D) 75%
(E) 90%

13. I  the test is given  on ly to elderly 
prisoners in  whom  the incidence and 
prevalence o  tuberculosis is h igher than  
in  young prisoners, the positive predictive 
value and sensitivity o  th is screen ing test 
will, respectively, change in  which  o  the 
 ollowing ways?

Positive Predictive Value Sensitivity

(A) Increase Increase
(B) Decrease Decrease
(C) Increase Not change
(D) Not change Not change
(E) Increase Decrease
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14. A case–con trol study is done to 
determ ine i  elderly dem en ted patien ts 
are m ore likely to be in jured at hom e than  
elderly patien ts who are not dem ented. The 
results o  the study show an  odds ratio o  3. 
This  gure m eans that i  an  elderly patien t 
was in jured at hom e, that patien t
(A) should be p laced in  an  extended-care 

 acility
(B) was one-th ird m ore likely to be 

dem en ted than  a patien t who was not 
in jured at hom e

(C) was no m ore likely to be dem ented than  
a patien t who was not in jured at hom e

(D) was three tim es m ore likely to be 
dem en ted than  a patien t who was not 
in jured at hom e

(E) should be kept at hom e

Questions 15–17

A study is undertaken  to determ ine i  prenatal 
exposure to m arijuana is associated with low 
birth weight in  in  an ts. Mothers o  50 in  ants 
weighing less than  5 pounds (low birth weight) 
and 50 in  an ts weighing m ore than  7 pounds 
(norm al birth weight) are questioned about 
their use o  m arijuana during pregnancy. The 
study  inds that 20 m others o  low-birth-weight 
in  ants and 2 m others o  norm al-birth-weight 
in  ants used the drug during pregnancy.

15. In  th is study, the odds ratio associated 
with sm oking m arijuana during pregnancy is
(A) 10
(B) 16
(C) 20
(D) 30
(E) 48

16. An  odds ratio o  X, calculated in  the 
preceding question , m eans that
(A) the incidence o  low birth weight in  in  ants 

whose m others sm oke m arijuana is X
(B) an  in  an t o  low birth  weight was X tim es 

as likely as an  in  an t o  norm al birth  
weight to have had a m other who used 
m arijuana during pregnancy

(C) a ch ild  has a 1/ X chance o  being born  
o  low birth  weight i  its m other uses 
m arijuana

(D) the risk o  low birth  weight in  in  an ts 
whose m others use m arijuana is no 
di  eren t  rom  that o  in  an ts whose 
m others do not use the drug

(E) the prevalence o  low birth weight in in ants 
whose m others sm oke m arijuana is X

17. This study is best described as a
(A) cohort study
(B) cross-sectional study
(C) case–con trol study
(D) historical cohort study
(E) clin ical treatm ent trial

Questions 18–21

A n ew b lood  test to  detect p rostate can cer 
by m easu rin g p rostate-sp eci ic an tigen  
(PSA) was given  to 1,000 m ale m em bers o  
a large HMO. Although 50 o  the m en  actu-
ally had prostate cancer, the test was positive 
(PSA > 4 ng/ mL) in  only 15; the other 35 patients 
with prostate cancer had negative tests. O  the 
950 men without prostate cancer, the test was 
positive in  200 m en and negative in  750.

18. The speci city o  th is test is 
approxim ately
(A) 15%
(B) 30%
(C) 48%
(D) 79%
(E) 86%

19. The positive predictive value o  th is 
blood test is
(A) 7%
(B) 14%
(C) 21%
(D) 35%
(E) 93%

20. I  the cuto   value indicating a positive 
test is lowered  rom  PSA 4 ng/ m L to PSA 3 
ng/ m L, th is change would
(A) increase negative predictive value
(B) decrease sensitivity
(C) increase  alse-negative rate
(D) increase positive predictive value
(E) increase speci icity

21. With  th is change in  the cuto   value, the 
incidence and prevalence o  prostate cancer 
would

Incidence Prevalence

(A) Increase Increase
(B) Decrease Decrease
(C) Increase Not change
(D) Not change Not change
(E) Increase Decrease
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22. A study is designed to com pare a new 
m edication   or Crohn’s disease with  a 
standard m edication . To do th is, each o  50 
Crohn’s disease patien ts is allowed to decide 
which o  these two treatm en t groups to join . 
The m ajor reason  that the results o  th is 
study m ay not be valid is because o 
(A) selection  bias
(B) recall bias
(C) sam pling bias
(D) di  eren ces in  the sizes o  the two 

groups
(E) the sm all num ber o  patien ts in  the 

study

23. A ter a new an tidepressan t has been  
on  the m arket  or 5 years, it is determ ined 
that o  2,400 people who have taken  the 
drug, 360 com plained o  persisten t nausea. 
I  a physician  has two patien ts on  th is 
an tidepressan t, the probability that both  o  
them  will experience persisten t nausea is 
approxim ately
(A) 2%
(B) 9%
(C) 24%
(D) 30%
(E) 64%

24. A blood test reveals that a 35-year-
old wom an  at 18 weeks o  gestation  has 
increased serum  alpha- etoprotein  (AFP). 
O  the  ollowing m easures, which  has 
the greatest in f uence in  determ in ing the 
predictive value o  th is test  or neural tube 
de ects in  the  etus?
(A) Absolute concen tration  o  AFP in  the 

m aternal serum
(B) Fam ily h istory o  dizygotic twin  

pregnancy
(C) Prevalence o  neural tube de ects in  the 

population  in  question
(D) Speci icity o  the blood test
(E) Sensitivity o  the blood test

25. In  people with  no known risk  or 
tuberculosis, a positive reaction  to the 
puri ed protein  derivative (PPD) tuberculin  
skin  test requires 15 m m  or m ore o  hard 
swelling at the site. A group o  physicians 
decide that they are going to change the 
criterion   or a positive test in  a group  o  
people with  no known  risk  or tuberculosis 
to a hard swelling o  10 m m  or m ore at the 
site. With  respect to the PPD test, th is change 
in  the cuto   poin t is m ost likely to
(A) increase sensitivity
(B) decrease sensitivity
(C) decrease negative predictive value
(D) increase positive predictive value
(E) increase speci icity

26. A research study is done to determ ine i  
in travenous (IV) ibandronate sodium  (Boniva) 
will decrease the incidence rate o  hip  ractures 
in  perim enopausal wom en. There are 2,600 
women in  the ibandronate sodium  group, o  
whom  130 develop hip  ractures. O  the 2,600 
women in  the placebo group, 260 develop  
hip  ractures. Based on these data, how m any 
women need to be treated with ibandronate 
sodium  to prevent one hip  racture?
(A) 1
(B) 5
(C) 10
(D) 15
(E) 20

27. A new laboratory test to detect 
osteoporosis in  wom en greater than 80 years o  
age has a sensitivity o  90% and a speci city o  
75%. Autopsy studies suggest that osteoporosis 
has a prevalence o  30%  or wom en in  this age 
group. Using this in  orm ation, the likelihood 
that a wom an with a positive test actually has 
osteoporosis is best estim ated as
(A) 12.5%
(B) 30%
(C) 60%
(D) 70%
(E) 85%
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Answers and Explanations

Typical Board Questions
The answer is B. A crossover design  would increase the sam ple size in  a research  study such as 
th is one. Such  a design  would e  ectively double the sam ple size (the p lacebo con trols would 
get the new an tih istam ine and the new an tih istam ine group would now receive the p lacebo) 
without recruiting any new subjects. Random izing the design  or using a double-blind design  
would not increase the sam ple size. Giving all o  the con trols, the new an tih istam ine would 
increase the sam ple size o  the new an tih istam ine group but would not a  ect the sam ple size o  
the p lacebo group.

1. The answer is E. This study is best described as a clin ical treatm en t trial, a study in  which a 
cohort receiving a new an tih istam ine is com pared with  a cohort receiving a p lacebo.

2. The answer is D. The table shows that o  the 360 ovarian  cancer patien ts who survived the 
2nd year, 135 (270 - 135 = 135) survived the 4th  year. There ore, the chance o  surviving  or 4 
years given  that the patien t is alive at the end o  the 2nd year is 135/ 360 = 37.5%.

3. The answer is E. Prevalence rate o  an  illness is decreased either when  patien ts recover or 
when  they die. Because when  com pared to White patien ts, A rican  Am erican  patien ts tend 
to have lower incom es and decreased access to health  care (see Chapter 18), they are less 
likely to receive early treatm ent  or disorders such as cancer, and thus m ore likely to die. 
Decreased prevalence in  A rican  Am erican  wom en  is thus m ore likely to be due to early 
death  than  to recovery  rom  th is type o  cancer. Resistance to an  illness or im m unity to an  
illness a  ects incidence rate, which is equal in  both  groups o  wom en  in  th is exam ple.

4. The answer is D. 5. The answer is C. The incidence rate o  the disease in  2013 is 100/ 1,000, 
the num ber diagnosed with  the illness divided by the num ber o  people at risk  or the 
illness. Because the 200 people who got the disease in  2012 are no longer at risk  or getting 
the illness in  2013, the denom inator in  the equation  (num ber o  people at risk) is 1,000 
(rather than  1,200). The prevalence rate o  th is disease in  2013 is 300/ 1,200. This  igure 
represen ts the people who were diagnosed in  2013 and still have the disease (100) p lus the 
people who were diagnosed in  2012 and still have the disease (200) divided by the total 
population  at risk (1,200).

6. The answer is C. Case–con trol studies begin  with  the iden ti ication  o  subjects who have 
a speci ic disorder (cases, i.e., u lcer patien ts) and subjects who do not have that disorder 
(con trols, i.e., those diagnosed with  other disorders). In  orm ation  on  the prior exposure 
o  cases and con trols to risk  actors is then  obtained. In  th is case–con trol study, the 
investigators used cases (u lcer patien ts) and con trols (patien ts with  other disorders) and 
looked in to their h istories (hospital records) to determ ine the occurrence o  and quan ti y 
the level o  the risk  actor (i.e., em otional stress) in  each group. Cohort studies begin  with  
the iden ti ication  o  speci ic populations (cohorts), who are  ree o  illness at the start o  
the study and can  be prospective (taking p lace in  the presen t tim e) or h istorical (som e 
activities have taken  place in  the past). Clin ical treatm en t trials are cohort studies in  which 
m em bers o  a cohort with  a speci ic illness are given  one treatm en t and other m em bers o  
the cohort are given  another treatm en t or a p lacebo. The results o  the two treatm ents are 
then  com pared. Cross-sectional studies involve the collection  o  in  orm ation  on  a disease 
and risk  actors in  a population  at one poin t in  tim e.

7. The answer is E. In terrater reliability is a m easure o  how sim ilar test  indings are when  used 
by di  eren t exam iners.
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8. The answer is A. Poin t prevalence is the num ber o  people who have an  illness at a speci ic 
poin t in  tim e (e.g., January 1, 2015) divided by the total population  at that tim e. Incidence 
rate is the num ber o  individuals who develop an  illness in  a given  tim e period (com m only 
1 year) divided by the total num ber o  individuals at risk  or the illness during that tim e 
period. Period prevalence is the num ber o  individuals who have an  illness during a 
speci ic tim e period. Relative risk com pares the incidence rate o  a disorder am ong 
individuals exposed to a risk  actor (e.g., sm oking) with  the incidence rate o  the disorder 
in  unexposed individuals. The odds ratio is an  estim ate o  the relative risk in  case–con trol 
studies.

9. The answer is C. In  leprosy, a long-lasting, in  ectious illness, the num ber o  people in  
the population  who have the illness (prevalence) is likely to exceed the num ber newly 
developing the illness in  a given  year (incidence). Measles, in  luenza, rubella, and rabies 
are shorter-lasting illnesses than  leprosy.

10. The answer is B. 11. The answer is A. 12. The answer is D. 13. The answer is C. A 
 a lse-n egative resu lt  occu rs i  a  test  does n ot  detect  tu b ercu losis in  som eon e wh o 
tru ly is in  ected . Tru e p osit ives are  ill p eop le wh om  a  test  h as correctly id en ti ied  as 
b ein g ill. Tru e n egatives are well p eop le wh om  a test  h as correctly id en ti ied  as bein g 
well. Fa lse p osit ives are well p eop le  wh om  a  test  h as in correctly iden ti ied  as b ein g ill. 
In  order to  id en ti y a ll tru ly in  ected  p eop le (TP an d  FN), th e cu to    p oin t   or th e test 
sh ou ld  b e set  a t  th e p oin t  o   h igh est sen sit ivity, th a t  is, th e p oin t a t  wh ich  th ere are 
th e  ewest  n u m b er o  FN. Usin g th e data  p rovided  an d  assu m in g th ere are a  tota l o   
200 you n g p rison ers, th e p osit ive p red ict ive valu e (TP/ TP + FP) o   th is test  is 90/ 90 + 
30 = 75%.

Disease Present Disease Absent Total

Positive test 90 (TP) 30 (FP) 120
Negative test 10 (FN) 70 (TN) 80
Total 100 100 200

Positive predictive value: 90 TP/ (90 TP + 30 FN) = 90/ 120 = 75%.

Calculations shown below indicate that i  p revalence o  the disease is increased in  a popu-
lation  (e.g., 200 elderly m en), positive predictive value increases, but sensitivity does not 
change.

Disease Present Disease Absent Total

Positive test 172 (TP) 6 (FP) 178

Negative test 18 (FN) 14 (TN) 32

Total 180 20 200

I  the p revalen ce o  the d isease is in creased , both  TP an d  FN will in crease to the sam e 
exten t, an d sen sitivity will n ot chan ge. However, with  in creased p revalen ce, TP will 
in crease an d  FP will decrease, so positive p red ictive value will in crease. Also, because 
with  in creased p revalen ce, FN in creases bu t TN decreases, n egative p redictive value will 
decrease.

14. The answer is D. An  odds ratio o  3 m eans that an  elderly patien t who was in jured at hom e 
was three tim es m ore likely to be dem en ted than  a patien t who was not in jured at hom e. 
This num ber does not indicate whether or not certain  people should rem ain  at hom e or be 
cared  or by others.

15. The answer is B. 16. The answer is B. 17. The answer is C. The odds ratio is 16 and is 
calcu lated as  ollows:
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Mother Smoked Marijuana Mother Did Not Smoke Marijuana

Low-birth-weight babies A = 20 B = 30

Normal-birth-weight babies C = 2 D = 48

Odds ratio = (AD)/ (BC) or (20)(48)/ (30)(2) = 960/ 60 = 16.

 The odds ratio o  16 m eans that an  in  an t o  low birth  weight was 16 tim es as likely as an  
in  an t o  norm al birth  weight to have had a m other who used m arijuana during pregnancy. 
This study is best described as a case–con trol study; the risk  actor here is  etal exposure to 
m arijuana.

18. The answer is D. 19. The answer is A. 20. The answer is A. 21. The answer is D.  
Calculations shown  below indicate that the speci icity o  th is blood test is 79% and the 
positive predictive value is 7%.

Those Who Have  
Prostate Cancer

Those Who Do Not  
Have Prostate Cancer Total

Positive blood test 15 (TP) 200 (FP) 215
Negative blood test 35 (FN) 750 (TN) 785
Total patients 50 950 1,000

 Speci icity: 750 (TN)/ [750 (TN) + 200 (FP)] = 0.789 or 78.9%.
 Positive predictive value: 15 (TP)/ [15 (TP) + 200 (FP)]= 0.07 or 7.0%.

 Decreasing the lower lim it o  th is re erence test value (i.e., the cuto   value) can  be expected 
to both  decrease the num ber o   alse negatives and increase the num ber o   alse positives. 
Such  alteration s will both  in crease sen sitivity (TP/ TP + FN) an d n egative p red ictive value 
(TN/ TN + FN) an d  decrease sp eci icity (TN/ TN + FP) an d  p osit ive p red ictive value (TP/
TP + FP) o  the test. A change in  the re erence in terval would not a  ect the incidence or 
prevalence o  prostate cancer in  the population .

22. The answer is A. The m ajor reason  that the results o  th is study are not valid is because 
o  selection  bias (i.e., the subjects were able to choose which group  to go in to). I  very ill 
people were m ore likely to choose the standard treatm ent, people in  the experim ental 
treatm en t group  (who were health ier to begin  with) would have had a better ou tcom e. 
In  recall bias, knowledge o  the presence o  a disorder alters the way subjects rem em ber 
their h istories. In  sam pling bias, subjects are chosen  to be in  a study because o  the  actors 
that m ay be unrelated to the subject o  the study but distinguish  them   rom  the rest o  the 
population . A study can  be valid  even  though two groups m ay be o  di  eren t sizes or there 
are a sm all num ber o  patien ts in  a study.

23. The answer is A. The probability o  both  patien ts (A and B) taking th is an tidepressan t 
experiencing nausea equals the probability o  A experiencing nausea (360/ 2,400 = 0.15) 
tim es the probability o  B experiencing nausea (360/ 2,400 = 0.15) = 0.15 × 0.15 = 0.0225, 
that is, about 2%.

24. The answer is C. The prevalence o  neural tube de ects in  the population  in  question  has 
the greatest in  luence in  determ in ing the predictive value o  th is test  or th is patien t since 
prevalence is directly related to predictive value. The h igher the prevalence, the h igher 
the positive predictive value (PPV) and the lower the negative predictive value (NPV). 
Sensitivity and speci icity relate to whether the test indicates that there is a neural tube 
de ect in  an  a  ected  etus (sensitivity) or the absence o  a neural tube de ect in  a healthy 
 etus (speci icity). While AFP in  the m aternal serum  or  am ily h istory o  dizygotic twin  
pregnancy m ay be related to whether or not the  etus has a neural tube de ect, they are not 
related to the predictive value o  a screen ing test.
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25. The answer is A. With  respect to the PPD test, th is change in  the cuto   poin t is m ost likely 
to increase sensitivity and negative predictive value. This is because there will be  ewer 
 alse negatives, that is,  ewer people who are actually at risk  or TB will be iden ti ied as not 
at risk. This change in  the cuto   poin t will also decrease speci icity and positive predictive 
value (see also answer to Question  20).

26. The answer is E. Twen ty wom en  need to be treated with  IV ibandronate sodium  to preven t 
one h ip   racture. The num ber needed to treat is calculated as 1/ absolute risk reduction . 
O  the 2,600 wom en  in  the p lacebo group, 260 develop  h ip   ractures. O  the 2,600 wom en  
in  the ibandronate sodium  group, 130 develop hip   ractures. The incidence rate o  h ip  
 ractures in  the placebo group is there ore 260/ 2,600 (0.1 or 10%) and the incidence rate 
o  h ip   ractures in  the ibandronate sodium  group  is 130/ 2,600 (0.05 or 5%). There ore, 
absolute risk reduction  (ARR) is 10% − 5% = 5%. I  5% o  wom en  were preven ted  rom  
having a h ip   racture by the drug, the NNT is 1.0 divided by 0.05, or 20.

27. The answer is C. Assum ing a total o  1,000 wom en  over age 80 years and a prevalence rate 
o  30% in  th is age group, 300 wom en  have osteoporosis and 700 are well. O  the 300 who 
have osteoporosis, a screen ing test with  a sensitivity o  90% would iden ti y 270 TP and 30 
FN. O  the 700 who are well, a screen ing test with  a speci icity o  75% would iden ti y 525 
TN and 175 FP. Using these data (see table below), the likelihood that a wom an  with  a 
positive test actually has osteoporosis (positive predictive value [TP/ TP + FP]) is 270/ 270 + 
175 = 60%.

Disease Present Disease Absent Total

Positive test 270 (TP) 175 (FP) 445
Negative test 30 (FN) 525 (TN) 555
Total 300 700 1,000
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I. ELEMENTS OF STATISTICAL ANALYSES

A. Overview
1. Descriptive statistics sum m arize the data obtained  rom  research studies.
2. Inferential statistics provide a way to generalize results to an  en tire population  by observ-

ing a sam ple o  that population .
3. A variable is a quan tity that can  change under di  eren t experim en tal situations; variables 

m ay be independen t or dependen t.
a. An  independent variable is a predictive  actor that has an  im pact on  a dependen t vari-

able (e.g., the am oun t o   at in  the diet).
b. A dependent variable is the outcom e that re lects the e  ects o  changing the indepen -

den t variable (e.g., body weight under di  eren t dietary  at regim ens).

Typical Board Question
A research group* hypothesizes that level o  daily alcohol consum ption  is positively associ-
ated with  the risk o  head and neck cancer (HNC). Their data are presen ted in  the graph 
below. Using these data, which level o  alcohol consum ption  is not associated with  a sign i i-
can tly increased risk o  HNC?
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Alcohol consumption, grams/day

48  60  72  84  96  108  120

(A) 12 gram s/ day
(B) 36 gram s/ day
(C) 60 gram s/ day
(D) All levels o  alcohol consum ption  are associated with  a sign i ican t risk o  HNC
(E) Risk o  HNC cannot be determ ined  rom  the data presen ted

*Re erence: Zhang Y, Wang R, Miao L, et al. Di  eren t levels in  alcohol and tobacco consum ption  
in  head and neck cancer patien ts  rom  1957 to 2013. PLoS One. 2015;10(4):e0124045. Figure 3
(See “Answers and Explanations” at the end of the chapter.)
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B. Measures of dispersion (Table 26.1)
1. Standard deviation (S) is the average distance o  observations  rom  their m ean  (X). 

Standard deviation  is calculated by squaring each deviation   rom  the m ean  in  a group 
o  scores, then  adding the squared deviations; th is sum  is then  divided by the num ber o  
scores in  the group (n ) m inus 1, and the square root o  the result is determ ined.

2. A standard norm al value, or z score, is the di  erence between  an  individual variable and 
the population  m ean  in  un its o  standard deviation .

3. Standard error of the mean or standard error (SE) is the standard deviation  divided by the 
square root o  the num ber o  scores in  a sam ple (n ).

4. Confidence interval (CI). The m ean  o  a sam ple is on ly an  estim ate. The CI speci ies the 
h igh and low lim its between  which a given  percen tage (e.g., 95% is conven tionally used in  
m edical research) o  the population  would be expected to  all (i.e., the in terval in  which 
the true population  m ean  lies). The CI is equal to the m ean  o  the sam ple (X) p lus or 
m inus the z  score m ultip lied by the SE.
a. For the 95% CI, a z score o  2 is used.
b. For the 99% CI, a z  score o  2.5 is used.
c. For the 99.7% CI, a z  score o  3 is used.

5. In estimating the mean, precision re lects how reliable the estimate is and accuracy re lects how 
close the estimate is to the true mean. The wider the CI, the less precise the estimate. However, 
wider CIs are also more accurate as they have a greater likelihood o  containing the true mean.

C. Measures of central tendency
1. The mean, or average, is obtained by adding a group  o  num bers and dividing the sum  by 

the quan tity o  num bers in  the group.
2. The median, 50th  percen tile value, is the m iddle value in  a sequentially ordered group o  

num bers (i.e., the value that divides the data set in to two equal groups).
3. The mode is the value that appears m ost o ten  in  a group  o  num bers.

D. Normal distribution. A normal distribution , also re erred to as a gaussian  or bell-shaped distri-
bution , is a theoretical distribution  o  scores in  which the m ean , m edian , and m ode are equal.
1. The highest poin t in  the distribution  o  scores is the modal peak. In  a bimodal distribution, 

there are two m odal peaks (e.g., two distinct populations).
2. In  a norm al distribution , approxim ately 68% o  the population  scores  all within  1, 95%  all 

within  2, and 99.7%  all within  3 standard deviations o  the m ean , respectively (Figure 26.1).

E. Skewed distributions. In  a skewed distribution , the m odal peak shi ts to one side (Figure 26.2).
1. In  a positively skewed distribution  (skewed to the right), the tail is toward the right and the 

m odal peak is toward the le t (i.e., scores cluster toward the low end).
2. In  a negatively skewed distribution  (skewed to the le t), the tail is toward the le t and the 

m odal peak is toward the righ t (i.e., scores cluster toward the h igh end).

 t a b l e   26.1    Calculating Standard Deviation, Standard Error of the Mean, z Score, and 
Confidence Interval

Measure Comment Formula

Standard deviation (S ) Average distance of observations from their mean

S =
 −

−
∑(  )X  X

n

  2

1

Standard error of the mean (SE ) Estimate of the quality of the sample SE  S
n

=

z score (z) Difference between one score in the distribution and the 
population mean in units of standard deviation  z  X  X

S
=  −(  )

 

Confidence interval (CI ) Specifies the high and low limits of the interval in which the 
true population mean lies

Cl  X  z SE=  ±
 

(  )

n, number of subjects; X, observed value; X–, mean.
From Fadem B. Behavioral Science in Medicine. 2nd ed. Philadelphia, PA: Lippincott Williams & Wilkins; 2012:318.
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FIGURE 26.2. Frequency distributions. (From Fadem B. High-Yield Behavioral Science. 4th ed. Baltimore, MD: Lippincott 
Williams & Wilkins; 2013:126.)
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FIGURE 26.1. The normal (gaussian) distribution. The number of standard deviations (S) (−3 to +3) from the mean is shown 
on the x-axis. The percentage of the population that falls under the curve within each S is shown. (From Fadem B. High-
Yield Behavioral Science. 4th ed. Baltimore, MD: Lippincott Williams & Wilkins; 2013:126.)
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II. HYPOTHESIS TESTING

A. A hypothesis is a statem en t based on  in  erence, existing literature, or p relim inary studies 
that postu lates that a di  erence exists between  groups. The possibility that th is di  erence 
occurred by chance is tested using statistical p rocedures.

B. The null hypothesis, which postulates that no di  erence exists between  groups, can  
either be rejected or not rejected  ollowing statistical analysis.

E ample of the null hypothesis:
1. A group  o  20 patien ts who have sim ilar systolic blood pressures at the beginn ing o  a 

study (tim e 1) is divided in to two groups o  10 patien ts each . One group is given  daily 
doses o  an  experim ental drug m ean t to lower blood pressure (experim en tal group); the 
other group is given  daily doses o  a p lacebo (placebo group). Blood pressure in  all 20 
patien ts is m easured 2 weeks later (tim e 2).

2. The null hypothesis assum es that there are no sign i ican t di  erences in  blood pressure 
between  the two groups at tim e 2.

3. I , at tim e 2, patien ts in  the experim en tal group show systolic blood pressures sim ilar 
to those in  the p lacebo group, the null hypothesis (i.e., there is no sign i ican t di  erence 
between  the groups) is not rejected.

4. I , at tim e 2, patien ts in  the experim en tal group have sign i ican tly lower or h igher blood 
pressures than  those in  the p lacebo group, the null hypothesis is rejected.

C. Type I (α) and type II (β) error
1. Power (1 m inus β) is the ability to detect a di  erence between  groups i  it is tru ly there. 

The larger the sam ple size, the m ore power a researcher has to detect th is di  erence.
2. A type I error occurs when  the null hypothesis is rejected, although it is true (e.g., the drug 

really does not lower blood pressure).
3. A type II error occurs when  the null hypothesis is not rejected, although it is  alse (e.g., the 

drug really does lower blood pressure), but there m ay not have been  enough power to 
detect th is di  erence.

D. Statistical probability
1. α  is a preset level o  significance, usually set at 0.05 by conven tion .
2. The P (probability) value is the chance o  a type I error occurring.
3. I  a P value is equal to or less than  0.05, the preset α  level, it is un likely that a type I error 

has been  m ade (i.e., a type I error is m ade 5 or  ewer tim es out o  100 attem pts).
4. There ore, a P value equal to or less than  0.05 is generally considered to be statistically 

significant.

E. Statistical versus clinical significance
1. Statistical sign i icance itsel  does not translate in to clin ical im portance or sign i icance.
2. There ore, the question  about whether a new treatm en t should be used in  practice 

requires evaluating its importance in the real world.

F. Testing hypotheses involving relative risk (RR) or odds ratio (OR) (and see Chapter 25,  
Section III).
1. To test the sign i icance o  an  association  between  a risk  actor and a disease, con  idence 

in terval estim ates o  RR or OR can  be used.
2. When  RR = 1, or OR = 1, there is no association between  the risk  actor and the disease.
3. I  1 is in  the con  idence in terval, the null hypothesis is not rejected; i  1 is not in  the con  i-

dence in terval, the null hypothesis is rejected.
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III. STATISTICAL TESTS

Statistical tests are used to analyze data  rom  m edical studies. The results o  statistical tests indi-
cate whether to reject or not reject the null hypothesis. Statistical tests can  be param etric or 
nonparam etric.

A. Parametric statistical tests for continuous, i.e., interval data
1. Param etric tests u se p op u la t ion  p aram eters (e.g., m ean  scores) an d  are  u su ally u sed 

to  id en ti y th e p resen ce o  sta t ist ica lly sign i ican t  d i  eren ces b etween  grou p s wh en  
th e d istrib u tion  o  scores in  a  p op u la tion  is n orm al an d  wh en  th e sam p le size is 
la rge.

2. Com m only used param etric statistical tests include t-tests, analysis of variance (ANOVA), 
and linear correlation (Exam ple 26.1).

3. Linear correlation re ers to the degree o  relationship  between  two con tinuous variables 
that can  be assessed using linear correlation  coe  icien ts (r) that range between  −1 and +1.
a. I  the two variables m ove in  the sam e direction , r is positive (e.g., as height increases, 

body weight increases, or as calorie in take decreases, body weight decreases).
b. I  the two variables m ove in  opposite directions, r is negative (e.g., as tim e spen t exer-

cising increases, body weight decreases).
Meta-analysis is a statistical m ethod o  com bin ing the statistical results o  a num ber o  studies 
to  orm  an  overarching conclusion .

B. Nonparametric statistical tests
1. I  the distribution  o  scores in  a population  is not norm al or i  the sam ple size is sm all, 

nonparam etric statistical tests are used to evaluate the presence o  statistically sign i ican t 
di  erences between  groups.

2. Com m only used nonparam etric statistical tests include Wilcoxon’s (rank sum  and signed 
rank), Mann-Whitney, and Kruskal-Wallis.

E ample 26.1. In  a cohort study, the relative risk (RR)  or sm oking in  relation  to chron ic obstruc-
tive pulm onary disease (COPD) is determ ined by level o  daily sm oking (m easured in  packs per 
day PPD]). The f ndings (see table below) suggest that people who sm oke 1 PPD or m ore have 
a sign if can tly increased risk  or COPD but that risk  or COPD is not sign if can tly elevated  or 
those who sm oke 0.5 PPD.

Exp lan ation : Th ere is a  1 in  th e con  iden ce in terval (CI) a t  0.5 PPD so an  associa tion  
between  sm okin g a t  th at  level an d  COPD can n ot be dem on stra ted . In  con trast , th ere is n o 
1 in  th e con  iden ce in tervals a t  1.0 PPD or h igh er levels o   sm okin g so  a  sta t ist ically sign i i-
can t associa tion  a t  th e 95% CI exists between  sm okin g 1.0 or m ore PPD an d  COPD.

RR for COPD 95% CI

0.5 PPD 1.1 0.8–1.4

1 PPD 1.4 1.1–1.7

1.5 PPD 2.0 1.7–2.3

2 PPD 3.0 2.8–3.2

>2 PPD 3.5 3.2–3.8
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C. Categorical tests. To analyze categorical data or com pare proportions, the chi-square test 
or Fisher’s e act test (when  the sam ple size is sm all) (Exam ple 26.1) is used.

ExAMPLE 26.1. Commonly Used Statistical Tests
A consum er group would like to evaluate the success o  three di  eren t com m ercial weight 
loss program s. To do th is, m ale and  em ale subjects are assigned to one o  three program s 
(group A, group B, and group  C). The m ean  weight o  the subjects is not sign i ican tly di  er-
en t am ong the th ree groups at the start o  the study (tim e 1). Each group  ollows a di  eren t 
diet regim en . At the end o  the 6-week study (tim e 2), the subjects are weighed and their 
h igh-density lipoprotein  (HDL) levels are obtained. Exam ples o  how statistical tests can  be 
used to analyze the results o  th is study are given  below.

The t-test: Difference between the means of two samples

Independent (nonpaired) test: Tests the m ean  di  erence in  body weights o  the sub-
jects in  group A and the subjects in  group B at tim e 2 (i.e., two groups o  subjects 
are sam pled on  one occasion ).

Dependent (paired) test: Tests the m ean  di  erence in  body weights o  the sub-
jects in  group A at tim e 1 and tim e 2 (i.e., the sam e people are sam pled on  two 
occasions).

Analysis of variance (ANOVA): Differences among the means of more than two samples
One-way ANOVA: Tests the m ean  di  erences in  body weights o  the subjects in  
group A, group B, and group C at tim e 2 (i.e., one variable: group).
Two-way ANOVA: It tests the m ean  di  erences in  body weights o  m en  and wom en  
and in  body weights o  group  A, group B, and group C at tim e 2 (i.e., two vari-
ables: sex and group).

Correlation: Mutual relation between two continuous variables
Tests the relation  between  HDL and body weight in  all subjects at tim e 2. 
Correlation  coe  icien ts (r) are negative (0 to −1) i  the variables m ove in  opposite 
directions (e.g., as body weight decreases, HDL increases) and positive (0 to +1) 
i  the variables m ove in  the sam e direction  (e.g., as body weight decreases, HDL 
decreases).

Chi-square test: Differences between frequencies in a sample; and Fisher’s exact 
 probability: Differences between frequencies in a small sample.

Tests the di  erence am ong the percen tage o  subjects with  body weight o  
140 pounds or less in  groups A, B, and C at tim e 2.

From  Fadem  B. Behavioral Science in  Medicine. 2nd ed. Baltim ore, MD: Lippincott 
William s & Wilkins; 2012:319.
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Questions 1 and 2

A research study is designed to iden ti y the 
m ean  body weight o  wom en  between  the 
ages o  30 and 39 in  Los Angeles. To do th is, 
a researcher obtain s the body weights o  an  
unbiased sam ple o  81 wom en  in  Los Angeles 
in  th is age group. The m ean  body weight o  
the wom en  in  the sam ple is 135 pounds with  
a standard deviation  o  18.

1. What is the estim ated standard error o  
the m ean   or th is population?
(A) 0.05
(B) 0.10
(C) 1.0
(D) 2.0
(E) 3.0

2. What are, respectively, the 95% and 99% 
conf dence in tervals  or th is sam ple?
(A) 131–139 and 130–140 pounds
(B) 130–140 and 131–139 pounds
(C) 129–141 and 130–135 pounds
(D) 130–135 and 129–141 pounds
(E) 131–139 and 129–141 pounds

3. When  com pared to the 99% conf dence 
in terval, the 95% conf dence in terval is
(A) less precise and less accurate
(B) m ore precise but less accurate
(C) m ore precise and m ore accurate
(D) less precise and m ore accurate

Questions 4–6

Systolic blood pressure is norm ally distrib-
uted with  a m ean  o  120 m m  Hg and a stan -
dard deviation  o  10.

4. What percen tage o  people in  a 
population  selected at random  would be 
expected to have systolic blood pressure at 
or above 140 m m  Hg?
(A) 1.9%
(B) 2.5%
(C) 13.5%
(D) 34.0%
(E) 64.2%

5. In  a population  o  500 people selected 
at random , how m any people would be 
expected to have systolic blood pressure 
between  110 and 120 m m  Hg?
(A) 80
(B) 100
(C) 125
(D) 170
(E) 250

6. What percen tage o  the population  can  
be expected to have blood pressure that  alls 
with in  1 standard deviation  o  the m ean?
(A) 0.15%
(B) 2.35%
(C) 34%
(D) 68%
(E) 95%

7. Which o  the  ollowing statistical tests 
is m ost appropriately used to evaluate the 
di  erence in  the percen tage o  wom en  who 
lose weight on  a protein -sparing diet versus 
the percen tage who lose weight on  a h igh-
protein  diet?
(A) Paired t-test
(B) Analysis o  variance
(C) Chi-square test
(D) Correlation
(E) Independen t t-test

Review Test

Directions: Each o  the num bered item s or incom plete statem en ts in  th is section  is  ollowed by 
answers or by com pletions o  the statem ent. Select the one lettered answer or com pletion  that 
is best in  each case.

312
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8. Which o  the  ollowing statistical tests 
is m ost appropriately used to evaluate the 
di  erences between  in itial body weight 
and f nal body weight  or each wom an  on  a 
protein -sparing diet?
(A) Paired t-test
(B) Analysis o  variance
(C) Chi-square test
(D) Correlation
(E) Independen t t-test

9. Which o  the  ollowing statistical tests 
is m ost appropriately used to evaluate the 
relationship  between  body weight and 
systolic blood pressure in  a group o  25-year-
old wom en?
(A) Paired t-test
(B) Analysis o  variance
(C) Chi-square test
(D) Correlation
(E) Independen t t-test

10. In  a study to determ ine the use u lness 
o  a new an tihypertensive m edication , 12 
hypertensive patien ts are given  the new 
drug and 10 hypertensive patien ts are given  
a p lacebo. The dependen t variable in  th is 
study is
(A) the experim en ter’s bias
(B) giving the patien ts the drug
(C) giving the patien ts a p lacebo
(D) the patien ts’ blood pressure  ollowing 

treatm ent with  the drug or p lacebo
(E) the daily variability in  the patien ts’ blood 

pressure be ore the drug treatm en t

11. Analysis o  the data  rom  a large research 
study reveals a P value o  0.001. These results 
indicate that the researcher
(A) has com m itted a type I error
(B) has com m itted a type II error
(C) can  reject the null hypothesis
(D) cannot reject the null hypothesis
(E) has biased the study

Questions 12–14

On a gross anatom y quiz, test scores o  10, 10, 
10, 70, 40, 20, and 90 are obtained by seven  
studen ts in  a laboratory group.

12. Which o  the  ollowing correctly 
describes these quiz scores?
(A) Positively skewed
(B) A norm al distribution
(C) Negatively skewed
(D) The m ode is h igher than  the m ean
(E) The m ode is equal to the m ean

13. The m edian  o  these quiz scores is
(A) 10
(B) 20
(C) 40
(D) 70
(E) 90

14. I  the class teaching assistan t erred and 
recorded the grade o  one studen t who got 
a 10 as 100, the m ean , m edian , and m ode 
would, respectively
(A) increase, increase, increase
(B) increase, not change, not change
(C) increase, increase, not change
(D) increase, not change, not change
(E) not change, increase, not change

15. A pharm aceutical com pany claim s that 
their new drug  or gen ital herpes decreases 
the persistence o  an  outbreak  rom  5.5 to  
5.3 days. This di  erence is sign if can t at the 
95% conf dence in terval. This result
(A) is clin ically sign i ican t but not 

statistically sign i ican t
(B) is not clin ically sign i ican t but is 

statistically sign i ican t
(C) is neither clin ically nor statistically 

sign i ican t
(D) is both  clin ically and statistically 

sign i ican t
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16. For a group o  20 elderly patien ts aged 85 
to 90 years, blood pressure m easurem en ts 
are taken  and recorded three tim es per day 
over a 2-week period. At the end o  the 2 
weeks, the patien ts’ blood pressures are 
taken  and recorded  our tim es per day  or the 
next 2 weeks. I  the patien ts’ blood pressures 
 all with in  a norm al distribution , what will 
be the e  ect o  taking the blood pressures 
 our tim es per day rather than  three tim es 
per day on  the standard deviation  and shape 
o  the resulting curve?
(A) Standard deviation  decreases; shape o  

the curve does not change.
(B) Standard deviation  increases; shape o  

the curve does not change.
(C) Standard deviation  decreases; shape o  

the curve is positively skewed.
(D) Standard deviation  increases; shape o  

the curve is negatively skewed.
(E) Standard deviation  does not change; 

shape o  the curve does not change.

17. At an  Am erican  m edical school, a study 
is done to evaluate the relationship  between  
paren tal incom e (in  thousands o  dollars per 
year) and USMLE Step  1 scores. Which o  the 
 ollowing is m ost likely to be the correlation  
coe f cien t (r)  or th is relationship  as shown 
by these data?

Parenta l income (in thousands  of dollars )

U

S

M

L

E
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t

e

p

 

1

 

S

c

o

r

e

240+
240
220
200
180
160
140

20 30 40 50 60 70 80 90 100+

(A) 1.40
(B) 0.50
(C) 0
(D) −0.25
(E) −0.75
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Answers and Explanations

Typical Board Question
The answer is A. The graph shows the h igher and lower con  idence level lim its o  relative risk  or 
head and neck cancer (HNC) at di  eren t levels o  alcohol consum ption . Because the con  idence 
in terval includes 1.0 with  alcohol consum ption  o  12 and 24 gram s/ day, a sign i ican tly increased 
risk o  HNC at these levels o  consum ption  cannot be dem onstrated. Because the con  idence 
in terval does not include 1.0 at levels o  daily alcohol consum ption  > 36 gram s/ day, a statisti-
cally sign i ican t association  exists between  alcohol consum ption  at th is level and risk  or HNC 
in  th is study.

1. The answer is D. 2. The answer is A. The estim ated standard error o  the m ean  (SE) equals 
the sam ple standard deviation  (18) divided by the square root o  81 = 9. The SE is there ore 
18/ 9 = 2. Con  idence in terval (CI) speci ies the in terval in  which  the true population  m ean  
lies. The CI is equal to the m ean  o  the sam ple (X) p lus or m inus the z  score. The 95% CI and 
99% CI equal the m ean  plus or m inus 2.0 (SE) and 2.5 (SE), respectively, that is, 135 ± 4  
(95% con  idence in terval) and 135 ± 5 (99% con  idence in terval).

3. The answer is B. With  respect to estim ating the m ean , p recision  re lects how reliable the 
estim ate is and accuracy re lects how close the estim ate is to the true m ean . The wider 
the CI, the less precise and the m ore accurate the estim ate o  the m ean . When  com pared 
to a 99% con  idence in terval, a 95% con  idence in terval will be m ore precise (sm aller 
SE and width  o  the con  idence in terval) but less accurate (the sam ple is less likely to be 
represen tative).

4. The answer is B. 5. The answer is D. 6. The answer is D. Systolic blood pressure o  140 
m m  Hg is 2 standard deviations above the m ean  (120 m m  Hg). The area under the curve 
between  2 and 3 standard deviations above the m ean  is about 2.35% plus about 0.15% 
(everything above 3 standard deviations). Thus, a total o  about 2.5% o  the people will 
have blood pressures o  140 m m  Hg and above. Systolic blood pressure between  110 and 
120 m m  Hg is 1 standard deviation  below the m ean . The percen tage o  people in  th is area 
on  a norm al curve is 34%. Thus, 34% o  500 people, or 170 people, will have systolic blood 
pressure in  the range o  110–120 m m  Hg. “Within” includes 1 standard deviation  below 
(34%) p lus 1 standard deviation  above (34%) the m ean   or a total o  68%. Thus, a total o  
68% o  the population  can  be expected to have blood pressure that  alls with in  1 standard 
deviation  o  the m ean .

7. The answer is C. The ch i-square test is used to exam ine di  erences between   requencies in  
a sam ple, in  th is case, the percen tage o  wom en  who lose weight on  a protein -sparing diet 
versus the percen tage o  wom en  who lose weight on  a h igh-protein  diet.

8. The answer is A. The t-test is used to exam ine di  erences between  m eans o  two sam ples. 
This is an  exam ple o  a paired t-test because the sam e wom en  are exam ined on  two 
di  eren t occasions.

9. The answer is D. Correlation  is used to exam ine the relationship  between  two con tinuous 
variables—in  th is case, systolic blood pressure and body weight.
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10. The answer is D. The dependen t variable is a m easure o  the outcom e o  an  experim en t. 
In  th is case, blood pressure  ollowing treatm ent with  the drug or p lacebo is the dependen t 
variable. The independen t variable is a characteristic that an  experim en ter exam ines 
to see i  it changes the outcom e. In  th is case, giving the patien t a drug or p lacebo is the 
independen t variable.

11. The answer is C. With  a P value o  0.001 (which  is sm aller than  the preset a  level o  0.05), 
the  indings are statistically sign i ican t and the researcher can  reject the null hypothesis. 
A type I error occurs when  the null hypothesis is rejected, although it is true. A type II error 
occurs when  the null hypothesis is not rejected, although it is  alse. There is no evidence 
here o  a type I or type II error or that the study is biased (see Chapter 25).

12. The answer is A. 13. The answer is B. 14. The answer is C. Because o  all the low scores, the 
distribution  o  these test scores is skewed to the right (positively skewed). Also, the m ode 
(10) o  these scores is lower than  the m ean  (35.7), a characteristic o  a positively skewed 
distribution . In  a negatively skewed distribu tion  (skewed to the le t), the tail is toward 
the le t (i.e., scores cluster toward the h igh  end). In  a norm al distribution , the m ean , 
m edian , and m ode are equal. When  they are sequen tially ordered, the m edian  (m iddle 
value) o  these scores is 20. I  the class teaching assistan t erred and recorded the grade o  
one studen t who got a 10 as 100, the m ean  would increase to 48.6 and the m edian  would 
increase to 40; the m ode would stay the sam e at 10.

15. The answer is B. It is un likely that patien ts will take the new drug (and deal with  its side 
e  ects) to secure th is sm all reduction  (i.e., 0.2 days) in  length  o  outbreaks. There ore, 
although these results are statistically sign i ican t, they are un likely to be o  clin ical 
sign i icance.

16. The answer is A. When  patien ts’ blood pressures are m easured  our rather than  three tim es 
per day, because there is a h igher n  (i.e., m ore data poin ts are used to calculate the m ean), 
the standard deviation  decreases. However, the increased num ber o  data poin ts does not 
a  ect the shape o  the curve.

17. The answer is B. The correlation  between  paren tal incom e and USMLE Step  1 scores as 
shown by these data is positive (i.e., as paren tal incom e increases, scores increase). Since 
a correlation  coe  icien t (r) cannot be m ore than  1, the on ly possible answer is 0.50 ( or 
in  orm ation  on  a sim ilar study, see Fadem , Schuchm an , and Sim ring, Academ ic Medicine, 
1995).
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Com prehensive Exam ination

Directions: Each o  the num bered item s or incom plete statem en ts in  th is section  is  ollowed by 
answers or by com pletions o  the statem ent. Select the one lettered answer or com pletion  that 
is best in  each case.

1. A 38-year-old wom an com es to the 
em ergency room  with a heart rate o  180 
beats/ m in  and trem ulousness. She reports 
 eeling extrem ely anxious. Blood testing 
reveals increased T4 and suppressed thyroid-
stim ulating horm one (TSH); the thyroid 
gland is not palpable. The patien t tells the 
doctor that she does not take any m edication . 
In   act, she is secretly taking thyroxine to lose 
weight. Which o  the  ollowing is the best 
diagnosis  or this patien t at this tim e?
(A) Hyperparathyroidism
(B) Graves disease
(C) Hashim oto thyroiditis
(D) Factitious hyperthyroidism
(E) Som atic sym ptom  disorder

2. A doctor advises a 40-year-old wom an who 
drinks alcohol excessively that she needs to 
stop drinking. The patien t notes that she has 
already cut back and plans to stop com pletely 
on  the  rst o  the next m onth. According to 
the “Stage o  Change” m odel, in  which stage 
o  change is this patien t m ost likely to be?
(A) Precon tem plation
(B) Con tem plation
(C) Preparation
(D) Action
(E) Main tenance

3. A patien t with  leukem ia who is expected 
to live about 3 m on ths, asks the doctor 
what she should tell her 6-year-old child  
when  he asks her about her condition . Most 
appropriately, the doctor should recom m end 
that the m other say
(A) “I have a severe illness and you can  ask 

any questions you wan t.”
(B) “I am  dying but you should not cry.”
(C) “I have leukem ia, a disease o  white 

blood cells that m ultip ly in  a disordered 
m anner.”

(D) “I am  sick now but I will be  ine.”
(E) Noth ing about her condition .

Questions 4 and 5

A 25-year-old graduate studen t who was 
diagnosed with  sch izophren ia 1 year ago has 
been  taking haloperidol 10 m g twice daily  or 
the last m on th . The patien t’s com plain ts at 
th is o  ice visit include blurred vision , consti-
pation , urinary reten tion , and dry m outh .

4. The underlying m echan ism  that would 
best explain  these sym ptom s is that 
haloperidol blocks
(A) histam in ic receptors
(B) alpha 1-adrenergic receptors
(C) alpha 2-adrenergic receptors
(D) m uscarin ic receptors
(E) serotonergic receptors

5. One week later, the patien t presen ts to 
the em ergency room  with   ever, tachycardia, 
trem or, and rigidity. The m ost likely 
explanation   or th is patien t’s sym ptom s is
(A) acute dyston ia
(B) tardive dyskinesia
(C) agranulocytosis
(D) neuroleptic m alignan t syndrom e
(E) seroton in  syndrom e

6. A 42-year-old m an  presen ts to a physician  
with  signs and sym ptom s suggesting 
that he is experiencing an  ep isode o  
m ajor depression . Which  o  the  ollowing 
sym ptom s should the doctor be m ost 
concerned about at th is tim e?
(A) Suicidal p lann ing
(B) Suicidal ideation
(C) Weight loss
(D) Di  iculty sleeping
(E) Lack o  energy
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7. A 34-year-old wom an  who was raped 
as a teenager is overprotective o  her own  
16-year-old daughter. She re uses to allow 
her daughter to go to classm ates’ houses 
a ter school or to socialize with   riends on  
weekends. The m other also spends m any 
hours clean ing her own  house and car. The 
de ense m echan ism  that th is wom an  is using 
to deal with  her own  negative early sexual 
experience is m ost likely to be which o  the 
 ollowing?
(A) Sublim ation
(B) Den ial
(C) Reaction   orm ation
(D) Undoing
(E) Rationalization

8. Over the past week, a 40-year-old 
m an  with  schizophren ia states that he 
has som etim es heard voices com ing 
 rom  outside o  h is head when  no one 
was presen t. The patien t does not show 
delusional th inking and has an  appropriate 
but blun ted  acial expression . His speech 
is clear, and his thoughts  ollow each  other 
logically. On  the dim ensions o  severity scale 
 or schizophren ia, th is patien t will m ost 
likely have a score closest to
(A) 0
(B) 4
(C) 10
(D) 12
(E) 18

9. A 7-year-old boy has a term inal illness. 
His paren ts have told h im  that he is going to 
die. Which o  the  ollowing is m ost likely to 
characterize th is ch ild’s conception  o  death?
(A) That others can  die but he cannot die
(B) That he can  die but others cannot die
(C) That everyone dies at som e tim e
(D) That people die but then  com e back 

to li e

10. A 16-year-old  girl com es to the 
physician  in  late August because o  
worsen in g acn e over her  orehead   or 
the past  ew m on ths. She tells the doctor 
that she began  a vegetarian  d iet 6 m on ths 
ago an d sin ce then  has been  cravin g an d 
eatin g large am oun ts o  chocolate. Over the 
sum m er, she has been  workin g ou tdoors as 
a f ag person   or a local road  con struction  
com pan y an d is requ ired  to wear a helm et. 
Her brother received a ch in ch illa  or a pet 

2 m on ths ago. Physical exam in ation  shows 
erythem atous papu les an d pustu les on  the 
girl’s  orehead . Which  o  the  ollowin g is the 
m ost likely cause o  the exacerbation  o  th is 
patien t’s acn e?
(A) Allergic reaction  to m aterials used in  

road construction
(B) Allergy to the chinchilla
(C) Chocolate consum ption
(D) Excessive sun  exposure
(E) Vegetarian  diet
(F) Wearing a helm et

11. A physician  iden ti es a rare disease in  
a 42-year-old patien t. The results o  what 
kind o  study would serve the physician  best 
in  getting in  orm ation  about th is disease to 
u ltim ately help  th is patien t.
(A) Case report
(B) Case–con trol
(C) Cohort
(D) Clin ical trial
(E) Multip le case reports

12. I  hypertension  is distributed norm ally 
and is de ned as having a systolic blood 
pressure at least 2 standard deviations 
above the m ean , what percen tage o  people 
in  a given  population  are likely to be 
hypertensive?
(A) 1%
(B) 2.5%
(C) 5%
(D) 10%
(E) 34%

13. While in  her teens, a 22-year-old wom an  
had anorexia nervosa  or a 5-year period. She 
has recovered but is now at h ighest risk  or 
which o  the  ollowing conditions?
(A) Derm atitis
(B) Osteoarthritis
(C) Am enorrhea
(D) Osteoporosis
(E) Biliary atresia

14. Which o  the  ollowing agen ts used to 
treat patien ts with  Alzheim er’s disease is not 
an  acetylcholinesterase inhibitor?
(A) Galan tam ine
(B) Rivastigm ine
(C) Mem antine
(D) Tacrine
(E) Donepezil
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15. An  overweight m iddle-aged wom an  
has just been  diagnosed with  sleep apnea. 
Medical exam ination  and laboratory test 
results are unrem arkable. Which o  the 
 ollowing is the m ost appropriate m edication  
to m anage sleep apnea in  th is patien t?
(A) Diazepam
(B) Fluoxetine
(C) Medroxyprogesterone acetate
(D) Im ipram ine
(E) Alprazolam

16. During a rou tin e physical exam ination , a 
physician  discovers that an  alert 88-year-old 
m an  in  a nursing hom e has bru ises on  h is 
right leg an d righ t arm  but no other m edical 
 ndin gs. When  the doctor asks the patien t 
about the bru ises, the patien t says, “At m y 
age what are you  going to do about it?” The 
doctor notes that while speakin g with  h im , 
the patien t avoids m akin g eye con tact. What 
is the physician’s next step  in  m anagem en t?
(A) Ask the patien t about h is relationship  

with  h is caretakers
(B) Suggest that the sta   restrain  the patien t 

 or h is sa ety
(C) Assess the patien t to ru le out dem en tia
(D) Assess the patien t to ru le out delirium
(E) Write an  order to have rails put on  the 

sides o  the patien t’s bed

17. A 19-year-old girl who has been  at a 
party is brought to the em ergency room  a ter 
having a seizure. Her blood is positive  or 
alprazolam , cocaine, and m arijuana. Which  
o  the  ollowing is m ost likely to have caused 
the seizure in  th is patien t?
(A) Use o  alprazolam
(B) Use o  cocaine
(C) Use o  m arijuana
(D) Withdrawal o  alprazolam
(E) Withdrawal o  cocaine
(F) Withdrawal o  m arijuana

18. The m other o  a 15-year-old boy who has 
asthm a tells the doctor that the boy re uses 
to use h is inhaler in  school. To increase the 
boy’s adherence, the doctor should m ost 
appropriately
(A) recom m end that the m other and the boy 

go  or counseling together
(B) explain  to the boy that he can  die i  he 

does not use the inhaler
(C) shi t the boy to oral m edication
(D) instruct the boy to go to the school nurse 

whenever he has to use h is inhaler
(E) put the boy in  con tact with  a support 

group o  teens with  asthm a

19. A ter a 20-year-old wom an  ingests  
red wine and aged cheese at a restauran t, 
she is brought to the em ergency departm ent 
with  elevated blood pressure and a 
severe occip ital headache. The type o  drug 
m ost likely to have caused th is clin ical 
p icture is
(A) an  an tidepressan t agen t
(B) an  an tipsychotic agen t
(C) an  an tim an ic agen t
(D) a benzodiazepine
(E) a barbiturate

20. Which o  the  ollowing patien ts is at 
h ighest risk  or suicide?
(A) A 55-year-old divorced wom an
(B) A 55-year-old divorced m an
(C) A 55-year-old m arried wom an
(D) A 55-year-old m arried m an
(E) A 55-year-old widowed wom an

21. Which o  the  ollowing is m ost likely to 
be seen  in  healthy 50-year-old m enopausal 
wom en  in  all cultures?
(A) The “em pty nest” syndrom e
(B) Depression
(C) Anxiety
(D) Insom nia
(E) Hot  lashes or  lushes

22. Patien ts and physicians com m only 
pre er selective seroton in  reuptake inh ibitors 
(SSRIs) to tricyclic an tidepressan ts because 
SSRIs are m ore likely to
(A) elevate m ood
(B) work quickly
(C) lower blood pressure
(D) enhance sleep
(E) be well-tolerated

23. A 28-year-old m an who is a raid to drive 
a car is taught relaxation  techniques and is 
then shown a photograph o  a m an driving 
a car. Later in  treatm ent, while relaxed, he 
is shown people driving real cars. Finally, he 
drives a car. This treatm ent technique is best 
described as
(A) im plosion
(B) bio eedback
(C) aversive condition ing
(D) token  econom y
(E)  looding
(F) system atic desensitization
(G) cogn itive therapy
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24. A 59-year-old m ale patien t has just 
recovered  rom  a m yocardial in  arction . 
During a  ollow-up exam ination , he asks 
the physician  what is the sa est position  
 or sexual in tercourse with  h is wi e. The 
physician’s best recom m endation  is
(A)  ace to  ace, lying on  their sides
(B)  ace to  ace,  em ale superior
(C)  ace to  ace, m ale superior
(D) m ale behind  em ale, lying on  their sides
(E) avoid sexual activity  or at least 1 year

25. A m ildly dem en ted 83-year-old m an  is 
brought to the em ergency departm en t by h is 
daughter, with  whom  he lives. He sm ells o  
u rine, is undernourished, and has bruises on  
both o  h is arm s and abrasions on  one wrist. 
He seem s  ear u l but den ies that anyone 
has harm ed h im . The m ost appropriate  rst 
action   or the physician  to take a ter treating 
the patien t is to
(A) speak to the daughter about the 

possibility that the m an  has been  abused
(B) send him  hom e with  h is daughter as 

soon  as possible
(C) con tact the state social service agency 

that deals with  elder abuse
(D) order a neurologic evaluation
(E) release the patien t in to the care o  

another relative

26. O  the  ollowing, the ethn ic group with  
the longest li e expectancy is
(A) Hispan ic Am ericans
(B) A rican  Am ericans
(C) White Am ericans
(D) Native Am ericans

27. In  the Un ited States, which  o  the 
 ollowing is the m ost com m on belie  
concern ing m en tal illness?
(A) It is therapeutic to discuss your in ternal 

em otional p roblem s with  others.
(B) Mental illness sign i ies personal 

weakness.
(C) Unconscious con  licts can  be m an i ested 

as physical illness.
(D) Mentally ill people have good 

sel -con trol.
(E) Mentally ill people usually seek help.

28. A 60-year-old wom an  presen ts with  
chron ic headaches. During the in terview, 

she states that the headaches started 3 years 
ago when  her neighbors began  to com e 
in to her hom e and harass her at n ight. 
There is no evidence that the neighbors are 
doing th is. The patien t has no h istory o  
psychiatric illness, and physical exam ination  
is unrem arkable. She has good social and 
work relationships and, except  or her belie s 
about the neighbors, her thoughts seem  
clear, logical, and appropriate. At th is tim e, 
the m ost appropriate diagnosis  or th is 
wom an  is
(A) sch izophren ia
(B) bipolar disorder
(C) delusional disorder
(D) sch izoa  ective disorder
(E) sch izoid personality disorder

29. A 26-year-old wom an  believes that she 
is pregnan t with  Ashton  Kutcher’s child . She 
has never m et the actor, and two pregnancy 
tests are negative. There is no other evidence 
o  a thought disorder. The m ost appropriate 
diagnosis  or th is wom an  is
(A) sch izophren ia
(B) bipolar disorder
(C) delusional disorder
(D) som atization  disorder
(E) sch izoid personality disorder

30. A 40-year-old wom an  goes to her 
gynecologist  or a yearly checkup. Which o  
the  ollowing is m ost likely to cause death  in  
a wom an  o  th is age?
(A) Pregnancy and childbirth
(B) An  in trauterine device
(C) Oral con traceptives
(D) Barrier con traceptives
(E) A progesterone im plan t

31. A 29-year-old physician  with  severe 
psoriasis on  his hands and arm s asks a 
colleague how he should deal with  the 
reactions o  patien ts when  they notice h is 
condition . The colleague’s best response is
(A) “Act like nothing is wrong.”
(B) “Wear long-sleeved shirts.”
(C) “Reassure patien ts that the skin  

condition  you have is not con tagious.”
(D) “See as  ew patien ts as possible.”
(E) “Tell patien t’s that it is your problem , not 

theirs.”
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32. The usual standards o  doctor–patien t 
con  den tiality are m ost likely to apply to 
which o  the  ollowing patien ts?
(A) A m an  who tells h is physician  that he 

p lans to shoot h is partner
(B) A recen tly bereaved wom an  who tells her 

physician  that she has had occasional 
thoughts o  su icide

(C) A m an  who tells h is physician  that he has 
been  sexually abusing h is 10-year-old 
stepdaughter

(D) An  HIV-positive m an  who is engaging in  
sexual in tercourse with  h is wi e without 
using condom s

(E) A depressed wom an  who tells her 
physician  that she has saved up 50 
barbiturate tablets and wan ts to die

33. Doctor A is aware that Doctor B has 
m ade a serious m istake in  treating a very 
ill hosp italized patien t. Doctor B re uses 
to adm it that he has m ade a m istake. Most 
appropriately, Doctor A should
(A) talk to Doctor B again  about h is m istake
(B) warn  Doctor B that he will be reported i  

he con tinues to m ake m istakes
(C) report Doctor B’s action  to Doctor B’s 

superior at the hospital
(D) report Doctor B’s action  to the police
(E) recom m end that Doctor B be trans erred 

to another hospital

34. To  ollow im provem ent or deterioration  
over tim e in  a 70-year-old patien t with  
suspected neurologic dys unction , which  o  
the  ollowing is the m ost appropriate test?
(A) Positron  em ission  tom ography (PET)
(B) Com puted tom ography (CT)
(C) Am obarbital sodium  (Am ytal) in terview
(D) Them atic apperception  test (TAT)
(E) Electroencephalogram  (EEG)
(F) Wide Range Achievem en t Test (WRAT)
(G) Folstein  Min i–Mental State Exam ination
(H) Glasgow Com a Scale

35. To evaluate unconscious conf icts in  a 
20-year-old m an  using drawings depicting 
am biguous social situations, which o  the 
 ollowing is the m ost appropriate test?
(A) Positron  em ission  tom ography (PET)
(B) Com puted tom ography (CT)
(C) Am obarbital sodium  (Am ytal) in terview
(D) Them atic apperception  test (TAT)
(E) Electroencephalogram  (EEG)
(F) Wide Range Achievem en t Test (WRAT)
(G) Folstein  Min i–Mental State Exam ination
(H) Glasgow Com a Scale

36. An  in  an t’s ability to roll over  rom  back 
to belly and belly to back usually begins at 
what age?
(A) 0–3 m onths
(B) 4–6 m onths
(C) 7–10 m on ths
(D) 12–15 m onths
(E) 16–30 m onths

37. A patien t in  the em ergency departm en t 
has just been  involved in  a car acciden t. 
The physician  suspects that she has been  
drinking. In  m ost states, the lowest blood 
alcohol concen tration  (BAC) to m eet the 
criterion   or legal in toxication   alls in to 
which o  the  ollowing ranges?
(A) 0.01%–0.02%
(B) 0.05%–0.15%
(C) 0.40%–0.50%
(D) 1.5%–2.0%
(E) 2.5%–3.0%

38. O  the  ollowing agen ts, which is 
the m ost appropriate heterocyclic 
an tidepressan t  or a 45-year-old air tra  c 
controller who m ust stay alert on  the  
job?
(A) Selegiline
(B) Tranylcyprom ine
(C) Trazodone
(D) Doxepin
(E) Am oxapine
(F) Fluoxetine
(G) Protrip tyline
(H) Nortrip tyline
(I) Am itrip tyline
(J ) Im ipram ine

39. A 79-year-old wom an  reports that 
she has di  culty sleeping through the 
n ight because o  persisten t m uscular 
contractions in  her legs. Which  o  the 
 ollowing sleep disorders best m atches th is 
p icture?
(A) Kleine-Levin  syndrom e
(B) Nightm are disorder
(C) Sleep terror disorder
(D) Sleep drunkenness
(E) Circadian  rhythm  sleep disorder
(F) Nocturnal m yoclonus
(G) Restless legs syndrom e
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40. A p ilot wh ose p lan e is abou t to crash  
sp en ds 5 m in u tes exp lain in g the tech n ical 
details o  the en gin e m al un ction  to h is 
cop ilot. Th e de en se m echan ism  th at th e 
p ilot is u sin g to deal with  h is own  
an xiety is
(A) repression
(B) sublim ation
(C) dissociation
(D) regression
(E) in tellectualization

41. Most typical children  begin  to walk 
without assistance at what age?
(A) 0–3 m onths
(B) 4–6 m onths
(C) 7–10 m on ths
(D) 12–15 m onths
(E) 16–30 m onths

42. A 40-year-old wom an  with  tension  
headaches has the tension  in  the  ron talis 
m uscle m easured regularly. The readings are 
projected to her on  a com puter screen . She 
is then  taught to use m en tal techn iques to 
decrease tension  in  th is m uscle. Which  o  
the  ollowing treatm ent techn iques does th is 
exam ple illustrate?
(A) Im plosion
(B) Bio eedback
(C) Aversive condition ing
(D) Token  econom y
(E) Flooding
(F) System ic desensitization
(G) Cognitive therapy

43. A patien t reports that desp ite the  act 
that he goes to sleep  at 11:00 pm  an d  wakes 
up  at 7:00 a m , he does n ot  eel  u lly awake 
un til abou t noon  each  day. His wi e states 
that he appears to be sleep in g soun dly 
at n igh t. The patien t den ies substan ce use, 
an d physical exam in ation  is  
n orm al. Which  o  the  ollowin g sleep  
disorders best m atches th is clin ical  
p ictu re?
(A) Kleine-Levin  syndrom e
(B) Nightm are disorder
(C) Sleep terror disorder
(D) Sleep drunkenness
(E) Circadian  rhythm  sleep disorder
(F) Nocturnal m yoclonus
(G) Restless legs syndrom e

44. A 33-year-old patien t tells the physician  
that he drinks at least 10 cups o  co  ee per 

day. O  the  ollowing e  ects, which is m ost 
likely in  th is patien t?
(A) Blood pressure reduction
(B) Lethargy
(C) Tachycardia
(D) Decreased gastric acid secretion
(E) Depressed m ood

45. The social sm ile com m only  rst appears 
at what age in  typ ical in  an ts?
(A) 0–3 m onths
(B) 4–6 m onths
(C) 7–10 m on ths
(D) 12–15 m onths
(E) 16–30 m onths

46. To evaluate reading and arithm etic skills in  
a 30-year-old hospitalized m ale patient, which  
o  the  ollowing is the m ost appropriate test?
(A) Positron  em ission  tom ography (PET)
(B) Com puted tom ography (CT)
(C) Am obarbital sodium  (Am ytal) in terview
(D) Them atic apperception  test (TAT)
(E) Electroencephalogram  (EEG)
(F) Wide Range Achievem en t Test (WRAT)
(G) Folstein  Min i–Mental State Exam ination
(H) Glasgow Com a Scale

47. The EEG o  a 32-year-old sleeping patien t 
shows m ain ly slow waves. What stage o  
sleep  is th is patien t m ost likely to be in?
(A) Stage 1
(B) Stage 2
(C) Stages 3 and 4 
(D) REM

48. Typical in  an ts begin  visually  ollowing 
 aces and objects with  their eyes (tracking) at 
what age?
(A) 0–3 m onths
(B) 4–6 m onths
(C) 7–10 m on ths
(D) 12–15 m onths
(E) 16–30 m onths

49. A 65-year-old physician  who has been  
given  a diagnosis o  term inal pancreatic 
cancer repeatedly discusses the techn ical 
aspects o  h is case with  other physicians in  
the hosp ital. The de ense m echan ism  that 
th is physician  is using is
(A) acting out
(B) sublim ation
(C) den ial
(D) regression
(E) in tellectualization
(F) reaction   orm ation
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50. An  anxious, depressed teenager, who has 
never been  in  trouble be ore, steals a car. 
The de ense m echan ism  that th is teenager is 
using to m anage his anxiety and depression  
is m ost likely to be
(A) acting out
(B) sublim ation
(C) den ial
(D) regression
(E) in tellectualization
(F) reaction   orm ation

51. A 50-year-old hospitalized patien t has 
just received a diagnosis o  breast cancer. 
She states that the biopsy was in  error and 
checks out o  the hospital against the advice 
o  her physician . The de ense m echan ism  
that th is patien t is using is
(A) acting out
(B) sublim ation
(C) den ial
(D) regression
(E) in tellectualization
(F) reaction   orm ation

52. A patien t, although she is unconsciously 
angry at her physician  because he canceled 
her previous appoin tm en t at the last m inute, 
tells h im  at her next appoin tm ent that she 
really likes h is tie. The de ense m echan ism  
that th is patien t is using is
(A) acting out
(B) sublim ation
(C) den ial
(D) regression
(E) in tellectualization
(F) reaction   orm ation

53. A 28-year-old wom an , who works as 
an  an im al caretaker, lives with  her elderly 
aun t an d rarely socializes. She reports that, 
although  she would  like to have  rien ds, 
when  coworkers ask her to join  them   or 
breaks, she re uses because she is a raid 
that they will criticize or n ot like her. 
Th is behavior is m ost closely associated 
with  which  o  the  ollowin g person ality 
d isorders?
(A) Passive–aggressive personality disorder
(B) Schizotypal personality disorder
(C) Antisocial personality disorder
(D) Paranoid personality disorder
(E) Schizoid personality disorder
(F) Obsessive–compulsive personality 

disorder

(G) Avoidan t personality disorder
(H) Histrion ic personality disorder

54. A 35-year-old m an  com es to the 
physician’s o  ce dressed all in  bright yellow. 
He reports that he  elt like he had “a kn i e 
in  his ear” and says that he is “burn ing up” 
and “m ust be dying.” Physical exam ination  
reveals m ild otitis externa (in f am m ation  o  
the ear canal) and tem perature o  99.6°F. This 
patien t’s behavior is m ost closely associated 
with which o  the  ollowing personality 
disorders?
(A) Passive–aggressive personality disorder
(B) Schizotypal personality disorder
(C) Antisocial personality disorder
(D) Paranoid personality disorder
(E) Schizoid personality disorder
(F) Obsessive–compulsive personality 

disorder
(G) Avoidan t personality disorder
(H) Histrion ic personality disorder

55. A 24-year-old patien t is experiencing 
in tense hunger as well as tiredness and 
headache. This patien t is m ost likely to be 
withdrawing  rom  which  o  the  ollowing 
agents?
(A) Alcohol
(B) Secobarbital
(C) Phencyclidine (PCP)
(D) Am phetam ine
(E) Lysergic acid diethylam ide (LSD)
(F) Diazepam
(G) Heroin
(H) Marijuana

56. A 55-year-old m an , who has been  taking 
m edications  or depression  and insom nia, is 
brought to the em ergency departm en t with  
signs o  severe resp iratory depression . The 
agent m ost likely to be responsible  or these 
sym ptom s is
(A) alcohol
(B) secobarbital
(C) phencyclidine (PCP)
(D) am phetam ine
(E) lysergic acid diethylam ide (LSD)
(F) diazepam
(G) heroin
(H) m arijuana
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57. The police bring a 25-year-old m an  to 
the hosp ital in  a com a. His girl riend tells the 
physician  that prior to having a seizure, he 
becam e com bative, showed abnorm al eye 
m ovem ents, and said that he  elt h is body 
expanding and f oating up  to the ceiling. 
O  the  ollowing, the drug m ost likely to be 
responsible  or these sym ptom s is
(A) alcohol
(B) secobarbital
(C) phencyclidine (PCP)
(D) am phetam ine
(E) lysergic acid diethylam ide (LSD)
(F) diazepam
(G) heroin
(H) m arijuana

58. A patien t who has been  a heavy co  ee 
drinker is hospitalized and not perm itted to 
take anyth ing except water by m outh . Which 
o  the  ollowing is the patien t m ost likely to 
dem onstrate the day a ter hosp italization?
(A) Excitem ent
(B) Euphoria
(C) Headache
(D) Decreased appetite
(E) Pupil dilation

59. A 50-year-old  em ale stroke patien t 
opens her eyes in  response to a verbal 
com m and, speaks but uses inappropriate 
words, and shows f exion  to pain  u l stim ulus. 
For these responses, she receives a test score 
o  9. Which o  the  ollowing is m ost likely to 
be the test that was used?
(A) Positron  em ission  tom ography (PET)
(B) Com puted tom ography (CT)
(C) Am obarbital sodium  (Am ytal) in terview
(D) Them atic apperception  test (TAT)
(E) Electroencephalogram  (EEG)
(F) Wide Range Achievem en t Test (WRAT)
(G) Folstein  Min i–Mental State Exam ination
(H) Glasgow Com a Scale

60. The electroencephalogram  o  a 28-year-
old patien t shows m ain ly alpha waves. This 
patien t is m ost likely to be
(A) awake and concen trating
(B) awake, relaxed, with  eyes closed
(C) in  stage 1 sleep
(D) in  delta sleep
(E) in  REM sleep

61. A 24-year-old  wom an  experien ces pelvic 
pain  when  she and her boy riend attem pt 
to have sexual in tercourse. No abnorm alities 
are  ound during pelvic exam ination . O  the 
 ollowing, the m ost appropriate diagnosis 
 or th is patien t is
(A)  etish ism
(B) gen itopelvic pain / penetration  disorder
(C) sexual in terest/ arousal disorder
(D) orgasm ic disorder
(E) gender dysphoria

62. A 65-year-old  wom an  whose husban d 
d ied  3 weeks ago reports that she cries 
o ten  an d sleeps poorly. Also, she states 
that although  she kn ows her husban d is 
dead, she though t that she saw h im  walkin g 
down  the street the day be ore. The m ost 
approp riate  rst action  by her physician  is 
to
(A) recom m en d that she visit a close 

relative
(B) provide support and reassurance
(C) prescribe an tipsychotic m edication
(D) prescribe an tidepressan t m edication
(E) recom m end a psychiatric evaluation

63. Which o  the  ollowing individuals 
has the h ighest risk  or developing 
schizophren ia?
(A) The dizygotic twin  o  a person  with  

sch izophren ia
(B) The child o  two paren ts with  

sch izophren ia
(C) The m onozygotic twin  o  a person  with  

sch izophren ia
(D) The child o  one paren t with  

sch izophren ia
(E) A child  raised in  an  in stitu tional set-

ting when  neither biological paren t had 
sch izophren ia

64. Which o  the  ollowing statem en ts is 
m ost likely to be evidence o  psychotic 
 eatures in  a severely depressed 49-year-old 
m an?
(A) “I am  an  inadequate person .”
(B) “I am  a worthless hum an  being.”
(C) “I will never get better.”
(D) “I am  a  ailure in  m y pro ession .”
(E) “I am  personally responsible  or the 

Tsunam i in  Japan .”

Fadem7e_Comprehens ive  Examination.indd   324 1/12/2016   5:30:14 PM



 Comprehensive Examination 325

65. A ter a li e-threaten ing bicycle acciden t, 
a 9-year-old child  requires an  im m ediate 
blood trans usion . I ,  or religious reasons, 
the paren ts re use to allow the trans usion , 
the physician  should
(A) tell the paren ts they will be prosecuted i  

they do not allow the trans usion
(B) give the child the trans usion
(C) obtain  perm ission   rom  another  am ily 

m em ber to do the trans usion
(D) have the ch ild  m oved to another 

hosp ital
(E)  ollow the paren ts’ instructions and do 

not give the ch ild  the trans usion

66. A patien t states that ever since a 
longtim e lover called to break up their 
relationship, the patien t has had a severe 
hearing loss. No m edical explanation  can  be 
 ound. Which  o  the  ollowing is m ost likely 
to be true about th is patien t?
(A) The patien t is old.
(B) The patien t is m ale.
(C) The patien t is well educated.
(D) The patien t’s hearing loss appeared 

sudden ly.
(E) The patien t is very upset about the hear-

ing loss.

67. Long-term  psychiatric hospitals in  
the United States are owned and operated 
prim arily by
(A) un iversities
(B) private investors
(C) state governm ents
(D) m unicipal governm en ts
(E) the  ederal governm ent

68. A 60-year-old jan itor  rom  New York, who 
recen tly lost h is job as a teacher, is  ound in  
Akron , Ohio, working as a salesm an . He does 
not know how he arrived there, and physical 
exam ination  is un rem arkable. O  the 
 ollowing, the m ost appropriate diagnosis  or 
th is m an  is
(A) dissociative am nesia
(B) dissociative am nesia with   ugue
(C) som atic sym ptom  disorder
(D) conversion  disorder
(E) depersonalization  disorder

69. Which o  the  ollowing conditions 
com m only  rst becom es apparen t in  the 
 ourth  or   th  decade o  li e?
(A) Alzheim er’s disease
(B) Lesch-Nyhan  syndrom e
(C) Rett’s disorder
(D) Tourette’s disorder
(E) Huntington’s disease

70. During an  ophthalm ologic exam ination , 
a 48-year-old  em ale patien t, who has had 
schizophren ia  or m ore than  30 years, is 
 ound to have retinal p igm en tation . In  the 
past, th is patien t is m ost likely to have taken  
which one o  the  ollowing an tipsychotic 
agents?
(A) Chlorprom azine
(B) Haloperidol
(C) Perphenazine
(D) Tri luoperazine
(E) Thioridazine

71. A typ ical 24-year-old wom an  who is in  
non-REM sleep is m ost likely to show which 
o  the  ollowing?
(A) Dream ing
(B) Increased pulse
(C) Clitoral erection
(D) Skeletal m uscle atony
(E) Delta waves on  the 

electroencephalogram

72. O  the  ollowing disorders, the one m ost 
likely to show the largest sex di  erence in  its 
occurrence is
(A) cyclothym ic disorder
(B) m ajor depressive disorder
(C) bipolar disorder
(D) illness anxiety disorder
(E) sch izophren ia

73. Negative predictive value is the 
probability that a person  with  a
(A) negative test is actually well
(B) positive test is actually well
(C) negative test is actually ill
(D) positive test is actually ill
(E) positive test will even tually show signs o  

the illness
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74. In  a laboratory study, it is shown that the 
uterus rises in  the pelvic cavity during sexual 
activity. In  which stage o  the sexual response 
cycle does this phenom enon  rst occur?
(A) Excitem ent
(B) Plateau
(C) Orgasm
(D) Resolution

75. A couple tells the physician  that their 
sex li e has been  poor because the m an  
ejaculates too quickly. The physician  tells 
them  that the “squeeze techn ique” would be 
help  u l. In  th is techn ique, the person  who 
applies the “squeeze” is usually
(A) the m an
(B) the partner
(C) the physician
(D) a sex therap ist
(E) a sex surrogate

76. Which o  the  ollowing statistical tests 
is m ost appropriately used to evaluate 
di  erences am ong m ean  body weights o  
wom en  in  th ree di  eren t age groups?
(A) Dependen t (paired) t-test
(B) Chi-square test
(C) Analysis o  variance
(D) Independen t (unpaired) t-test
(E) Fisher exact test

77. A 39-year-old m an  (who has never be ore 
had problem s with  erections) begins to have 
di  culty achieving an  erection  during sexual 
activity with  h is wi e. The very  rst tim e he 
had trouble m ain tain ing an  erection  was 
a ter a beach party when  he had “too m uch 
to drink.” This m an  is showing evidence o  
which o  the  ollowing sexual dys unctions?
(A) Acquired erectile disorder
(B) Situational erectile disorder
(C) Delayed ejaculation
(D) Orgasm ic disorder
(E) Prem ature ejaculation

78. A study was carried out to determ ine 
whether exposure to liquid crystal disp lay 
com puter screens (LCDCS) in  the  rst 
trim ester o  p regnancy results in  m iscarriage. 
To do th is, 50 wom en  who had m iscarriages 
and 90 wom en  who carried to term  were 
questioned the day a ter m iscarriage or 
delivery, respectively, about their exposure 
to LCDCS during pregnancy. I  10 wom en  
who had m iscarriages and 10 wom en  who 

carried to term  used LCDCS during their 
p regnancies, the odds–risk ratio associated 
with  LCDCS in  pregnancy is approxim ately
(A) 2
(B) 3
(C) 10
(D) 20
(E) 100

79. In  a cohort study, the ratio o  the 
incidence rate o  m iscarriage am ong wom en  
who use LCDCS to the incidence rate o  
m iscarriage am ong wom en  who do not use 
LCDCS is the
(A) attributable risk
(B) odds–risk ratio
(C) incidence rate
(D) prevalence ratio
(E) relative risk

Questions 80 and 81

In  a study, the incidence rate o  tuberculosis 
(TB) in  people who have som eone with  TB 
living in  their hom e is 5 per 1,000. The inci-
dence rate o  TB in  people who have no one 
with  TB living in  their hom e is 0.5 per 1,000.

80. What is the risk  or getting TB 
attributable to living with  som eone who has 
TB (attribu table risk)?
(A) 1.5
(B) 4.5
(C) 7.5
(D) 9.5
(E) 10.0

81. How m any tim es h igher is the risk o  
getting TB  or people who live with  a patien t 
with TB than   or people who do not live with  
a TB patien t (the relative risk)?
(A) 1.5
(B) 4.5
(C) 7.5
(D) 9.5
(E) 10.0

82. To estim ate the relative risk in  a case–
control study, which o  the  ollowing is 
calculated?
(A) Attributable risk
(B) Odds–risk ratio
(C) Incidence rate
(D) Prevalence ratio
(E) Sensitivity
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83. A 50-year-old  em ale high school teacher 
who had been  o  norm al weight reports that 
she has been  “ eeling very low”  or the past 3 
m onths. She o ten  m isses work because she 
 eels tired and hopeless, has lost 20 pounds 
without dieting, and has trouble sleeping. 
When the physician  in terviews her, she says, 
“Doctor, the Lord calls all h is children  hom e.” 
Physical  ndings are unrem arkable. This 
clin ical picture is m ost closely associated with
(A) cyclothym ic disorder
(B) m ajor depressive disorder
(C) bipolar disorder
(D) illness anxiety disorder
(E) sch izophren ia

84. A 32-year-old m an  survives a p lane 
crash  in  which  our passengers died. Two 
weeks later, he reports that he has recurring 
n ightm ares about the crash  and  eels 
isolated and distan t  rom  others. This patien t 
is m ost likely to have which o  the  ollowing 
disorders?
(A) Posttraum atic stress disorder (PTSD)
(B) Generalized anxiety disorder
(C) Obsessive–com pulsive disorder (OCD)
(D) Pan ic disorder
(E) Acute stress disorder

85. One year a ter she was robbed at 
kn i epoin t in  the street, a 28-year-old wom an  
jum ps at every loud noise, has recurren t 
thoughts about the robbery, and is anxious 
m uch o  the tim e. O  the  ollowing, the best 
diagnosis  or th is patien t is
(A) posttraum atic stress disorder (PTSD)
(B) generalized anxiety disorder
(C) obsessive–com pulsive disorder (OCD)
(D) pan ic disorder
(E) acute stress disorder

86. At the close o  a long in terview with  an  
elderly m ale patien t, the physician  says “Let’s 
see i  I have taken  all o  the in  orm ation  
correctly” and then  sum s up  the in  orm ation  
that the patien t has given . This in terviewing 
techn ique is known  as
(A) con  ron tation
(B) validation
(C) recapitu lation
(D)  acilitation
(E) re lection
(F) direct question
(G) support

87. “Many people  eel the way you do when  
they  rst need hospitalization” is an  exam ple 
o  the in terview techn ique known as
(A) con  ron tation
(B) validation
(C) recapitu lation
(D)  acilitation
(E) re lection
(F) direct question
(G) support

88. A ter a patient has described his sym ptom s 
and the tim e o  day that they intensi y, the 
interviewer says, “You say that you  elt the 
pain m ore in  the evening?” This question is an  
example o  the interview technique known as
(A) con  ron tation
(B) validation
(C) recapitu lation
(D)  acilitation
(E) re lection
(F) direct question
(G) support

89. “You say that you are not nervous, but 
you are sweating and shaking and seem  
very upset to m e” is an  exam ple o  the 
in terviewing techn ique known  as
(A) con  ron tation
(B) validation
(C) recapitu lation
(D)  acilitation
(E) re lection
(F) direct question
(G) support

90. A patien t relates to the physician , “I  I am  
seated at a table in  the cen ter o  a restauran t 
rather than  against the wall, I sudden ly get 
dizzy and  eel like I cannot breathe.” This 
patien t is describing a(n )
(A) hallucination
(B) delusion
(C) illusion
(D) pan ic attack with  agoraphobia
(E) social anxiety disorder

91. A patient relates to the physician , “Last 
week, I thought I saw m y  ather who died last 
year go around the corner, but I know it wasn’t 
really him .” This patient is describing a(n)
(A) hallucination
(B) delusion
(C) illusion
(D) pan ic attack with  agoraphobia
(E) social anxiety disorder
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92. The m ost appropriate m ethod to 
determ ine the part o  the brain  used during 
the translation  o  a written  passage  rom  
French to English  is
(A) com puted tom ography (CT)
(B) dexam ethasone suppression  test (DST)
(C) evoked poten tials
(D) electroencephalogram  (EEG)
(E) galvan ic skin  response
(F) positron  em ission  tom ography (PET)

93. The m ost appropriate diagnostic 
techn ique to evaluate hearing loss in  a 
3-m on th-old in  an t is
(A) com puted tom ography (CT)
(B) dexam ethasone suppression  test (DST)
(C) evoked poten tials
(D) electroencephalogram  (EEG)
(E) galvan ic skin  response
(F) positron  em ission  tom ography (PET)

94. A 42-year-old wom an  pretends that she is 
paralyzed  ollowing an  autom obile acciden t 
in  order to collect m oney  rom  the insurance 
com pany. This wom an  is dem onstrating
(A) derealization
(B)  actitious disorder
(C) m alingering
(D) conversion  disorder
(E) body dysm orphic disorder

95. A 42-year-old wom an  pretends that 
she is paralyzed  ollowing an  autom obile 
acciden t in  order to gain  atten tion   rom  her 
physician . This patien t is dem onstrating
(A) derealization
(B)  actitious disorder
(C) m alingering
(D) conversion  disorder
(E) body dysm orphic disorder

96. A 54-year-old wom an  who is depressed 
awakens at 4:00 a m  every m orn ing and 
cannot  all back asleep. She is then  tired all 
day. This wom an  is m ost likely to have which 
o  the  ollowing sleep disorders?
(A) Narcolepsy
(B) Kleine-Levin  syndrom e
(C) Insom nia
(D) Obstructive sleep  apnea
(E) Sleep terror disorder

97. A 40-year-old wom an  who is overweight 
reports that she  eels tired all day despite 
having 9 hours o  sleep  each n ight. The 

wom an’s spouse reports that she snores 
loudly. This wom an  is showing evidence o 
(A) narcolepsy
(B) Kleine-Levin  syndrom e
(C) insom nia
(D) obstructive sleep  apnea
(E) sleep  terror disorder

98. Following the loss o  her job as a 
cashier, a 23-year-old patien t reports, in  a 
dispassionate way, that she has no sensation  
in  her righ t arm . Physical exam ination   ails 
to reveal a physiological p roblem . This 
patien t is showing evidence o 
(A) illness anxiety disorder
(B) body dysm orphic disorder
(C) conversion  disorder
(D) som atic sym ptom  disorder
(E) generalized anxiety disorder

99. Despite the physician’s reassurances and 
negative biopsies o   ve di  eren t m oles, a 
45-year-old patien t appears very worried 
and tells the physician  that he believes that 
h is rem ain ing m oles should be biopsied 
because they are “probably m elanom as.” 
This patien t is showing evidence o 
(A) illness anxiety disorder
(B) body dysm orphic disorder
(C) conversion  disorder
(D) som atic sym ptom  disorder
(E) generalized anxiety disorder

100. A dog learns to turn  a doorknob with  
its teeth  because th is behavior has been  
rewarded with  a treat. This is an  exam ple o  
the type o  learn ing best described as
(A) operan t condition ing
(B) aversive condition ing
(C) spon taneous recovery
(D) m odeling
(E) stim ulus generalization

101. Each tim e a 35-year-old m an receives 
physical therapy  or a shoulder in jury, his 
pain  lessens. Because o  this im provem ent 
in  pain , the patien t returns  or m ore physical 
therapy sessions. This patien t’s increase in  
physical therapy sessions is an  exam ple o  
which o  the  ollowing?
(A) Im plosion
(B) Stim ulus generalization
(C) System atic desensitization
(D) Flooding
(E) Positive rein  orcem ent
(F) Fixed ratio rein  orcem ent
(G) Negative rein  orcem ent
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102. A 75-year-old wom an  who lives alone 
develops a h igh   ever and is brought to the 
hospital by a neighbor. Although the wom an  
can  state her nam e, she is not orien ted to 
p lace or tim e and m istakes the nursing 
assistan t  or her nephew. This clin ical p icture 
is m ost consisten t with
(A) depression  (pseudodem entia)
(B) Tourette’s disorder
(C) Alzheim er’s disease
(D) delirium
(E) acute stress disorder

103. A 19-year-old  m an  is brough t to the 
hospital by the police. The policem an  
states that when  stopped   or a m in or 
tra  c violation , the m an  cursed an d 
showed b izarre grim acin g an d twitch in g 
m ovem en ts. Th is youn g m an  is showin g 
eviden ce o 
(A) depression  (pseudodem entia)
(B) Tourette’s disorder
(C) Alzheim er’s disease
(D) delirium
(E) acute stress disorder

104. A 63-year-old  em ale patien t, who has 
been  having m em ory problem s  or the past 
year, now cannot iden ti y the m an sitting next 
to her (her husband). Physical exam ination  
is unrem arkable, and there is no history o  
drug or alcohol abuse. The patien t is alert and 
seem s to be paying atten tion  to the physician . 
This patien t is m ost likely to have
(A) depression  (pseudodem entia)
(B) Tourette’s disorder
(C) Alzheim er’s disease
(D) delirium
(E) Substan ce/ m edication  in duced  m ajor 

n eu rocogn itive d isorder

105. A dying patien t tells h is physician , “I 
will go to church every day i  on ly I can  get 
rid  o  th is illness.” This statem en t indicates 
that the patien t is in  which o  the  ollowing 
stages o  dying?
(A) Den ial
(B) Anger
(C) Bargain ing
(D) Depression
(E) Acceptance

106. A m other puts a bitter substance on  her 
9-year-old son’s  ngernails in  order to break 

h is nail-biting habit. This is an  exam ple o  
the type o  learn ing best described as
(A) operan t condition ing
(B) aversive condition ing
(C) spon taneous recovery
(D) m odeling
(E) stim ulus generalization

107. A 29-year-old wom an  com es to the 
physician  with  sym ptom s o  anxiety, which 
have been  presen t  or over 2 years and have 
no obvious precip itating even t. The patien t 
has never previously taken  an  an tianxiety 
agen t. O  the  ollowing psychoactive agen ts, 
the best choice  or th is wom an  is
(A) diazepam  (Valium )
(B) haloperidol (Haldol)
(C) am itrip tylene (Elavil)
(D) buspirone (BuSpar)
(E) lith ium

108. “Head Start,” an  early in terven tion  
enrichm ent program   or disadvan taged 
preschoolers, is aim ed at reducing the 
likelihood o   ailure in  grade school. “Head 
Start” is an  exam ple o 
(A) prim ary preven tion
(B) secondary preven tion
(C) tertiary preven tion
(D) system atic desensitization
(E) behavior m odi ication

109. The basic de ense m echan ism  on  which 
all others are based, and which is used 
to preven t unacceptable em otions  rom  
reaching awareness, is known as
(A) repression
(B) sublim ation
(C) dissociation
(D) regression
(E) in tellectualization

110. In  telling a physician  about her younger 
sister’s death  in  a car acciden t, a 33-year-old 
wom an  tries to speak but keeps breaking 
in to tears. The m ost appropriate statem ent 
 or the physician  to m ake at th is poin t is
(A) “It is sad but everybody loses a loved one 

at som e tim e.”
(B) “Don’t cry, you will  eel better in  a  ew 

m onths.”
(C) “You m ust  eel terrible about her death .”
(D) “She was too young to die.”
(E) “Please take your tim e.”
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111. Th e p aren ts o  a  17-year-old  youn g 
wom an  with  Down’s syn drom e an d  an  
in telligen ce qu otien t (IQ) o  70 b rin g h er 
in   or a  sch ool p h ysical. Th e p h ysical 
exam in ation  is requ ired   or adm ission  to 
a h igh ly recom m en ded  sp ecial education  
co-ed  board in g sch ool. Th e p aren ts are 
worried  abou t sen d in g th eir daugh ter 
to  th e sch ool becau se sh e is sexu ally 
active an d  th ey are a ra id  th at sh e will 
get p regn an t. Alth ou gh  sh e h as been  on  
oral con tracep tives  or th e p ast year, h er 
m other m ust o  ten  rem in d  her to take 
th em . Th e p aren ts ask  or th e p h ysician’s 
advice. The p hysician’s m ost ap p rop riate 
recom m en dation  is to
(A) do a tubal ligation
(B) do an  oophorectom y
(C) enroll her in  a local day school so that 

she can  live at hom e
(D) prescribe a long-acting con traceptive
(E) send her to the boarding school and take 

no  urther action

112. A 6-year-old ch ild  with  an  in telligence 
quotien t (IQ) o  50 is m ost likely to be able to 
do which o  the  ollowing?
(A) Read a sen tence
(B) Iden ti y colors
(C) Copy a triangle
(D) Ride a two-wheeled bicycle
(E) Understand the m oral di  erence 

between  right and wrong

113. A physician  diagnoses gen ital herpes in  
a 16-year-old m ale h igh school studen t. Prior 
to treating h im , the physician  should
(A) noti y h is paren ts
(B) get perm ission   rom  his paren ts
(C) noti y h is sexual partner(s)
(D) recom m end that he tell h is sexual 

partner(s)
(E) noti y the appropriate state agency

114. A 9-m on th-old in  an t is brought to a 
pediatrician  by his m other. The ch ild  can  sit 
unassisted and pull h im sel  up  to stand. He 
babbles and m akes noises when  his m other 
speaks to h im , but he cannot say any words. 
The m other tells the physician  that when  the 
child sees h is babysitter on  Saturday n ights, 
he cries and re uses to go to her. With  respect 
to physical, social, and cogn itive/ verbal 

developm en t, respectively, th is child is best 
described as
(A) typ ical, typ ical, needs evaluation
(B) typ ical, needs evaluation , typical
(C) needs evaluation , typ ical, typical
(D) needs evaluation, needs evaluation, typical
(E) typ ical, typ ical, typical
(F) needs evaluation , needs evaluation , 

needs evaluation
(G) typical, needs evaluation, needs evaluation

115. A typ ical boy can  walk up stairs 1  oot at 
a tim e, but when  told to copy a circle, he just 
scribbles on  paper. At the p layground, he 
o ten  m oves away  rom  his m other to watch  
the other children , but then  com es right 
back to her. With  respect to verbal skills, th is 
child is m ost likely to be able to
(A) speak in  com plete sen tences
(B) use about 900 words
(C) use prepositions
(D) understand about 3,500 words
(E) use about 10 words

116. As a 60-year-old m ale patien t is leaving 
the hospital a ter surgery  or prostate cancer, 
he turns to the physician  and says, “You 
know doctor, I have a gun  in  m y house.” The 
m ost appropriate action   or the physician  to 
take at th is tim e is to
(A) call the patien t’s wi e and tell her to  ind 

the gun  and rem ove it
(B) suggest that the patien t rem ain  in  the 

hospital  or  urther evaluation
(C) give the patien t a p rescrip tion   or an  

an tidepressan t
(D) warn  the patien t about taking m edica-

tions that are dangerous in  overdose
(E) release the patien t  rom  the hospital as 

p lanned

117. A bond trader states that som etim es 
he m akes m oney and som etim es he loses 
m oney. The trader com plains that he is so 
preoccupied with  trading bonds that he 
cannot seem  to stop  ollowing the bond 
m arkets, even  on  weekends when  the 
m arkets are closed. Which o  the  ollowing 
is m ost likely to have in f uenced th is trader’s 
preoccupation  with  trading bonds?
(A) Con tinuous rein  orcem en t
(B) Fixed ratio rein  orcem ent
(C) Fixed in terval rein  orcem en t
(D) Variable ratio rein  orcem ent
(E) Stim ulus generalization
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118. A m other brings her 3-year-old son  to 
the pediatrician   or a well-child checkup. 
The physician  observes that the child  relates 
well to h is m other and is able to speak in  
com plete sen tences. In  speaking to the 
m other, the physician  determ ines that the 
child has a tricycle but cannot pedal it, and 
he does not p lay cooperatively with  other 
children . Select the best descrip tion  o  th is 
child’s developm ent in  language, m otor, and 
social skills, respectively.
(A) Typical, typical, needs evaluation
(B) Typical, needs evaluation , typ ical
(C) Needs evaluation , typical, typ ical
(D) Needs evaluation , needs evaluation , 

typical
(E) Typical, typical, typical
(F) Needs evaluation , needs evaluation , 

needs evaluation
(G) Typical, needs evaluation , needs 

evaluation

119. A 14-year-old boy tells h is physician  
that he is concerned because he m asturbates 
every day. He is doing well in  school and is 
the cap tain  o  the school debating team . The 
physician’s next m ove should be to
(A) noti y h is paren ts
(B) re er h im  to an  adolescen t psychologist
(C) reassure h im  that h is behavior is norm al
(D) tell h im  to becom e m ore involved in  

school sports
(E) m easure h is level o  circulating 

testosterone

120. A 49-year-old sexually active wom an  
tells her physician  that she is experiencing 
hot f ashes and has not m enstruated in  4 
m onths. She asks the physician  when  she 
can  discon tinue the use o  birth  con trol. The 
physician’s m ost correct response is
(A) 6 m on ths a ter the last m en strual 

period
(B) 1 year a ter the last m enstrual period
(C) a ter age 55
(D) im m ediately
(E) when  the hot  lashes subside

121. Whenever a new child is adm itted to  
the pediatrics f oor, an  8-year-old girl, 
who has been  hospitalized  or m ore than  
2 m on ths, calm s the  ear u l child by drawing 
pictures with  h im  or her. This behavior by 

the 8-year-old is an  exam ple o  her use o  
which o  the  ollowing de ense m echan ism s?
(A) Repression
(B) Sublim ation
(C) Dissociation
(D) Regression
(E) In tellectualization

122. O  the  ollowing people, which one is 
likely to use the m ost Medicare services and 
 unds during his or her li etim e?
(A) A rican -Am erican  m ale sm oker
(B) A rican -Am erican   em ale sm oker
(C) A rican -Am erican  m ale nonsm oker
(D) A rican -Am erican   em ale nonsm oker
(E) White m ale sm oker
(F) White  em ale sm oker
(G) White m ale nonsm oker
(H) White  em ale nonsm oker

123. A typical child  uses about 900 individual 
words, can  stack n ine blocks, and does well 
in  a preschool program  each day. This child’s 
age is m ost likely to be
(A) 8 m on ths
(B) 12 m onths
(C) 18 m onths
(D) 36 m onths
(E) 48 m onths

124. O  the  ollowing, the m ost likely reason  
 or a physician  to be sued  or m alpractice is 
that the physician
(A) prescribed a m edication  incorrectly
(B) had poor rapport with  a patien t
(C) did an  unsuccess u l surgical procedure
(D) cancelled an  appoin tm ent with  a patien t
(E) m ade a poor m edical decision

125. A 65-year-old woman signs a document 
that gives her neighbor durable power o  
attorney. Five days later, she has a stroke, enters 
a vegetative state  rom which she will never 
recover, and requires li e support. The most 
appropriate action  or the physician to take at 
this time with respect to li e support is to
(A) get a court order to con tinue li e support
(B) not provide li e support
(C)  ollow the instructions o  the wom an’s 

adult ch ildren
(D) turn  the case over to the eth ics com m it-

tee o  the hospital
(E)  ollow the instructions o  the neighbor
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126. An  elderly Am erican  wom an  is m ost 
likely to spend m ost o  the last 5 years o   
her li e
(A) in  a nursing hom e
(B) with   am ily
(C) on  her own
(D) in  a hospice
(E) in  a hospital

127. The husban d o  an  85-year-old 
patien t with  Alzheim er’s d isease tells the 
physician  that he wan ts to keep  h is wi e 
at hom e but is worried  because she keeps 
wan derin g out the  ron t door o  the house. 
O  the  ollowin g, the m ost app ropriate 
recom m en dation   or the physician  to m ake 
at th is tim e is to
(A) place the patien t in  restrain ts
(B) label all the doors as to their  unction
(C) prescribe diazepam  (Valium )
(D) prescribe donepezil (Aricep t)
(E) p lace the patien t in  a nursing hom e

128. An  8-year-old child with  norm al 
in telligence reads, com m unicates well, and 
gets along well with  the other children  in  
school. However, he o ten  argues with  the 
teacher and gets bad m arks  or h is behavior. 
His paren ts tell the physician  that he o ten  
also seem s angry toward them  and rarely 
 ollows their ru les. The best descrip tion   or 
th is ch ild’s behavior is
(A) typical
(B) atten tion  de icit hyperactivity disorder 

(ADHD)
(C) autism  spectrum  disorder
(D) oppositional de ian t disorder
(E) conduct disorder

129. Wh ich  o  th e  ollowin g agen ts is  
m ost u se u l in  the m an agem en t o  a 
28-year-old  m ale p atien t wh o exp erien ces 
catap lexy, h yp n agogic h allucin ation s, an d 
a very short  rap id  eye m ovem en t (REM) 
la ten cy?
(A) A benzodiazepine
(B) A barbiturate
(C) An  opioid
(D) An  an tipsychotic
(E) An  am phetam ine

130. A wom an  who had a norm al delivery o  
a norm al child  2 days ago tells her physician  
that she  eels sad and cries  or no reason . 
She appears well groom ed and is taking 
congratu latory calls and visits  rom   riends 
and  am ily. Her physician  should
(A) tell her to stop  worrying
(B) have her call h im  daily over the next 2 

weeks to report how she is  eeling
(C) recom m end a consultation  with  a 

psychiatrist
(D) prescribe an  an tidepressan t
(E) prescribe a benzodiazepine

131. Although transplan ts can  save m any 
lives, there are  ewer transp lan ts done than  
are needed. O  the  ollowing, the prim ary 
reason   or th is is that
(A) there are not enough donors
(B) patien ts are usually too ill to withstand 

surgery
(C) transplan ts are too expensive
(D) transplan ts have a h igh chance o  

rejection
(E) the drugs used to preven t rejection  are 

too toxic

132. A 22-year-old m edical studen t has 
a parotid gland abscess and an  excessive 
num ber o  den tal caries. She is o  norm al 
weight  or her height, but seem s distressed 
when the physician  questions her about her 
eating habits. This young wom an  is m ost 
likely to have
(A) bulim ia nervosa
(B) anorexia nervosa
(C) conversion  disorder
(D) avoidan t personality disorder
(E) passive–aggressive personality disorder

133. The adoptive paren ts o  a newborn  ask 
their physician  when  they should tell the 
child that she is adopted. The pediatrician  
correctly suggests that they tell her
(A) when  she questions them  about her 

background
(B) when  she en ters school
(C) as soon  as she can  understand language
(D) at 4 years o  age
(E) i  she develops an  illness that has a 

known genetic basis
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134. An  in tern ist observes that one o  her 
colleagues at the hosp ital, a surgeon , has 
been  getting very in toxicated at social 
gatherings. The nurses, residen ts, and  ellow 
physicians com plain  that the surgeon’s notes 
are always late, illegible, or nonsensical. One 
o  the in tern ist’s patien ts told her that he 
sm elled alcohol on  the breath  o  the surgeon . 
A ter ceasing to re er patien ts to h im , the 
in tern ist’s next best course o  action  is to
(A) suggest to her colleagues that they also 

stop re erring patien ts to the surgeon
(B) do nothing. She has done enough by 

ceasing to re er patien ts to the surgeon
(C) noti y the police
(D) noti y the state im paired physicians’ 

program
(E) talk to the surgeon  and tell h im  about 

her concerns

135. The au topsy o  a 65-year-old m an  who 
was killed when  he walked across the street 
without looking at the tra  c ligh t shows 
degeneration  o  cholinergic neurons in  
the h ippocam pus. In  li e, th is m an  is m ost 
likely to have had which  o  the  ollowing 
disorders?
(A) Bipolar disorder
(B) Major depressive disorder
(C) Alzheim er’s disease
(D) Generalized anxiety disorder
(E) Schizophren ia

136. A wom an , who gave birth  to a healthy 
child 3 weeks ago, tells her doctor that 
since the birth , she has  elt em otional and 
 righ tened and has had repeated thoughts 
that the baby would be better o   without 
her as its m other. The patien t is poorly 
groom ed, but the m edical exam ination  is 
unrem arkable. The best explanation   or th is 
wom an’s  eelings is
(A) typical postpartum  reaction
(B) adjustm en t disorder with  depressed 

m ood
(C) m ajor depressive disorder
(D) adjustm en t disorder with  conduct 

disturbance
(E) generalized anxiety disorder

137. A 27-year-old  wom an  wh o sh ows 
eviden ce o  m ajor dep ressive d isorder 

rep orts th at du rin g th e n igh t, sh e o ten  
wakes u p, goes in to th e kitch en , an d 
eats large am ou n ts o   ch ocolate can dy 
or m u ltip le bags o  ch ip s. A ter b in gin g 
on  th ese treats, sh e p u ts h er  in gers 
down  h er th roat to  in du ce vom itin g. 
Her body weigh t is n orm al, an d  p h ysica l 
exam in ation  is u n rem arkab le. O  th e 
 ollowin g an tidep ressan ts, wh ich  wou ld 
be th e best in it ia l ch oice  or trea tin g th is 
p atien t?
(A) Fluoxetine
(B) Sertraline
(C) Bupropion
(D) Phenelzine
(E) Clom ipram ine

138. A 2-year-old girl who has reached all 
o  her developm en tal m ilestones at the 
typical ages cannot seem  to pay atten tion  to 
a task  or m ore than  15 m inutes at a tim e in  
nursery school. She o ten  gets out o  her seat 
to walk around the room  or to p lay on  the 
f oor. The girl p lays with  the other ch ildren  
but re uses to share her toys with  them . 
Physical exam ination  is unrem arkable. The 
best explanation   or th is child’s behavior is
(A) age-typ ical behavior
(B) atten tion  de icit hyperactivity disorder 

(ADHD)
(C) autism  spectrum  disorder (ASD)
(D) oppositional de ian t disorder
(E) Rett’s disorder

139. Paren ts o  a typical 8-m onth-old girl ask 
their pediatrician  what skills they can  expect 
that their daughter will develop over the next 
2 m on ths. The physician’s best response is
(A) speaking in  two-word sen tences
(B) crawling on  hands and knees
(C) sitting unassisted
(D) clim bing stairs
(E) walking unassisted

140. The Federal EMTALA act is m ost closely 
associated with  which  o  the  ollowing?
(A) Con trol o  em ergen t pathogens
(B) Reporting o  im paired m edical personnel
(E) Reporting o  con tagious illnesses
(D) Treatm en t o  patien ts in  hosp ital em er-

gency room s
(E) Con  iden tiality o  m edical in  orm ation
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141. A com peten t 30-year-old patien t who is 
20 weeks pregnan t com es in   or a scheduled 
prenatal exam . The physician  observes that 
the patien t shows bru ising on  the abdom en  
and back. The patien t’s h istory reveals that 
she lost her last pregnancy at 21 weeks a ter 
her boy riend “got rough” with  her. The m ost 
appropriate action   or the doctor to take at 
th is tim e is to do which  o  the  ollowing?
(A) Con tact law en  orcem ent
(B) Ask her to bring her boy riend in  so that 

you can  talk with  h im
(C) State “I am  concerned about your health  

and your baby”
(D) State “I th ink the loss o  your previous 

baby was due to your boy riend’s abusive 
behavior”

(E) Con tact the state ch ild  protective agency

142. A 28-year-old wom an  with  a  am ily 
h istory o  lupus visits the physician . Her 
sym ptom s include weakness and m uscle 
aches. A ter physical exam ination  and 
negative test results, the doctor tells the 
patien t that she does not have lupus and in  
 act shows no signs o  rheum atologic illness. 
That a ternoon , the patien t calls another 
rheum atologist to m ake an  appoin tm ent to 
be evaluated  or lupus. The best explanation  
 or th is clin ical p icture is
(A) conversion  disorder
(B) illness anxiety disorder
(C) post-traum atic stress disorder
(D) m alingering
(E)  actitious disorder

143. Which o  the  ollowing 
neurotransm itters is m ost likely to be 
m etabolized to MHPG (3-m ethoxy-4-
hydroxyphenylglycol)?
(A) Seroton in
(B) Norepinephrine
(C) Dopam ine
(D) γ-Am inobutyric acid (GABA)
(E) Acetylcholine (Ach)
(F) Glutam ate

144. A 76-year-old m an  whose wi e died 1 
m onth  ago tells h is physician  that since her 
death, he som etim es  eels that he “does not 
wan t to go on .” The patien t den ies suicidal 
p lans and shows no evidence o  psychotic 
th inking. He also reports that he sleeps 
well m ost n igh ts and that h is appetite is 
essen tially norm al. Physical exam ination  
and laboratory testing are un rem arkable. 

O  the  ollowing, the m ost appropriate 
descrip tion  o  the patien t’s behavior at th is 
tim e is
(A) adjustm en t disorder with  depression
(B) adjustm en t disorder with  anxiety
(C) m ajor depressive disorder
(D) norm al bereavem en t
(E) persisten t depressive disorder

145. Paren ts bring their 12-year-old daughter 
to the doctor. They are worried because the 
girl re uses to eat break ast or lunch and has 
been  losing weight over the past 3 m onths. 
The girl is 65 inches tall and weighs 110 
pounds. Physical exam ination  reveals that 
the girl is in  Tanner stage 3 and both  th is 
exam ination  and laboratory test results are 
unrem arkable. The next step  in  m anagem ent 
is  or the physician  to
(A) speak to the paren ts alone
(B) speak to the girl alone
(C) speak to the girl and the paren ts together
(D) recom m end a consultation  with  a spe-

cialist in  adolescen t eating disorders
(E) reassure the paren ts that the girl’s behav-

ior is norm al

146. A 45-year-old m an  is adm itted to the 
ICU  or traum a-related in juries sustained 
in  a car acciden t. Thirty-six hours a ter 
adm ission , he becom es agitated. He 
is pulling at h is IV access lines and is 
disorien ted to p lace and tim e. His blood 
pressure is 190/ 110 m m  Hg, and h is pu lse is 
114/ m in . A reliable h istory  rom  the patien t’s 
son  reveals that the patien t is dependen t on  
alcohol. Which o  the  ollowing is the m ost 
appropriate next step  in  m anagem en t?
(A) Give haloperidol
(B) Give lith ium
(C) Give lorazepam
(D) Give propranolol
(E) Re er to Alcoholics Anonym ous

147. A 59-year-old wom an  tells her physician  
that she has been  taking estrogen  and 
progesterone replacem ent therapy since 
she stopped m enstruating 5 years ago. 
Com pared with  wom en  o  her age who have 
not taken  horm one replacem ent therapy, th is 
patien t is likely to be at decreased risk  or
(A) breast cancer
(B) uterine cancer
(C) cardiovascular disease
(D) osteoporosis
(E) depression
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148. A 21-year-old studen t reports that 
he becom es very anxious when  he m ust 
use a public restroom  but otherwise does 
not report episodes o  anxiety. Because he 
becom es so uncom  ortable about using 
public restroom s, he re uses when  his 
classm ates ask h im  to join  them  when  they 
go out. O  the  ollowing pharm acologic 
agen ts which  is best  or the long-term  
m anagem en t o  th is studen t’s sym ptom s is
(A) im ipram ine (To ran il)
(B) chlordiazepoxide (Librium )
(C) clom ipram ine (Ana ran il)
(D) ven la axine (E  exor)
(E) clonazepam  (Klonopin )

149. A 17-year-old college studen t com es to 
the physician  com plain ing o   acial swelling 
and pain . The studen t has a BMI o  16, and 
physical exam ination  reveals a parotid gland 
abscess. The patien t notes that she on ly eats 
healthy “diet”  oods and then  tells the doctor 
that som etim es she  eels like her eating is 
“out o  con trol.” This clin ical p icture m ost 
closely suggests
(A) anorexia nervosa
(B) binge-eating disorder
(C) bulim ia nervosa
(D) illness anxiety disorder
(E) acute stress disorder

150. Paren ts o  a 45-year-old, m ildly 
in tellectually disabled patien t tell the doctor 
that the patien t has recen tly started to 
experience m em ory loss. The doctor notes 
that the patien t has odd  acial  eatures. 
The genetic abnorm ality responsible  or 
th is clin ical p icture is m ost likely to be on  
chrom osom e
(A) 1
(B) 14
(C) 19
(D) 21
(E) 22

151. Since being started on  a new 
an tipsychotic m edication , a 25-year-old 
 em ale patien t has begun  to experience 
abnorm al m otor m ovem ents. She also 
reports that she has started to have a 

discharge  rom  the n ipples. Which o  the 
 ollowing agen ts is m ost likely to be the new 
m edication?
(A) Aripiprazole (Abili y)
(B) Olanzapine (Zyprexa)
(C) Ziprasidone (Geodon)
(D) Iloperidone (Fanapt)
(E) Risperidone (Risperdal)

152. A 43-year-old wom an  reports that since 
being put on  an  an tidepressan t, she has 
started to have di  culty having an  orgasm . 
The m edication  that th is patien t is m ost 
likely to be taking is
(A) sertraline
(B) vilazodone
(C) m irtazapine
(D) duloxetine
(E) bupropion
(F) ven la axine

153. A 36-year-old patien t tells the physician  
that she is having di  cult  alling asleep. 
While the physical exam ination  is essen tially 
unrem arkable, it reveals that the patien t 
is about 8 weeks pregnan t. I  the doctor 
decides to prescribe som eth ing to help  the 
patien t  all asleep, which o  the  ollowing 
agen ts should be avoided?
(A) Tem azepam
(B) Buspirone
(C) Zolp idem
(D) Bupropion
(E) Zalep lon

154. Five h ours a  ter b irth , a  m ale in  an t 
begin s to sh ow excessive salivation  an d 
lacrim ation . Th e doctor n otes th at th e 
ch ild , who h as a rap id  heart  rate an d 
ap p ears restless an d  agita ted , is sweatin g, 
althou gh  th e room  is cool. Prior to 
delivery, th e m oth er o  th is in  an t is m ost 
likely to  h ave u sed  wh ich  o  th e  ollowin g 
substan ces?
(A) PCP
(B) Cocaine
(C) Marijuana
(D) Alcohol
(E) Heroin
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155. A 70-year old m an , who, over the past 
year, has developed m em ory loss, spatial 
im pairm en t, and language di  culties, 
has recen tly started to show a  ne trem or 
and gait disturbances. The patien t tells the 
doctor that he is also disturbed by vivid 
visual hallucinations. The patien t’s wi e 
reports that at n ight, the patien t is very 
restless during sleep  and o ten  h its and 
punches her. Two days a ter being started 
on  risperidone to con trol the hallucinations, 
the patien t begins to show severe m uscular 
rigidity. Aside  rom  these sym ptom s, 
physical  ndings and laboratory studies are 
un rem arkable. This clin ical p icture is m ost 
consisten t with
(A) delirium
(B) Huntington’s disease
(C) neurocogn itive disorder with  Lewy 

bodies
(D) Alzheim er’s disease
(E) acquired im m unode iciency syndrom e

156. A 34-year-old   em ale police o  cer 
com es to the physician   or a  yearly 
physical. The o  cer tells the doctor that 
she sm okes on e-hal  package o  cigarettes 
a day, eats ham burger an d  steak at least 
twice a week, an d  drin ks on e glass o  red 
win e daily with  d in n er. She also n otes that 
wh ile she wears a seat belt in  the patrol car, 
she rarely wears a seat belt in  her own  car. 
The m ost im portan t recom m en dation  the 
doctor can  m ake to m odi y th is patien t’s 
lon g-term  m ortality risk is to recom m en d 
that she
(A) stop sm oking
(B) start using a seat belt regularly
(C) reduce red m eat in  her diet
(D) get a di  eren t job
(E) stop drinking alcohol

157. A physician  working at a large state 
college sees a 19-year-old studen t in  the 
studen t health  service. The studen t, who 
started college 1 m onth  ago, tells the doctor 
that since school started she has been  calling 
hom e every n ight. She also notes that she 
starts crying as soon  as her m other answers 
the phone. She says that while she still 
en joys going out occasionally with   riends, 
she m isses her  am ily so m uch that she has 
not been  going to class and is in  danger 
o   ailing her m idterm  exam s. There is no 
previous h istory o  em otional p roblem s, and 
the studen t den ies having suicidal  eelings. 
Physical exam ination  is unrem arkable. 

The m ost likely explanation   or th is clin ical 
p icture is
(A) m ajor depressive disorder
(B) adjustm en t disorder
(C) generalized anxiety disorder
(D) typ ical “hom esickness”
(E) acute stress disorder

158. A 48-year-old m an  who has been  
em ployed by a com pany  or the past 2 years 
believes that, although they deny it, h is 
 ellow em ployees are conspiring to get h im  
 red. He believes that they have wires on  
his phone and that they  ollow him  hom e. 
He  requen tly checks h is hom e  or cam eras 
that he believes h is  ellow em ployees have 
hidden  there and in sists that h is wi e also 
check when  he is at work. He den ies having 
auditory hallucinations and, aside  rom  
the conspiracy idea, has no evidence o  a 
thought disorder. Which o  the  ollowing is 
the m ost appropriate diagnosis  or th is m an?
(A) Schizophren ia
(B) Bipolar disorder
(C) Delusional disorder
(D) Paranoid personality disorder
(E) Schizoid personality disorder

159. A 55-year-old wom an presents in  
the em ergency room  with  orthostatic 
hypotension  and prolonged QT in terval. The 
patien t tells the physician  that the previous 
weeks he began  taking “m edicine to m ake m e 
happier.” Which o  the  ollowing m edications 
is th is patien t m ost likely to be taking?
(A) Bupropion
(B) Fluoxetine
(C) Lorazepam
(D) Sertraline
(E) Am itrip tyline

160. A 50-year-old  who has just gone 
through m enopause tells her physician  that 
and she and her husband have rarely been  
“in tim ate” in  the past year. The physician’s 
m ost appropriate response to the patien t is
(A) “Tell m e about your relationship  with  

your husband.”
(B) “Sexual problem s are norm al a ter 

m enopause.”
(C) “Sexual problem s are com m on  a ter 

m enopause.”
(D) “A sex therap ist can  be help  u l with  these 

issues.”
(E) “Are the sexual problem s a  ecting other 

aspects o  your relationship  with  your 
husband?”
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161. Just prior to a serious operation , a 
75-year-old patien t asks the physician  not 
to put h im  on  li e support i  he requires it 
during or a ter the surgery. The physician  
agrees to  ollow the patien t’s wishes and 
docum ents the conversation  in  the patien t’s 
chart. A ter the surgery, the patien t requires 
li e support. The patien t’s son  produces a 
written  will by the patien t dra ted 2 years 
previously stating, “Do whatever you can  to 
keep m e alive.” What should the physician  
do at th is tim e?
(A) Have the hospital chaplain  counsel the 

son
(B) Put the patien t on  li e support as the will 

states
(C) Do not put the patien t on  li e support
(D) Con tact the hospital eth ics com m ittee
(E) Get a court order to put the patien t on  

li e support

162. A 78-year-old  wom an  whose husband 
died  2 m on ths ago tells her physician  that 
som etim es she  eels that she should  have 
died  in stead o  h im . The patien t den ies 
su icidal though ts or p lans. She also reports 
that she has gon e back to p layin g bridge 
with  her  riends and m aking dinn er  or 
her  am ily. O  the  ollowin g, the m ost 
appropriate descrip tion  o  the patien t’s 
behavior at th is tim e is
(A) adjustm en t disorder with  depression
(B) adjustm en t disorder with  anxiety
(C) m ajor depressive disorder
(D) norm al bereavem en t
(E) persisten t depressive disorder

163. A 29-year-old  wom an  who has been  
brough t to the em ergen cy room  by a  rien d 
tells the physician  that she has n ot slep t 
in  3 days. She says she is stayin g awake 
because Jesus an d  Allah  asked  her to do a 
p roject to brin g physics an d  scien ce in to 
on e en tity. Her h istory reveals that she had 
an  ep isode o  dep ression  at the age o  19 
bu t, un til last week, showed n o other m ood 
ep isodes or abn orm al behavior. The m ost 
app rop riate d iagn osis  or th is patien t at th is 
tim e is
(A) m ajor depressive disorder
(B) bipolar I disorder
(C) bipolar II disorder
(D) brie  psychotic disorder
(E) sch izophren ia

164. A 6-year-old ch ild  shows cogn itive 
de cits, and behavior suggestive o  au tism . 
The child also shows  abnorm al breath ing 
and hand-wringing behavior. Which  o  the 
 ollowing chrom osom es is m ost likely to 
be involved in  the etiology o  th is ch ild’s 
sym ptom s?
(A) 4
(B) 11
(C) 12
(D) 21
(E) X

165. The paren ts o  a 10-year-old boy report 
that he o ten   ghts with  h is brother and 
sister and has tried to strangle the  am ily 
cat. His teachers report that he shows 
problem atic behavior at school and was 
recen tly  ound setting a  re in  the coat 
closet. The m ost likely cause o  th is p icture is
(A) oppositional de ian t disorder
(B) atten tion-de icit/ hyperactivity disorder
(C) problem s with  h is paren ts
(D) conduct disorder
(E) adjustm en t disorder

166. An  obese 14-year-old boy is brought to 
the doctor by h is m other and his 18-year-
old brother. The m other, who cooks all o  
the  am ily’s m eals, would like in  orm ation  
on  how best to prepare  ood  or the boy. His 
brother, who exercises regularly and is o  
norm al body weight, wan ts to coach the boy 
on  physical  tness. Most appropriately, the 
doctor should  rst talk to
(A) the patien t alone
(B) the m other alone
(C) the m other and patien t together
(D) the patien t, m other, and brother 

together
(E) the brother and patien t together

167. An  18-year-old m ale patien t who has 
a m ental age o  2 years is en rolled in  a day 
care program  with  other teens who have 
disabilities. The m ost likely reason  that th is 
patien t would not h it the other patien ts in  
the day care cen ter is that he would
(A)  eel badly a terward
(B) invoke anger in  the teacher
(C) not wan t to hurt them
(D) be a raid  that they would not like h im
(E) not wan t them  to h it h im  back
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168. A 28-year-old wom an  is  red  rom  
her o  ce job. As she leaves the o  ce a ter 
getting the news, the wom an  slips and  alls. 
The em ergency m edical squad is called 
when the wom an  reports that she cannot 
walk. In  the em ergency room , m edical, 
orthopedic and neurological evaluations 
are essen tially norm al although the wom an  
reports that she cannot  eel p in  pricks below 
the waist and deep tendon  ref exes are 

h igh at 4+. The nurse notes that the wom an  
has requested a bed pan  and has urinated 
norm ally. The m ost likely diagnosis  or th is 
wom an  at th is tim e is
(A) hern iation  o  a sp inal disc
(B) hem isection  o  the spinal cord
(C) a som atic sym ptom  disorder
(D)  actitious disorder
(E) adjustm en t disorder
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Answers and Explanations

1. The answer is D. Increased T4, decreased TSH, rapid heart rate, trem ulousness, and anxiety 
are associated with  hyperthyroidism . I  th is clin ical p icture results  rom  purpose u lly 
taking excessive am ounts o  exogenous thyroid horm one (to lose weight in  th is case), the 
condition  is known as  actitious hyperthyroidism  (see Chapter 13). Hashim oto thyroiditis 
is characterized by excessive thyroid horm one caused by overactivity o  the thyroid gland. 
Graves disease is diagnosed when  there are lower than  norm al levels o  thyroid horm one in  
blood. In  som atic sym ptom  disorder, a person  has physical sym ptom s, but, in  con trast to 
the patien t in  this case, there is no m edical explanation . Hyperparathyroidism  sym ptom s 
include  atigue, depression , and gastroin testinal sym ptom s, not the clin ical p icture seen  in  
th is patien t and not related to taking excessive thyroid horm one. 

2. The answer is C. This wom an  is in  the stage o  change known as preparation . In  th is stage, 
the patien t m akes sm all im provem ents in  the undesirable behavior (alcohol drinking in  
th is case). In  the precon tem plation  stage, the person  does not recogn ize or is in  den ial 
about the need to change the behavior. In  the con tem plation  stage, the patien t is th inking 
about it but is am bivalen t about m aking the needed change. In  the action  stage, the 
patien t m akes the needed change in  behavior, and in  the m ain tenance stage, the patien t 
con tinues the changed behavior. In  the relapse stage, the patien t  eels guilt, anger, and 
disappoin tm en t at reengaging in  the unwan ted behavior.

3. The answer is A. The doctor should recomm end that the mother say “I have a severe illness and 
you can ask any questions you want.” Crying at the potential loss o  a loved one is normal, and 
telling the child not to cry is not help ul; telling him that she will be  ine or telling him  nothing 
is not honest. A technical explanation such as “I have leukem ia, a disease o  white blood cells 
that m ultiply in  a disordered manner” is too technical an explanation  or such a young child.

4. The answer is D. Blockade o  m uscarin ic receptors is associated with  blurred vision , 
constipation , urinary reten tion , and dry m outh .

5. The answer is D. The patien t’s sym ptom s a ter a week o  treatm en t with  haloperidol, 
that is,  ever, tachycardia, trem or, and rigidity, indicate that the patien t has neuroleptic 
m alignan t syndrom e, a li e-threaten ing side e  ect o  an tipsychotic m edication .

6. The answer is A. The doctor should be m ost concerned about suicidal planning in  this 
patient. Having a plan  and a m eans to com m it suicide are o  m ore im m ediate danger than  
thinking about suicide (suicidal ideation). Weight loss, di  iculty sleeping, and lack o  energy 
are also seen  in  depression  but are not as closely associated with danger as suicidal planning.

7. The answer is D. This m other is showing obsessive–com pulsive behavior (characterized 
by the de ense m echan ism  o  “undoing”) to deal with  her excessive anxiety about her 
daughter’s sa ety because o  her own  rape as a teenager. Using undoing, th is m other seeks 
to reverse or “undo” the danger to her daughter by overprotecting her. The excessive 
clean ing behavior also shows her obsessive–com pulsive behavior; som ehow, clean ing can  
“undo” or reverse her own  rape as a teenager.

8. The answer is B. On  the dim ensions o  severity scale  or schizophren ia ( rom  0–20), th is 
patien t will have a score closest to 4. He would score 0 (not presen t)  or delusions, 3  or 
hallucinations (hearing the voice o  a nonexisten t person), 0  or disorgan ized speech (clear 
speech), 0  or abnorm al psychom otor behavior, and 1  or negative sym ptom s (appropriate 
but blun ted  acial expression ).

9. The answer is A. The conception  o  death  in  a 7-year-old child  is that others can  die but 
that he cannot die. It is not un til about age 9 that children  begin  to understand that they 
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can  also die. Children  under age 6 expect that death  is tem porary and that people who die 
com e back to li e.

10. The answer is F. The m ost likely cause o  the exacerbation  o  th is patien t’s acne is wearing 
a helm et. Because the exacerbation  is on ly on  the  orehead, other choices such  as allergy 
to the  am ily pet (the chinchilla) or to m aterials used in  road construction  are un likely. 
Her  orehead is likely to be covered by the helm et m aking excessive sun  exposure un likely. 
Chocolate consum ption  or vegetarian  diet is not associated with  exacerbation  o  acne.

11. The answer is B. A case–con trol design  is best  or the study o  rare diseases because it 
starts with  iden ti ied cases o  the disease and com pares their exposure to a risk  actor with  
that o  people who do not have the disease (the con trol group). A case report or m ultip le 
case reports would involve people with  the disease but would not include a con trol group. 
Because a cohort design  involves a group o  healthy people who are  ollowed over tim e, it 
could take m any years and m any subjects be ore enough people develop the rare disease 
to obtain  m ean ing ul data. A clin ical treatm en t trial could be use u l in  determ in ing treat-
m en t choices  or m anaging the disease (i  any) but would not be help  u l in  determ in ing 
risk  actors or prognostic indicators  or the disease.

12. The answer is B. In  a norm al distribution , the percentage o  people that have systolic blood 
pressure that is m ore than  2 standard deviations above the m ean is approxim ately 2.5%.

13. The answer is D. This wom an is now at the highest risk  or osteoporosis, a sequela o  anorexia 
nervosa. Derm atitis and osteoarthritis are not associated with a history o  anorexia nervosa. In  
biliary atresia, ducts to transport bile  rom the liver to the duodenum   ail to develop in  a  etus. 
Am enorrhea usually resolves when a patient with anorexia nervosa recovers  rom the illness.

14. The answer is C. Mem antine (Nam enda), an  N-m ethyl-d -aspartate (NMDA) receptor an tago-
nist, is approved to slow deterioration  in  patien ts with m oderate-to-severe Alzheim er’s 
disease. While also used to treat Alzheim er’s disease, tacrine (Cognex), donepezil (Aricept), 
rivastigm ine (Exelon), and galan tam ine (Rem inyl) are all acetylcholinesterase inhibitors.

15. The answer is C. O  the listed agen ts, the m ost appropriate one to treat sleep  apnea in  th is 
patien t is m edroxyprogesterone acetate (Provera). Progesterone raises resting ven tilation  
in  patien ts with  decreased respiratory drive, and overweight postm enopausal wom en  with  
sleep  apnea such as th is patien t can  bene it. While they m ay be used to treat sleep apnea in  
som e patien ts, tricyclic an tidepressan ts as well as SSRIs (e.g.,  luoxetine), are less e  ective 
 or patien ts such as th is than  horm one treatm en t. Benzodiazepines such as diazepam  and 
alprazolam  can  prom ote sleep  but are not use u l in  sleep apnea.

16. The answer is A. The physician’s next step  is to ask the patien t about h is relationship  with  
h is caretakers. Elder abuse is a real possibility in  th is case, particularly since the patien t 
seem s to be avoiding eye con tact. Assessing the patien t  or a cogn itive disorder or order-
ing m easures to protect the patien t (i  necessary) can  wait un til the patien t is questioned 
about h is caretakers.

17. The answer is B. Use o  cocaine is m ost likely to have caused the seizure in  th is patien t. 
Withdrawal  rom  benzodiazepines such as alprazolam  also can  cause seizures, but th is 
patien t had alprazolam  in  her system  and so is un likely to be in  withdrawal. Marijuana use 
m arijuana withdrawal, and cocaine withdrawal are not associated with  seizures.

18. The answer is E. As ch ildren  with  chron ic illnesses such as asthm a reach their teen  years, 
they are less likely to adhere to treatm ent that sets them  apart  rom  other teens. The m ost 
e  ective way to increase adherence in  such teenagers is to encourage in teraction  with  
other teens who have the sam e condition . Frighten ing the boy or recom m ending coun-
seling or going to the school nurse will not be e  ective in  increasing h is adherence. Oral 
m edication   or asthm a m ay not be m edically appropriate  or th is patien t.

19. The answer is A. The type o  drug m ost likely to have caused th is problem  is an  an tidepres-
san t agen t, nam ely, a m onoam ine oxidase inhibitor. These agen ts block the breakdown  
o  tyram ine (a pressor) in  the gastroin testinal tract as well as in  the brain , resu lting in  
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elevated blood pressure, occip ital headache, and other serious sym ptom s  ollowing inges-
tion  o  tyram ine-rich   oods (e.g., aged cheese and red wine).

20. The answer is B. Being divorced and being m ale are risk  actors  or su icide.

21. The answer is E. Because their cause is com pletely physiological, hot  lashes or  lushes are 
the sym ptom  o  m enopause m ost likely to be seen  in  50-year-old wom en  in  all cu ltures. 
The “em pty nest” syndrom e, depression , anxiety, and insom nia are m ore closely associated 
with  societal  actors and so are m ore likely to di  er across cultures.

22. The answer is E. Patien ts and physicians com m only pre er selective seroton in  reuptake 
inh ibitors (SSRIs) to tricyclic an tidepressan ts because SSRIs have  ewer side e  ects and 
thus are m ore likely to be well-tolerated. Both  groups o  an tidepressan ts have sim ilar 
action  on  m ood and sleep. All take 3–4 weeks to work and neither group is e  ective  or low-
ering blood pressure.

23. The answer is F. This treatm en t techn ique in  which a phobic patien t is taught relaxation  
techn iques and is then  exposed to increased “doses” o  the  eared object is best described 
as system atic desensitization .

24. The answer is B. Because it is likely to cause the least exertion   or the patien t, the phy-
sician’s best recom m endation  is  ace to  ace,  em ale superior (wom an  on  the top). To 
enhance the patien t’s recovery, the couple should be encouraged to return  to their norm al 
activities (including sex) as soon  as it is sa e to do so. Avoiding sexual activity  or a pro-
longed period o  tim e can  delay the patien t’s recovery.

25. The answer is C. Poor physical care, bruises, and abrasions in  this dem ented elderly patient 
indicate that he has been neglected and abused. Even though he denies that anyone has 
harm ed him , the most likely abuser is his daughter. There ore, the m ost appropriate action  or 
the physician to take a ter treating this patient is to contact the appropriate state social service 
agency. As in  cases o  child abuse, speaking to the likely abuser about the physician’s concerns 
is not necessary. The physician also cannot send the patient home with the likely abuser or 
with another relative. The social service agency will deal with the patient’s ultimate placement. 
I  necessary, a neurologic evaluation can be done at a later date (and see Question 16).

26. The answer is A. Hispan ic Am ericans have longer li e expectancies than  A rican  
Am ericans, White Am ericans, or Native Am ericans.

27. The answer is B. While som e Am ericans m ay understand that it is therapeutic to discuss 
your in ternal em otional problem s with  others or that unconscious con  licts can  be m an i-
 ested as physical illness, a sign i ican t num ber o  Am ericans believe that m en tal illness is a 
sign  o  personal weakness or  ailure. Many also believe that m en tally ill people have poor 
sel -con trol. For these and other reasons, m any m en tally ill people do not seek help.

28. The answer is C. In  persons with  delusional disorder, delusions (in  the persecutory type, 
the belie  that one’s neighbors are en tering one’s hom e at n igh t) are presen t without 
abnorm al thought processes. Absence o  m ood sym ptom s m akes the diagnosis o  bipolar 
disorder and schizoa  ective disorder un likely. Social withdrawal, but no  rank delusions, 
characterizes schizoid personality disorder (see also answers to Question  29).

29. The answer is C. Th is wom an  who believes that she is p regn an t with  the ch ild  o  a celeb-
rity p robably also has delusion al d isorder, in  th is case the erotom an ic type (an d see 
Question  28).

30. The answer is A. Pregnancy and childbirth  are m ore likely to cause death  in  th is 40-year-
old wom an  than  any con traceptive techn ique.

31. The answer is C. The colleague’s best response is “Reassure patien ts that the skin  condi-
tion  you  have is not con tagious.” It is better to  ace the problem  than  to act like nothing is 
wrong or to put patien ts o   by telling them  it is not their problem . The physician  should be 
encouraged to see patien ts and deal with  the problem  open ly rather than  to avoid ques-
tions by wearing long-sleeved sh irts or ignoring the issue.
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32. The answer is B. The usual standards o  doctor–patien t con  identiality apply to the recently 
bereaved wom an who has not expressed a plan  and is curren tly not at high risk to kill 
hersel . In  contrast, the depressed wom an  who tells her physician  that she has saved up 50 
barbiturate tablets (has a suicidal plan) and wan ts to die is at high risk to kill hersel . Other 
exceptions to con  iden tiality include patien ts who com m it child abuse, put their sexual 
partners at risk  or HIV in  ection , or indicate that they plan  to harm  som eone.

33. The answer is C. The m ost appropriate action   or Doctor A to take is to report Doctor B 
to h is superior at the hospital. Reporting o  a lapse by a colleague is required eth ically 
because patien ts m ust be protected. Talking to Doctor B about h is lapse again , warn ing 
him , reporting to the police, or recom m ending a trans er is not likely to accom plish  the 
im m ediate goal o  protecting patien ts.

34. The answer is G. The Folstein  Mini–Mental State Exam ination  is used to  ollow im prove-
m ent or deterioration  in  patien ts with suspected neurologic dys unction. Positron em is-
sion  tom ography (PET) localizes physiologically active brain  areas by m easuring glucose 
m etabolism . Com puted tom ography (CT) identi ies organically based brain  changes, such as 
enlarged ventricles. The them atic apperception  test (TAT) utilizes drawings depicting am big-
uous social situations to evaluate unconscious con licts. The sodium  am obarbital (Am ytal) 
in terview is used to determ ine whether psychological  actors are responsible  or behavioral 
sym ptom s. The electroencephalogram  (EEG), which m easures electrical activity in  the cor-
tex, is use ul in  diagnosing epilepsy and in  di  erentiating delirium   rom  dem entia. The Wide 
Range Achievem ent Test (WRAT) is used clin ically to evaluate reading, arithm etic, and other 
school-related skills in  patients. The Glasgow Com a Scale quanti ies level o  consciousness 
on  a scale o  3 to 15.

35. The answer is D. The thematic apperception test (TAT) utilizes drawings depicting am biguous 
social situations to evaluate unconscious con licts in  patients (see answer to Question 34).

36. The answer is B. Typically, in  an ts begin  to roll over  rom  back to belly and belly to back at 
about 5 m onths o  age.

37. The answer is B. Legal in toxication  is de ined by blood alcohol concen trations o  0.05%–
0.15%, depending on  individual state law.

38. The answer is G. Protrip tyline is less sedating than  doxepin , nortrip tyline, am itrip tyline, 
and im ipram ine and thus is the m ost appropriate heterocyclic an tidepressan t  or som eone 
who m ust stay alert on  the job. While  luoxetine is also un likely to be sedating, it is a selec-
tive seroton in  reuptake inhibitor (SSRI), not a heterocyclic agen t. Selegiline and tranylcy-
prom ine are m onoam ine oxidase inh ibitors.

39. The answer is F. This elderly wom an who reports that she has di  iculty sleeping through the 
night because o  muscular contractions in her legs is showing evidence o  nocturnal myoclonus.

40. The answer is E. In tellectualization , using the m ind’s h igher  unctions to avoid experienc-
ing anxiety associated with  the likelihood o  crashing, is the de ense m echan ism  being 
used by th is p ilot.

41. The answer is D. Typically, children begin to walk unassisted between 12 and 15 months o  age.

42. The answer is B. The treatm en t techn ique described here is bio eedback. In  th is treatm en t, 
the patien t is given  ongoing physiologic in  orm ation  about the tension  in  the  ron talis 
m uscle and learns to use m en tal techn iques to con trol th is tension .

43. The answer is D. This patien t who has a  u ll n ight’s sleep but does not  eel  u lly awake un til 
hours a ter he  irst wakes up is showing evidence o  a sleep  disorder known as sleep  drunk-
enness. This condition  is rare, and the diagnosis can  on ly be m ade in  the absence o  other 
m ore com m on  problem s during sleep (e.g., sleep apnea) or substance use.

44. The answer is C. Tachycardia (increased heart rate) is seen  with  the use o  all o  the stim u-
lan t drugs, including ca  eine. Stim ulan t drugs also tend to increase energy, blood pres-
sure, and gastric acid secretion  and im prove m ood.
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45. The answer is A. The social sm ile com m only  irst appears at about 2 m on ths o  age in  typi-
cal in  an ts.

46. The answer is F. The Wide Range Achievem en t Test (WRAT) is clin ically used to evaluate 
reading, arithm etic, and other school-related skills in  patien ts (see also Answer 34).

47. The answer is C. Slow waves are characteristic o  delta sleep  (stages 3 and 4).

48. The answer is A. In  an ts can  visually track a hum an   ace and objects starting at birth .

49. The answer is E. Like the p ilot in  Question  40, th is physician , who has been  given  a diag-
nosis o  term inal pancreatic cancer, is using the de ense m echan ism  o  in tellectualization  
(i.e., he is using h is in tellect and knowledge to avoid experiencing the  righten ing em otions 
associated with  h is illness) (and see Question  40).

50. The answer is A. By acting out, the teenager’s unacceptable anxious and depressed  eelings 
are expressed in  actions (stealing a car).

51. The answer is C. By using den ial, th is wom an  re uses to believe what to her is the in toler-
able  act that she has breast cancer.

52. The answer is F. This patien t is using the de ense m echan ism  o  reaction   orm ation , which  
involves adopting behavior (i.e., com plim en ting the physician ) that is the opposite o  the 
way she really  eels (i.e., anger toward the physician ).

53. The answer is G. This wom an  is showing evidence o  the avoidan t personality disorder. 
Because she is overly sensitive to rejection , she has becom e socially withdrawn . In  con trast 
to the schizoid patien t who pre ers to be alone, th is patien t is in terested in  m eeting people 
but is unable to do so because o  her shyness,  eelings o  in  eriority, and tim idity.

54. The answer is H. This behavior is m ost closely associated with  the h istrion ic personality 
disorder. Persons with  th is disorder are dram atic when  reporting their sym ptom s to physi-
cians and call atten tion  to them selves with  their dress and behavior.

55. The answer is D. In tense hunger, tiredness, and headache are all signs o  withdrawal  rom  
am phetam ines.

56. The answer is B. The h istory o  in som nia indicates that th is patien t m ay have been  given  
a prescrip tion   or a barbiturate such as secobarbital (Seconal). His h istory o  depression  
 urther suggests that he has taken  an  overdose o  the drug in  a su icide attem pt.

57. The answer is C. Use o  both  phencyclidine (PCP) and lysergic acid diethylam ide (LSD) 
results in   eelings o  altered body state such as th is patien t describes. However, in  con trast 
to LSD, increased aggressivity and nystagm us (i.e., abnorm al horizon tal or vertical eye 
m ovem en ts) are m ore likely to be seen  with  PCP use.

58. The answer is C. Withdrawal  rom  ca  eine and other stim ulan t drugs is associated with  
headache, lethargy, depression , and increased appetite. Pupil dilation  is associated with  
the use o , rather than  withdrawal  rom , stim ulan ts.

59. The answer is H. The Glasgow Com a Scale (scores range  rom  3 to 15) is used to evaluate 
the level o  consciousness in  patien ts (see also answer to Question  34).

60. The answer is B. Alpha waves are associated with  the awake relaxed state with  eyes closed.

61. The answer is B. This wom an  has sym ptom s o  gen itopelvic pain / penetration  disorder 
(i.e., physically unexplained pain  with  sexual in tercourse).

62. The answer is B. With in  th e  irst   ew m on th s o  an  im portan t loss, p eop le o ten  resp on d 
in ten sely. They m ay even  have the illu sion  th at th ey see the dead  p erson . The p hysi-
cian  sh ou ld  p rovide su pp ort an d  reassu ran ce sin ce th is p atien t p robab ly is experien c-
in g a  n orm al grie  reaction . Wh ile lim ited  u se o  m ed ication s  or sleep  is ap p rop riate, 
an tip sychotic or an tidep ressan t m ed ication s are n ot in d icated  in  th e m an agem en t o   
n orm al grie .
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63. The answer is C. The m onozygotic twin  o  a person  with  sch izophren ia has about a 50% 
chance o  developing the disorder. The child  o  one paren t with  sch izophren ia or the dizy-
gotic twin  o  a patien t with  sch izophren ia has about a 10% chance, and the child  o  two 
paren ts with  schizophren ia has about a 40% chance. Environm ental even ts such as being 
raised in  an  in stitu tional setting are not risk  actors  or the developm en t o  schizophren ia.

64. The answer is E. Feeling that one is personally responsible  or a m ajor disaster when  one 
had noth ing to do with  it is a delusion  in  th is depressed 49-year-old m an . His other state-
m en ts, while indicating  eelings o  inadequacy and hopelessness, are com m only seen  in  
depression  but do not indicate psychotic th inking.

65. The answer is B. Paren ts cannot re use li esaving treatm en t  or their child   or any reason . 
Because there is no tim e be ore the ch ild  m ust have the trans usion , treatm en t can  pro-
ceed on  an  em ergency basis. There is no reason  to th reaten  the paren ts with  legal action .

66. The answer is D. This patien t shows evidence o  conversion  disorder. This disorder 
involves neurological sym ptom s with  no physical cause, typically occurring a ter a stress-
 u l li e even t. Sensory loss in  patien ts with  conversion  disorder appears sudden ly. Patien ts 
with  th is disorder are m ore likely to be young and  em ale. They  requen tly show “la belle 
indi  érence,” an  unexpected lack o  concern  about the dram atic sym ptom .

67. The answer is C. In  the Un ited States, long-term  psychiatric hosp itals are owned and oper-
ated prim arily by state governm en ts.

68. The answer is B. Patien ts with dissociative  ugue, a dissociative disorder, wander away  rom  
their hom es and do not know how they got to another destination . This m em ory loss and 
wandering o ten  occur  ollowing a stress ul li e event, in  this case the patien t’s loss o  his job.

69. The answer is E. Huntington’s disease com m only  irst appears between  the ages o  35 
and 45 years. Lesch-Nyhan  syndrom e and Rett’s disorder are apparen t during ch ildhood; 
sch izophren ia usually appears in  adolescence or early adulthood; Alzheim er’s disease m ost 
com m only appears in  old age.

70. The answer is E. Retinal p igm en tation  is p rim arily associated with  use o  the low-potency 
an tipsychotic agen t th ioridazine.

71. The answer is E. Delta waves are seen  in  non-REM sleep stages 3 and 4. Pen ile and clitoral 
erection , increased pulse, increased resp iration , elevated blood pressure, dream ing, and 
atony o  skeletal m uscles are all seen  in  REM sleep.

72. The answer is B. O  the disorders listed, the largest sex di  erence in  the occurrence o  a 
disorder is seen  in  m ajor depressive disorder. Two tim es m ore wom en  than  m en  are diag-
nosed with  th is disorder. There is no sign i ican t sex di  erence in  the occurrence o  sch izo-
phren ia, cyclothym ic disorder, illness anxiety disorder, or bipolar disorder.

73. The answer is A. Negative predictive value is the probability that a person  with  a negative 
screen ing test is actually well.

74. The answer is A. Rising o  the u terus in  the pelvic cavity with  sexual activity (i.e., “the ten t-
ing e  ect”)  irst occurs during the excitem en t phase o  the sexual response cycle.

75. The answer is B. The sexual partner,  or exam ple, the wi e, applies the squeeze in  the 
squeeze techn ique, a m ethod used to delay ejaculation  in  m en  who ejaculate prem aturely. 
In  th is techn ique, the m an  iden ti ies a poin t at which ejaculation  can  still be preven ted. He 
then  instructs h is partner to apply gen tle pressure to the corona o  the pen is. The erection  
then  subsides and ejacu lation  is delayed.

76. The answer is C. Analysis o  variance is used to exam ine di  erences am ong m eans o  m ore 
than  two sam ples or groups. In  th is exam ple, there are th ree sam ples (i.e., age groups).

77. The answer is B. This m an has acquired erectile dys unction , problem s with erection occur-
ring a ter a period o  norm al  unction ing. Alcohol use is com m only associated with this 
condition .
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78. The answer is A. The odds–risk ratio (odds ratio) o  2 in  th is case–con trol study is calcu-
lated as  ollows:

79. The answer is E. In  a cohort study, the ratio o  the incidence rate o  a condition  (e.g., m is-
carriage) in  exposed people to the incidence rate in  unexposed people is the relative risk.

80. The answer is B. 81. The answer is E. The attributable risk is the incidence rate in  exposed peo-
ple (5.0/ 1000) m inus the incidence rate in  unexposed people (0.5/ 1000) = 4.5. There ore, 4.5 is 
the additional risk o  getting TB associated with living with som eone with TB. The relative risk 
is the incidence rate in  exposed people (5.0/ 1000) divided by the incidence rate in  unexposed 
people (0.5/ 1000) = 10.0. There ore, the chances o  getting TB are 10 tim es greater when living 
with som eone who has TB than when living in  a household in  which no one has TB.

82. The answer is B. The odds–risk ratio is used to estim ate the relative risk in  a case–control study.

83. The answer is B. This patien t is m ost likely to have m ajor depressive disorder. Evidence 
 or th is is m issing work,  eeling hopeless and tired, losing >5% o  body weight, and having 
trouble sleeping. Suicidal ideation  is shown  by her re erence to death  (i.e., “Doctor, the 
Lord calls all h is children  hom e”).

84. The answer is E. As it is on ly 2 weeks since the traum atic event occurred, this patien t is 
m ost likely to have acute stress disorder. Posttraum atic stress disorder (PTSD) cannot be 
diagnosed until at least 1 m onth has passed a ter the traum atic event. Obsessive–com pul-
sive disorder (OCD) is a disorder characterized by obsessions and com pulsions, and panic 
disorder is characterized by sudden  attacks o  in tense anxiety and a  eeling that one is about 
to die. In  OCD, generalized anxiety disorder, and panic disorder, there is no obvious precipi-
tating event.

85. The answer is A. A ter a li e-th reaten ing even t, hypervigilance (e.g., jum ping at every loud 
noise),  lashbacks (re-experiencing o  the even t), and persisten t anxiety suggest PTSD. 
Acute stress disorder can  on ly be diagnosed with in  1 m onth  o  the traum atic even t (see 
also answer 84).

86. The answer is C. Using recapitu lation , the in terviewer sum s up all o  the in  orm ation  given  
by the patien t to ensure that it has been  correctly docum ented.

87. The answer is B. “Many people  eel the way you do when  they  irst need hospitalization” is 
an  exam ple o  the in terview techn ique known as validation . In  validation , the in terviewer 
gives credence to the patien t’s  eelings and  ears.

88. The answer is E. “You say that you  elt the pain  m ore in  the even ing?” is an  exam ple o  the 
in terview techn ique known as re lection .

89. The answer is A. Com m enting on  body language indicating anxiety and noting incon-
sistencies between  verbal responses and body language dem onstrate the in terviewing 
techn ique known  as con  ron tation .

90. The answer is D. Suddenly  eeling anxious, becoming dizzy, and  eeling like one cannot breathe 
when exposed to an open area are m ani estations o  a panic attack with agoraphobia.

91. The answer is C. In  an  illusion , an  individual m isperceives a real external stim ulus. In  th is 
case, the individual has seen  som eone but has in terpreted the person  as being her  ather. 
Illusions are not uncom m on in  a norm al grie  reaction .

92. The answer is F. Positron  em ission  tom ography (PET) scans can  localize m etabolically 
active brain  areas in  persons who are per orm ing speci ic tasks.

Liquid Crystal Display (LCD) Exposure No LCD Exposure

Women who miscarried A = 10 B = 40

Women who carried to term C = 10 D = 80

Odds ratio = (A)(D)/(B)(C) = (10)(80)/(40)(10) = 2.
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 93. The answer is C. Auditory evoked poten tials, the responses o  the brain  to sound as m ea-
sured by electrical activity, are used to evaluate loss o  hearing in  in  an ts.

 94. The answer is C. In  m alingering, the patien t pretends that she is ill in  order to realize an  
obvious (e.g.,  inancial) gain .

 95. The answer is B. In   actitious disorder im posed on  sel , the patien t sim ulates illness  or 
m edical atten tion . The gain  to th is patien t, i.e., atten tion   rom  others  or being ill, is not 
obvious as it is in  the m alingering patien t (see also answer to Question  94).

 96. The answer is C. Early m orn ing awaken ing is a type o  insom nia that is com m only seen  in  
people with  m ajor depressive disorder.

 97. The answer is D. Patien ts with  obstructive sleep  apnea are  requen tly unaware that they 
have awakened o ten  during the n ight because they cannot breathe. They snore loudly 
and o ten  becom e chron ically tired.

 98. The answer is C. Conversion  disorder involves a dram atic loss o  m otor or sensory  unc-
tion  with  no m edical cause. There is o ten  a curious lack o  concern  (“la belle indi -
 érence”) about the sym ptom s. Illness anxiety disorder is an  exaggerated concern  with  
illness or norm al bodily  unctions. People with  body dysm orphic disorder  eel that there 
is som ething seriously wrong with  their appearance. In  som atic sym ptom  disorder, 
patien ts have physical sym ptom s, o ten  over m any years, that have no biological cause. 
Generalized anxiety disorder is characterized by chron ic (at least 6 m onths o ) anxiety.

 99. The answer is A. This patien t is showing evidence o  illness anxiety disorder, an  exagger-
ated concern  with  illness.

100. The answer is A. In  operan t condition ing, a non re lexive behavior, such as a dog turn ing a 
doorknob, is learned by using rein  orcem ent, such  as a treat.

101. The answer is G. In  th is exam ple o  negative rein  orcem en t, a patien t increases h is behav-
ior (e.g., going to physical therapy sessions) in  order to reduce an  aversive stim ulus (e.g., 
h is shoulder pain ).

102. The answer is D. This wom an  is m ost likely to have delirium  caused by the h igh  ever.

103. The answer is B. Facial tics, cursing, and grim acing seen  in  th is young m an  are sym ptom s 
o  Tourette’s disorder.

104. The answer is C. Th is patien t is m ost likely to have Alzheim er’s d isease. Because her  
level o  atten tion  is n orm al, th is is n ot delirium . There is n o eviden ce o  dep ression  
(p seudodem en tia), an d  th is patien t has n o h istory o  alcohol u se to suggest  substan ce/
m edication  in duced  m ajor n eu rocogn itive d isorder.

105. The answer is C. This statem ent is an  exam ple o  the Kübler-Ross stage o  dying known as 
bargain ing.

106. The answer is B. In  aversive condition ing, an  unwan ted behavior (nail biting) is paired 
with  an  unpleasan t stim ulus (noxious-tasting substance) and the behavior ceases.

107. The answer is D. Because it is less likely than  the benzodiazepines (e.g., d iazepam ) to 
cause dependence, the best choice o  m edication   or th is patien t with  generalized anxiety 
disorder (i.e., chron ic anxiety) is buspirone. Lith ium  is used to treat bipolar disorder, and 
while it can  be help  u l, am itrip tyline has sign i ican t side e  ects and thus is not likely to be 
used  or th is patien t.

108. The answer is A. Head Start and educational program s like it are exam ples o  prim ary 
preven tion , m echan ism s to reduce the incidence o  a p roblem  (e.g., school  ailure) by 
reducing its associated risk  actors (e.g., lack o  educational en richm en t).

109. The answer is A. Repression , the de ense m echan ism  in  use when  unacceptable em otions 
are preven ted  rom  reaching awareness, is the de ense m echan ism  on  which all others are 
based.
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110. The answer is E. Most appropriately, the physician  should tell the patien t that she can  
take her tim e and not try to speak while she is crying.

111. The answer is D. The paren t’s concerns are real. There ore, to take no  urther action  is not 
an  acceptable choice  or the physician . The physician’s m ost appropriate recom m enda-
tion  is to recom m end a long-acting con traceptive  or th is young wom an . Perm anen t 
 orm s o  birth  con trol, such as tubal ligation  or oophorectom y, are not appropriate. 
Preven ting her  rom  going to the school  or  ear o  pregnancy could lim it the social, aca-
dem ic, and em ploym ent poten tial o  th is young wom an .

112. The answer is B. Using the in telligence quotien t (IQ)  orm ula (i.e., m en tal age [MA]/
chronological age [CA] × 100 = IQ), the MA o  th is ch ild  is 3 years (MA/ 6 × 100 = 50). Like a 
typical 3-year-old child , som eone with  a m en tal age o  3 years can  iden ti y colors but can-
not read, copy a triangle, ride a two-wheeled bicycle, or understand the m oral di  erence 
between  right and wrong.

113. The answer is D. Prior to treating the 16-year-old patien t, the physician  should recom -
m end that he tell h is sexual partner(s). There is no need to break doctor–patien t con  i-
den tiality by telling the sexual partner(s) since the illness is not li e-threaten ing. Paren ts 
do not have to be told or give perm ission  to treat sexually transm itted diseases in  teenag-
ers. Gen ital herpes is not generally reportable to state or  ederal health  authorities.

114. The answer is E. With  respect to physical, social, and cogn itive/ verbal developm en t, 
respectively, th is 9-m onth-old child  is best described as typical, typ ical, typical. Children  
can  sit unassisted and pull them selves up to stand by about age 10 m onths. At about age 
7 m on ths, children  begin  to show stranger anxiety (the babysitter is essen tially a stranger 
because the child  sees her on ly once a week). Children  com m only do not speak using 
understandable words un til they are about 1 year old.

115. The answer is E. This child’s m otor skills (e.g., walking up  stairs 1  oot at a tim e, scrib-
bling when  told to copy a circle) and social skills (e.g., m oving away  rom  and then  toward 
h is m other) indicate that th is child  is about 1½  years old. With  respect to verbal skills, 
children  o  th is age are able to use about 10 individual words. Children  3 years o  age use 
about 900 words, understand about 3,500 words, and speak in  com plete sen tences. At 
about 4 years o  age, children  use prepositions (e.g., below, under) in  speech.

116. The answer is B. A statem en t such as “I have a gun  in  m y house” m ade to a physician  is 
a warn ing sign  suggesting that th is patien t is p lann ing to harm  h im sel  or som eone else. 
There ore, the m ost appropriate action   or the physician  to take at th is tim e is to suggest 
that the patien t rem ain  in  the hospital  or  urther evaluation . I  the patien t re uses, he 
can  be held against h is will  or a lim ited period o  tim e. In  orm ing the wi e o  the threat, 
rem oving the gun , and avoiding dangerous m edications are use u l strategies but will not 
preven t the dangerous act  rom  occurring.

117. The answer is D. The m echan ism  that is likely to underlie th is m an’s preoccupation  with  
bond trading is that he m akes m oney on  a variable ratio rein  orcem en t schedule. Since 
he never knows how m any trades he has to m ake to get rein  orcem en t (i.e., m oney), h is 
preoccupation  persists (i.e., is resistan t to extinction ) on  weekends even  though he can-
not receive rein  orcem en t because the m arkets are closed.

118. The answer is B. Most typ ical 3-year-old ch ildren  can  ride a tricycle, speak in  com plete 
sen tences, and play in  parallel with  (next to) other ch ildren . They generally do not p lay 
cooperatively with  other children  un til about 4 years o  age. Thus, th is ch ild  m ay need 
evaluation  in  m otor skills (e.g., he should be able to pedal a tricycle) but is typical in  lan -
guage and social skills.

119. The answer is C. The physician  should reassure th is 14-year-old boy that m asturbation  
is norm al. Any am ount o  m asturbation  is norm al, provided it does not preven t a person  
 rom  having an  active, success u l li e. There is no dys unction  in  th is boy, and it is not 
appropriate to noti y h is paren ts, re er h im  to a psychologist, m easure h is testosterone 
level, or tell h im  to becom e involved in  school sports.
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120. The answer is B. One year a ter the last m enstrual period usually signals the end o  m eno-
pause, and the use o  birth  con trol can  be discon tinued. The age o  m enopause and the 
occurrence o  hot  lashes vary considerably am ong wom en  and thus cannot be used to 
predict the end o   ertility.

121. The answer is B. Helping other children  to adjust to the hospital is an  exam ple o  th is 
8-year-old girl’s use o  the de ense m echan ism  o  sublim ation . In  sublim ation , the ch ild  
reroutes her own unconscious, anxious  eelings about her hospitalization  in to socially 
acceptable behavior (e.g., help ing other  rightened children).

122. The answer is H. Because Medicare coverage lasts  or li e and because she has the longest 
li e expectancy, a White  em ale nonsm oker is likely to use m ore Medicare services and  unds 
than a White m an, A rican  Am erican  wom en and m en, and sm okers during her li etim e.

123. The answer is D. This child  is m ost likely to be 36 m onths o  age. At age 3 years, children  
can  use about 900 words and stack n ine blocks. They are also able to spend a  ew hours 
away  rom  their p rim ary caregiver each day.

124. The answer is B. The m ost likely reason   or a physician  to be sued  or m alpractice is that 
the physician  had poor rapport with a patien t. The doctor–patien t relationship is the m ost 
im portan t  actor in  whether or not a patien t will sue a physician . The physician’s m edical or 
surgical skills have less to do with whether or not the physician  will be sued by a patient.

125. The answer is E. The m ost appropriate action   or the physician  is to  ollow the wishes o  
the neighbor. In  th is exam ple, the neighbor can  decide whether or not to con tinue li e 
support since she has assum ed the power to speak  or the patien t by virtue o  the docu-
m en t giving her durable power o  attorney.

126. The answer is C. Most elderly Am ericans spend the last 5 years o  their lives living on  their 
own  in  their own residences. Sm aller num bers o  elderly Am ericans end up  in  nursing 
hom es or living with   am ily m em bers. Hospice care is aim ed at people expected to die 
with in  6 m onths. Hospital stays curren tly average less than  1 week.

127. The answer is B. The m ost e  ective in terven tion   or th is 85-year-old patien t with  
Alzheim er’s disease, who wanders out o  the house, is to label all the doors. She m ay 
wander out because she no longer knows where each door leads. Medications can  be 
help  u l  or associated sym ptom s (e.g., d iazepam   or anxiety) and to delay  u rther decline 
(e.g., donepezil, an  acetylcholinesterase inh ibitor), but cannot rep lace lost  unction . 
Nursing hom e placem ent should be considered i  the caregiver wishes it. Long-term  use 
o  restrain ts is never appropriate.

128. The answer is D. Since th is child’s problem  is with  authority  igures like h is paren ts and 
teachers, the best descrip tion   or h is behavior is oppositional de ian t disorder. He reads 
and com m unicates well, and there is no evidence o  atten tion  de icit hyperactivity dis-
order (ADHD) or autism  spectrum  disorder. Because th is child  relates well to the other 
children  in  school, he is un likely to have conduct disorder.

129. The answer is E. Cataplexy, hypnagogic hallucinations, and a very short rap id eye m ove-
m en t (REM) latency indicate that th is patien t has narcolepsy. Am phetam ines are m ore 
likely than  benzodiazepines, barbiturates, an tipsychotics, or opioids to be used in  the 
m anagem en t o  narcolepsy.

130. The answer is B. The physician’s m ost appropriate action  is to have th is patien t call h im  
over the next  ew weeks to report how she is  eeling. This wom an  has the “baby blues” 
(i.e., sadness  or no obvious reason  a ter a norm al delivery). There is no speci ic treatm en t 
 or baby blues, and the sym ptom s usually disappear with in  2 weeks. However, because 
som e wom en  with  the baby blues go on  to develop a m ajor depressive episode requiring 
treatm en t, the physician  should speak to th is patien t daily un til her sym ptom s rem it.

131. The answer is A. Fewer transplan ts are done than  are needed prim arily because there are 
not enough people willing to donate their organs at death .
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132. The answer is A. This young wom an  is m ost likely to have bulim ia nervosa, an  eating dis-
order characterized by binge eating and purging, but norm al body weight. Parotid  gland 
en largem ent and abscesses and den tal caries are seen  in  bulim ia as a result o  the  orced 
vom iting.

133. The answer is C. The best tim e to tell a child  she is adopted is as soon  as possible, usually 
when  the child can   irst understand language. Waiting any longer than  th is will increase 
the probability that som eone else will tell the child  be ore the paren ts are able to.

134. The answer is D. Reporting o  an  im paired colleague is required eth ically because patien ts 
m ust be protected. I , as in  th is case, the colleague is a licensed physician , it is appropriate 
to noti y the state im paired physicians’ p rogram . I  the in tern ist talks to the surgeon  about 
her concerns, there is no guaran tee that the surgeon  will listen  and that the patien ts will 
be protected. Reporting the surgeon  to the police is not appropriate (and see Chapter 23).

135. The answer is C. Degeneration  o  cholinergic neurons in  the h ippocam pus indicates that 
th is m an  is m ost likely to have had Alzheim er’s disease. Mania, depression , anxiety, and 
sch izophren ia are not speci ically associated with  degeneration  o  cholinergic neurons.

136. The answer is C. Tear ulness and overem otionality are typical postpartum  reactions, that is, 
the “baby blues.” However, because this patien t has had sym ptom s including suicidality  or 
3 weeks, the best diagnosis is m ajor depressive disorder (see also answer to Question  130).

137. The answer is A. Fluoxetine is the on ly listed agen t that is indicated in  the m anagem en t 
o  both  m ajor depressive disorder and bulim ia. Bupropion  should be avoided in  patien ts 
with  eating disorders because it lowers the seizure threshold.

138. The answer is A. Typical 2-year-old children  rarely sit still  or any length  o  tim e or share 
their toys with  other ch ildren .

139. The answer is B. Typical in  an ts begin  to crawl on  hands and knees between  9 and 11 
m onths o  age. In  typ ical in  an ts, sitting unassisted is seen  at about 6 m onths, walking 
unassisted at about 12 m onths, clim bing stairs at about 18 m onths, and speaking in  two-
word sen tences at about 24 m on ths (and see Chapter 1).

140. The answer is D. Hospitals are legally required to provide care to anyone needing em er-
gency m anagem en t whether they have the m eans to pay or not via the Em ergency 
Medical Treatm ent and Active Labor Act (EMTALA).

141. The answer is C. The physician  should tell the patien t that he or she is concerned about 
her and the baby. Since she is a com peten t adult, on ly she can  con tact law en  orcem ent 
to report the boy riend’s behavior. Since the child  is not born , the state child  protective 
agency cannot in tervene. Talking to the boy riend will not be help  u l and in   act m ay cause 
him  to increase h is abusive behavior. Because the patien t probably knows that the loss o  
her p revious pregnancy was due to her boy riend’s abusive behavior (but yet has chosen  
to con tinue a relationship  with h im ), rem inding her o  that  act is un likely to be help  u l.

142. The answer is B. The best explanation   or th is clin ical p icture is illness anxiety disor-
der. Despite negative  indings, th is patien t con tinues to believe she has lupus and goes 
“doctor shopping,” that is, she m akes an  appoin tm en t with  another rheum atologist. 
There is no indication  that th is patien t is m alingering (there is no obvious gain   rom  the 
sym ptom s) or  actitious disorder (there is no evidence o  a desire to be considered a sick 
person), and there is no evidence o  a p recip itating li e-threaten ing stressor as in  PTSD. 
Conversion  disorder is not likely because the sym ptom s are chron ic and not neurological 
and the patien t is worried rather than  indi  eren t.

143. The answer is B. The neurotransm itter m ost likely to be m etabolized to MHPG 
(3-m ethoxy-4-hydroxyphenylglycol) is norepinephrine.

144. The answer is D. The m ost appropriate description  o  th is patien t’s behavior is norm al 
bereavem ent. Occasionally thinking that one does not wan t “to go on” is com m on in  nor-
m al bereavem ent, and this patien t does not have suicidal p lans. Because he sleeps and eats 
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 norm ally, m ajor depressive disorder is not likely and his sym ptom s have not lasted long 
enough to diagnose persisten t depressive disorder. Adjustm ent disorder (see Chapter 13, 
Table 13.1) cannot be diagnosed i  death  o  a loved one was the li e stressor that preceded 
the sym ptom s.

145. The answer is B. Because th is girl is well in to puberty (Tanner stage 3 is the m iddle stage 
in  adolescen t sexual developm en t, see Chapter 2), the next step  in  m anagem en t is to 
speak to the girl alone. Whenever the problem  (here a possible eating disorder) involves 
privacy issues in  a postpubescen t patien t, the doctor should  irst speak on ly to the patien t 
(see Chapter 21). It is best  or the physician  to take the  irst step  in  m anagem en t, re erral 
to a specialist is not appropriate at th is tim e.

146. The answer is C. This 45-year-old m an is showing evidence o  alcohol withdrawal. The m ost 
appropriate next step in  the acute m anagem ent o  alcohol withdrawal is a benzodiazepine 
such as lorazepam . His history o  drinking alcohol (as provided by his son), the delayed 
(36 hours) onset o  agitation  and disorien tation , and elevated blood pressure and pulse 
indicate that he has becom e dependent on  alcohol. Haloperidol, lithium , and propranolol 
are less likely to be use ul  or im m ediate m anagem ent. Re erral to Alcoholics Anonym ous 
typically is a long-term , not an  im m ediate, strategy in  m anagem ent o  alcohol dependence.

147. The answer is D. In  m enopausal wom en , estrogen  rep lacem ent therapy (ERT) is m ost 
closely associated with  decreased risk  or osteoporosis. ERT has also been  associated with  
increased risk o  breast cancer (when  adm in istered in  com bination  with  progesterone [P]) 
and uterine cancer (when  adm in istered without P), but not with  preven tion  o  cardiovas-
cular disease or psychiatric illnesses such  as depression .

148. The answer is D. This student’s symptoms o  anxiety in a public situation (e.g., using public 
restrooms) but not in other situations suggest that he has social anxiety disorder. This disorder 
has limited the patient’s ability to socialize  reely. While heterocyclic antidepressants such as 
imipramine and clomipramine and benzodiazepines such as chlordiazepoxide and clonaze-
pam may be help ul, venla axine (as well as paroxetine, sertraline, and some MAOIs) is the only 
one o  the listed agents that is approved to manage social anxiety disorder (see Chapter 16).

149. The answer is A. This clin ical p icture m ost closely suggests anorexia nervosa. Calluses 
on  the knuckles (Russell sign ) and the parotid gland abscess are evidence o  sel -induced 
vom iting. Because her BMI is below 17, th is young wom an  she can  be diagnosed with  
anorexia nervosa (with  sel -induced vom iting), not bulim ia nervosa or binge-eating disor-
der. This patien t neither worries excessively about her health , as would a person  with  ill-
ness anxiety disorder, nor does she report exposure to a li e-threaten ing stressor, as would 
som eone with  acute stress disorder (and see also answer to Question  132).

150. The answer is D. Mild in tellectual disability and unusual  acial  eatures suggest that th is 
patien t has Down’s syndrom e. Down’s syndrom e patien ts who live to m iddle age com -
m only develop  Alzheim er’s disease. Chrom osom e 21 is associated with  both  Down’s 
syndrom e and Alzheim er’s diseases.

151. The answer is E. Abnorm al m otor m ovem en ts and galactorrhea ( lu id discharge  rom  the 
n ipples due to increased prolactin ) are side e  ects o  risperidone. Arip iprazole, olanzap-
ine, ziprasidone, and iloperidone are less likely to be associated with  these adverse e  ects 
(see Table 16.2).

152. The answer is A. Like other SSRIs, sertraline is likely to cause sexual side e  ects such as 
delayed orgasm . Vilazodone, m irtazapine, duloxetine, bupropion , and ven la axine have 
lower rates o  sexual side e  ects than  SSRIs (see Chapter 16).

153. The answer is A. Tem azepam , a hypnotic benzodiazepine, is in  FDA pregnancy category 
X and so should be avoided in  pregnan t patien ts. In  con trast, buspirone, zolp idem , and 
bupropion  are in  category B, and zaleplon  is in  category C (see Table 16.5).

154. The answer is E. Salivation , lacrim ation , rap id heart rate, sweating, restlessness, and 
agitation  are signs o  heroin  withdrawal. Thus, the m other o  th is in  an t is m ost likely to 
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have been  using heroin , and the in  an t is in  withdrawal. Withdrawal  rom  PCP, cocaine, 
m arijuana, and alcohol is un likely to produce th is sym ptom  picture.

155. The answer is C. This patien t is showing evidence o  neurocogn itive disorder with  Lewy 
bodies. Patien ts with  th is disorder show signs o  dem en tia sim ilar to those o  Alzheim er’s 
disease (e.g., m em ory loss and language di  iculties), but they also show parkinson ian  
sym ptom s (e.g.,  ine trem or and gait disturbances), psychotic sym ptom s (e.g., visual hal-
lucinations), m otor activity during REM sleep  (REM sleep  behavior disorder [see Chapter 
10]), and hypersensitivity reactions to an tipsychotic m edications (e.g., m uscular rigidity). 
Delirium  is un likely because the sym ptom s have been  presen t over a long period, and 
there are no sign i ican t m edical  indings. Hun tington’s disease and acquired im m unode i-
ciency syndrom e do not  it th is clin ical p icture.

156. The answer is B. While sm oking, red m eat and alcohol, and working as a police o  icer 
are related to long-term  m ortality, the leading cause o  death  in  people under age 35 is 
m otor vehicle acciden ts, particularly when  passengers  ail to wear seat belts (and see 
Chapter 24). So, as in  ch ildren  (and see Chapter 24), the m ost im portan t recom m endation  
 or decreasing m ortality in  the short or long term   or th is patien t is  or her to consisten tly 
wear a seat belt in  the car.

157. The answer is B. The m ost likely explanation   or th is studen t’s behavior that began  with  a 
stress u l li e event (going away to college) is adjustm en t disorder (with  depressive sym p-
tom s). This studen t’s behavior is not typ ical hom esickness because her sym ptom s are 
a  ecting her ability to  unction  (e.g., she is in  danger o   ailing her courses). The absence 
o  a previous psychiatric h istory or su icidal th inking and the  act that she can  en joy tim e 
with   riends indicate that her sym ptom s would probably not  u l ill criteria  or an  anxiety 
or m ood disorder. The  act that the stressor provoking the sym ptom s was not li e-threat-
en ing ru les out acu te stress disorder (see also Chapter 13).

158. The answer is C. This 48-year-old m an  who believes that h is  ellow em ployees are con-
spiring to get h im   ired is m ost likely to have delusional disorder, paranoid type. This 
disorder is characterized by one chron ic and  ixed nonbizarre delusional system  such as 
th is patien t’s belie  in  a nonexisten t conspiracy. Because there is no other evidence o  a 
thought disorder, schizophren ia is ru led out. Personality disorders are not characterized 
by  rank  ixed  delusions such as the one th is patien t exhibits.

159. The answer is E. This patient with orthostatic hypotension, and prolonged QT interval is m ost 
likely to be taking a tricyclic antidepressant such as am itriptyline. Fluoxetine, bupropion, 
lorazepam , and sertraline are less likely than im ipram ine to cause these cardiac sym ptom s.

160. The answer is A. The physician’s m ost appropriate response to this patient’s com m ent is 
“Tell m e about your relationship with your husband.” The physician  should  irst get all o  the 
in  orm ation about the issue be ore reassuring the patient or suggesting a course o  action.

161. The answer is C. Most correctly, the physician  should  ollow the curren t wishes o  the 
patien t and not put h im  on  li e support. The curren t pre erence o  the patien t was 
expressed directly to the doctor, so the prior written  in structions no longer apply. The 
hospital chaplain , eth ics com m ittee, and court order are not involved in  th is decision  
since the patien t’s wishes have been  directly expressed to and docum en ted by the doctor.

162. The answer is D. This wom an  is showing norm al bereavem ent. In  the  irst  ew m on ths 
a ter the death  o  a close relative, m any patien ts have occasional thoughts that they 
should have died instead o  the loved one. Because th is patien t is getting back to her 
 orm er li e-style (e.g., p laying bridge, cooking) it is un likely that he has m ajor depressive 
disorder. Persisten t depressive disorder involves at least 2 years o  depressive sym ptom s. 
Adjustm en t disorder cannot be diagnosed when  bereavem ent is a m ore appropriate 
descrip tion .

163. The answer is B. The m ost appropriate diagnosis  or th is m an ic patien t is bipolar I dis-
order. While a single episode o  m an ia de ines th is illness, th is patien t also has a h istory 
o  depression . The grandiose religious belie  that th is patien t exhibits is a delusion , and 
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delusions are not seen  in  hypom ania (hypom an ia and depression  characterize bipolar II 
disorder). Brie  psychotic disorder and sch izophren ia both  involve psychotic sym ptom s 
such  as delusions, but, in  con trast to th is patien t, the delusions m ust occur independen t 
o  elevation  or depression  o  m ood.

164. The answer is E. The X chrom osom e is associated with  Rett’s disorder (see Table 4.1), a 
rare genetic disorder that causes in tellectual disability and autistic behavior. Rett’s dis-
order, seen  on ly in  girls, is also characterized by abnorm al breath ing and hand-wringing 
m ovem en ts.

165. The answer is D. Because he engages in  behavior that is dangerous and would be consid-
ered illegal in  an  adult, the m ost likely cause o  th is ch ild’s di  iculties is conduct disorder. 
While children  with  oppositional de ian t disorder, atten tion-de icit/ hyperactivity disor-
der, or adjustm en t disorder also m ay show behavioral problem s, they are un likely to harm  
pets or set  ires.

166. The answer is A. Most appropriately, the doctor should talk to the patien t alone. While the 
m other and brother obviously wan t to help, the doctor m ust  irst elicit the teen’s perspec-
tive on  the issue privately and then  address it. The patien t can  indicate whether or not he 
wan ts h is m other and brother to be involved. Patien ts m ust recogn ize that there is a prob-
lem  and indicate that they are willing to change their behavior be ore change can  begin .

167. The answer is E. The m ost likely reason  that th is patien t would not h it the other patien ts 
in  the day care cen ter is that he would not wan t them  to h it h im  back. Like a 2-year-old 
child (the patien t’s m en tal age), th is patien t’s m ain  in terest is in  getting p leasure and 
avoiding pain . He has not yet developed a superego (typically developed a ter age 6 in  
children  with  norm al in telligence) and so will not  eel badly later. Like any 2-year-old, he 
is also un likely to care about hurting the other patien ts, whether or not they like h im , or 
invoking anger in  the teacher.

168. The answer is C. This patien t is showing evidence o  a som atic sym ptom  disorder, speci i-
cally conversion  disorder. This disorder is diagnosed when  a patien t shows neurological 
sym ptom s that are not explained by m edical  indings but rather occur as a resu lt o  a psy-
chologically stress u l li e even t. This wom an  who has had such a li e even t (losing her job) 
has developed what appear to be neurological sym ptom s such as num bness below the 
waist and the inability to walk. Neurological  indings, however, are absen t or not speci ic; 
the increased deep tendon  re lexes that she shows can  also be seen  in  individuals who 
are under em otional stress. Serious sp inal cord in jury also is un likely because the wom an  
is urinating norm ally. Factitious disorder is seen  in  people purposely  aking sym ptom s 
to becom e the  ocus o  others’ in terest; adjustm en t disorder is seen  when  a person  has 
psychological (not physical as in  th is patien t) sym ptom s a ter a stress u l li e even t.
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types o , 211
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Chlordiazepoxide (Librium ), 176t
Chlorprom azine (Thorazine), 170
Chrom osom e 15 inversion -duplication  syndrom e, 

35t
Chronological age (CA), 74
Circadian  rhythm  sleep disorder, 101t
Citalopram  (Celexa), 172t, 173t
Classical condition in g

aversive condition ing, 66
elem en ts o , 66
im prin ting, 66
learned helplessness, 66
princip les, 66
response acquisition  and extinction , 66
stim ulus generalization , 66

Clim acterium , 19
Clin ical assessm en t

achievem en t tests, 75
in telligence tests, 74–75
m ental status exam ination , 77, 78t
personality tests, 76, 76t
psychiatric h istory, 76
psychological testing, 74
review test on , 79–82

Clin ical in terview, 235–237, 237t
Clin ical p robability, 296
Clin ical treatm en t trial, 291
Clom ipram ine (Ana ran il), 172t, 173t
Clonazepam  (Klonopin ), 176t
Clorazepate (Tranxene), 176t
Clouding o  consciousness, 78t
Clozapine (Clozaril), 170, 171
CNS. See Cen tral nervous system  (CNS)
Cocaine, 84, 85t, 211

e  ects on  sexuality, 211
Cogn itive behavioral therapy, in  anxiety disorders, 

133
Cohen  syndrom e, 35t
Cohort studies, 291
Com a, 78t
Com plicated bereavem en t, 27–28
Com puted tom ography (CT), 51t
Conditioned response, 66
Conditioned stim ulus, 66
Conduct disorder, 161–162, 162t
Con  dence in terval (CI), 307, 307t
Con  den tiality, 260
Congen ital virilizing adrenal hyperplasia, 205
Conscious m ind, 57
Conservation , 16
Consultation -liaison  (CL) psychiatrists, 250
Contrave. See Bupropion
Conversion  disorder, 135t
Copper, 250t
Coun tertrans erence, 58, 60
Court order, 260
Crack, 84
Crossover studies, 294
Cross-sectional studies, 291
Cross-tolerance, 83
Culture, 197–198
Cushing’s disease (hypercortisolism ), 50
Cyclothym ic disorder, 122, 124

D
Dam ages, 263
Daytim e naps, 102

Death
child’s conception  o , 19
legal standard o , 262
physician’s response to, 28
review test on , 29–33
stages o , 27

Declarative system , 37t
De ense m echan ism s, 58, 59t–60t

im m ature, 58
m ature, 58
repression , 58
review test on , 61–64

Delirium , 144, 145t
Delirium  trem ens (DTs), 86
Delta waves, 99t
Delusions, 50
Delusional disorder, 115
Dem entia, 145t, 146. See also Alzheim er disease
Den ial

as de ense m echan ism , 59t
as stage o  dying, 27

Dependen t personality disorder, 148t, 149t
Depersonalization  disorder, 150t
Depression . See also Major depressive disorder

am phetam ines  or, 84
vs. bereavem ent, 28t
in  elderly, 26
as stage o  dying, 27–28

Depression  with  seasonal pattern  (DSP), 122
Depressive and bipolar disorders

classi cation  o , 122–124
cyclothym ic disorder, 122, 124
de n ition  o , 121–122
epidem iology o , 122
etiology, 124–126
li etim e prevalence o , 122
m ajor depressive disorder, 122–123
m anagem ent, 126
persisten t depressive disorder, 122, 124
review test on , 127–131

Descrip tive statistics, 306
Desm opressin  acetate, 163
Desven la axine (Pristiq), 172
Desyrel. See Trazodone
Developm ent

in  an t, 5, 5t
preschool child , 6t
school-age child, 15–16
theories o , 5

Dexam ethasone suppression  test (DST), 50
Dextroam phetam ine (Dexedrine), 84
Diabetes, and sexual activity, 210, 249
Diagnostic and Statistical Manual of Men tal 

Disorders, Fifth  Edition  (DSM-5), 121
Dialectical behavioral therapy, 188t
Diazepam  (Valium ), 176t
Disinhibited social engagem ent disorder, 4, 134
Dissociative am nesia, 150t
Dissociative disorders

categories o , 149
characteristics o , 149, 150t
m anagem ent o , 149

Dissociative am nesia with  or without dissociative 
 ugue, 150t

Dissociative iden tity disorder, 150t
Divalproex (Depakote), 126
Divorce, 196
Dom estic partner abuse, 213, 213t, 214
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Dopam ine (DA), 38, 85, 100, 113

stim ulan ts e  ect on , 85
Doxepin , 172t
Dream s, 57
Drug-assisted in terview, 52
DSP. See Depression  with  seasonal pattern  (DSP)
DTs. See Delirium  trem ens (DTs)
Duloxetine (Cym balta), 133, 172t, 173t
Durable power o  attorney, 262
Dyssom nias, 100
Dyston ia m usculorum  de orm ans, 35t

E
Eating disorders, 150. See also Anorexia nervosa; 

Bulim ia nervosa; Binge-eating disorder
Ebstein’s anom aly, 175
Ecstasy, 84
Ego, 58t
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abuse o , 211, 212t, 214
alcohol-related disorders in , 27
anxiety in , 27
delirium  in , 146
depression  in , 26
m em ory problem s in , 146t
osteoporosis in , 25
sleep  patterns change in , 26

Electroconvulsive therapy (ECT), 177
adm in istration  o , 177–178
 or depressive disorder, 126
problem s associated with , 178
uses o , 177

Electroencephalogram  (EEG), 51t
Electroencephalography, 50, 51t
Encopresis, 163
Endocrine  unction , evaluation  o , 50
Enuresis, 163
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incidence, 290–291
prevalence, 290–291
review test on , 298–305

Erectile dys unction , 209, 210
Erikson , Erik, 5
Escitalopram  (Lexapro), 133, 172t, 173t
Eszopiclone (Lunesta), 176, 176t
Euthanasia, 263
Euthym ic m ood, 78t
Evoked EEG (evoked poten tials), 51t
Exam ination , review exercise  or, 317–352
Exhibition istic, 209t
Expansive m ood, 78t
Extinction , 67, 67t

resistance to, 68

F
Factitious disorder, 136, 136t
Fam ily, 195

children  in , 196
extended, 195
review test on , 200–204
single-paren t, 196
traditional nuclear, 195

Fam ily risk studies,  or genetics o  behavior, 34
Fam ily therapy, 189, 189t

 or conduct disorder, 162
 or oppositional de an t disorder, 162

Fear, 78t, 132

Fem ale sexual in terest/ arousal disorder, 208t. 
See also Sexual dys unction

Fem ale orgasm ic disorder, 208t
Fetal alcohol syndrom e, 86
Fetish istic, 209t
Fisher’s exact test, 311
Fixed in terval rein  orcem en t, 67t
Fixed ratio rein  orcem en t, 67t
Flat a  ect, 78t
Flum azen il, 87, 176
Fluoxetine (Prozac), 133, 172t, 173t
Fluphenazine (Prolixin ), 170
Fluphenazine decanoate, 170
Flurazepam  (Dalm ane), 176t
Fluvoxam ine (Luvox), 172t, 173t
Folstein  Min i-Mental State Exam ination  (MMSE), 

51, 51t, 52t, 259
Food and Drug Adm in istration  (FDA),  

176, 177t
Foster care system , 4
Fragile X syndrom e, 35t
Free association , 187
Freebase, 84
Free f oating anxiety, 78t
Freud, Sigm und, 5
Freud’s theories o  m ind, 57

structural theory, 58, 58t
topographic theory, 57–58

Fron tal lobes, 36t
Fron totem poral neurocogn itive disorder, 148
Frotteuristic, 209t
Full scale IQ (FSIQ), 75
Functional MRI ( MRI), 51t

G
Galan tam ine (Rem inyl), 41
Galvan ic skin  response, 52
γ-am inobutyric acid (GABA), 41, 85, 211
Gate con trol theory, o  pain , 251
Gaussian  distribution . See Norm al distribution
Gender dysphoria, 206
Gender iden tity, 206, 206t
Gen itopelvic pain -pen etration  disorder, 208t
Gender role, 206t
Generalized anxiety disorder (GAD), 132, 134t, 176. 

See also Anxiety disorders
Genetic disorders, testing  or, 260
Genetics

o  Alzheim er disease, 146
behavioral, 34, 35t
o  schizophren ia, 113

Geriatrics, 25
Geron tology, 25
Glasgow Com a Scale (GCS), 51, 51t, 52t
Glutam ate, 41, 113, 147
Glycine, 41
Grie  reaction

typical, 27–28
vs. com plicated, 28t

Group therapy, 189, 189t

H
Hal way house, 279t
Hallucinogens, 88

laboratory  ndings  or, 90t
LSD and PCP, 89
m anagem ent o  abuse o , 88t
m arijuana, 89
use and withdrawal o , e  ects o , 89t
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Haloperidol (Haldol), 170
Haloperidol decanoate, 170
Harlow, Harry, 4
Health  care

costs o , 280
delivery system s  or, 278–279
dem ographics o  health  and, 283–284
ethn ic disparities in , 198
paym ent  or, 280–281, 282t
review test on , 285–289

Hepatitis A, 261
Heroin , 87, 87t

e  ects on  sexuality, 211
Heterocyclic an tidepressan ts (HCAs), 40, 171, 172t, 

173, 173t
Hippocam pus, 66
Hispan ic/ Latino Am ericans

cultural descrip tion  o , 198
 am ily types, 196t

Histam ine, 40
Histrion ic personality disorder, 148t, 149t
HIV in  ection , 147
HIV-positive doctors, 261
HIV-positive patien ts, 252, 261
Hom osexuality, 206–207
Hom ovan illic acid (HVA), 113
Horm ones

e  ects on  aggression , 210–211
and sexual behavior, 212

Hospice organ ization , 279t
Hot f ashes, 19
Hum an  im m unode ciency virus (HIV), 211–212, 

212t
Hum or, 59t
Hun tington’s disease, 35t
Hypertensive crisis, 174t
Hyperthyroidism , 50
Hypnagogic/ hypnopom pic hallucinations, 102
Hypnosis, 209
Hypoactive sexual desire disorder, 208t. See also 

Sexual dys unction
Hypothalam us, 211
Hypothesis, 309
Hypothyroidism , 50
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Ice (m etham phetam ine), 84
Id, 58t
Iden ti cation , 59t
Iden tity disruption , 150
Illness anxiety disorder, 135t
Iloperidone (Fanapt), 170
Im ipram ine (To ran il), 163, 172t, 173t
Im paired physicians, 264
Im prin ting, 66
Incidence rate, 290
In  an t(s)

attachm ent to paren t, 4
bonding o  paren t with , 3–4
characteristics o , 4–5, 4t, 5t
m otor developm ent o , 5t
review test on , 8–14
social developm ent o , 4–5, 5t
verbal and cogn itive developm ent o , 4–5, 5t

In  an t m ortality, 1–2
Apgar score, 2, 3t
ethn icity and, 2t
rates, 2 

In  eren tial statistics, 306

In  orm ed consen t, 259–260
Insom nia, 100–102, 103t
In telligence

de ned, 74
norm al, 75
test, 74–75

In telligence quotien t (IQ), 75
per orm ance, 75
verbal, 75

In ternal em otional state (m ood), 121
In terpersonal therapy, 189t, 190
In terrater reliability, 294
In toxication , alcohal, 86
Iron , 250t
Irritable m ood, 78t
Isocarboxazid (Marp lan ), 172t, 173t
Isolation  o  a  ect, 59t

K
Kallm ann’s syndrom e, 35t
K-com plex, 99t
Ketam ine (Special K), 88
Kidney  unction  tests, 50
Kleine-Levin  syndrom e, 101t
Korsako  ’s syndrom e, 86
Kübler-Ross, Elizabeth , 27

L
Labile a  ect, 78t
Labile m ood, 78t
Late-look bias, 293t
Lead, 250t
Lead-tim e bias, 293t
Learned help lessn ess, 66
Learn ing theory, 65, 188

classical condition ing, 66
habituation , 65
operan t condition ing, 66–68
review test on , 69–73
sensitization , 65

Legal and eth ical issues
advance directives, 262
con  den tiality, 260
death , 262
euthanasia, 263
HIV in  ection , 261
im paired physician s, 264
in  orm ed consen t, 259–260
legal com petence, 258–259
m edical m alpractice, 263–264
organ  donation , 263
psychiatric hospitalization , 261
reportable illnesses, 260–261
review test on , 265–277

Legal com petence, 258–259
Lesch-Nyhan  syndrom e, 35t
Levom ilnacipran  (Fetzim a), 172
Levitra. See Vardena l
Levothyroxine (Syn throid), 173
Lewy body dem en tia, 147
Lie detector test, 52
Lim bic lobes, 36t
Linear correlation , 310
Liothyron ine (Cytom el), 173
Lith ium , 50, 126, 175
Liver dys unction , alcohol use and, 86
Liver  unction  tests, 50
Living will, 262
Lorazepam  (Ativan), 126, 176t
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Lurasidone (Latuda), 170
Luria-Nebraska neuropsychological battery, 51t
Lysergic acid diethylam ide (LSD), 88, 89

M
Mahler, Margaret, 5
Major depressive disorder, 34, 121

characteristics o , 122
depression  with  seasonal pattern , 122
di  eren tial diagnosis o , 125t
m asked, 122
postpartum , 3, 3t
prevalence o , 122
signs an d sym ptom s o , 123t
suicide risk, 123, 123t

Male hypoactive sexual desire disorder,  
208, 208t

Malingering, 136, 136t
MAOIs. See Monoam ine oxidase inhibitors  

(MAOIs)
Maprotiline (Ludiom il), 172t, 173t
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e  ects on  sexuality, 211
Marital/ couples therapy, 189t
Marriage, 195–196
Masked depression , 122
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Mazicon . See Flum azen il
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Mean , 307
Median , 307
Medical care, seeking o , 232, 233t
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Medical m alpractice, 263–264
Medical practice, 232–233, 233t, 234t
Mem antine (Nam enda), 41, 147
Mem ory system s, 36, 37t
Menopause, 206
Menstrual-associated syndrom e, 101t
Mental age (MA), 74
Mental status exam ination  (MSE), 77, 77t
Meperidine (Dem erol), 174
Meta-analysis, 310
Metachrom atic leukodystrophy, 35t
Methadone, 87–88, 87t

e  ects on  sexuality, 211
Metham phetam ine (Desoxyn), 84
Methylphen idate (Ritalin ), 84
Metocloprom ide (Reglan ), 170
Midli e crisis, 19
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Minors, 258

treatm en t o , 260
Mirtazapine (Rem eron), 172t, 173t
Modal peak, 307
Mode, 307
Modeling, 68
Molindone (Moban ), 170
Monoam ine oxidase inhibitors (MAOIs), 40, 133, 

171, 172t, 173, 173t
Monoam ines. See Biogen ic am ines
Mood, 78t
Mood stabilizers, 126, 175
Munchausen  syndrom e. See Factitious disorder
Myocardial in  arction  (MI), and sexual  

activity, 210
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Narcissistic personality disorder, 148t, 149t
Narcolepsy, 102

am phetam ines, 84
naloxone, 87, 88t
m anagem ent o , 103t

Narcotics Anonym ous (NA), 189
Native Am ericans, 199
Necrophilic, 209t
Negative predictive value (NPV), 295
Negative rein  orcem en t, 67, 67t
Neuroanatom y, 35–37
Neurochem ical changes in  aging, 26
Neurocogn itive disorders, 144

Alzheim er’s disease, 145–147
characteristics and etiologies o , 144, 145t
delirium , 144, 145t
dem en tia, 144, 145t
due to HIV, 147
with  Lewy bodies, 147
m ild or m ajor, 144, 146
due to prion  disease, 148
due to vascular disease, 147

Neuro brillary tangles, 147
Neuro brom atosis-1, 35t
Neuro brom atosis-2, 35t
Neuroim aging, 50, 51t
Neuroleptic m alignan t syndrom e, 174t
Neuropeptides, 41
Neuropsychological tests, 51, 51t, 52t
Neurotransm ission , 37–38
Neurotransm itters

am ino acids, 37
biogen ic am ines, 38–41
classes o , 37
peptides, 37
presynaptic/ postsynaptic recep tors and, 38
regulation  o  activity o , 37–38, 38t
in  sleep  production , 100
synapses and, 37

Nevirap ine (NTP), 212
Nicotine, 84, 85t
Nightm are disorder, 101t
NMDA an tagon ist, 147
N-m ethyl-d-aspartate (NMDA), 41
Nocturnal m yoclonus disorder, 101t
Non-declarative system , 37t
Non-Hispan ic White Am ericans, 199
Non-REM sleep, 98
Norepinephrine, 40, 100
Norepinephrine reuptake inhibitor,  

 or ADHD, 162
Norm al distribution , 307, 308 
Nortrip tyline, 172t
Nuclear m agnetic resonance im aging (NMRI), 51t
Null hypothesis, 309
Num ber needed to harm  (NNH), 292
Num ber needed to treat (NNT), 292, 293
Nursing hom e, 279t
Nuviva. See Vardena l

O
Obam acare, 282–283
Obesity, 150

am phetam ines, 84
Object perm anence, 5
Obsessive-com pulsive disorder (OCD), 133, 134t. 

See also Anxiety disorders

Fadem7e_Index.indd   358 1/14/2016   8:20:50 PM



 Index 359

Obsessive-compulsive personality disorder, 148t, 149t
Occipital lobes, 36t, 211
Odds ratio, 292
Olanzap ine (Zyprexa), 126, 170
Olep tro. See Trazodon e
Operan t condition ing

 eatures o , 67–68, 67t
princip les, 66
shaping and m odeling, 68

Opioids, 87
buprenorphine, 87–88
heroin , 87, 87t
laboratory  ndings  or, 90t
m anagem ent o  abuse o , 88t
m ethadone, 87–88, 87t
use and withdrawal o , e  ects o , 88t

Oppositional de an t disorder, 161–162, 162t
Organ  donation , 263
Orgasm ic disorder, 208t. See also Sexual dys unction
Orlistat, 150
Osteoporosis, in  elderly, 25
Overeaters Anonym ous (OA), 189
Oxcarbazepine (Trileptal), 175
Oxytocin , 161
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chron ic, 251
disorder, 135t
m anagem ent, 251
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Palm ar grasp  ref ex, 4, 4t
Pam elor. See Nortrip tyline
Pan ic attacks, 133
Pan ic disorder, 133, 134t
Param etric tests, 310
Paranoid personality disorder, 148t, 149t
Paraphilias and paraphilic disorders, 209–210, 209t
Parasom n ias, 100
Parietal lobes, 211
Paroxetine (Paxil), 133, 172t, 173t
Passive-aggressive personality disorder, 148t, 149t
Patien t com pliance, 49
Patien t-con trolled analgesia (PCA), 251
Patien t p rotection  an d a  ordable care act (ACA). 

See also Obam acare
Pedophilia, 209t
Period prevalence, 290
Peripheral nervous system  (PNS), 35–36
Perphenazine (Trila on ), 170
Persisten t depressive disorder, 122, 124
Persisten t vegetative state (PVS), 262
Personality disorders (PDs), 148

characteristics o , 148, 148t, 149t
classi cation  o , 148, 148t, 149t
m anagem ent o , 149

Personality tests, 76, 76t
Phencyclidine (PCP), 88, 89, 211
Phenelzine (Nardil), 172t, 173t
Phen term ine (Ionam in), 150
Phenylketonuria, 35t
Phobias, 132, 133, 134t. See also Anxiety disorders
Physician -assisted su icide, 263
Physician -patien t relationsh ip

adherence, 233–235, 236t
breakdown o , 263
clin ical in terview, 235–237, 237t

m edical p ractice, 232–233, 233t, 234t
review test on , 238–247

Piaget, Jean , 5
Pickwickian  syndrom e, 102
Placebo responses, 294
PMDD. See Prem enstrual dysphoric disorder 

(PMDD)
PNS. See Peripheral nervous system  (PNS)
Poin t prevalence, 290
Porphobilinogen , 50
Positive predictive value (PPV), 295
Positive rein  orcem en t, 67, 67t
Positron  em ission  tom ography (PET), 51t
Postpartum  m aternal reactions, 2–3, 3t
Post-traum atic stress disorder (PTSD), 133, 134t. 

See also Anxiety disorders
Power, 309
Prader-Willi syndrom e, 35t
Precision , in  m ean  estim ation , 307
Preconscious m ind, 57
Predictive value, 295
Pregnancy

cocaine use during, 84
psychoactive agen ts in , 176, 177t
teenage, 17

Prem ature birth , 1
Prem ature ejaculation , 208, 208t, 209. See also 

Sexual dys unction
Prem enstrual dysphoric disorder (PMDD), 122
Preschool child

attachm en t, 6–7
changes at 6 years o  age, 7
characteristics o , 7
m otor developm ent o , 6t
reaction  to illness, 18
review test on , 8–14
social developm ent o , 6t
verbal and cogn itive developm ent o , 6t

Prescrip tion  drugs, e  ects on  sexuality, 211, 211t
Prim ary hypersom nias, 101t
Prim ary process th inking, 57
Progressive m yoclon ic ep ilepsy, 35t
Projection , 59t
Propranolol (Inderal), 133
Prosthetic devices, 209
Protrip tyline (Vivactil), 172t, 173t
Pseudodem en tia, 26
Psychiatric care, seeking o , 232
Psychiatric disorders, in  children

atten tion  de cit/ hyperactivity disorder, 161–162
elim ination  disorders, 163
review test on , 164–168
selective m utism , 161
separation  anxiety disorder, 163
Tourette’s disorder, 163

Psychiatric h istory, 76
Psychiatric sym ptom s

biogen ic am ines, m easurem en t o , 49–50
drug-assisted in terview, 52
electroencephalogram , 50–51
endocrine  un ction , 50
galvan ic skin  response, 52
neuroim aging, 50–51
neuropsychological tests, 51–52
overview, 49
psychotropic drugs, 49–50
review test on , 53–56
sodium  lactate adm in istration , 52
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in  elderly, 27
in  pregnancy, 176, 177t

Psychoanalysis, 187–188
Psychological tests, 74

achievem en t tests, 75
individual vs. group testing, 74
in telligence test, 74–75
personality tests, 76, 76t
psychiatric evaluation , 76–77, 77t, 78t
types o , 74

Psychological therap ies, 187
behavioral therap ies, 188
 am ily therapy, 189
group  therapy, 190
psychoanalysis and related therapies, 187–188
review test on , 191–194
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Psychotic sym ptom s, 123
Psychotropic agen ts, 147
Psychotropic drugs
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Puberty, 16
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Random ization , 294
Rape, 214–215
Rapid eye m ovem en t (REM) sleep, 98–100, 101t
Rationalization , 59t
Reaction   orm ation , 59t
Recall bias, 293t
Receiver operating characteristic (ROC) curves, 

295, 296 
Regression , 59t
Reactive attachm en t disorder, 4
Rehabilitation  cen ters, 279t
Rein  orcem en t

negative, 67
positive, 67
schedules o , 67, 67t

Relative risk, 292
Relaxation  techn ique, 209
Reliability, 294
REM sleep. See Rapid eye m ovem ent (REM) sleep
Research  studies, 259, 291
Residen tial assisted living  acility, 279t
Restless legs syndrom e, 101t
Restricted a  ect, 77t
Reticular system , 36t, 211
Rett’s disorder, 161
Risk, 291–293
Risperidone (Risperdal), 126, 170
Rivastigm ine (Exelon ), 41
Rom azicon . See Flum azen il
Rooting ref ex, 4, 4t
Rorschach Test, 76t

S
Sam pling bias, 293t
SAT. See Scholastic Aptitude Test (SAT)

Savan t skills, 160
Sawtooth  waves, 99t
Schizoa  ective disorder, 115t
Schizoid personality disorder, 148–149
Schizophren ia, 34, 111, 115t

active phase, 112
age o  onset o , 111
an tipsychotics  or, 169
course o , 112
di  eren tial diagnosis o , 114
etiology o , 113
genetics o , 113t
m anagem ent o , 114
neural pathology o , 113
prodrom al phase, 112
prognosis  or, 112
residual phase, 112
review test on , 116–121
sym ptom s o , 111, 112t

Schizophren i orm  disorder, 115t
Schizotypal personality disorder, 148t–149t
Scholastic Aptitude Test (SAT), 75
School-age child

cogn itive characteristics, 15–16
m otor developm ent, 16
reaction  to illness, 18
review test on , 20–24
social characteristics, 15

Sedation , 175
Sedatives, 85–87, 86t, 126

adm in istration  o , 52
alcohol, 86
barbiturates, 86–87
benzodiazepines, 87
m anagem ent o  abuse o , 88t
use and withdrawal o , e  ects o , 86t

Seizures, 171
Selection  bias, 293t
Selective m elaton in  agon ist, 176
Selective m utism , 161
Selective seroton in  and norepinephrine reuptake 

inhibitors (SNRIs), 133, 171, 172t, 173, 173t
Selective seroton in  reuptake inhibitors (SSRIs), 40, 

133, 171, 172t, 173, 173t, 209
Selegiline (Em sam :transderm al patch), 172t, 173t
Sensate- ocus exercises, 208–209
Sensitivity, 294, 295
Separation  anxiety disorder, 163

preschool child , 7
Seriation , 16
Serotonergic system s, 170
Seroton in , 40, 88, 100, 113, 161, 211
Seroton in  syndrom e, 174, 174t
Sertraline (Zolo t), 133, 172t, 173t
Sexual abusers, 212–213
Sexual aversion  disorder, 208t. See also Sexual 

dys unction
Sexual developm ent, 205–206
Sexual dys unction , 207

acquired, 208
causes o , 207–208
classi cations o , 208
li elong, 208
m anagem ent o , 208–209

Sexuality
aging and, 210
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Statistical analyses
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am phetam ines, 84
ca  eine, 84
cocaine, 84
e  ects o  use and withdrawal o , 85t
laboratory  ndings  or, 90t
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sym ptom , 122, 123t
System atic desensitization , 209

in  anxiety disorders, 132, 133

T
Tactile hallucinations, 84
Tadala l (Cialis), 209
Tanner stages, o  sexual developm ent, 16t
Telephone scatologia, 209t
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Type I error, 309
Type II error, 309
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Unconditioned response, 66
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United States Medical Licensing Exam ination  

(USMLE), 75
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Validity, 294
Valproic acid (Depakene, Depakote), 175
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Variable, 306

dependen t, 306
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Vascular neurocogn itive disorder, 147
Vasodilators, 209
Ven la axine (E  exor), 133, 172t, 173t
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William’s syndrom e and  Wilson’s disease, 35t
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Withdrawal
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sedatives, 85, 86t
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X
Xenical. See Orlistat

Z
Zaleplon  (Sonata), 176, 176t
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Zinc, 250t
Ziprasidone (Geodon), 170
Zolpidem  (Am bien), 176, 176t
z score, 307, 307t
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