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HOW TO USE THIS BOOK EFFECTIVELY

	This manual is built to work three ways at once: as a course you read start to finish, as a desk reference you open to a single answer mid-session, and as a training tool you drill against before an exam or in supervision. None of these is the "right" way — they're different doors into the same house. What follows is guidance for getting the most from each, plus the habits that make the material actually stick.

	Start with the foundations, even if you're tempted to skip them

	Part I (Chapters 1–3) is short, and it's the part most readers want to jump past on the way to "the disorders." Resist that. The entire book rests on three ideas established there: that diagnosis is a process, not a pattern-match; that you rule out the body and the bottle before the brain; and that a diagnosis is a hypothesis you hold lightly and revise. Every chapter in Part II assumes those reflexes are already running in the background. If you only have an hour before you start the disorder chapters, spend it on Part I.

	Use Part II as a reference, but read it like an argument

	The diagnostic chapters (4–20) follow the same template for every disorder — overview, core features, criteria in plain English, differential, comorbidities, assessment questions, pearls, documentation, case, treatment — so you can navigate to exactly the section you need. When you're prepping for a specific patient, the Assessment Questions and Differential Diagnosis sections are the highest-yield landing spots; when you're studying, read the whole template and pay special attention to the one distinguishing feature each chapter emphasizes (the "anchor question" in Appendix A-1 is the compressed version of these).

	The single most useful habit: for every disorder, learn the one thing that separates it from its nearest look-alike — mania vs. hypomania, OCD vs. OCPD, delirium vs. dementia, anorexia vs. ARFID. Diagnosis is mostly the discipline of telling apart things that resemble each other, and Appendix B is the distilled map of those distinctions.

	Work the casebook and exercises actively — cover the answers

	Parts IV and V only work if you treat them as tests, not reading. For every case, read to the Discussion Questions and stop. Write your own differential, your leading diagnosis, and — most importantly — your reasoning before you look at the answer key. The same goes for the exercise sets: attempt every item closed-book first. You will learn more from one case you struggled through than from ten you read passively. The point isn't to be right; it's to find out where your reasoning breaks, which is exactly what the answer keys are designed to show you.

	Let the formulation tie everything together

	Part III is where the diagnosis becomes usable. Once you've worked through a few disorder chapters, practice writing a full formulation (Chapter 21's five components plus the four P's) on a real or composite case, then a treatment plan (Chapter 23) and a progress note (Chapter 22) flowing from it. Watching the "golden thread" run from diagnosis → formulation → plan → note is the moment the separate skills click into a single workflow. The templates in Appendix G are there to copy.

	 

	Keep the appendices within reach

	The appendices are the parts you'll use most often once you're in practice. Photocopy or flag Appendix D (MSE template) and Appendix E (suicide-risk template) for the clipboard; keep Appendix B (differential cheat sheets) and Appendix A (quick-reference tables) open during study; and use Appendix G (formulation/note/plan templates) on documentation day.

	Build in spaced repetition

	Diagnostic knowledge fades without retrieval. After finishing a part, come back to its exercises a week later, cold. Re-run the matching set, the differential drills, and the self-assessment quiz from Part V; re-work two or three casebook cases from memory. Spacing the retrieval — rather than re-reading — is what moves this from recognition ("that looks familiar") to recall ("I can produce the distinction under pressure"), which is what both the exam room and the clinic demand.

	A standing reminder about what this book is — and isn't

	Throughout, criteria are taught in plain English, paraphrased — they are not the DSM-5-TR's exact text. This makes the concepts learnable, but it means you must verify every diagnosis, code, specifier, and recording procedure against an official DSM-5-TR before clinical use. This manual builds the reasoning; the source manual supplies the authoritative criteria; supervised practice supplies the judgment. Use all three together.

	If you remember nothing else: Rule out the body and the bottle before the brain. Learn the one feature that separates each disorder from its look-alike. Assess suicide risk in every relevant presentation. Hold every diagnosis as a hypothesis you'll revise. And practice by doing — cover the answer, and reason it out yourself.
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CHAPTER 1 · UNDERSTANDING DSM-5-TR


	Before you can use a diagnostic system well, you have to understand what it is for and what it is not for. The DSM-5-TR is one of the most consequential documents in mental health, and also one of the most misunderstood. This chapter sets the foundation: what the manual is trying to do, where it is strong, where it falls short, and how a thoughtful clinician actually uses it.

	Purpose of DSM-5-TR

	The DSM-5-TR is a classification system. Its central job is to give clinicians, researchers, educators, and systems a shared language, so that when one professional says a person meets criteria for a disorder, another professional knows what that means. Standardized definitions make communication possible, allow research findings to generalize, support reimbursement and service eligibility, and create a common vocabulary for training.

	The "TR" stands for text revision. It is an update of the text, codes, and selected criteria of DSM-5, incorporating newer evidence and refinements while preserving the overall structure. Two practical features deserve emphasis. First, the manual harmonizes its codes with the international classification system used for billing and epidemiology. Second, it pairs each disorder with explanatory text — prevalence, development and course, risk factors, culture- and sex-related features, and differential diagnosis — that is often more clinically useful than the criteria themselves.

	What the DSM-5-TR is — and is not It is a descriptive classification of clinical syndromes defined by observable and reportable features. It is a tool for reliability and communication. It is not a theory of cause, a treatment manual, a measure of a person's worth, or a bright line between "normal" and "disordered." It does not capture the whole person, and it was never meant to.

	Strengths and Limitations

	Strengths

	
		Reliability and shared language. Explicit criteria let different clinicians reach the same diagnosis more often than impressionistic judgment alone.

		Clinical utility. Diagnoses organize prognosis, guide evidence-based treatment selection, and structure communication with patients and teams.

		Research and access. Standard definitions make studies comparable and connect people to services, accommodations, and coverage.

		Dimensional additions. The manual increasingly incorporates severity ratings and cross-cutting measures, acknowledging that symptoms exist on a spectrum.



	Limitations

	
		Categorical thinking. Real distress is continuous, but the system draws thresholds. A person one symptom short of criteria may suffer as much as one who meets them.

		Comorbidity and heterogeneity. People routinely meet criteria for several disorders, and two people with the same diagnosis can look very different. The labels are categories, not natural kinds.

		Limited etiological grounding. Criteria describe syndromes; they rarely tell you why. A diagnosis is a starting hypothesis, not an explanation.

		Risk of reification and stigma. It is easy to treat a label as a thing the person "has" rather than a description of a pattern, which can flatten clinical curiosity and harm the person.

		Cultural and contextual blind spots. Thresholds developed in particular settings may misclassify experiences that are normative or differently expressed elsewhere.



	Clinical Pearl — diagnosis is a hypothesis, not a verdict Hold every diagnosis lightly enough to revise it and firmly enough to act on it. The best clinicians treat the label as their current best explanation, revisited as new information arrives, rather than a permanent fact about the person.

	The Diagnostic Process

	Diagnosis is not pattern-matching a complaint to a criteria set. It is a structured reasoning process that moves from broad to specific while continuously testing alternatives. A reliable sequence looks like this:

	
		Gather data widely. Collect history, current symptoms, timeline, functional impact, mental status findings, and collateral information. Cast a wide net before narrowing.

		Identify the clinical syndrome. Group findings into a recognizable pattern (a depressive syndrome, a psychotic syndrome, an anxiety syndrome).

		Rule out the dangerous and the reversible first. Consider medical conditions, medications, and substances that can mimic or cause the picture. This step is non-negotiable.

		Generate a differential. List the plausible diagnoses, not just the favorite one.

		Apply criteria and thresholds. Check symptom count, duration, distress or impairment, and exclusion criteria against the source manual.

		Assess severity, course, and specifiers. A diagnosis is incomplete without its modifiers.

		Formulate and document. Explain your reasoning, including why you rejected the alternatives, and record it.

		Revisit. Treat the diagnosis as provisional; revise as response to treatment and new history emerge.



	Clinical Pearl — the three gates every diagnosis must pass Symptoms (does the pattern meet the criteria?), Significance (is there clinically significant distress or impairment?), and Specificity (have you excluded medical, substance, and other psychiatric causes that explain it better?). If a presentation fails any gate, the diagnosis does not hold.

	Clinical Judgment

	The criteria are necessary but not sufficient. Clinical judgment is what turns a checklist into a diagnosis. It is the disciplined integration of the criteria with context: the person's baseline, their culture and circumstances, the reliability of the history, the trajectory over time, and the degree of real-world impairment. Two clinicians can both count symptoms correctly and reach different, defensible conclusions, because judgment weighs the data, not just tallies it.

	Good judgment also means recognizing the limits of a single encounter. Severity, the influence of substances, the stability of a pattern, and the truth of self-report all become clearer over time and across informants. When in doubt, a provisional diagnosis, a tighter follow-up interval, and explicit documentation of uncertainty are more honest — and safer — than false precision.

	Cognitive traps that distort judgment

	
		Anchoring: locking onto the first impression and discounting later contradicting data.

		Confirmation bias: asking questions that confirm the leading hypothesis and not the ones that would disprove it.

		Premature closure: stopping the differential as soon as one diagnosis fits.

		Availability bias: over-diagnosing whatever you have seen most recently or most memorably.

		Diagnostic momentum: inheriting a prior label uncritically because it is already in the chart.



	Cultural Considerations

	Culture shapes how distress is experienced, expressed, explained, and brought to a clinician. The same internal state may be voiced as a physical complaint in one setting and as an emotional one in another. Behaviors that are normative within a community — certain experiences of grief, spiritual practices, or beliefs — can be misread as pathology by a clinician outside that context. The reverse error is equally harmful: dismissing genuine illness as "just cultural."

	The DSM-5-TR addresses this in several ways: through culture-related text for many disorders, through the concept of cultural concepts of distress (idioms, explanations, and syndromes recognized within a culture), and through the Cultural Formulation Interview, a structured set of questions that explores how the person understands their problem, its causes, and its remedies. Part VI develops these tools in depth.

	Clinical Pearl — ask, don't assume Cultural competence is less about knowing every group's customs and more about humble, person-specific inquiry: "What do you call this problem? What do you think is causing it? Who in your life shares this understanding?" Curiosity outperforms a memorized list every time.

	Ethical Considerations

	Diagnosis is an act of power. The label you assign can open access to care or close off opportunity; it can validate suffering or stigmatize a person for years. That power carries ethical obligations that sit alongside the technical task.

	
		Beneficence and nonmaleficence. Diagnose to help. Weigh the benefits of a label (access, treatment, understanding) against its potential harms (stigma, self-fulfilling expectations, insurance consequences).

		Accuracy and honesty. Do not over- or under-diagnose for convenience, reimbursement, or to soften a conversation. Document uncertainty truthfully.

		Informed collaboration. Where appropriate, share the diagnosis and its meaning with the person, and treat them as a partner in understanding it.

		Confidentiality and its limits. Protect the record, and know the specific situations in which disclosure is required or permitted in your jurisdiction.

		Competence and scope. Diagnose within your training and role, and refer or consult when a case exceeds it.

		Cultural humility and nondiscrimination. Guard against bias related to race, gender, sexuality, class, or language shaping who gets which label.



	Chapter 1 — key takeaways

	
		The DSM-5-TR is a shared language for describing syndromes, not a theory of cause or a measure of the person.

		Its strengths are reliability and communication; its limits are categorical thresholds, comorbidity, and limited etiology.

		Sound diagnosis is a process: gather widely, rule out the dangerous and reversible, generate a differential, apply criteria, and revisit.

		Criteria plus judgment plus cultural and ethical awareness — not criteria alone — produce a defensible diagnosis.



	 


CHAPTER 2 · THE DIAGNOSTIC INTERVIEW

	The interview is where diagnosis actually happens. Criteria are only as good as the data you elicit, and the data depend on the relationship you build, the questions you ask, and the observations you make while asking them. This chapter walks through the structure of a diagnostic interview and gives you usable language for each part of it.

	The Intake Process

	An intake has two simultaneous goals: gather the information needed for an accurate diagnosis and formulation, and establish a working alliance strong enough that the person tells you the truth. A useful structure moves from the person's own words toward your structured inquiry:

	
		Opening and orientation. Introduce yourself and your role, explain the purpose and length of the meeting, and address confidentiality and its limits before you begin.

		Chief complaint, in the person's words. Start open: "What brings you in today?" Let them tell the story before you shape it.

		History of present illness. Establish onset, duration, course, triggers, severity, and impact. Build a timeline.

		Psychiatric history. Prior episodes, diagnoses, hospitalizations, treatments and their effects, and prior risk to self or others.

		Substance use. Specific substances, amounts, frequency, last use, and consequences — asked nonjudgmentally.

		Medical history and medications. Conditions and drugs that can cause or mimic psychiatric symptoms.

		Family history. Psychiatric conditions, substance use, and completed suicide in relatives.

		Developmental and social history. Early development, education, trauma, relationships, work, housing, legal, supports, and strengths.

		Mental status examination. Largely observed across the interview, then synthesized.

		Risk assessment. Suicide, self-harm, and harm to others, woven in where clinically indicated and revisited at the end.



	Clinical Pearl — structure serves rapport, not the reverse A rigid checklist delivered without warmth yields thin, guarded answers. Earn the difficult disclosures — about trauma, substances, psychosis, and suicide — by first demonstrating that you listen. The order above is a scaffold; follow the person's lead and circle back.

	Sample script — opening an intake

	Clinician: "Before we start, I want to explain how this works. I'll ask a lot of questions today so I can understand what's been going on and how best to help. What we talk about stays private, with a few exceptions I'm required to act on — if I'm seriously worried about your safety or someone else's. Does that make sense?" Patient: "Yeah, that's fine." Clinician: "Good. So in your own words — what's been bringing you in?"

	The Mental Status Examination

	The mental status examination (MSE) is to psychiatry what the physical exam is to medicine: a structured, mostly observational snapshot of the person's current state. Much of it you gather simply by paying attention during the interview; you organize it explicitly when you document. The standard domains:

	
		
			Domain


			What you observe / assess


			Example descriptors


		

		
			Appearance


			Grooming, dress, hygiene, apparent vs. stated age


			Disheveled; appears older than stated age; appropriately groomed


		

		
			Behavior / psychomotor


			Eye contact, cooperation, activity level, abnormal movements


			Psychomotor retardation; restless; guarded; tremor noted


		

		
			Speech


			Rate, rhythm, volume, quantity, fluency


			Pressured; slowed; soft and minimal; spontaneous


		

		
			Mood


			The person's stated emotional state (in their words)


			"Empty"; "on edge"; "fine, I guess"


		

		
			Affect


			Observed emotional expression: range, congruence, stability


			Constricted; flat; labile; congruent with mood; tearful


		

		
			Thought process


			Form / organization of thinking


			Linear and goal-directed; tangential; circumstantial; loose associations


		

		
			Thought content


			What the person is thinking about; abnormal content


			Delusions; obsessions; phobias; ideas of reference; ruminations


		

		
			Perception


			Hallucinations, illusions, depersonalization / derealization


			Auditory hallucinations reported; none elicited; reports detachment


		

		
			Cognition


			Orientation, attention, memory, fund of knowledge


			Alert and oriented ×3; attention impaired; recall 2/3 at 5 min


		

		
			Insight


			Awareness of one's condition and need for help


			Limited; partial; good


		

		
			Judgment


			Capacity to make reasoned decisions


			Impaired by current symptoms; intact for daily decisions


		

	


	Clinical Pearl — mood is quoted, affect is observed Mood is what the person tells you they feel; record it in their words. Affect is what you see; record it in yours. When mood and affect diverge sharply — "I'm fine" said while weeping — that incongruence is itself a finding worth documenting.

	Documentation example — a concise MSE

	Casually dressed, adequate hygiene, appears stated age. Cooperative, with reduced eye contact and psychomotor slowing. Speech soft, slowed, with increased latency. Mood "hopeless." Affect constricted, congruent, tearful at times. Thought process linear and goal-directed. Thought content notable for passive death wishes ("I wouldn't mind not waking up"); denies active plan or intent; no delusions or perceptual disturbance. Alert and oriented ×3; attention and recent recall mildly reduced. Insight partial; judgment intact for daily decisions.

	Risk Assessment

	Risk assessment is not a single question or a checklist score; it is a clinical judgment about the likelihood and severity of harm, formed by weighing risk factors, protective factors, and current warning signs. It runs across three broad domains — risk to self (suicide and self-harm), risk to others (violence), and risk from others or from self-neglect (vulnerability) — and it must be revisited as the picture changes, never treated as a one-time event.

	
		
			Static (historical) factors


			Dynamic (modifiable) factors


			Protective factors


		

		
			Prior attempts, family history of suicide, chronic illness, history of trauma, prior violence


			Current ideation, hopelessness, agitation, intoxication, access to means, acute stressors, untreated symptoms


			Reasons for living, strong supports, engagement in care, responsibilities (e.g., dependents), help-seeking, future orientation


		

	


	Clinical Pearl — the strongest predictor that still isn't destiny A prior attempt is among the strongest known risk factors, but most people with risk factors do not act, and some who act had few. Risk is a clinical state, not a fixed score — assess it dynamically, document the reasoning, and act on the current picture rather than the tally.

	Suicide Assessment

	A competent suicide assessment is structured, direct, and compassionate. Asking about suicide does not plant the idea; it communicates that the topic is safe to discuss. Move from general to specific, and assess each domain explicitly rather than accepting a single "no."

	
		Ideation. Presence, frequency, intensity, and whether passive (wishing not to be alive) or active (thoughts of ending one's life).

		Plan. Whether the person has considered how, and how specific and feasible that thinking is.

		Intent. How strongly the person intends to act, and their degree of ambivalence.

		Means and access. Whether the person has access to a way to act, addressed in order to support means safety with the person and their supports.

		Preparatory behaviors. Any steps already taken, including rehearsal, giving away possessions, or saying goodbye.

		History. Prior attempts, their lethality and recency, and what interrupted or followed them.

		Drivers and protectors. Current stressors and hopelessness on one side; reasons for living and supports on the other.



	🚩 Red Flag — escalators that raise urgency Active intent with a feasible plan and access to means; severe hopelessness; recent attempt; acute agitation or marked anxiety; intoxication; a recent loss or humiliation; command hallucinations; and a sudden, unexplained calm after a period of distress. Any of these should prompt immediate safety planning and consideration of a higher level of care, per your local protocol.

	Sample script — asking about suicide directly

	Clinician: "When people are carrying as much as you've described, they sometimes have thoughts that life isn't worth living, or that they'd be better off gone. Has anything like that been on your mind?" Patient: "Sometimes. Mostly I just wish I could disappear." Clinician: "Thank you for telling me — that takes courage. When you have that wish to disappear, do you ever have thoughts of actually ending your life?" Patient: "I've thought about it. I haven't done anything." Clinician: "I'm glad you haven't. When you've thought about it, have you thought about how you might do it? And how strong have those thoughts felt — are they something you feel you could resist?"

	Notice the sequence: the clinician normalizes, asks permission to go deeper, moves from passive to active to plan and intent, and reinforces protective steps without judgment. The next move, depending on the answers, is collaborative safety planning and, if indicated, escalation per local protocol.

	Clinical Pearl — collaborate, don't interrogate Safety is built with the person, not extracted from them. A collaborative safety plan — recognizing personal warning signs, internal coping strategies, people and settings that help, supports to contact, professional and crisis resources, and reducing access to means — has more durable value than a "contract for safety," which has no demonstrated protective effect.

	Documentation example — risk note

	Endorses passive ideation ("wish I could disappear") and intermittent active thoughts without current plan, intent, or preparatory behavior. No access to firearms; partner aware. One prior attempt 6 years ago in context of relationship loss; none since. Protective factors include care of two children, engagement in treatment, and stated reasons for living. Hopelessness moderate. Assessed as elevated chronic risk, low acute risk at present. Collaborative safety plan completed; means-safety discussed; follow-up in 3 days; crisis resources provided.

	Functional Assessment

	Most diagnoses require clinically significant distress or impairment, so you must assess function, not just symptoms. Functional assessment asks how the symptoms are affecting the person's actual life across domains, and it provides the baseline against which you will later measure treatment response.

	
		Occupational / academic: attendance, performance, ability to concentrate and complete tasks.

		Social / interpersonal: relationships, withdrawal, conflict, isolation.

		Self-care and daily living: hygiene, sleep, eating, managing a household and finances.

		Health behaviors and safety: substance use, adherence, risk-taking, ability to keep self safe.



	Anchor impairment with concrete examples rather than adjectives. "Has missed nine days of work this month and stopped answering calls from friends" tells another clinician more than "moderate impairment."

	Interviewing Techniques

	How you ask determines what you learn. A few core techniques separate a productive interview from a stilted one:

	
		Open before closed. Begin sections with open questions to let the person's narrative emerge, then use closed questions to confirm criteria and pin down specifics.

		Reflective listening. Brief reflections show you are tracking and invite elaboration — used to clarify, not to dwell on or amplify distress.

		Normalize sensitive topics. Prefacing ("Many people in your situation…") lowers shame around substances, trauma, sexuality, and suicide.

		Behavioral specificity. Trade vague labels for examples: "What does a bad day actually look like, hour by hour?"

		Transitions and signposting. Tell the person where you are going ("I'd like to switch to asking about your sleep and appetite") to reduce abruptness.

		Manage the difficult moment. With a guarded, tearful, or angry person, slow down, name the difficulty, and return to safer ground before pressing on.



	Open vs. closed — the same question, two ways

	
		Closed: "Have you been sad?" (yields yes / no, low information).

		Open: "How has your mood been over the past few weeks?" (yields course, severity, and the person's framing).

		Use the open version to discover the syndrome; use a targeted closed follow-up to confirm a specific criterion such as duration.



	Chapter 2 — key takeaways

	
		The intake balances data-gathering with alliance; structure serves rapport, not the reverse.

		The MSE is a mostly observational snapshot; mood is quoted, affect is observed.

		Risk assessment is a dynamic clinical judgment across self, others, and vulnerability — weigh risk and protective factors, then act and document.

		Suicide assessment is structured and direct: ideation, plan, intent, means, preparation, history, drivers, and protectors.

		Assess function with concrete examples; it anchors both the diagnosis and the treatment response.



	 


CHAPTER 3 · DIFFERENTIAL DIAGNOSIS MASTERY

	Differential diagnosis is the heart of clinical reasoning. It is the disciplined practice of holding several explanations in mind at once and using evidence to favor one over the others. Most serious diagnostic errors are not failures of knowledge; they are failures of process — stopping too early, ignoring the dangerous alternative, or inheriting a label without re-examining it. This chapter builds the habits that prevent those errors.

	Common Diagnostic Errors

	
		Premature closure. Accepting the first plausible diagnosis without considering alternatives. The single most common error.

		Missing the medical or substance cause. Diagnosing a primary psychiatric disorder when a thyroid condition, medication, or substance is driving the picture.

		Overlooking psychosis or bipolarity. Treating a depressed presentation without screening for past mania, or missing subtle psychotic features — each changes treatment dramatically.

		Conflating state and trait. Diagnosing a personality disorder during an acute mood or substance episode, when the "enduring pattern" is actually a current state.

		Criterion creep. Counting symptoms loosely, ignoring duration, or skipping the distress / impairment requirement.

		Diagnostic momentum. Carrying a prior label forward without verifying it against the current presentation.

		Cultural misattribution. Reading culturally normative experience as pathology, or the reverse.



	Rule-Out Strategies

	A rule-out is an alternative you actively exclude with evidence, not one you simply ignore. Three rule-outs belong on nearly every differential, in this order:

	
		Rule out a medical condition. Could a general medical illness produce this picture? Consider endocrine, neurologic, infectious, metabolic, and other causes — especially with atypical age of onset, atypical features, or abnormal vitals or cognition.

		Rule out substances and medications. Could intoxication, withdrawal, or a prescribed drug cause or mimic the syndrome? Establish the temporal relationship between substance use and symptoms.

		Rule out another psychiatric disorder. Among the psychiatric possibilities, which best accounts for the full pattern, course, and context?



	Clinical Pearl — "is it the body, the bottle, or the brain?" Before settling on a primary psychiatric diagnosis, ask in order: could a medical condition explain this (the body)? could a substance or medication explain this (the bottle)? Only when both are reasonably excluded do you commit to a primary psychiatric disorder (the brain). Reversing this order is how reversible illness gets mistreated for years.

	Comorbidity Challenges

	Comorbidity — meeting criteria for more than one disorder — is the rule, not the exception. The challenge is distinguishing true co-occurring disorders from a single disorder producing overlapping symptoms, and from a hierarchy in which one diagnosis preempts another. Ask three questions:

	
		Overlap or independence? Are the symptoms better explained by one disorder (e.g., poor concentration from depression), or do two distinct syndromes coexist (e.g., depression plus an independent substance use disorder)?

		Primary or secondary? Did one condition arise from another (e.g., demoralization secondary to a chronic anxiety disorder), and does sequencing change the treatment plan?

		Does a hierarchy rule apply? Some diagnoses are not made when the symptoms occur exclusively during, or are better explained by, another condition.



	Diagnostic Hierarchy

	The DSM-5-TR embeds hierarchy rules to prevent over-diagnosis. The general principle: a more pervasive or "higher" condition that fully accounts for the symptoms takes precedence, and the lower diagnosis is not added if its symptoms occur only in that context. Practical applications include:

	
		A diagnosis is not assigned when its symptoms occur exclusively during the course of another disorder that explains them (for example, anxiety occurring only during a mood episode).

		Substance-induced and medical-condition-induced disorders preempt the corresponding primary disorder when the substance or condition is the cause.

		Pervasive, lifelong conditions provide context for how later state disorders present, and must be distinguished from them.



	Clinical Pearl — hierarchy prevents double-counting, not real comorbidity Hierarchy rules exist to stop you from labeling the same symptoms twice. They do not forbid genuine comorbidity. When two disorders are truly independent and each is clinically significant in its own right, diagnose both and say why.

	Decision Trees and Flowcharts

	A decision tree externalizes your reasoning so it can be checked. The trees below are teaching aids — simplified, and always subordinate to the full criteria and your judgment — but they model the branching logic of real differential reasoning.

	Decision tree — approaching a depressive presentation

	Persistent low mood and/or loss of interest

	│

	├─ Medical cause or substance/medication explains it? ──► YES ─► Depressive disorder due to

	│                                                              another medical condition /

	│                                                              substance-induced

	│   NO

	│   ▼

	├─ Any past distinct period of elevated/irritable mood + ─► YES ─► Bipolar spectrum

	│   increased energy/activity?                                   (re-frame current episode)

	│   NO

	│   ▼

	├─ Full episode: ≥5 features, ≥2 weeks, with distress/ ──► YES ─► Major depressive disorder

	│   impairment?                                                  (add severity + specifiers)

	│   NO

	│   ▼

	├─ Chronic low-grade depression ≥2 years? ───────────────► YES ─► Persistent depressive disorder

	│   NO

	│   ▼

	└─ Onset within ~3 months of an identifiable stressor, ──► YES ─► Adjustment disorder

	    below full threshold?                                        with depressed mood

	Read the tree top to bottom and act on the first branch that fits, but never skip the first two gates: a medical / substance cause and a history of mania must be excluded before you reach a primary depressive label.

	Decision tree — is the psychosis primary, mood-related, or secondary?

	Psychotic features present (delusions, hallucinations,

	disorganization)

	│

	├─ Clouded consciousness, fluctuating, acute onset? ─────► YES ─► Consider delirium (medical

	│                                                              emergency) — evaluate urgently

	│   NO

	│   ▼

	├─ Direct effect of a substance or medical condition? ───► YES ─► Substance/medication- or

	│                                                              medical-condition-induced

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
		Most diagnostic errors are process failures: premature closure, missing medical / substance causes, and diagnostic momentum.

		Run three rule-outs in order on nearly every case — body, bottle, then brain.

		Comorbidity is common; distinguish overlap from independence, and apply hierarchy rules to avoid double-counting without denying true comorbidity.

		Decision trees externalize reasoning so it can be checked, but they never override the full criteria or clinical judgment.
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