Något om psykiatrisk differentialdiagnostik enl DSM-IV – särskilt ADHD

DSM (Diagnostic and  Statistical Manual of Mental Disorders) är ett system som bygger på ett omfattande och genomtänkt material. För att kunna användas på ett adekvat sätt krävs gedigna kunskaper vilket bl.a. framgår av följande:

”Att använda DSM-IV-kriterierna
De specificerade diagnostiska kriterierna för psykiska störningar har utarbetats i syfte att fungera som riktlinjer och stöd för diagnostiken. Skälet till det är att det på ett övertygande sätt har kunnat visas att bruk av kriterier leder till bättre överensstämmelse mellan olika bedömare. En korrekt användning av kriterierna förutsätter emellertid  en professionell kompetens som innefattar såväl psykiatriska fackkunskaper som klinisk erfarenhet.” (MINI-D IV s.0 min understryk)

Nästa sida börjar med

                               ”Bruksanvisning
Obs: I den amerikanska huvudmanualen för DSM-IV finns en mer omfattande bruksanvisning än den som ges här.” (MINI-D s.1)

MINI-D är bara en mycket förkortat version av huvudmanualen som bara finns på engelska och i MNII-D räknas bara  upp kriterierna  för varje diagnos. I huvudmanualen diskuteras varje tillstånd mera ingående och mer riktlinjer ges för hur använda kriterierna.  Det första citatet ovan står i huvudmanualen står under rubriken

”Cautionary Statement”    (DSM p. xxxvii)

Lite tidigare uttrycks detta än tydligare

”Use of Clinical Judgment

DSM-IV is a classification of mental disorders that was developed for use in clinical,  educational, and research settings. The diagnostic categories, criteria, and textual descriptions are meant to be employed by individuals with appropriate clinical training  and experience in diagnosis. It is important that DSM-IV not be applied mechanically ,by untrained individuals. The specific diagnostic criteria included in DSM-IV are  meant to serve as guidelines to be informed by clinical judgment and are not meant  to be used in a cookbook fashion” (DSM p.xxxii min understrykning))
Som en viktig hjälp för detta kliniska omdöme tjänar diskussionen och tänkandet kring differentialdiagnoser. Detta finns inte med i den svenska bruksanvisningen.

”Criteria Used to Exclude Other Diagnoses and to Suggest Differential Diagnoses
Most of the criteria sets presented in this manual include exclusion criteria that are necessary to establish boundaries between disorders and to clarify differential diagnoses. The several different wordings of exclusion criteria in the criteria sets throughout DSM-IV reflect the different types of possible relationships among disorders:

· "Criteria have never been met for..."

       •     "Criteria are not met for ..." 
       •     "does not occur exclusively during the course of . .." 

       •     "not due to the direct physiological effects of a substance (e.g., a 

               drug of abuse, a medication) or a general medical condition."

       •     "not better accounted for by ..." " …..     (DSM p.5-6)

Vardera  av dessa fem punkter utvecklas något och exemplifieras men här tas bara med hela 

texten för de två typer som återfinns i uteslutningskriterierna för ADHD:

” E. The symptoms do not occur exclusively during the course of a Pervasive Developement Disorder,Schizophrenia or other Psychotic Disorder and are not better accounted for by another mental disorder (e.g., Mood Disorder, Anxiety Disorder, Dissociative Disorder or a Personality Disorder) (DSM  p93 min undersstyrk.  Punkt E  finns även på svenska i MINI-D)

•   "does not occur exclusively during the course of . .." This exclusion criterion prevents a disorder from being diagnosed when its symptom presentation occurs only during the course of another disorder. For example, dementia is not diagnosed separately if it occurs only during delirium; Conversion Disorder is not diagnosed separately if it occurs only during Somatization Disorder; Bulimia Nervosa is not diagnosed separately if it occurs only during episodes of Anorexia Nervosa. This exclusion criterion is typically used in situations in which the symptoms of one disorder are associated features or a subset of the symptoms of the preempting disorder. The clinician should consider periods of partial remission as part of the "course of another disorder." It should be noted that the excluded diagnosis can be given at times when it occurs independently (e.g., when the excluding disorder is in full remission).” (DSM p.6)
 •  "not better accounted for by …”  This exclusion criterion is used to indicate that the disorders mentioned in the criterion must be considered in the differential diagnosis of the presenting psychopathology and that, in boundary cases, clinical judgment will be necessary to determine which disorder provides the most appropriate diagnosis. In such cases, the "Differential Diagnosis" section of the text for the disorders should be consulted for guidance.” (DSM p.6)

” Differential Diagnosis section” för ADHD se nedan.

Bruksanvisningen tar upp ytterligare några punkter där en rör formuleringen av

uteslutningskriterier för ADHD

”When there are particularly difficult differential diagnostic boundaries, the phrase "not better accounted for by . . ." is included to indicate that clinical judgment is necessary to determine which diagnosis is most appropriate. For example, Panic Disorder With Agoraphobia includes the criterion "not better accounted for by Social Phobia" and Social Phobia includes the criterion "not better accounted for by Panic Disorder With Agoraphobia" in recognition of the fact that this is a particularly difficult boundary to draw. In some cases, both diagnoses might be appropriate.”  (DSM p.7 min understryk)

”Attention-Deficit/Hyperactivity Disorder 

Differential Diagnosis
In early childhood, it may be difficult to distinguish symptoms of Attention-Deficit/ Hyperactivity Disorder from age-appropriate behaviors in active children (e.g., running around or being noisy).
Symptoms of inattention are common among children with low IQ who are placed in academic settings that are inappropriate to their intellectual ability. These behaviors must be distinguished from similar signs in children with Attention-Deficit/Hyperactivity Disorder. In children with Mental Retardation, an additional diagnosis of Attention-Deficit/Hyperactivity Disorder should be made only if the symptoms of inattention or hyperactivity are excessive for the child's mental age. Inattention in the classroom may also occur when children with high intelligence are placed in academically understimulating environments. Attention-Deficit/Hyperactivity Disorder must also be distinguished from difficulty in goal-directed behavior in children from inadequate, disorganized, or chaotic environments. Thorough histories of symptom pattern obtained from multiple informants (e.g., baby-sitters, grandparents, or parents of playmates) are helpful in providing a confluence of observations concerning the child's inattention, hyperactivity, and capacity for developmentally appropriate self-regulation in various settings.
Individuals with oppositional behavior may resist work or school tasks that require self-application because of an unwillingness to conform to others' demands. These symptoms must be differentiated from the avoidance of school tasks seen in individuals with Attention-Deficit/Hyperactivity Disorder. Complicating the differential diagnosis is the fact that some individuals with Attention-Deficit/Hyperactivity Disorder develop secondary oppositional attitudes toward such tasks and devalue their importance, often as a rationalization for their failure.
The increased motor activity that may occur in Attention-Deficit/Hyperactivity Disorder must be distinguished from the repetitive motor behavior that characterizes Stereotypic Movement Disorder. In Stereotypic Movement Disorder, the motor behavior is generally focused and fixed (e.g., body rocking, self-biting), whereas the fidgetiness and restlessness in Attention-Deficit/Hyperactivity Disorder are more typically generalized. Furthermore, individuals with Stereotypic Movement Disorder are not generally overactive; aside from the stereotypy, they may be underactive.
Attention-Deficit/Hyperactivity Disorder is not diagnosed if the symptoms are better accounted for by another mental disorder (e.g., Mood Disorder [especially Bipolar Disorder], Anxiety Disorder, Dissociative Disorder, Personality Disorder, Personality Change Due to a General Medical Condition, or a Substance-Related Disorder). In all these disorders, the symptoms of inattention typically have an onset after age 7 years, and the childhood history of school adjustment generally is not characterized by disruptive behavior or teacher complaints concerning inattentive, hyperactive, or impulsive behavior. When a Mood Disorder or Anxiety Disorder co-occurs with Attention-Deficit/ Hyperactivity Disorder, each should be diagnosed. Attention-Deficit/Hyperactivity Disorder is not diagnosed if the symptoms of inattention and hyperactivity occur exclusively during the course of a Pervasive Developmental Disorder or a Psychotic Disorder. Symptoms of inattention, hyperactivity, or impulsivity related to the use of medication (e.g., bronchodilators, isoniazid, akathisia from neuroleptics) in children before age 7 years are not diagnosed as Attention-Deficit/Hyperactivity Disorder but instead are diagnosed as Other Substance-Related Disorder Not Otherwise Specified.” (DSM –IV-TR 2000p. 91)

Jag ska be att få återkomma med några kommentarer till denna lista speciellt kring Bipolar Disorder och Dissociation som differentialdiagnoser.

Jan Pilotti 

Överläkare BUP USÖ    feb 2005 

