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PA P E R  I I

Psychotherapies, clinical assessment, MSE
and nosology
Three sections . one complete notes document

This material gathers the psychotherapies, the clinical assessment and the nosology into one

document, taught as skills rather than syndromes. The first band is the psychotherapies: the

classification of the therapies and the common factors that carry much of the outcome, then

each modality with its model, its core techniques, its evidence and its lead indication, from

supportive psychotherapy, cognitive behaviour therapy and behaviour therapy through

psychoanalysis and the ego defences, interpersonal, group and family therapy, the third-wave

therapies and motivational interviewing, to the Indian and culturally-adapted context and the

selection of the right therapy for the presentation. The second band is clinical assessment

and rating scales: the psychiatric interview and the mental state examination in full, the

cognitive examination with the MMSE and the MoCA, the biopsychosocial formulation, the

rating scales as a catalogue, and reliability and validity. The third band is nosology and cross-

cutting clinical issues: the principles of classification, the ICD-11 and DSM-5 and the

changes between them, the categorical-versus-dimensional debate, comorbidity, the cultural

concepts of distress, the forensic essentials, the Mental Healthcare Act 2017 and capacity,

consent and confidentiality. The examinable skill is to choose the right therapy, examine and

formulate a patient, pick the right scale, and place a presentation in the current classification.

The disorder-specific therapy protocols and the disorder-specific scales are taught in their

disorder chapters and cross-referenced here; a consolidated appendix reproduces or typesets

the rating scales of the whole series.
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H OW  TO  U S E  T H ES E  N OT ES

Read the three bands as one continuous account of how a psychiatrist treats with words, examines

a mind, and names what is wrong. The psychotherapies band is organised by the psychotherapy-

family tree: the schools branching to the modalities. It opens with the classification of the therapies

and the common, non-specific factors and the therapeutic alliance, then teaches each modality

with its model, its core techniques, its evidence and its one lead indication, and closes by choosing

the right therapy for the presentation. The widely-practised therapies are taught in full; the niche

modalities are kept compact. The clinical assessment and rating scales band is organised by the

assessment framework: the psychiatric interview and history, then the mental state examination

in full, domain by domain, as the key examinable skill, then the cognitive examination with the

MMSE and the MoCA, the biopsychosocial and 4-Ps formulation, the rating scales as a catalogue,

and reliability and validity. The nosology and cross-cutting band teaches the principles of

classification and the diagnostic process, the ICD-11 taught forward with the DSM-5-TR cross-

mapped and the changes between the editions flagged, the categorical-versus-dimensional debate,

comorbidity, the cultural concepts of distress, the forensic essentials, the Mental Healthcare Act

2017 and capacity, consent and confidentiality. Figures declare one axis and code it in colour:

petrol marks structure and the neutral case, coral marks the trap, and marigold highlights the

number to hold. The rating scales are reproduced as the actual instruments where the licence

permits and typeset from their structure where it does not, gathered in a consolidated appendix at

the back, with every cut-off verified; the cognitive instruments are typeset because they are

permission-required. Several boundaries are stated up front: the deep psychometric theory and

descriptive psychopathology are taught in the Psychometry, Assessment and Descriptive

Psychopathology notes and cross-referenced here; the disorder-specific therapy protocols and the

disorder-specific rating scales live in their disorder chapters; and the fuller mental-health

legislation and forensic procedure live in the legislation and forensic notes. The modality models,

the clinical MSE and assessment skill, the general cognitive instruments and the nosology are

owned and fully taught here. This is doctor-facing revision, so the full technical vocabulary is used,

the India context is genuine and verified (the Indian Psychiatric Society guidelines, culturally-

adapted therapy, yoga and meditation-based interventions, the Mental Healthcare Act 2017), and

every MSE component, therapy indication, scale cut-off, eponym count and nosology fact is

verified against a source or omitted and flagged.

Psychotherapies: general and specific

1 · Classification of the psychotherapies and the common factors

This is the orienting topic for the whole psychotherapies band, and it earns its place because the

examiner rarely asks "describe cognitive behaviour therapy" cold; the marks are in the map, being

able to place any named therapy on its axes, and in the counter-intuitive fact that most of what

heals a patient is not the branded technique at all. Two ideas do the heavy lifting. The first is the

classification of psychotherapies, the small set of axes (depth, school, duration and format)

onto which the twenty-odd named modalities of this chapter are sorted. The second is the

common factors literature, the finding that the ingredients shared by all bona fide therapies,
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above all the relationship, carry a larger share of the outcome than the specific procedures that

distinguish one school from another.

How to use this page. Fix the definition first, then build the four-axis frame and the schools of

psychotherapy, learning the master mnemonic seeded here because it is paid off at

consolidation and anchors the psychotherapy-family tree for the entire chapter. Then internalise

the non-specific factors and the therapeutic alliance, the transtheoretical model with its

stages of change, and finally the evidence hierarchy that ranks how confident a guideline may

be. The specific modalities that follow (psychodynamic, behavioural, cognitive, humanistic,

systemic and the third-wave therapies) each get their own model, technique, evidence and lead

indication; here we teach only the scaffold that holds them.

Psycho-

dynamic
Behavioural

Cognitive

and CBT

Third-

wave

Humanistic,

supportive

Systemic

and family

Brief and

integrative

Psychoanalysis

Psychodynamic

psychotherapy

Brief dynamic

Systematic

desensitisation

Exposure and

flooding

Token economy

Aversion therapy

Cognitive

therapy

CBT

DBT

ACT

MBCT

Mindfulness

Supportive

Client-centred

Family therapy

Couple therapy

IPT

Motivational

interviewing

Crisis

intervention

Each modality is taught here with its model, technique, evidence and lead indication; CBT (amber) is the core block, and the disorder-specific protocols are cross-referenced to their chapters.

Fig 19.1 The schools of psychotherapy and their modalities. The therapies group into families by their theory of

change: the psychodynamic therapies working with the unconscious and the transference; the behavioural

therapies applying learning theory through exposure and reinforcement; the cognitive and cognitive-behavioural

therapies working with thought and behaviour together, with CBT the most-evidenced modality of all; the third-

wave acceptance-and-mindfulness therapies; the humanistic and supportive therapies working through the

relationship itself; the systemic and family therapies treating the system rather than the individual; and the brief,

interpersonal and integrative therapies. Each is taught here with its model, its core technique, its evidence and its

one lead indication.
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Therapeutic alliance

the bond, and agreement on goals and tasks

Expectancy and hope

the belief that the treatment will help

Therapist factors

empathy, warmth, positive regard, skill

Client and life factors

motivation, strengths, the world outside

Technique-specific factors

the particular method (a smaller share)

Outcome

symptom change,

function, recovery

The common factors, led by the therapeutic alliance (amber), carry much of the outcome; the specific technique is one contributor among them, not the whole of it.

Fig 19.2 The common factors and the therapeutic alliance. Across the psychotherapies, a large share of the

outcome is carried not by the specific technique but by factors common to all of them: above all the therapeutic

alliance, the bond between patient and therapist together with their agreement on the goals and the tasks of the

work, and alongside it the patient's expectancy and hope, the therapist's empathy and warmth, and the patient's

own motivation and life circumstances. The particular method contributes too, but it is one factor among several.

This is why the quality of the relationship is attended to first in every modality, and why a shared, credible

rationale matters as much as the technique itself.

1.1  What psychotherapy is, and is not

A treatment by psychological means, not merely a kind conversation. The durable definition

is Wolberg's: psychotherapy is the treatment, by psychological means, of problems of an

emotional nature, in which a trained person deliberately establishes a professional relationship

with the patient with the object of removing, modifying or retarding existing symptoms, of

mediating disturbed patterns of behaviour, and of promoting positive personality growth and

development (Wolberg, Technique of Psychotherapy). Three clauses in that sentence are

examinable in their own right. By psychological means separates psychotherapy from

pharmacological and physical treatments: the agent of change is a psychological process

(learning, insight, emotional processing, a corrective relationship), not a molecule. A trained

person and a professional relationship separate it from the genuine but unstructured support

of friends, clergy or family: it is deliberate, contracted and bounded. The stated objects, from

symptom removal at the modest end to personality growth at the ambitious end, foreshadow the

depth axis of the classification below.

RULE The medium is psychological, the relationship is professional and deliberate. If the agent of

change is a drug or a device, or the helper is untrained and the relationship social rather than

contracted, it is not psychotherapy, however therapeutic it feels.

1.2  The classification of psychotherapies: four axes, not one

Any therapy is located, not labelled. There is no single correct taxonomy; a given therapy is

placed simultaneously on four independent axes, and a clean exam answer names the axis before

the category (Kaplan and Sadock CTP 2024; Wolberg). The depth (or goal) axis is Wolberg's

classical tripartition and the one most often examined: supportive therapy bolsters existing

defences and coping without probing, re-educative therapy targets conscious attitudes and
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behaviour to build new adaptive patterns, and reconstructive therapy works with unconscious

conflict to remodel the personality structure itself. The school (or theory) axis sorts by the model

of the mind that drives the technique, and is developed as the psychotherapy-family tree below.

The duration axis runs from brief, time-limited work (often fewer than about twenty-five

sessions, with a focal contract) to long-term or open-ended therapy. The format axis is defined by

who is in the room: individual, group, couple or family. A single named therapy carries a

coordinate on each: dialectical behaviour therapy, for instance, is re-educative in depth,

cognitive-behavioural and third-wave in school, long-term in duration, and combines individual

with group formats.

AXIS CATEGORIES THE EXAM HANDLE

Depth / goal (Wolberg) Supportive; re-educative;

reconstructive

Supportive props up defences;

reconstructive remodels the

personality via the

unconscious

School / theory Psychodynamic; behavioural;

cognitive and cognitive-behav‐

ioural; humanistic and experien‐

tial; systemic and family; third-

wave

The model of the mind dictates

the technique (the family tree)

Duration Brief and time-limited; long-

term and open-ended

Brief work carries a focal con‐

tract; most guideline therapies

are time-limited

Format Individual; group; couple; family Defined by who is in the room,

not by the theory used

The four independent axes onto which every named psychotherapy is located; a therapy carries one coordinate on each

(Kaplan and Sadock CTP 2024; Wolberg). The psychotherapy-family tree in the accompanying figure expands the school

axis.

TRAP Treating "supportive" as a school. Supportive is a position on the depth axis, not a theoretical

school; a supportive stance can be delivered from a psychodynamic, cognitive or humanistic

base. Naming the axis first stops this error.

1.3  The schools of psychotherapy and the "three forces"

Six families, and the master mnemonic for the chapter. The school axis is the psychotherapy-

family tree, and the six families it branches into organise the specific-modality topics that follow

(Kaplan and Sadock CTP 2024; New Oxford Textbook). A useful historical overlay is the "three

forces" of psychology: the first force is the psychoanalytic and psychodynamic tradition (Freud

and successors, working with the unconscious); the second force is behaviourism (learning

theory, exposure and contingency); and the third force is the humanistic and experiential

movement (Rogers and the existentialists, working with the here-and-now, meaning and self-

actualisation). The cognitive and cognitive-behavioural school then bridges the second force into

the modern mainstream, the systemic and family school shifts the unit of treatment from the

person to the relationship, and the third-wave therapies (dialectical behaviour therapy,

acceptance and commitment therapy, mindfulness-based cognitive therapy) add acceptance,
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mindfulness and dialectics to the cognitive-behavioural core. The accompanying figure draws the

tree from these six trunks to their named modalities.

M N E M O N I C

PLEASE BRING CARE, HOPE, SUPPORT, TRUST

The chapter's master mnemonic for the six schools of psychotherapy, read in order of the family

tree: Psychodynamic, Behavioural, Cognitive (and cognitive-behavioural), Humanistic (and

experiential), Systemic (and family), Third-wave. The phrase is chosen so its meaning, care, hope,

support and trust, is itself the payload of the common-factors half of this topic; the modality-

specific mnemonics later in the chapter hang off these six trunks.

1.4  The common (non-specific) factors and their share of the outcome

What the therapies share matters more than what divides them. The common factors are the

ingredients present in every bona fide therapy regardless of school, and the central empirical

claim of the field is that these non-specific factors account for a larger portion of the

improvement than the specific techniques do (Wampold, 2001; Tasman). Jerome Frank's classic

analysis distilled the shared features to four: an emotionally charged, confiding relationship with

a helping person; a healing setting; a credible rationale or conceptual scheme that explains the

distress; and a ritual or procedure, believed by both parties, that requires the patient's active

participation (Frank and Frank, Persuasion and Healing). Meta-analytic estimates converge on

the same message: the therapeutic relationship and the other common factors carry roughly one-

third to one-half of the therapeutic gain, far exceeding the modest and often statistically fragile

increment attributable to any one school's signature technique (Tasman; Wampold). This is not an

argument that technique is worthless; it is an argument that a credible technique delivered inside

a strong relationship, by a therapist the patient trusts, is doing most of its work through channels

every therapy shares. The accompanying figure sets the alliance at the centre of these shared

ingredients.

RULE Common factors outweigh specific factors. Across bona fide therapies, the alliance and the

other non-specific factors account for a larger share of outcome than the branded technique; the

technique still matters, but chiefly as a credible vehicle for the shared ingredients.

F R A N K ' S  FO U R  C O M M O N  I N G R E D I E N TS  O F  E V E RY  PSYC H OT H E R A PY

An emotionally charged, confiding relationship with a helper; a healing setting; a plausible

rationale or myth that names the problem; and a ritual or procedure both believe in and that

demands the patient's active participation. Any effective therapy, from psychoanalysis to a village

healer's rite, can be read off these four (Frank and Frank).

1.5  The therapeutic alliance: the bond, the goals and the tasks

The single best-evidenced common factor. Of all the non-specific factors, the therapeutic

alliance is the most robust and most replicated predictor of outcome, and it is the one to be able

to define precisely (Horvath and Luborsky; Tasman). Bordin's tripartite model is the standard
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answer: the alliance is the sum of three components, the bond (the affective attachment of trust,

respect and warmth between patient and therapist), agreement on the goals of therapy (a shared

view of what the work is for), and agreement on the tasks (a shared view of how the work will be

done and each party's role in it). The clinically useful part of Bordin's model is that it is pan-

theoretical and it is negotiated: a rupture in any of the three, a break in the bond, a drift in goals,

or disagreement about a task such as a homework assignment or an exposure exercise, damages

outcome and must be repaired explicitly rather than pushed through. The alliance is measurable

(for example on the Working Alliance Inventory) and, importantly, an early alliance predicts later

improvement more than early improvement predicts the alliance, which is part of why it is read

as an active ingredient rather than a by-product of getting better.

B O R D I N ' S  T H R E E  C O M P O N E N TS  O F  T H E  A L L I A N C E

Bond, the affective tie of trust and mutual respect; goals, agreement on the aims of the work;

tasks, agreement on the methods and each person's role. Hold "bond, goals, tasks" as a single unit; a

viva favourite is to ask for the components by name and for what happens when one ruptures

(repair, do not override).

1.6  Expectancy, therapist and client factors

The rest of the shared machinery. Beyond the alliance sit three further common factors, and a

complete answer names all four groups. Expectancy and hope (the remoralisation Frank called

the antidote to demoralisation) is the patient's belief that the treatment can help, the

psychotherapy cousin of the placebo response and a genuine active ingredient rather than an

artefact to be subtracted away. Therapist factors are the reliable finding that some therapists get

consistently better results than others across techniques, mediated by empathy, warmth, positive

regard and the capacity to form and repair alliances; the person of the therapist is itself a

variable. Client and extratherapeutic factors, the patient's motivation, ego strength, social

support and the ordinary life events that unfold outside the room, carry a large part of the change

and are the reason the same therapy helps one patient far more than another. In Lambert's

widely-cited apportionment of the outcome, client and extratherapeutic factors take the largest

slice, the therapeutic relationship the next, with expectancy and specific technique smaller and

roughly comparable; the exact percentages are contested, but the rank order (client, then

relationship, then expectancy and technique) is the durable teaching point.

TRAP Equating "non-specific" with "inert". Non-specific factors are shared, not weak; expectancy,

alliance and therapist effects are active ingredients with large effects. Calling them "just placebo"

and discounting them is the error the common-factors literature exists to correct.

1.7  The transtheoretical model and the five stages of change

A stage map of readiness that cuts across every school. The transtheoretical model of

Prochaska and DiClemente describes behaviour change as a movement through a sequence of

stages of change, and its clinical value is that it tells the therapist to match the intervention to

the patient's readiness rather than pushing action on someone not yet ready to act (Prochaska

and DiClemente; Kaplan and Sadock CTP 2024). The five core stages are precontemplation (no
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intention to change, often unaware of the problem or attending under pressure), contemplation

(aware a problem exists and weighing change but not yet committed), preparation (intending to

act soon, often taking small first steps), action (overt behaviour change is underway), and

maintenance (consolidating gains and preventing relapse). Change is a spiral, not a straight line:

relapse returns the person to an earlier stage, from which they recycle through the sequence

rather than starting from zero, and most people cycle several times before durable change. Some

versions add a final termination stage where the change is complete and relapse no longer

threatens. The model underpins motivational interviewing, whose stage-matched, ambivalence-

resolving style is developed for substance use in the Substance use disorders notes.

STAGE THE PATIENT'S POSITION

Precontemplation No intention to change; often unaware, or at‐

tending under external pressure

Contemplation Aware of the problem, ambivalent, not yet com‐

mitted to act

Preparation Intends to act soon; taking small preparatory

steps

Action Overt behaviour change actively underway

Maintenance Consolidating gains and guarding against

relapse

The five stages of the transtheoretical model; relapse returns the patient to an earlier stage and they recycle through the

sequence (Prochaska and DiClemente).

TRAP Prescribing action to a precontemplator. Handing an action-stage plan to a patient who does

not yet accept there is a problem breeds resistance; the model's whole point is to meet the

patient at the stage they are in and move them one step, not to leap to action.

1.8  The evidence hierarchy, empirically-supported treatments and the dodo-bird debate

How confident may a guideline be. The evidence hierarchy ranks the strength of the evidence

behind a recommendation, from the weakest (case reports, uncontrolled series and expert

opinion) up through non-randomised and randomised controlled trials to the strongest

(systematic reviews and meta-analyses of trials), with clinical practice guidelines such as those of

NICE and the Indian Psychiatric Society sitting on top as the applied synthesis (Kaplan and

Sadock CTP 2024). Out of this tradition grew the idea of empirically-supported treatments,

therapies that have demonstrated efficacy for a specific disorder in properly controlled trials,

typically manualised and replicated (the American Psychological Association Division 12

criteria); this is the logic behind every "first-line psychotherapy for X" claim in the modality

topics that follow, and it is why cognitive behaviour therapy, the most-trialled therapy, is

recommended across the widest range of disorders. Against this specificity sits the dodo-bird

verdict, named by Rosenzweig in 1936 from the dodo's ruling in Alice in Wonderland that

"everybody has won and all must have prizes": the claim, supported by the common-factors

reading of the outcome data, that all bona fide psychotherapies produce broadly equivalent

results. The verdict is genuinely contested rather than settled: some meta-analyses find a specific
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therapy superior for a specific condition (Kaplan and Sadock note a meta-analysis in which

cognitive behaviour therapy outperformed other bona fide treatments), so state it as a live debate,

not a fact, and let the disorder-specific evidence in each modality topic adjudicate.

RULE State the dodo-bird verdict as a debate. "All therapies are equivalent" is a contested hypothesis,

not an established finding; the guideline evidence still names specific first-line therapies for

specific disorders, and the safe exam line acknowledges both the strong common factors and the

residual specific effects.

3
WOLBERG DEPTH LEVELS

(SUPPORTIVE, RE-

EDUCATIVE,

RECONSTRUCTIVE)

6
SCHOOLS IN THE

PSYCHOTHERAPY-FAMILY

TREE

5
STAGES OF CHANGE

(TRANSTHEORETICAL

MODEL)

11
YALOM'S THERAPEUTIC

FACTORS (DEVELOPED

UNDER GROUP THERAPY)

I N D I A

The classification and the common factors are examined from the Indian syllabus directly. The

Indian Psychiatric Society has published a dedicated clinical practice guideline on the

psychotherapies (Agarwal, Nischal, Praharaj, Menon and Kar; Indian Journal of Psychiatry 2020),

and it embeds psychotherapy recommendations across its disorder-specific guidelines, so "which

psychotherapy, and on what evidence" is a live examinable question here, not a Western import.

The common-factors frame also carries a genuine Indian point: because the alliance, a credible

rationale and the mobilisation of hope are what travel across cultures, the guideline emphasis on

culturally-congruent, often family-inclusive delivery, and the developing evidence base for

culturally-adapted cognitive behaviour therapy, is not a dilution of technique but an attempt to

strengthen exactly these shared ingredients. Yoga and meditation-based interventions sit at the

adjunct level of the evidence, not as stand-alone first-line treatments.

G O O D  TO  R E M E M B E R

The classification of psychotherapies (the principle): four independent axes, depth (Wolberg's

supportive, re-educative and reconstructive), school (the six families of the psychotherapy-family

tree), duration (brief and time-limited versus long-term) and format (individual, group, couple,

family). Locate a therapy on each axis; the one discriminator to hold is that supportive is a depth

level, not a school.

The common factors (the principle): the non-specific ingredients shared by all bona fide

therapies, chiefly the therapeutic alliance (Bordin's bond, goals and tasks), expectancy and hope,

therapist factors and client and extratherapeutic factors, account for a larger share of outcome

than the specific technique (Wampold; roughly one-third to one-half for the relationship and

common factors). The one exam fact is that non-specific does not mean inert.

H O L D  T H I S

Every psychotherapy is located on four axes (depth, school, duration, format), the six schools

branch from the psychotherapy-family tree (PLEASE BRING CARE, HOPE, SUPPORT, TRUST),

and the common (non-specific) factors, above all the therapeutic alliance of bond, goals and tasks

(Bordin), carry more of the outcome than any branded technique (Wampold), which is why the

dodo-bird verdict of broad equivalence is debated rather than dismissed.
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2 · Supportive psychotherapy

This opens the psychotherapies chapter with the therapy you will actually practise most, on the

ward round, in the emergency room, in the follow-up clinic and beside the medically ill:

supportive psychotherapy. It is the commonest psychological treatment in real-world

psychiatry and the default relational stance of all good general care, yet it is the one candidates

most often under-prepare, because it looks like "just talking". It is not. It is a definable modality

with an explicit stance, a named set of techniques and a defined aim, and the examiner tests

exactly those three: the ego-supportive rather than ego-exploratory stance, the technique list,

and the fact that its goal is to maintain or restore functioning, never to remodel the personality.

How to use this page. Fix the one defining contrast first, that supportive work bolsters defences

and coping while expressive, insight-oriented work uncovers and interprets them; then learn the

aim, then the technique list (the marks live here), then the two poles of indication (very low ego

strength at one end, an acutely overwhelmed but ordinarily healthy person at the other). Ground

every evidence claim carefully: supportive psychotherapy is broadly useful and performs

surprisingly well as a comparator, but it is a guideline first-line stand-alone treatment in only a

few specific, manualised roles, so do not overstate it.

2.1  The ego-supportive stance: bolstering defences, not uncovering them

Support the ego rather than explore it. The defining feature of supportive psychotherapy is

that it is ego-supportive, not ego-exploratory (Kaplan and Sadock CTP 2024; Tasman).

Expressive or insight-oriented therapies deliberately loosen defences and interpret unconscious

conflict and transference to produce insight and structural change; supportive therapy does the

opposite, working to shore up the patient's existing defences, self-esteem, reality testing and

coping so they can withstand illness, deficit and life stress without decompensating. The two sit

on a single expressive-supportive continuum: every real therapy blends the two, and the clinician

slides toward the supportive pole exactly as the patient's ego strength falls. It is deliberately non-

interpretive and stays in the here and now, addressing present interpersonal and environmental

challenges rather than reconstructing the past. Its lineage is old, traceable to the eighteenth-

century moral treatment of Pinel, which first held that a consistent, humane, containing

relationship is itself therapeutic.

RULE Ego-supportive, not ego-exploratory. Supportive psychotherapy strengthens defences, coping

and reality testing; expressive, insight-oriented therapy uncovers and interprets them. When ego

strength is low, you move toward the supportive pole.

2.2  The aim: maintain or restore functioning, not structural change

Best possible functioning given the illness and the circumstances. The goal is explicit and

examinable: to restore or maintain the patient's best possible level of functioning, given the

constraints of the illness and the situation, and to prevent decompensation and regression

(Tasman). It is a modest, honest aim. The therapist works to maintain the current level of

psychological functioning, restore premorbid adaptation where that is possible, enhance coping

mechanisms, strengthen adaptive defence mechanisms (leaving alone only those that are frankly

13

PSYCHOTHERAPIES: GENERAL AND SPECIFIC PSYCHOTHERAPIES, CLINICAL ASSESSMENT, MSE AND NOSOLOGY



maladaptive) and support reality testing. What it does not set out to do is produce structural

personality change or deep insight; symptom relief and better adaptation, not remodelling of the

personality, are the currency of success. This distinction was tested directly by the Menninger

Psychotherapy Research Project, a longitudinal study spanning twenty-three years (Kaplan and

Sadock CTP 2024; Gabbard puts Wallerstein's follow-up of the 42 patients at thirty years) that

compared classical psychoanalysis, psychoanalytic psychotherapy and a supportive arm; it found

no significant differences among them, that supportive elements accounted for much of the

change seen in all three, and that improvement did not occur in proportion to insight. The verdict

quietly rehabilitated supportive work as a bona fide therapy rather than a second-best.

2.3  The core techniques

A named toolkit, all delivered inside a warm alliance. The techniques of supportive

psychotherapy are concrete and must be reproducible on demand; they are limited only by the

clinician's creativity, but the classic core is the following (Kaplan and Sadock CTP 2024;

Wolberg). Note that each is a deliberate move, not an accident of kindness, and all are most

effective when carried inside a positive therapeutic alliance.

Reassurance

Correcting distorted, catastrophic fears with realistic, credible information; genuine only when

grounded in the facts of the case, never empty comfort.

Ventilation and catharsis

Allowing the patient to pour out pent-up feelings in a safe, accepting space, which relieves tension and,

of itself, is often experienced as help.

Explanation and guidance

Explaining symptoms and situations so they feel comprehensible and less alien, then offering direct

guidance and advice on concrete real-life problems.

Encouragement and praise

Instilling hope and recognising effort and small gains, which lifts self-esteem; over time the patient

may introject the therapist's acceptance ("lending ego").

Advice and environmental manipulation

Actively changing external stressors, through significant others, employers or helping agencies, so the

load on a fragile ego is reduced.

Ego-strengthening

Reinforcing adaptive defences and building coping and self-soothing skills, so the patient can regulate

distress without acting out.

The therapeutic relationship

The consistent, predictable, caring relationship is itself the treatment, the vessel that carries every

other technique.
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M N E M O N I C

GRACE

Hold the technique set as GRACE, carried by the relationship. Guidance and explanation;

Reassurance; Advice and environmental manipulation; Catharsis, that is ventilation of feelings;

Encouragement, praise and ego-strengthening. All five are delivered through the therapeutic

relationship, which is why the alliance is listed as a technique in its own right, not just a backdrop.

G O O D  TO  R E M E M B E R

The technique set (GRACE): guidance and explanation, reassurance, advice and environmental

manipulation, catharsis (ventilation), and encouragement, praise and ego-strengthening, all

delivered inside the therapeutic relationship. The single point to hold is that reassurance is

credible only when grounded in the facts, and that the relationship is itself a technique, not merely

the setting.

2.4  The relationship and the corrective emotional experience

A positive transference, deliberately maintained, is the cornerstone. Where expressive

therapy analyses the transference, supportive therapy manages it: the therapist works to maintain

a positive transference and, when the alliance is strained, repairs the rupture by actively providing

comfort and reassurance rather than by interpreting it (Kaplan and Sadock CTP 2024). The

healing mechanism was named by Franz Alexander as the corrective emotional experience: the

patient re-lives difficult feelings within an accepting, nurturant relationship and emerges changed

by that experience of being contained, without needing insight to have caused it. The therapist's

style is therefore conversational and warm, not a blank screen; the long anxiety-provoking

silences of analytic work are avoided. Confrontation, in the technical sense of gently holding a

mirror to a self-defeating pattern, is available but only where the alliance is strong enough to

carry it, and it is delivered in an accepting, never a stern, manner.

P E A R L

The alliance is not just a nicety here, it is the active ingredient. The therapeutic alliance is the

factor most consistently correlated with good outcome across every therapy, patient type and

country, and in supportive work it is deliberately cultivated and protected. This is why supportive

psychotherapy delivered by non-specialists, including nurses and family physicians, still works: the

powerful common factor, a trusted relationship, is precisely what it maximises.

2.5  Supportive versus expressive, insight-oriented therapy

The same continuum, opposite ends. The cleanest way to hold supportive therapy is against its

expressive, insight-oriented counterpart, remembering that real treatments mix the two and shift

with the patient's capacity. The contrast is drawn below.
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DIMENSION SUPPORTIVE (EGO-SUPPORTIVE) EXPRESSIVE, INSIGHT-ORIENTED

(EGO-EXPLORATORY)

Aim Maintain or restore best possible

functioning

Insight and structural person‐

ality change

Stance to defences Strengthen and support adap‐

tive defences

Loosen and interpret defences

Transference Kept positive, managed, repaired Analysed and interpreted, al‐

lowed to regress

Interpretation Minimal, non-interpretive Central, the main lever of

change

Time frame Here and now, present problems Past and unconscious roots of

the present

Suited to Lower ego strength; acute crisis Higher ego strength, psycho‐

logical mindedness

The supportive versus expressive contrast along one expressive-supportive continuum; the clinician slides toward the

supportive pole as ego strength falls (Tasman; Kaplan and Sadock CTP 2024).

TRAP Treating "supportive" as doing nothing, or as inferior therapy. Supportive psychotherapy is a

defined modality with explicit techniques and aims, not the absence of technique; the old jibe

that "if it is supportive it cannot be psychotherapy" was overturned by the Menninger findings.

2.6  Indications for supportive psychotherapy

Two poles, both defined by a temporarily or chronically overwhelmed ego. The indications

for supportive psychotherapy fall at two ends of a range (Tasman). At one pole sit patients with

low ego strength, whose difficulties are better understood as chronic deficits than as neurotic

conflict to be interpreted: severe and chronic mental illness such as schizophrenia and bipolar

disorder, marked personality pathology with poor impulse control, cognitive deficit, poor

psychological mindedness, low frustration tolerance and thin social support; interpreting such a

patient would overwhelm rather than help. At the other pole sit ordinarily well-functioning

people who have been acutely swamped by an external blow, that is an acute crisis, grief or

bereavement, natural disaster, physical illness, or physical or sexual assault, where the ego is

temporarily overloaded and needs holding until it recovers. Physical illness is a distinct and

important indication, both because the medically ill are frequently distressed and because the

psychiatrist meets them in consultation-liaison and general-hospital work. Underlying all of it is

the broadest indication of all: supportive technique is the default relational stance of every good

general psychiatric contact.
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INDICATION WHY SUPPORTIVE FITS THE DISCRIMINATOR

Acute crisis and grief Ego temporarily overwhelmed;

needs holding to recovery

Previously healthy person, ex‐

ternal precipitant

Chronic, severe mental illness Bolsters coping and reality test‐

ing, prevents relapse

Deficit-based, not conflict-

based; interpretation would

destabilise

Low ego strength or personali‐

ty pathology

Strengthens defences the patient

cannot yet do without

Poor impulse control, low frus‐

tration tolerance, thin support

Physical illness Sustains the person through the

burden of the illness

Distress and coping, not a pri‐

mary psychiatric disorder

General psychiatric care The universal relational stance

of good practice

Applies to almost every patient

as a baseline

The two-pole indication map: chronically low ego strength at one end, acute overwhelming of a healthy ego at the other

(Tasman; Kaplan and Sadock CTP 2024).

WO R K E D  E X A M P L E

A previously well woman is referred a fortnight after her husband's sudden death: tearful, sleepless,

unable to face the house, but with intact reality testing and no psychiatric history. The move here is

not to interpret or to reach for a drug, but supportive: build the alliance, allow ventilation of grief,

offer reassurance that her reactions are a normal response to loss (explanation), mobilise family and

practical help (environmental manipulation) and encourage a graded return to routine. Held over a

handful of sessions across the coming weeks, most such patients recover without ever needing an

exploratory therapy.

2.7  The evidence base and the few guideline-anchored roles

Broadly useful, but a guideline first-line only in specific, manualised roles. The evidence

picture is honest and examinable: supportive psychotherapy has a thin specific-efficacy trial base

and has most often been studied as the comparator or "treatment as usual" arm, yet it repeatedly

performs as well as the specialised therapy it was meant to lose to, precisely because it delivers

the powerful common factors (alliance, empathy, positive regard). Its confirmed guideline roles

are mostly adjunctive or context-dependent, with one manualised exception. Specialist

supportive clinical management (SSCM), a manualised supportive approach, is one of three first-

line options for adults with anorexia nervosa (NICE 2017, grade A). Supportive psychotherapy is

an add-on once acute symptoms settle in schizophrenia (IPS_CPG 2017, grade B), and a

substitute where CBT is not feasible in inhalant use disorder (IPS_CPG 2018). Non-directive

supportive therapy is an option for mild-to-moderate depression in patients who decline

pharmacotherapy and cannot access first-line psychotherapies (VA_DOD 2022). The one caution

to memorise runs the other way: NICE explicitly advises against routinely offering supportive

therapy for social anxiety disorder (NICE 2013), where structured CBT is the gold standard. The

interpersonal and cognitive therapies that outrank it in mood and anxiety disorders are covered

in the Mood disorders: classification, depressive and bipolar syndromes, neurobiology notes; the

structured therapies that take precedence in personality disorder are covered in the Personality

disorders notes.
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23
YEARS SPANNED BY THE MENNINGER

PSYCHOTHERAPY STUDY (CTP 2024)

1984
WERMAN PUBLISHES THE FIRST

SUPPORTIVE-THERAPY TEXTBOOK

3
FIRST-LINE OPTIONS FOR ADULT

ANOREXIA; SSCM IS ONE (NICE 2017)

I N D I A

Supportive and brief, motivation-based approaches are the mainstay the Indian Psychiatric Society

endorses for older adults with alcohol use, delivered in a deliberately non-judgmental and non-

confrontational style (IPS_CPG 2018), a good fit for the family-embedded, help-seeking-averse

presentations common in Indian practice. The IPS has also published a dedicated Clinical Practice

Guideline on psychotherapies (Agarwal, Nischal, Praharaj, Menon, Kar; Indian J Psychiatry 2020),

within which supportive and brief techniques are treated as the accessible, generalist-deliverable

backbone of psychosocial care rather than as a specialist product. The motivational-interviewing

style that carries this work in the addictions is developed in the Substance use disorders notes.

G O O D  TO  R E M E M B E R

Supportive psychotherapy (the modality): an ego-supportive, non-interpretive therapy that

maintains or restores the best possible functioning by strengthening defences and coping, never

aiming at structural personality change. Its lead guideline first-line role is specialist supportive

clinical management (SSCM), one of three first-line treatments for adults with anorexia nervosa

(NICE 2017, grade A); elsewhere it is adjunctive or the accessible default. The one technique to

name is reassurance, delivered credibly inside a deliberately maintained positive therapeutic

alliance.

H O L D  T H I S

Supportive psychotherapy is EGO-SUPPORTIVE, not ego-exploratory: it bolsters defences,

coping and reality testing to maintain or restore the best possible functioning, and it never sets

out to produce structural personality change; its techniques are guidance, reassurance, ventilation,

advice and environmental manipulation, encouragement and ego-strengthening, all carried by a

deliberately positive alliance (Alexander's corrective emotional experience), and its indications

run from chronically low ego strength (severe chronic illness, marked personality pathology) to an

acutely overwhelmed but ordinarily healthy ego (crisis, grief, physical illness), with SSCM for

adult anorexia nervosa (NICE 2017, grade A) as its clearest guideline first-line role.

3 · Cognitive behaviour therapy

Cognitive behaviour therapy (CBT) is the single most examined psychotherapy in this paper,

and for good reason: it is the reference-standard, best-evidenced psychological treatment,

recommended first-line across the widest range of disorders, and its machinery, a small set of

ideas about how thought, emotion and behaviour interlock, is elegant enough to test in a one-line

viva and deep enough to fill a long essay. Derived by Aaron Beck from his work on depression in

the nineteen-sixties, and drawing the behavioural half of its name from the learning-theory

tradition, CBT is structured, time-limited, present-focused, problem-oriented and collaborative. Fix

those five adjectives first; every technique below is a way of enacting them.

How to use this page. Learn the cognitive model as a causal chain, then the three levels of

cognition that sit along it, then Beck's cognitive triad and the catalogue of cognitive distortions
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that populate depressive thinking. Only then move to the doing of therapy, the cognitive and

behavioural techniques, the shape of a single session and the arc of the whole course. Close on

the evidence, because the examinable payoff of CBT is not a clever technique but the sentence

"first-line, strongest evidence, widest range". The cardinal error the page is built to prevent is

treating CBT as vague, insight-seeking talk; it is the opposite, a manualised, agenda-driven,

homework-carrying method.

Situation or trigger

Automatic thought

the immediate appraisal

Intermediate beliefs

rules, attitudes, assumptions

Core beliefs and schemas

e.g. I am unlovable, I am a failure

Emotion

e.g. sadness, anxiety, shame

Body and physiology

e.g. tension, racing heart, fatigue

Behaviour

e.g. avoidance, withdrawal, checking

Restructuring targets the thoughts and beliefs; behavioural experiments and activation target the behaviour, loosening the self-maintaining cycle from both sides.

Fig 19.3 The cognitive model of CBT. A situation does not cause the feeling directly; it is the automatic thought,

the immediate and often unnoticed appraisal, that drives the emotional, bodily and behavioural response. Those

automatic thoughts are shaped by deeper layers: the intermediate beliefs (the rules, attitudes and assumptions a

person lives by) and, beneath them, the core beliefs or schemas about the self, others and the world. The response

in turn tends to confirm the belief, closing a self-maintaining cycle. Therapy enters at two points: cognitive

restructuring tests and revises the thoughts and beliefs, while behavioural experiments and activation change the

behaviour, each loosening the cycle from its own side.

3.1  The cognitive model: the situation is not the feeling

A situation triggers a thought, and the thought, not the situation, drives the response. The

cognitive model is the foundational proposition of CBT: it is not events themselves but our

interpretation of events that determines how we feel and act (Beck; Kaplan and Sadock CTP

2024). A situation activates an immediate, involuntary appraisal, the automatic thought, and that

appraisal then drives three responses that run in parallel, an emotional response (the felt mood), a

physiological response (bodily arousal) and a behavioural response (what the person does or

avoids). Because two people meeting the same event can feel and behave utterly differently, the

difference must lie in the interpretation, and that is precisely the lever CBT reaches for. The chain

is also a vicious cycle: the behavioural response, characteristically avoidance or withdrawal, feeds

back to confirm the original thought, so the loop tightens unless it is interrupted. The

accompanying figure lays out this chain, situation to automatic thought to the emotional,

physiological and behavioural response, with the maintaining feedback arrow closing the loop.

RULE Interpretation, not the event, is the target. CBT works because the automatic thought sits

causally between the situation and the response; change the appraisal and you change the

emotion, physiology and behaviour that follow it.
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3.2  The three levels of cognition

Surface thoughts, the rules beneath them, and the bedrock beliefs at the base. Cognition in

CBT is stratified into three depths, and knowing which level a therapist is working at is a

favourite discrimination question (Beck, CBT Basics and Beyond). At the surface are automatic

thoughts, the fleeting, involuntary, situation-specific appraisals that stream through the mind and

are the most accessible layer, the one the patient learns to catch first. Beneath them lie

intermediate beliefs, the relatively enduring rules, attitudes and conditional assumptions ("If I

am not perfect, I have failed") through which experience is filtered. At the base sit the core beliefs,

the deepest, most global and absolute ideas a person holds about the self, others and the world;

when these organise experience as stable cognitive structures they are called schema. Beck

grouped depressive core beliefs about the self into three families, the helpless, the unlovable and

the worthless. Therapy usually begins at the accessible surface, with automatic thoughts, and

works downward only as trust and skill accumulate, because the deeper the belief, the more

central and the more defended it is.

TRAP Confusing an automatic thought with a core belief. An automatic thought is surface, fleeting

and tied to one situation ("I got that wrong"); a core belief is deep, global and absolute ("I am

worthless"). Early CBT targets the former; schema-level work targets the latter.

3.3  Beck's cognitive triad

Three negative views that together generate depression. The cognitive triad is Beck's account

of the content of depressive cognition, and it has exactly three components (Beck 1967; Kaplan

and Sadock CTP 2024): a negative view of the self (defective, inadequate, unworthy), a negative

view of the world and current experience (demanding, defeating, unfair), and a negative view of

the future (hopeless, certain to continue). Each corner feeds the others, and together they bias

information processing so that neutral or positive events are discounted while negative ones are

magnified. The triad is the reason depression feels globally, not locally, bleak, and it is why the

therapeutic task is to reverse all three negative views rather than argue a single point. Attribute

the count precisely: 3 views, self, world and future, no more and no fewer.

P E A R L

Hold the triad as Me, My world, My future, all seen through a dark lens. Self, world, future, three

corners; the hopeless view of the future is the corner most tightly linked to suicidal thinking and so

the one to probe hardest in a depressed patient.

3.4  The catalogue of cognitive distortions

Systematic errors of logic that keep the negative beliefs in business. Cognitive distortions are

the habitual, biased styles of reasoning through which automatic thoughts are generated and the

cognitive triad is maintained (Beck; Burns). They are the workhorse of the thought record,

because naming the distortion in a thought is the first step to loosening it. Ten recur often

enough to be worth holding verbatim.

All-or-nothing thinking
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Also called black-and-white or dichotomous thinking; a situation is seen in only two categories rather

than on a continuum ("If I am not a total success, I am a failure").

Catastrophising

Also called fortune-telling; predicting the future negatively without considering more likely outcomes

("I will be so upset I will not be able to function").

Overgeneralisation

Drawing a sweeping negative conclusion that goes far beyond the current situation ("Because I felt

awkward once, I cannot make friends").

Mind-reading

Believing you know what others are thinking, failing to consider more plausible possibilities ("He

thinks I am incompetent").

Personalisation

Believing others behave negatively because of you, without weighing more likely explanations for their

behaviour.

Emotional reasoning

Taking a feeling as proof of fact, discounting evidence to the contrary ("I feel like a failure, therefore I

am one").

Should-statements

Also called imperatives; a fixed idea of how you or others ought to behave, with overestimation of how

bad it is when the expectation is not met.

Magnification / minimisation

Unreasonably magnifying the negative and minimising the positive when evaluating yourself, another

or a situation.

Mental filter

Also called selective abstraction; dwelling on a single negative detail so that the whole picture is

darkened by it.

Labelling

Attaching a fixed, global label to yourself or others ("I am a loser") rather than describing the specific

behaviour.

M N E M O N I C

CBT is deceptively simple

Group the ten as the errors of the pessimist: he sees in two colours (all-or-nothing), foretells

disaster (catastrophising), stretches one bad moment to all of life (overgeneralisation), presumes

what others think (mind-reading), takes the blame (personalisation), trusts the feeling over the

facts (emotional reasoning), tyrannises himself with shoulds (imperatives), inflates the bad and

shrinks the good (magnification and minimisation), reads only the dark detail (mental filter) and

names himself by his worst act (labelling).
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3.5  Cognitive restructuring and the thought record

The core cognitive technique, worked on paper. Cognitive restructuring is the process of

identifying, evaluating and modifying maladaptive automatic thoughts, and its principal

instrument is the thought record (also called the dysfunctional thought record or automatic

thought record). A patient learns to log, across columns, the situation, the emotion and its

intensity, the automatic thoughts that arose, the evidence for and against each thought, the specific

distortion at work, a more balanced adaptive response, and finally a re-rating of the emotion. The

point is not positive thinking but accurate thinking: the patient becomes a scientist gathering

evidence about a hypothesis rather than a defendant asked to think happy thoughts.

Restructuring is what most people picture when they picture CBT, and it is examinable both as a

named technique and as a worked sequence.

WO R K E D  E X A M P L E

A woman whose email to a colleague goes unanswered feels a sharp drop in mood. Her automatic

thought is "She is ignoring me because I annoyed her" (mind-reading and personalisation). On the

thought record she lists the evidence: the colleague is on leave, has replied late before, and said

nothing critical at their last meeting. Her adaptive response, "She is probably away or busy, and I

have no evidence she is angry", drops the intensity of her distress from high to mild. Nothing about

the situation changed; only the appraisal did.

3.6  Socratic questioning, guided discovery and collaborative empiricism

The therapist asks rather than tells, and patient and therapist test beliefs together. CBT is

not delivered by lecturing the patient out of their beliefs; it is delivered by Socratic questioning, a

series of graded, curious questions ("What is the evidence? What is an alternative view? What

would you tell a friend who thought this?") that lead the patient to examine a thought for

themselves. The wider stance this serves is guided discovery: the therapist guides, but the patient

discovers, so that conclusions are owned rather than imposed. Both sit inside the defining

relational posture of the whole therapy, collaborative empiricism, in which therapist and patient

work as a team of co-investigators, treating each belief as a hypothesis to be tested against

evidence rather than a truth to be accepted or a falsehood to be corrected (J. S. Beck; Tasman).

This collaborative, empirical stance is what distinguishes a CBT exchange from supportive

reassurance on one side and from confrontation on the other.

3.7  The behavioural techniques

Change behaviour to change belief, and to change mood directly. The behavioural half of the

therapy supplies several techniques, and their examinable distinctions matter. Behavioural

experiments are planned, real-world tests of a specific belief: the patient makes a prediction ("If I

speak up, I will be humiliated"), designs an experiment to test it, runs it, and compares the

outcome with the prediction, so belief change is driven by lived evidence rather than by

discussion alone. This is distinct from exposure, whose aim is the extinction of anxiety rather

than the disproof of a cognition. Behavioural activation re-engages a withdrawn, depressed

patient with rewarding and mastery-giving activity, breaking the withdrawal-low mood-further

withdrawal loop, and it has strong stand-alone evidence in depression. Activity scheduling, the
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planning of the week hour by hour with activities rated for pleasure and mastery, is the practical

tool that delivers behavioural activation. Graded exposure, the stepwise confrontation of feared

situations along a hierarchy, is the behavioural engine for the anxiety disorders. The graded-

exposure and response-prevention protocols, and the trauma-focused work, are developed where

they belong, in the Anxiety, OCD and trauma-related disorders notes.

D O  N OT  C O N F U S E  T H ES E

A behavioural experiment tests a belief and its yardstick is whether the prediction came true;

graded exposure reduces anxiety and its yardstick is habituation along a hierarchy. Both involve

approaching what is avoided, but one is a cognitive test and the other is an anxiety-extinction

procedure. Behavioural activation is different again: it targets the withdrawal of depression, not

anxiety, and is delivered through activity scheduling.

3.8  The structure of a session, and of the course

Every session follows the same shape, and the whole therapy is time-limited. The session

structure is not incidental; adhering to a standard format is a defining feature that makes the

therapy efficient and teachable (Beck, CBT Basics and Beyond). A typical session opens with a

brief mood check, moves to collaboratively setting the agenda, bridges from the previous session by

reviewing the homework, then does the work on the agenda items, sets new homework (the action

plan) that flows from that work, and closes by eliciting feedback and a summary. Homework is not

an optional extra: it is where the therapy is generalised into life, and completion of it predicts

outcome. The course as a whole is short and structured; a standard acute course for depression

runs to about 12 to 20 sessions over a four to five month period (Kaplan and Sadock CTP 2024),

most sessions lasting roughly 45 to 50 minutes, with the first evaluation session usually longer.

The aim throughout is to make the patient their own therapist, so that gains outlast the therapy.

M N E M O N I C

M-A-B-W-H-F

The order of a CBT session: Mood check, Agenda set, Bridge from the last session (review

homework), Work the agenda, new Homework assigned, Feedback elicited. Same shape every time,

which is exactly why the therapy is called structured.

3
VIEWS IN BECK'S COGNITIVE TRIAD

(SELF, WORLD, FUTURE)

12-20
SESSIONS IN A STANDARD ACUTE

COURSE FOR DEPRESSION

45-50
MINUTES, STANDARD SESSION

LENGTH

3.9  The evidence base and the lead indications

The most-evidenced psychotherapy, and first-line across the widest range. If one sentence

about CBT must be exam-ready, it is this: CBT is the reference-standard evidence-based

psychotherapy, with strong meta-analytic support and the broadest first-line reach of any

psychological treatment (Beck; the guideline evidence). It is a first-line psychological treatment

for major depressive disorder (IPS_CPG 2017 grade A; CANMAT 2016; NICE 2022; WHO

mhGAP 2023) and for the anxiety disorders across the board, generalised anxiety disorder
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(IPS_CPG 2020; NICE 2011), panic disorder (NICE 2011 grade A; CANMAT 2014) and social

anxiety disorder, where it is the gold standard (NICE 2013; CANMAT 2014). It is the

psychological treatment of choice for obsessive-compulsive disorder when delivered with

exposure and response prevention (IPS_CPG 2025 Level 1; NICE 2005), for post-traumatic stress

disorder as trauma-focused CBT (NICE 2018 grade A), and for chronic insomnia as CBT for

insomnia, CBT-I (BAP 2019 grade A; NICE 2023). Beyond these it is a recommended adjunct, not

a monotherapy, for psychosis (NICE 2014; IPS_CPG 2017 B) and bipolar disorder (IPS_CPG

2017 A), and it supports relapse prevention in alcohol use disorder (IPS_CPG 2014 A). The

interpersonal-therapy and CBT evidence in depression, together with the depression rating

scales, is carried in the Mood disorders: classification, depressive and bipolar syndromes,

neurobiology notes.

3.10  The disorder-specific CBT protocols

One method, many manualised protocols; name them, do not re-teach them. The strength of

CBT is that its core method is tailored into disorder-specific packages, each with its own evidence

and its own home chapter. Exposure and response prevention (ERP) is the specific behavioural CBT

protocol for obsessive-compulsive disorder, in which the patient is exposed to the obsessional

trigger while the compulsive response is prevented; it, and trauma-focused CBT for post-traumatic

stress disorder, are developed in the Anxiety, OCD and trauma-related disorders notes. CBT-I,

cognitive behaviour therapy for insomnia, combines stimulus control, sleep restriction, sleep

hygiene and cognitive work on sleep-related beliefs, and is the first-line treatment for chronic

insomnia ahead of hypnotics. CBT for psychosis targets distressing delusional and hallucinatory

beliefs without disputing them head-on. The examinable move is to recognise each as a branded

CBT protocol resting on the one cognitive model above, and to place it in its disorder rather than

to describe it as a separate therapy.

G O O D  TO  R E M E M B E R

ERP, trauma-focused CBT and CBT-I (the branded protocols): ERP is CBT for OCD (exposure

plus prevention of the compulsion); trauma-focused CBT is CBT for PTSD; CBT-I is CBT for

chronic insomnia (stimulus control, sleep restriction, cognitive work). All three are the one

cognitive model tailored to a disorder, not new therapies; learn them in their own chapters.

3.11  CBT in the Indian setting

Guideline-endorsed and culturally adaptable, with realistic caveats. The Indian Psychiatric

Society places CBT first-line across depression, generalised anxiety disorder, obsessive-

compulsive disorder, somatic symptom disorder and, for relapse prevention, alcohol use disorder,

both in its disorder-specific clinical practice guidelines and in its dedicated psychotherapies

guideline (IPS_CPG 2020). Culturally adapted CBT, associated with Naeem and colleagues,

modifies the content, language, idioms of distress, degree of family involvement and explanatory

models for South Asian settings, and has feasibility and randomised-trial-level evidence for

depression and psychosis; it is best framed as a promising adaptation with a developing evidence

base rather than as a distinct guideline-endorsed therapy. The practical constraint in India is

supply, not demand: trained CBT therapists are scarce relative to need, which is why guideline
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attention has turned to brief, low-intensity and task-shifted delivery by non-specialist health

workers.

I N D I A

The IPS psychotherapies guideline (IPS_CPG 2020) and the disorder-specific CPGs make CBT the

default first-line psychotherapy for the common disorders, but the workforce to deliver it is thin.

Culturally adapted CBT (Naeem and colleagues) and community-delivered, non-specialist-led brief

CBT are the realistic Indian answers; state both the guideline endorsement and the delivery gap,

because an examiner who asks about CBT in India is usually testing whether you know the second

half.

G O O D  TO  R E M E M B E R

Cognitive behaviour therapy (the therapy): the model is that interpretation, not the event, drives

emotion, physiology and behaviour, so identifying and modifying maladaptive automatic

thoughts, intermediate beliefs and core beliefs changes the response; the lead indication is major

depression and the anxiety disorders, where CBT is first-line and the best-evidenced

psychotherapy of all; the one signature technique is cognitive restructuring via the thought record,

delivered through collaborative empiricism.

H O L D  T H I S

CBT is structured, time-limited, present-focused and collaborative; its cognitive model holds that

the automatic thought, not the situation, drives the emotional, physiological and behavioural

response; Beck's cognitive triad has exactly three components (self, world, future); the therapy is

delivered through cognitive restructuring, Socratic questioning and behavioural experiments

within collaborative empiricism, on a fixed session structure of mood check, agenda, homework

review, the work, new homework and feedback; and it is the most-evidenced psychotherapy, first-

line across the widest range of disorders.

4 · Behaviour therapy

Behaviour therapy is the oldest of the empirically grounded psychotherapies and the one whose

logic an examiner can test in a single line: it takes the laws of learning theory out of the animal

laboratory and applies them, directly and without recourse to the unconscious, to observable

maladaptive behaviour. Where psychoanalysis seeks buried meaning and cognitive therapy

targets appraisal, behaviour therapy targets the behaviour itself, the antecedents that cue it and

the consequences that maintain it, on the premise that what was learned can be unlearned. Two

engines drive everything below, classical conditioning (Pavlov, applied to therapy by Wolpe) and

operant conditioning (Skinner); fix which engine powers which technique and the whole topic

becomes orderly.

How to use this page. Learn the two conditioning paradigms first, then the classical-

conditioning techniques built on extinction of a conditioned fear, the exposure family and

aversion, then the operant techniques built on reinforcement and its withdrawal, then the

assessment method that precedes all of them, functional analysis. The single error this page is

built to prevent is the cardinal viva trap of confusing flooding (maximal exposure, no hierarchy)
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with systematic desensitisation (graded hierarchy, paired with relaxation). Get that

discrimination clean and most of the marks are secured.

4.1  Learning theory: the two engines of behaviour therapy

Classical conditioning acquires the fear; operant conditioning maintains the avoidance.

Classical conditioning, described by Pavlov, is learning by association: a neutral stimulus

repeatedly paired with a stimulus that already produces a response comes itself to produce that

response. Operant conditioning, formalised by Skinner in the nineteen-fifties and anticipated by

Thorndike's law of effect, is learning by consequence: behaviour followed by a favourable

consequence is strengthened, behaviour followed by an unfavourable one is weakened. The two

combine in Mowrer's two-factor theory of fear, the conceptual backbone of the anxiety

treatments: a phobia is first acquired by classical conditioning (a neutral object paired with a

frightening event becomes a conditioned trigger) and then maintained by operant conditioning

(avoiding the object removes the fear, and that relief negatively reinforces the avoidance, so the

fear never extinguishes). Behaviour therapy works by breaking that second, maintaining loop.

Unconditioned stimulus (UCS)

A stimulus that naturally and without learning elicits a response (food evoking salivation).

Unconditioned response (UCR)

The unlearned, reflexive response to the UCS (salivation to food).

Conditioned stimulus (CS)

A previously neutral stimulus that, after repeated pairing with the UCS, comes to elicit the response

(the bell).

Conditioned response (CR)

The learned response now produced by the CS alone (salivation to the bell).

Extinction (classical)

Weakening and loss of the CR when the CS is presented repeatedly without the UCS; the mechanism

most exposure treatments exploit.

RULE Behaviour, not insight, is the target. Behaviour therapy applies learning theory to change

observable behaviour and its contingencies directly; it does not require the patient to

understand why the behaviour arose.

4.2  Systematic desensitisation: Wolpe's graded hierarchy and relaxation

A ladder of feared situations climbed one rung at a time while the body stays relaxed.

Systematic desensitisation is the flagship classical-conditioning technique, devised by Joseph

Wolpe, whose Psychotherapy by Reciprocal Inhibition (Wolpe, nineteen fifty-eight) grounded it in

learning theory. It rests on reciprocal inhibition: if a response incompatible with anxiety is made

to occur in the presence of the anxiety-provoking stimulus, the bond between that stimulus and

anxiety is weakened, because a person cannot be deeply relaxed and anxious at the same instant

(Wolpe; Companion to Psychiatric Studies). The relaxation is the incompatible response. The

procedure has three classic steps: first, training in deep muscular relaxation; second, collaborative

construction of an anxiety hierarchy, a rank-ordered list of feared situations from the least to the
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most anxiety-provoking; third, graded pairing, in which the relaxed patient is exposed, in

imagination or in vivo, to the lowest item until it evokes no anxiety, then to the next, ascending

the hierarchy only as each rung is mastered. The lead indication is specific phobia, and

exposure-based treatment of this kind is first-line for it (CANMAT 2014).

WO R K E D  E X A M P L E

A student with a spider phobia is first taught progressive muscular relaxation. Together with the

therapist she builds a hierarchy of roughly ten steps, from looking at a cartoon spider (mildly

anxiety-provoking) to letting a live spider walk across her hand (the peak). Relaxed, she pictures the

cartoon spider until it no longer disturbs her, then a photograph, then a spider in a jar across the

room, moving up only when each rung has been neutralised. The anxiety attached to each image is

inhibited by the relaxation with which it is paired, and the hierarchy is dismantled from the

bottom up.

P E A R L

Hold reciprocal inhibition as the one-line mechanism of systematic desensitisation: relaxation

and anxiety cannot coexist, so pairing the feared item with relaxation drains the fear out of it.

The hierarchy is graded and the pace is set by mastery, never by the clock.

4.3  Graded exposure, flooding and implosion: the exposure family

All expose the patient to what is feared; they differ in gradient and intensity. Graded

exposure, typically delivered in vivo (in real life rather than imagination), is the modern

workhorse: the patient confronts feared situations step by step along a hierarchy and remains in

each until anxiety subsides, so that habituation and extinction of the conditioned response occur.

Unlike systematic desensitisation it does not formally pair each step with trained relaxation; the

therapeutic ingredient is staying in contact with the feared stimulus long enough for anxiety to

fall of its own accord, which is why response prevention, blocking the escape or safety behaviour, is

essential. At the opposite pole sits flooding: exposure that is immediate and maximal, beginning

with the most feared item and holding the patient there, with no hierarchy and no gradual ascent,

until the anxiety peaks and then habituates. Its imaginal cousin is implosion (implosive therapy,

Stampfl), maximal exposure conducted entirely in imagination. The detailed exposure and

response-prevention protocols for obsessive-compulsive disorder and the trauma-focused

exposure work are developed in the Anxiety, OCD and trauma-related disorders notes.
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TECHNIQUE HIERARCHY RELAXATION

PAIRED

INTENSITY AND

MODE

PROTOTYPE USE

Systematic

desensitisation

Graded, least to

most

Yes (reciprocal

inhibition)

Gradual; imaginal

or in vivo

Specific phobia

Graded exposure Graded, least to

most

No (habituation-

based)

Gradual; in vivo Agoraphobia,

phobic and obses‐

sional disorders

Flooding None; most-

feared first

No Maximal; in vivo Phobias, rapid

treatment

Implosion (im‐

plosive therapy)

None; most-

feared first

No Maximal;

imaginal

Phobic and anxi‐

ety disorders

The exposure family: systematic desensitisation is graded and relaxation-paired; flooding and implosion are maximal with

no hierarchy.

TRAP Flooding is not systematic desensitisation. Flooding uses maximal exposure to the most-

feared item with no hierarchy and no relaxation; systematic desensitisation is graded up a

hierarchy and paired with relaxation. Swapping these two definitions is the single commonest

behaviour-therapy error in the viva.

4.4  Aversion therapy and covert sensitisation

Pair the unwanted behaviour with something unpleasant so its pull declines. Aversion

therapy is the classical-conditioning technique that runs in the opposite direction to exposure:

instead of extinguishing an unwanted fear, it deliberately conditions an unwanted attraction to an

aversive state by pairing the target behaviour with a noxious stimulus, classically a subthreshold

electric shock or an emetic such as apomorphine. Its imaginal form is covert sensitisation, in which

the patient repeatedly imagines the unwanted behaviour immediately followed by a vividly

unpleasant consequence (nausea, disgust), so the pairing is rehearsed in the mind rather than in

the body. Historically applied to alcohol dependence (disulfiram exploits the same aversive logic

pharmacologically), to the paraphilias and to other appetitive problems, aversion therapy has

fallen sharply out of routine use on both effectiveness and ethical grounds and now occupies a

small, tightly consented niche. It is examinable chiefly as the counter-example that shows

conditioning can build an aversion as readily as it can dissolve a fear.

4.5  The operant techniques: reinforcement, shaping, chaining, extinction, time-out

Change the consequences and you change the frequency of the behaviour. The operant half of

behaviour therapy manipulates what follows a behaviour. Reinforcement always increases a

behaviour and punishment always decreases it, and each comes in a positive form (a stimulus is

added) and a negative form (a stimulus is removed). The two-by-two of consequences below is

worth holding as a grid, because the label that trips candidates, negative reinforcement, is not

punishment at all.
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OPERANT CONSEQUENCE INCREASES BEHAVIOUR DECREASES BEHAVIOUR

Stimulus added Positive reinforcement (praise,

reward)

Positive punishment (aversive

stimulus)

Stimulus removed Negative reinforcement (relief

of an aversive state)

Negative punishment (response

cost, time-out)

The four operant consequences: reinforcement raises a behaviour, punishment lowers it; positive means add, negative

means remove.

On this base sit the operant procedures used to build up or strip away behaviour.

Shaping

Building a new behaviour by reinforcing successive approximations to the target, rewarding ever-

closer attempts until the full behaviour appears.

Chaining

Linking discrete learned behaviours into an ordered sequence, taught either forwards from the first

step or backwards from the last.

Extinction (operant)

Withholding the reinforcer that has been maintaining a behaviour so that the behaviour gradually

declines; expect a transient extinction burst first.

Time-out

Brief, contingent removal of the person from all sources of positive reinforcement following an

unwanted behaviour; a form of negative punishment, widely used in child behaviour work.

Prompting and fading

Supplying a cue that triggers the desired behaviour, then gradually withdrawing the cue as the

behaviour becomes independent.

C O M M O N  T R A P

Negative reinforcement is not punishment. Negative reinforcement removes an aversive state

and therefore increases the behaviour that ended it (taking a painkiller relieves pain, so pill-taking

is reinforced). Punishment decreases behaviour. If the behaviour goes up, it was reinforcement,

whatever was added or taken away.

4.6  The token economy and contingency management

Structured, ward-wide operant systems that reward adaptive behaviour on a schedule. The

token economy is the most developed operant application, a structured contingency-

management system devised by Ayllon and Azrin for chronic inpatient and rehabilitation

settings. Tokens, functioning as secondary (conditioned) reinforcers exactly as money does, are

earned immediately for specified target behaviours (self-care, attendance, participation) and later

exchanged for backup reinforcers such as privileges or goods; the immediacy of the token bridges

the delay to the real reward. Its classic home is the long-stay ward, chronic institutionalised

schizophrenia with negative symptoms and self-care deficits, and intellectual disability and

children's units. Its close relative, contingency management, delivers tangible incentives (typically

vouchers) contingent on an objectively verified target such as a drug-negative urine screen, and is
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a well-evidenced operant treatment in the addictions, developed in the Substance use disorders

notes.

G O O D  TO  R E M E M B E R

Token economy (the technique): the model is operant, a structured contingency-management

system in which tokens act as secondary reinforcers earned for target behaviours and exchanged

for backup reinforcers; the lead indication is chronic inpatient and rehabilitation settings (chronic

institutionalised schizophrenia, intellectual disability); the one technique is immediate tokens

redeemed later, attributed to Ayllon and Azrin.

4.7  Behavioural assessment and functional analysis

No technique is chosen until the behaviour has been analysed in context. Behaviour therapy

begins not with a diagnosis but with a functional analysis, a systematic description of the

problem behaviour together with the conditions that trigger and maintain it. The organising

frame is the ABC sequence: the Antecedents that cue the behaviour, the Behaviour itself defined in

observable, measurable terms (frequency, duration, intensity rather than inference), and the

Consequences that follow and thereby reinforce or punish it. The clinician gathers this from

interview, direct observation, self-monitoring diaries and rating scales, establishes a baseline, and

only then designs an intervention aimed at the maintaining contingency, most often a

consequence that is inadvertently reinforcing an unwanted behaviour. This functional, here-and-

now analysis is what makes behaviour therapy a targeted procedure rather than a generic

conversation, and the same measured behaviours provide the outcome data.

M N E M O N I C

A-B-C

Functional analysis reads the behaviour in its context: Antecedents (what cues it), Behaviour

(defined observably), Consequences (what maintains it). Change the C, and the behaviour changes.

4.8  Social-skills and assertiveness training

Deficient interpersonal behaviours are taught the way any skill is taught. Where the problem

is not an excess of anxiety or an unwanted habit but a deficit in interpersonal repertoire,

behaviour therapy supplies social-skills training and its focused subset assertiveness training. Both

use a standard behavioural teaching package, instruction and modelling of the target skill,

rehearsal through role-play, corrective feedback and reinforcement of successful attempts, and

homework to generalise the skill into real settings. Assertiveness training specifically builds the

capacity to express needs, refuse unreasonable demands and stand up for oneself without

aggression or passivity, and Wolpe regarded assertive responses as themselves reciprocally

inhibiting of interpersonal anxiety. These methods are staples of the rehabilitation of chronic

schizophrenia (remediating negative-symptom social withdrawal), of social anxiety, and of skills-

building work across many conditions.
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4.9  Indications, the evidence base and behaviour therapy in India

Robustly evidenced, above all as exposure for the phobic and obsessional disorders. The

examinable summary is that behaviour therapy is strongly evidenced where a behaviour or a

conditioned fear is the target, and that its techniques are also the active behavioural ingredients

inside cognitive behaviour therapy. Exposure-based treatment is the first-line treatment of choice

for specific phobia (CANMAT 2014), with applied muscle tension added for the blood-injection-

injury type; graded exposure is recommended for agoraphobia (CANMAT 2014). Exposure and

response prevention is a first-line acute psychological treatment for obsessive-compulsive disorder

(BAP 2014 grade A; CANMAT 2014), and prolonged exposure is a recommended trauma-focused

psychotherapy for post-traumatic stress disorder (NICE 2018; VA_DOD 2023), both carried in full

in the Anxiety, OCD and trauma-related disorders notes. Behavioural activation, the operant-

flavoured re-engagement technique, is a first-line psychological treatment for major depressive

disorder (CANMAT 2016; IPS_CPG 2017 grade A) and is developed with the depression

therapies. The token economy and contingency management hold their niche in chronic

rehabilitation and the addictions respectively.

1958
WOLPE'S PSYCHOTHERAPY BY

RECIPROCAL INHIBITION

2
FACTORS IN MOWRER'S TWO-FACTOR

THEORY OF FEAR

3
STEPS OF SYSTEMATIC

DESENSITISATION (RELAX,

HIERARCHY, GRADED PAIRING)

I N D I A

The Indian Psychiatric Society names behavioural activation among the strongest-evidence

psychotherapies for depression in its depression guideline (IPS_CPG 2017), and its obsessive-

compulsive disorder guidance places exposure and response prevention first-line. India also has a

long institutional behaviour-therapy tradition, with behavioural and behavioural-medicine work

established at NIMHANS; state the guideline endorsement confidently and frame the wider

tradition as an established service history rather than citing a specific trial.

G O O D  TO  R E M E M B E R

Systematic desensitisation (the technique): the model is classical conditioning via reciprocal

inhibition (Wolpe), pairing a graded anxiety hierarchy with relaxation so fear cannot coexist with

the relaxed state; the lead indication is specific phobia; the one technique is graded, relaxation-

paired ascent of the hierarchy, contrasted sharply with flooding.

Behaviour therapy (the modality): the model applies learning theory, classical and operant

conditioning, to modify observable maladaptive behaviour and its contingencies directly; the lead

indication is the phobic and obsessional disorders treated by exposure, with the token economy for

chronic institutional behaviour; the one signature technique is graded exposure, the disciplined

confrontation of the feared stimulus until anxiety extinguishes.

31

PSYCHOTHERAPIES: GENERAL AND SPECIFIC PSYCHOTHERAPIES, CLINICAL ASSESSMENT, MSE AND NOSOLOGY



H O L D  T H I S

Behaviour therapy applies learning theory to observable behaviour: classical conditioning yields

systematic desensitisation (Wolpe, a graded hierarchy paired with relaxation via reciprocal

inhibition) and flooding (maximal exposure, most-feared first, no hierarchy), while operant

conditioning yields reinforcement, shaping, extinction and the token economy (Ayllon and Azrin);

exposure is first-line for specific phobia and, as response prevention, for obsessive-compulsive

disorder.

5 · Psychoanalysis and psychodynamic psychotherapy

This is the oldest of the talking treatments and the one that gave the field its whole vocabulary:

unconscious conflict, transference, defence, insight. Freud's psychoanalysis is rarely practised

in its pure, five-times-a-week form in Indian psychiatry, yet the examiner returns to it every year,

because its concepts underpin the mental status interview, the formulation, and every dynamic

therapy that followed. What is tested is not the philosophy but the scaffold: the two models of the

mind, the three clinical phenomena (transference, counter-transference, resistance), the named

techniques, and the spectrum that runs from classical analysis down to brief dynamic work.

How to use this page. Learn the two maps first, the topographic model and the structural

model, because everything else hangs on them. Then fix the three clinical concepts and the

technique list, where the marks live. Then place the modality honestly on the evidence: classical

psychoanalysis is a guideline first-line treatment for no disorder, whereas short-term

psychodynamic psychotherapy is a reasonable second-line or alternative option, so do not

overstate it. The deeper Freudian and post-Freudian metapsychology, and the descriptive

vocabulary of slips and parapraxes, are developed in the Psychometry, Assessment and

Descriptive Psychopathology notes.

5.1  The topographic model: three systems of the mind

Conscious, preconscious, unconscious, ranked by their relation to awareness. Freud's first

map of the mind, the topographic model, classified mental events by their degree of awareness

rather than by any anatomical seat (Kaplan and Sadock CTP 2024). It has three systems. The

system conscious is what is in awareness now. The system preconscious is the antechamber, material

not conscious at this moment but retrievable at will, and it acts as a censor, admitting a forbidden

wish to consciousness only if it is disguised past recognition. The system unconscious, the deepest

layer, holds the wishes and drive-representations that are unacceptable to the person; it is

governed by the pleasure principle and primary-process thinking, which ignores logic and time,

tolerates contradiction, and knows no negatives. This is the model behind the popular iceberg

image; the accompanying figure sets the three systems out in that form. Its clinical value is the

claim that symptoms, dreams and slips are disguised derivatives of unconscious wishes, not

random noise.

5.2  The structural model: id, ego and superego

Three agencies, introduced in The Ego and the Id (1923). Freud found the topographic model

could not explain why the very defences that produced repression were themselves unconscious,
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so he rebuilt the map as the tripartite structural model (Kaplan and Sadock CTP 2024). Its three

agencies do not map cleanly onto the three systems: the ego and superego each straddle

conscious and unconscious. Hold them by their governing principle and their job.

AGENCY NATURE AND PRINCIPLE ITS ROLE IN THE CONFLICT

Id Wholly unconscious reservoir of

sexual and aggressive drive;

pleasure principle, primary

process

The impulse that presses for

discharge

Ego Largely unconscious, part con‐

scious; reality principle, sec‐

ondary process

The mediator; deploys the de‐

fences against the impulse

Superego Largely unconscious; inter‐

nalised parental and moral stan‐

dards; source of conscience and

guilt

The prohibition; the moral ob‐

jection to the impulse

The structural model: a symptom is a compromise between the id impulse, the superego's prohibition and the ego's

defence (Kaplan and Sadock CTP 2024).

The clinical pay-off is the idea of unconscious conflict: a symptom is a compromise formation,

the best bargain the ego can strike between a forbidden id impulse, the superego's prohibition

and external reality. Neurotic anxiety is the signal that this bargain is failing. Every dynamic

formulation you will ever write is, at root, a statement of that three-way conflict.

5.3  Transference and counter-transference

The patient's feelings toward the therapist are a re-run of formative relationships.

Transference is the displacement onto the therapist of feelings, wishes and expectations first

formed in the patient's early, formative relationships, usually with parents (Kaplan and Sadock

CTP 2024). The patient does not experience it as a repetition; a positive transference feels like

real gratitude and trust, a negative transference like real suspicion and grievance. Its systematic

analysis is what Freud held to be the single feature separating psychoanalysis from every other

psychotherapy. Counter-transference is the mirror phenomenon: the therapist's own emotional

response to the patient. Freud first saw it as an obstacle, a contamination to be analysed away in

the therapist's own analysis; the modern view, informed by object-relations and intersubjective

theory, treats the clinician's disciplined counter-transference as a source of data about what the

patient evokes in others. Both are worked with, not acted on.

WO R K E D  E X A M P L E

A patient becomes coldly contemptuous whenever the therapist ends a session on time,

complaining of being "processed like a case". The therapist notices an urge to over-explain and

apologise. The dynamic reading is a negative transference: the punctual ending revives an early

experience of a preoccupied, withholding parent, and the pull to placate is the therapist's counter-

transference. The move is not to defend the clock but to interpret the pattern, linking the feeling

in the room to its formative template.
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RULE Transference analysis is the heart of the method. The systematic interpretation of the

transference is the one feature that distinguishes psychoanalysis from every other form of

psychotherapy.

TRAP Reversing the direction. Transference runs patient to therapist; counter-transference runs

therapist back to patient. Swapping the two is the classic examination error.

5.4  Resistance, the alliance and the unconscious conflict

Everything in the patient that opposes the surfacing of unconscious material. Resistance is

the name for all the ways, mostly out of awareness, in which the patient avoids a topic, blocks an

affect, comes late, falls silent or otherwise opposes the treatment (Kaplan and Sadock CTP 2024).

It is not obstinacy to be overcome by force but the defences seen in action, and analysts of every

school agree that a large part of the work is helping the patient recognise resistance as an obstacle

to be understood. Set against it is the therapeutic alliance, the real, reality-based, collaborative

bond between the patient's observing ego and the therapist; it is distinct from the transference

and is the most consistent predictor of good outcome across every therapy. The three concepts

interlock: resistance defends the unconscious conflict, the transference displays it, and the

alliance is what makes examining it bearable.

Transference

Displacement onto the therapist of feelings from formative early relationships.

Counter-transference

The therapist's own emotional response to the patient; an obstacle in the classical view, a source of

data in the modern one.

Resistance

The patient's largely unconscious opposition to the surfacing of unconscious material; the defences in

action.

Therapeutic alliance

The real, collaborative working bond, distinct from transference; the strongest common predictor of

outcome.

Unconscious conflict

The clash of id impulse, superego prohibition and ego defence that generates anxiety and symptom.

5.5  The techniques: free association to working through

The patient's one task, and the analyst's graded toolkit. The patient is bound by a single

instruction, the fundamental rule: to say whatever comes to mind, however trivial, repellent or

illogical, without censoring. This is free association, the method that, as Freud abandoned

hypnosis, became the true creation of psychoanalysis (Kaplan and Sadock CTP 2024; Wolberg).

Alongside it the analyst reads the royal road of dreams and the tell-tale slips and parapraxes of

everyday speech, treating each as a disguised derivative of the unconscious. The analyst's own

interventions form a graded ladder from surface to depth, and the terms are examinable in their

own right.
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INTERVENTION WHAT IT DOES DEPTH

Clarification Pulls together and sharpens

what the patient has already

said, bringing vague material

into focus; adds no new

inference

Surface

Confrontation Directs the patient's attention to

something being avoided or not

attended to, typically a defence

or a pattern

Surface to middle

Interpretation Offers a hypothesis making the

unconscious conscious, linking a

current feeling or act to an un‐

conscious wish, defence, the past

or the transference; the chief

agent of change

Deep

Working through The repeated, effortful re-appli‐

cation of an insight across many

situations and over time until

change becomes durable; not a

single act

Consolidation

The interpretive ladder: clarification and confrontation address the surface and the defences, interpretation reaches the

unconscious, and working through embeds the gain (Kaplan and Sadock CTP 2024; Gabbard).

Working through is where insight becomes change. A single well-timed interpretation rarely

cures anything; working through is the slow, repetitive labour of meeting the same conflict

again and again, in the transference and in outside life, until the patient can respond differently

by habit rather than by effort. It is the reason analytic work is long, and the reason a good

interpretation delivered too early, before the alliance and the working-through capacity are in

place, tends to feed resistance rather than insight.

P E A R L

Read the ladder as ascending in depth, not in worth. Clarification and confrontation are not lesser

tools; they prepare the ground. An interpretation is only as good as its timing, and premature

depth is a technical error, not a virtue. The rule of thumb is to interpret the resistance and the

defence before the hidden impulse, and to work from the surface down.

5.6  The analytic frame and neutrality

The fixed conditions that make the transference legible. The frame is the set of contractual

conditions of treatment: the fixed time, place and fee, and the use of the couch (Kaplan and

Sadock CTP 2024). Classical analytic sessions run 45 to 50 minutes, three to five times a week,

with the patient reclining on the couch and the analyst out of sight, a deliberate arrangement that

loosens censorship and encourages the regression and transference neurosis the work depends on.

The analyst holds a stance of neutrality (taking no side among the patient's id, ego, superego and

reality), anonymity (revealing little of the self, so the transference is the patient's own creation),

and abstinence (declining to gratify the transference wishes directly). Any deliberate departure
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from the standard technique, such as sitting the patient up or meeting less often, is called a

parameter, and is itself explored for its meaning rather than slipped in silently.

5.7  The spectrum: classical analysis to brief dynamic therapy

One family, graded by intensity, regression and focus. The dynamic therapies sit on a single

continuum. At the intensive pole is classical psychoanalysis: frequent, couch-based, open-ended,

aiming at broad structural change through regression and the analysis of a full transference

neurosis. In the middle is psychodynamic psychotherapy, its briefer and less regressive

derivative: once or twice weekly, face to face, with the same core concepts but a lighter touch on

regression and more attention to the here and now (Tasman; Gabbard). At the focused pole are

the brief dynamic therapies, time-limited and organised around a single dynamic focus agreed at

the outset.

FEATURE CLASSICAL

PSYCHOANALYSIS

PSYCHODYNAMIC

PSYCHOTHERAPY

BRIEF DYNAMIC

THERAPY

Frequency Three to five times a

week

Once or twice a week Once a week, time-

limited

Position Couch, analyst unseen Face to face, upright Face to face, upright

Regression Encouraged; full trans‐

ference neurosis

Limited Actively discouraged

Focus Open-ended, whole

personality

Broad but bounded A single agreed dy‐

namic focus

Goal Structural change

through insight

Insight plus adaptation Resolution of the focal

conflict

The dynamic spectrum from classical analysis to brief dynamic therapy; the accompanying figure renders it as a single

graded bar (Tasman; Gabbard).

The brief dynamic therapies are named after their pioneers. The classic short-term dynamic

psychotherapies share time limits and a focus but differ in tactics. Sifneos developed short-term

anxiety-provoking psychotherapy, an Oedipally-focused treatment of 10 to 20 sessions using

high activity and a positive transference. Malan, from Balint's Tavistock group, organised the

work around two triangles, the triangle of conflict (impulse, anxiety, defence) and the triangle of

the person (therapist, current figures, past figures), holding to a 40-session upper limit; his

enduring research finding is that the more interpretations linking the transference to the past

and present, the better the outcome. Davanloo's intensive short-term dynamic psychotherapy

drives at resistance through a central dynamic sequence of technical steps, including his "head-on

collision" with the patient's defences. Mann's time-limited psychotherapy fixes treatment at

exactly 12 sessions, using the deadline itself as a lever on the conflict around separation and loss.
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M N E M O N I C

SMDM: Sifneos, Malan, Davanloo, Mann

The four classic brief dynamic pioneers, easiest held by their signatures: Sifneos, anxiety-

provoking and Oedipal; Malan, the two triangles; Davanloo, the head-on collision with resistance;

Mann, the fixed twelve-session frame built on time and loss.

5.8  Evidence and indications: keep the modality honest

No first-line role for classical analysis; a second-line role for its brief derivative. The evidence

base is thinner than for CBT, and it must be stated carefully. Classical, long-term psychoanalysis

is a guideline first-line treatment for no disorder. Short-term psychodynamic psychotherapy

(STPP) has a moderate base and appears in guidelines as an option or a second-line choice, never

as the reference-standard therapy. STPP is one of several psychotherapy options for major

depression (VA_DOD 2022; brief psychodynamic therapy, WHO_mhGAP 2023), taking its place

beside the interpersonal and cognitive therapies covered in the Mood disorders: classification,

depressive and bipolar syndromes, neurobiology notes. Focal psychodynamic therapy is a later-

line option for adults with anorexia nervosa when first-line treatments fail (NICE 2017). STPP is

an alternative for social anxiety in patients who decline CBT (NICE 2013), and a second-line

psychotherapy for somatisation (IPS_CPG 2020), whose place is set out in the Somatic-symptom,

sexual, impulse-control disorders and suicide notes; psychodynamic interpersonal therapy is

offered to reduce repetition of self-harm (RANZCP 2016). The best-evidenced psychoanalytically

derived therapy is mentalisation-based treatment (MBT) of Bateman and Fonagy for borderline

personality disorder, taken up with transference-focused psychotherapy in the Personality

disorders notes.

C O M M O N  T R A P

Presenting psychoanalysis as an evidence-based first-line treatment. Only short-term

psychodynamic psychotherapy reaches the guidelines, and always as an option or second-line

choice. Classical, long-term analysis carries no guideline first-line indication for any disorder;

claiming one is a marked error.

3-5
WEEKLY SESSIONS IN CLASSICAL

PSYCHOANALYSIS

1923
THE EGO AND THE ID: FREUD'S

STRUCTURAL MODEL

12
SESSIONS IN MANN'S TIME-LIMITED

THERAPY

I N D I A

Formal, high-frequency psychoanalysis is scarce in Indian practice; what the guidelines actually

endorse is its brief, focused derivative. The Indian Psychiatric Society lists short-term

psychodynamic psychotherapy as a second-line psychotherapy for somatisation and

undifferentiated somatoform disorder (IPS_CPG 2020), and has published a dedicated Clinical

Practice Guideline on psychotherapies (Agarwal, Nischal, Praharaj, Menon, Kar; Indian J

Psychiatry 2020). Frame dynamic work in the Indian setting as a bounded, focal treatment

delivered by trained clinicians, not as open-ended analysis.
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5.9  The ego defence mechanisms, named here

The ego's unconscious strategies against the forbidden impulse. The defences are the ego's

automatic, unconscious manoeuvres for keeping an unacceptable impulse or affect out of

awareness; they are the very machinery that resistance puts on display in the room. They are

named here for completeness and developed in full, with Vaillant's mature-to-primitive hierarchy,

in the topic that follows on the ego defence mechanisms.

Repression

The cornerstone; the active keeping of an unacceptable impulse or memory out of awareness.

Denial

Refusal to register an external reality that is too painful to face.

Projection

Attributing one's own disowned impulse or feeling to another person.

Reaction formation

Converting an unacceptable impulse into its conscious opposite.

Displacement

Shifting a feeling from its true object onto a safer substitute.

Sublimation

Channelling an impulse into a socially valued activity; a mature defence.

Splitting and projective identification

The primitive defences central to borderline personality organisation.

G O O D  TO  R E M E M B E R

Psychoanalysis and psychodynamic psychotherapy (the modality): a treatment that makes

unconscious conflict conscious by analysing the transference, resistance and defence to

produce insight and change, mapped by the topographic model (conscious, preconscious,

unconscious) and the structural model (id, ego, superego); classical psychoanalysis is intensive

and couch-based, while psychodynamic psychotherapy is its briefer, face-to-face derivative. Its

lead role is as a second-line or alternative option: short-term psychodynamic psychotherapy for

major depression, somatisation (IPS_CPG 2020) and social anxiety in those declining CBT (NICE

2013), with MBT for borderline personality disorder as its best-evidenced offshoot; classical

analysis is guideline first-line for no disorder. The one technique to name is interpretation of the

transference, built on the patient's free association.

H O L D  T H I S

Psychoanalysis works by making the unconscious conscious through the analysis of

TRANSFERENCE, RESISTANCE and defence; its two maps are the TOPOGRAPHIC model

(conscious, preconscious, unconscious) and the STRUCTURAL model (id, ego, superego); classical

analysis is intensive (couch, three to five weekly sessions, regression) while psychodynamic

psychotherapy is its briefer face-to-face derivative, and INTERPRETATION of the transference,

built on free association and consolidated by working through, is the one technique that defines

the method.
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6 · The ego defence mechanisms

This is one of the highest-yield grids in the whole psychodynamic syllabus, and it earns its place

because the examiner almost never wants a loose description; the marks are in the hierarchy,

being able to name a defence, place it on its maturity level, define it in a line and give a clean

clinical example. The ego defence mechanisms are the unconscious mental operations the ego

deploys to keep unacceptable impulses, and the anxiety they generate, out of awareness. Every

person uses them; what distinguishes health from disorder is not their presence but their

maturity and rigidity. The single organising idea is the maturity hierarchy, which sorts the two-

dozen named defence mechanisms into four ranked levels and, crucially, maps them onto

personality organisation.

How to use this page. Fix the definition and the short history first, then learn the four-level

frame, then drill the four defs lists (mature defences, neurotic defences, immature defences

and psychotic defences) with one crisp example each. The consolidated grid near the end is your

single-glance revision table; the final subtopic is where the marks hide, because it links the grid to

Kernberg's levels of personality organisation and to the clinical stance the examiner expects.

Mature

adaptive

Sublimation (aggression channelled into sport or surgery), altruism, humour,

suppression (the deliberate postponing of a concern), anticipation. The healthy

defences: they reduce distress without distorting reality.

Neurotic

common in adults

Repression, reaction formation (hostility masked as over-solicitude), displacement,

intellectualisation, isolation of affect, undoing, rationalisation. They manage

anxiety at the cost of some distortion, and surface under stress.

Immature

personality-linked

Projection (one's own impulse attributed to another), acting out, splitting (people

seen as all-good or all-bad), passive aggression, somatisation, regression,

idealisation and devaluation. Splitting marks borderline personality organisation.

Psychotic

reality-distorting

Denial of an obvious external reality, distortion, delusional projection. They

break the tie to shared reality; common in psychosis, and briefly in extreme stress.

The defences run from most adaptive (mature, top) to most reality-distorting (psychotic, bottom); the level a person mostly uses tracks their personality organisation and their current state.

Fig 19.4 The ego defence mechanisms by level of maturity. Defences are unconscious mental operations that

protect against anxiety and unacceptable impulses, and they are ranked by how adaptive they are. The mature

defences reduce distress without distorting reality and are the mark of health. The neurotic defences, common in

everyone and more prominent under stress, manage anxiety at the cost of some distortion. The immature

defences, prominent in the personality disorders, distort relationships and reality more heavily, with splitting the

hallmark of borderline organisation. The psychotic defences break the tie to shared reality altogether. Which level

a person mostly relies on is one of the most useful things the examination and the formulation can establish.

6.1  What a defence mechanism is

An unconscious, involuntary operation against anxiety, not a conscious coping strategy. A

defence mechanism is an automatic psychological process that protects the ego against anxiety

and against the awareness of internal or external dangers or stressors (Kaplan and Sadock CTP

2024; DSM-5-TR glossary). Three features define it and each is examinable. It is unconscious:

the person does not know they are doing it, which separates a defence from a deliberate coping

tactic. It is involuntary: it is triggered automatically by conflict, not chosen. And it is anxiety-

reducing: its function is to manage the affect thrown up when an unacceptable wish, feeling or
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piece of reality presses toward consciousness. Defences are universal and, in themselves,

adaptive; a life without them is not possible. Pathology enters only when a defence is too

primitive for the situation, too rigid to yield, or so costly that it distorts reality or relationships.

RULE The defence is unconscious; its maturity, not its presence, is what is pathological. Everyone

uses defences all the time; the clinical question is never "is there a defence" but "at what level, and

how rigidly".

6.2  A short history: Freud, Anna Freud and the maturity hierarchy

From a single mechanism to a ranked catalogue. Sigmund Freud first used the term "defence" in

The Neuro-Psychoses of Defence in 1894, then for years let it be eclipsed by repression, before

reinstating "defence" as the general class in Inhibitions, Symptoms and Anxiety in 1926, with

repression demoted to one member of it. His daughter Anna Freud, in The Ego and the

Mechanisms of Defence in 1936, gave the founding systematic catalogue and moved the ego, rather

than the drives, to the centre of clinical attention. The developmental and empirical ranking that

examiners want is Vaillant's: from his longitudinal study of adult development he arranged the

defences into four levels of adaptiveness, mature, neurotic, immature and psychotic

(pathological), a hierarchy later echoed by the DSM-IV Defensive Functioning Scale, which

ranked defences by their adaptive value. The accompanying figure draws these four levels as an

ascending ladder from psychotic denial at the base to sublimation at the top.

6.3  Mature defences

The adaptive summit: they gratify the impulse in a way that also serves the self and others.

The mature defences are the hallmark of healthy adult functioning and of the well-integrated

personality; they let the person handle conflict without distorting reality, damaging relationships

or paying a symptomatic price (Vaillant; Kaplan and Sadock CTP 2024). They can, of course, be

recruited pathologically in excess, but as a group they are what good adaptation looks like.

Sublimation

Channelling an unacceptable impulse into a socially valued or creative activity; the impulse is

expressed, not blocked. A person with strong aggressive urges becomes a surgeon or a competitive

boxer.

Altruism

Meeting one's own needs vicariously through constructive service to others. Someone deprived in

childhood devotes themselves to feeding and schooling street children.

Humour

Overt expression of feeling that names a painful truth without discomfort to self or others. A patient

given a grave diagnosis makes a wry joke that acknowledges the fear rather than denying it.

Suppression

The conscious or semi-conscious decision to postpone attention to a distressing impulse or feeling,

intending to return to it. A candidate deliberately sets worry about a sick relative aside until the

examination is over.

Anticipation
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Realistic planning and emotional rehearsal for future inner discomfort. Before surgery a patient reads

about the procedure and mentally rehearses the recovery, blunting later distress.

M N E M O N I C

SOME ADULTS HAVE SUPER APTITUDE

The five mature defences in order: Sublimation, Altruism, Humour, Suppression, Anticipation.

The trap the phrase guards against is suppression, the only one on this list that is partly conscious;

hold it against repression below.

6.4  Neurotic defences

The middle band: common in everyone under stress, and the signature of the neurotic

(repression-based) personality. The neurotic defences keep conflict out of awareness at a cost

that is usually private rather than reality-distorting, and they cluster around a firm repression

barrier (Vaillant; Gabbard, Long-Term Psychodynamic Psychotherapy). Several map directly onto

symptom pictures, most famously undoing onto obsessional rituals and isolation of affect onto

the obsessional's flat recounting of distressing material.

Repression

Unconscious exclusion of an unacceptable idea, feeling or memory from consciousness; the

foundational defence. A woman abused as a child has no accessible memory of the events yet reacts

with unexplained anxiety to reminders.

Reaction formation

Transforming an unacceptable impulse into its conscious opposite. A person with unacceptable

hostility toward a sibling becomes conspicuously doting and over-solicitous.

Displacement

Redirecting a feeling from its true object onto a safer substitute. A man humiliated by his employer

goes home and shouts at his children.

Intellectualisation

Using abstract reasoning and detail to keep the affect of a conflict out of awareness. A newly diagnosed

patient discusses survival statistics and cell biology fluently but shows no feeling.

Isolation of affect

Separating a feeling from the idea or event it belongs to, so the event is recalled without its emotion. A

patient describes a horrifying accident in flat, factual detail.

Undoing

A symbolic act meant to cancel or atone for an unacceptable thought or deed; the mechanism behind

obsessional rituals. A person with intrusive aggressive thoughts performs repeated counting or

checking to "cancel" them.

Rationalisation

Offering plausible but false reasons to justify a feeling or act whose real motive is unacceptable. A

rejected applicant decides the job was beneath them anyway.
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C O M M O N  T R A P

Suppression is not repression. Suppression is a mature defence and is conscious or semi-

conscious: the person knows the worry exists and deliberately shelves it. Repression is a neurotic

defence and is unconscious: the material is barred from awareness altogether and cannot be

retrieved at will. The conscious-versus-unconscious contrast is the single most-asked discriminator

in this topic.

6.5  Immature defences

The primitive band: seen in children, in adolescence, and prominently in the personality

disorders. The immature defences distort reality and relationships more openly and provoke

the reactions in others that keep the pattern going (Vaillant; Kaplan and Sadock CTP 2024).

Their persistence into adult life, and above all their dominance, is what marks the more disturbed

personality organisations.

Projection

Attributing one's own unacceptable impulses, feelings or thoughts to another person; the precursor of

paranoia. A man with unacknowledged jealousy accuses his partner of being unfaithful.

Acting out

Expressing an unconscious wish or impulse directly through action, to avoid being aware of the feeling

behind it. An adolescent who cannot bear feelings of abandonment absconds or self-harms rather than

voicing the distress.

Splitting

Experiencing self and others as all-good or all-bad, unable to hold contradictory qualities together; the

pattern oscillates. A patient adores one nurse as perfect and condemns another as cruel, then reverses

the two the following week.

Passive aggression

Expressing aggression toward others indirectly, through non-compliance, procrastination, inefficiency

or covert obstruction. A resentful employee repeatedly "forgets" tasks and hands work in late.

Somatisation

Converting intrapsychic distress into bodily symptoms and seeking medical rather than psychological

help. A man unable to grieve develops disabling headaches and chest pain with no organic cause.

Regression

Retreating to an earlier developmental level of functioning to escape present demands. A hospitalised

adult becomes clingy, demanding and childlike.

Idealisation / devaluation

Attributing exaggeratedly positive, or abruptly negative, qualities to another; the two poles of splitting

in action. A patient insists a new therapist is the only one who ever understood them, then dismisses

them as useless.

6.6  Psychotic defences

The most primitive band: they abolish reality itself, and they are normal only in early

childhood and in dreams. The psychotic defences alter the person's perception of external

42

PSYCHOTHERAPIES: GENERAL AND SPECIFIC PSYCHOTHERAPIES, CLINICAL ASSESSMENT, MSE AND NOSOLOGY



reality rather than merely their inner experience of it, and their presence in an adult signals

psychotic-level functioning (Vaillant; Kaplan and Sadock CTP 2024).

Denial

Refusal to accept an aspect of external reality that is obvious to others because it is too threatening; at

this level the reality is abolished, not merely minimised. A woman with an advanced, visible tumour

insists nothing is wrong and declines all investigation.

Distortion

Grossly reshaping external reality to fit inner need, including sustained wish-fulfilling or grandiose

misperception. A man is convinced, against all evidence, that he has a special mission and cannot fail.

Delusional projection

Frank delusional, usually persecutory, beliefs about external reality, in which projected content is

experienced as a real external threat. A patient is certain that neighbours are pumping poison gas into

the flat to kill him.

P E A R L

Denial is the classic "trick" answer: it exists at more than one level. Mild denial (minimising a piece

of bad news for a while) is seen across the milder levels, but the full-blown abolition of an obvious

external reality, as in the woman denying a visible tumour, is the psychotic-level defence. When the

examiner asks "what level is denial", the safe answer names the psychotic level while noting that

milder denial is not by itself psychotic.

6.7  The consolidated maturity grid

One table, the whole answer. This is the grid to reproduce under exam pressure: the level, the

defence, its one-line definition and a clean example (Vaillant; Tasman; Gabbard). Learn it column

by column, because a viva will pick a random cell (name the level of undoing; define isolation of

affect; give an example of sublimation).

LEVEL DEFENCE ONE-LINE DEFINITION EXAMPLE

Mature Sublimation Impulse channelled

into valued activity

Aggressive urges ex‐

pressed as a surgical

career

Altruism Own needs met

through service to

others

A deprived person de‐

votes life to feeding

children

Humour Painful feeling named

without discomfort

A wry joke about one's

own grave diagnosis

Suppression Conscious postponing

of a distressing feeling

Shelving family worry

until the exam is done

Anticipation Realistic emotional re‐

hearsal of future

distress

Reading up and re‐

hearsing recovery be‐

fore surgery
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LEVEL DEFENCE ONE-LINE DEFINITION EXAMPLE

Neurotic Repression Unconscious barring

of ideas from

awareness

No memory of child‐

hood abuse, only unex‐

plained anxiety

Reaction formation Impulse turned into its

conscious opposite

Hostility to a sibling

shown as doting

concern

Displacement Feeling redirected onto

a safer object

Shamed by the boss,

shouts at the children

Intellectualisation Abstract reasoning

used to avoid affect

Discussing cancer sta‐

tistics, showing no

feeling

Isolation of affect Feeling divorced from

its idea

Recounting a horror in

flat, factual detail

Undoing Symbolic act to cancel

an unacceptable

thought

Counting rituals to

"cancel" aggressive

thoughts

Rationalisation Plausible false reasons

for the real motive

The rejected applicant

decides the job was be‐

neath them

Immature Projection Own impulses at‐

tributed to another

Jealous man accuses

the partner of infidelity

Acting out Impulse discharged in

action, not felt

Absconding or self-

harm instead of voicing

distress

Splitting Self and others seen as

all-good or all-bad

One nurse idealised,

another condemned,

then reversed

Passive aggression Aggression shown as

covert non-compliance

"Forgetting" tasks and

handing work in late

Somatisation Distress converted into

bodily symptoms

Ungrieved loss be‐

comes headaches and

chest pain

Regression Retreat to an earlier

level of functioning

A hospitalised adult

turns clingy and

childlike

Idealisation /

devaluation

Exaggerated all-posi‐

tive then all-negative

views

The therapist is the

only one who under‐

stands, then useless
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LEVEL DEFENCE ONE-LINE DEFINITION EXAMPLE

Psychotic Denial Obvious external real‐

ity abolished

A visible tumour insist‐

ed to be nothing

Distortion External reality grossly

reshaped to inner need

Grandiose certainty of

a special, unfailing

mission

Delusional projection Projected content lived

as real external threat

Certainty that neigh‐

bours are gassing the

flat

The four-level maturity hierarchy of the ego defence mechanisms, with a one-line definition and a clinical example for

each (Vaillant; Tasman; Gabbard). The accompanying figure renders these levels as an ascending ladder.

6.8  Clinical relevance: defences map to personality organisation

The grid is a diagnostic instrument, not a curiosity. The examinable payoff is that a person's

habitual, predominant defences locate them on a spectrum of personality organisation (Kernberg;

Gabbard). A personality run mainly on repression-based neurotic defences sits in the neurotic

organisation, with intact reality-testing and an integrated sense of self and others. A personality

run mainly on primitive, immature defences, above all splitting with its satellites of projective

identification, idealisation and devaluation, primitive denial and acting out, sits in the borderline

organisation, where identity is diffuse and others cannot be held as whole, contradictory people.

Splitting originates developmentally in Melanie Klein's paranoid-schizoid position, and its

dominance is the single best pointer to borderline organisation. The therapeutic corollary is

equally examinable: supportive therapy deliberately bolsters a patient's existing adaptive defences

and does not probe them, whereas expressive and psychodynamic work interprets them, and you

never strip away a defence the patient still needs to stay integrated. The fuller treatment of

splitting, and of the dialectical behaviour and schema therapies built to work with it, belongs to

the Personality disorders notes.

WO R K E D  E X A M P L E

A young woman on the ward telephones her registrar late at night to say he is the only doctor who

has ever truly cared for her, and in the same week complains to the nursing station that a different

registrar is heartless and negligent. On the round she recalls a serious overdose in a flat,

unemotional voice. Two defences are on display: splitting with idealisation and devaluation across

the two doctors, and isolation of affect in the account of the overdose. The predominance of

splitting, not the single episode, points toward a borderline personality organisation and reframes

the "difficult" ward behaviour as a defensive style to be understood rather than a provocation to be

punished.

TRAP Do not diagnose from one defence. Everyone splits or denies occasionally under stress;

personality organisation is read from the habitual, predominant defensive level, not from a single

act. Calling a patient "borderline" on one instance of splitting is the classic overcall.
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4
LEVELS OF THE MATURITY

HIERARCHY (VAILLANT)

1894
FREUD FIRST NAMES "DEFENCE"

1936
ANNA FREUD'S FOUNDING

CATALOGUE

I N D I A

The ego-defence grid is a perennial theory-paper and viva question in the Indian MD and DNB

psychiatry examinations, taught straight from Kaplan and Sadock, so the level-by-level list is

examined here, not treated as a Western aside. In Indian clinical practice the defensive

organisation is most often inferred through the projective testing tradition, the Rorschach and the

Thematic Apperception Test, which is a core competency in the NIMHANS clinical-psychology

curriculum; the technical detail of those instruments sits in the Psychometry, Assessment and

Descriptive Psychopathology notes. A second genuinely Indian anchor is denial in alcohol use,

where the patient's minimisation of a visible problem is the defence the interview must work

around; the motivational approach to exactly that is developed in the Substance use disorders

notes.

G O O D  TO  R E M E M B E R

The principle: defence mechanisms are unconscious, involuntary ego operations that reduce the

anxiety of intrapsychic conflict; they are universal, and only their maturity and rigidity, not their

presence, is pathological.

The discriminator: suppression is conscious and mature; repression is unconscious and neurotic.

If the person can retrieve the feeling at will, it is suppression, not repression.

The one exam fact: Vaillant ranks defences into four levels, mature, neurotic, immature and

psychotic, and a predominance of splitting is the signature primitive defence of borderline

personality organisation.

H O L D  T H I S

Ego defence mechanisms are unconscious, involuntary operations against anxiety; Vaillant ranks

them in four levels, mature (sublimation), neurotic (repression), immature (projection, splitting)

and psychotic (denial), and it is the predominant level, with splitting marking borderline

organisation, that carries the clinical meaning.

7 · Interpersonal psychotherapy

Interpersonal psychotherapy (IPT) is one of only two psychotherapies that sit alongside

cognitive behaviour therapy as a first-line psychological treatment for depression, and that single

fact is the examinable core of the topic. Developed by Gerald Klerman and Myrna Weissman in

the nineteen-seventies, originally as the psychotherapy arm of an antidepressant medication trial,

IPT is a brief, time-limited, present-focused, diagnosis-focused treatment built on one deceptively

simple premise: whatever its ultimate cause, a depressive episode arises and is maintained within

a current interpersonal context, so working on that context relieves the symptoms. Learn IPT

as the counterpart to CBT: where CBT reaches for the maladaptive thought, IPT reaches for the

troubled relationship.

How to use this page. Fix the model first, then the machinery. The machinery has two moving

parts that examiners love to test: the three phases (assessment with its interpersonal inventory,
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the middle work, and termination) and the four problem areas (grief, role disputes, role

transitions and interpersonal deficits), exactly one of which is chosen as the focus of treatment.

Close on the evidence, because the payoff sentence is short and hard: first-line for depression,

especially perinatal, well evidenced, present-focused, does not target personality. The cardinal

error the page guards against is mistaking IPT for open-ended dynamic insight therapy; it is

manualised, focal and brief.

7.1  The interpersonal model

Symptoms live in relationships, so relationships are the lever. The interpersonal

psychotherapy model holds that psychiatric symptoms, depression above all, arise and are

maintained in the patient's current interpersonal relationships, and that improving the handling

of those relationships lifts the symptoms (Klerman and Weissman; Kaplan and Sadock CTP

2024). IPT makes no claim that interpersonal problems cause depression in some ultimate sense;

it takes a pragmatic, atheoretical stance, accepting that the illness is multiply determined and

simply choosing the interpersonal context as the workable point of entry. Three commitments

follow and must be memorised together: the therapy is time-limited (a standard acute course runs

to about 12 to 16 sessions delivered weekly), it is resolutely present-focused (the here-and-now of

relationships, not the reconstruction of childhood), and it explicitly does not target personality,

restructuring neither character nor unconscious conflict. Depression is framed openly as a

medical illness, and the patient is given the sick role, which names the condition as a treatable

illness that is not the patient's fault while obliging them to work actively at recovery.

RULE Present, relational and brief. IPT targets the current interpersonal context of a depressive

episode across roughly twelve to sixteen weekly sessions; it does not excavate the past and does

not attempt to change personality.

7.2  The three phases

Assess and formulate, then work, then say goodbye. IPT runs across 3 defined phases (Kaplan

and Sadock CTP 2024). The initial phase (roughly the first several sessions) makes the diagnosis,

gives psychoeducation and the sick role, takes the interpersonal inventory described below, and

ends by naming one of the four problem areas as the focus and agreeing an explicit treatment

contract. The intermediate or work phase, the bulk of the therapy, applies the strategies specific to

the chosen problem area, keeping every session anchored to the link between the patient's mood

and their recent interpersonal events. The termination phase (usually four to five sessions in

length) reviews and consolidates gains, plans for maintaining them, identifies early warning signs

of relapse, and treats the ending itself as a small, real experience of loss, an analogue of grief that

is named explicitly rather than glossed over.

7.3  The interpersonal inventory

A structured review of every important relationship, done up front. The interpersonal

inventory is the signature assessment procedure of the initial phase: a systematic, relationship-

by-relationship review of the significant people in the patient's current life, examining for each

the nature of the tie, its frequency and expectations, the satisfying and unsatisfying aspects, and
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the changes the patient would want (Weissman; Kaplan and Sadock CTP 2024). Its purpose is not

history for its own sake but formulation: from the inventory the therapist locates the depressive

episode within a relational pattern and derives the interpersonal formulation that pins the illness

to one of the four problem areas. The inventory is where the whole subsequent therapy is

decided, which is why it belongs to the opening sessions and is done before any change work

begins.

7.4  The four problem areas

Every case is worked through exactly one of four templates. IPT organises all its middle-phase

work under 4 interpersonal problem areas, first specified by Weissman and colleagues, and a

defining feature of the method is that the therapist selects a single area (occasionally a primary

plus a secondary) as the treatment focus. Knowing the four, and being able to tell a role dispute

from a role transition, is the most examinable discrimination in the whole topic.

PROBLEM AREA WHAT IT IS FOCUS OF THE WORK

Grief (complicated

bereavement)

Abnormal, delayed or distorted

mourning following the death of

a significant person

Facilitate the delayed mourn‐

ing, then help rebuild interests

and relationships to replace

what was lost

Interpersonal role disputes A live, non-reciprocal clash of

expectations with a significant

other who is present (spouse,

parent, employer)

Identify the stage of the dispute

and the divergent expectations,

then renegotiate them or, if truly

irresolvable, dissolve the

relationship

Role transitions Difficulty adjusting to a changed

life role (marriage, parenthood, a

new job, retirement, migration,

physical illness)

Mourn the loss of the old role

and its attachments, then build

mastery of and a positive view of

the new one

Interpersonal deficits

(sensitivity)

A long history of impoverished,

unfulfilling relationships and so‐

cial isolation

The residual category, chosen

only when the other three do

not fit; reduce isolation, using

the therapeutic relationship as

a model to build new ties

The four IPT problem areas; exactly one is chosen as the focus, and interpersonal deficits is the default when none of the

first three applies and carries the least favourable prognosis.

TRAP Role dispute is not a role transition. A role dispute is an ongoing conflict of expectations with a

person who is still present; a role transition is the solo task of adjusting to a role that has itself

changed. Divorce conflict is a dispute; becoming a mother is a transition.

7.5  The techniques of the work phase

Focused, affect-oriented, communication-centred. The middle phase uses a small set of named

techniques, all bent to the interpersonal focus (Kaplan and Sadock CTP 2024). Exploratory

questions, mostly open and general, open up the relational material. Encouragement of affect helps

the patient acknowledge painful feelings, use them to guide interpersonal change, and access

emotions they have suppressed. Communication analysis, a hallmark technique, walks slowly
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through a specific recent interaction or argument to expose the ineffective communication

patterns inside it and rehearse better ones. Decision analysis weighs the options open to the

patient in a stuck situation. And the therapeutic relationship itself is used sparingly, chiefly for

patients whose focus is interpersonal deficits (the therapist's bond becomes a template for

relationships outside) or a role dispute (the patient learns how they come across). Throughout, the

therapist keeps redirecting unfocused talk back to the tie between recent interpersonal events

and the depressive symptoms.

WO R K E D  E X A M P L E

A woman becomes depressed in the months after moving cities for her husband's job, cut off from

the friendships that had always sustained her. The interpersonal inventory shows no bereavement

and no live conflict, but a clear break between the onset of low mood and the relocation. Her

therapist formulates the focus as a role transition: together they mourn the support network she

left behind and, over the work phase, build concrete steps to form new local relationships. As her

isolation eases, her mood lifts, without a single session spent on childhood or on restructuring

cognitions.

7.6  The evidence base and the lead indication

First-line for depression, with a special strength in the perinatal period. If one sentence must

be exam-ready it is this: IPT is a well-evidenced, first-line psychological treatment for major

depression, established through numerous randomised controlled trials including the landmark

National Institute of Mental Health collaborative study (Tasman; the guideline evidence). It is

named a first-line psychotherapy for major depressive disorder by the Indian Psychiatric Society

(IPS_CPG 2017, grade A), CANMAT (2016), VA/DoD (2022) and SIGN (2023). Its most

distinctive niche is perinatal depression, both antenatal and postpartum, where it is a preferred or

first-line option (CANMAT 2016; RANZCP 2020; NICE 2014; VA/DoD 2023), a strength that

flows naturally from a therapy built around role transitions and role disputes, the very stuff of

new parenthood. IPT is also offered in the continuation phase to reduce depressive relapse

(VA/DoD 2022). The comparison of IPT with CBT in depression, and the depression rating scales

used to track response, are developed in the Mood disorders: classification, depressive and

bipolar syndromes, neurobiology notes.

P E A R L

Two sister therapies, two levers. In a depressed patient, reach for CBT if the maladaptive cognitions

are foreground and IPT if the trigger and maintainer is a relationship problem, a loss, a dispute or a

life transition. Both are first-line and roughly equal in efficacy for depression; the choice is often

about fit and availability rather than a difference in evidence grade.

7.7  The adaptations

One method, several named offshoots. IPT's tight structure has made it easy to adapt, and three

offshoots are worth naming. IPT-A, interpersonal psychotherapy for adolescents (Mufson), tailors

the model to depressed teenagers, adding attention to the transition to adolescence and to

relationships with parents, and is an established treatment for adolescent depression.
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Interpersonal and social rhythm therapy (IPSRT), developed by Ellen Frank, marries IPT's

interpersonal work to the stabilisation of daily social rhythms (sleep, meals and activity), on the

premise that circadian and social-routine disruption precipitates mood episodes; it is a

recommended adjunct to pharmacotherapy in bipolar disorder (IPS_CPG 2017, grade A;

VA/DoD 2023) and adds a fifth focus, grief for the lost healthy self, to the original four. IPT has

also been delivered successfully in a group format and in the perinatal setting. The use of IPSRT

in bipolar disorder, and of IPT in unipolar depression, is cross-referenced to the Mood disorders:

classification, depressive and bipolar syndromes, neurobiology notes.

I N D I A

The Indian Psychiatric Society names interpersonal psychotherapy among the three strongest-

evidence psychotherapies for depression in its depression clinical practice guideline (IPS_CPG

2017), placing it first-line alongside CBT and behavioural activation, and it endorses IPSRT as an

adjunctive treatment in its bipolar guideline (IPS_CPG 2017). The realistic Indian caveat is the

same as for CBT: guideline endorsement is firm, but trained IPT therapists are scarce, so access,

not evidence, is the limiting factor.

4
INTERPERSONAL PROBLEM

AREAS, ONE CHOSEN AS

FOCUS

3
PHASES (ASSESSMENT,

WORK, TERMINATION)

12-16
WEEKLY SESSIONS IN A

STANDARD ACUTE

COURSE

4-5
SESSIONS IN THE

TERMINATION PHASE

M N E M O N I C

GRID

The four problem areas: Grief, Role disputes, Interpersonal deficits, Developmental and life-role

transitions. Hold that grief is about the dead, a role dispute is a conflict with the living, a transition

is a change in the self 's role, and deficits is the isolated residual category.

G O O D  TO  R E M E M B E R

Interpersonal psychotherapy (the therapy): the model is that a depressive episode arises and is

maintained in the patient's current interpersonal context, so a brief, present-focused, personality-

sparing course of about twelve to sixteen sessions worked through one of the four problem areas

(grief, role disputes, role transitions, interpersonal deficits) relieves the symptoms; the lead

indication is major depression, first-line and best-evidenced in the perinatal period; the one

signature technique is communication analysis anchored to the chosen problem area.

H O L D  T H I S

IPT (Klerman and Weissman) is a time-limited, present-focused therapy that links depression to

the current interpersonal context and works through exactly one of four problem areas, grief,

interpersonal role disputes, role transitions and interpersonal deficits, across three phases

(assessment with the interpersonal inventory, the middle work, and a termination of four to five

sessions); it is first-line for depression, strongest in the perinatal period, and its bipolar offshoot is

IPSRT.
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8 · Group psychotherapy

Group psychotherapy is the treatment of several patients together by one or two trained

therapists who use the group itself, rather than the therapist alone, as the instrument of change.

Its examinable core is not a set of techniques but a mechanism: assembled strangers who share a

difficulty become, over time, a small society in which each member's characteristic ways of

relating are re-enacted, seen and reworked. The single most tested content on this modality is

Yalom's catalogue of therapeutic factors, the ingredients through which a group heals, and the

examiner almost always wants the exact count, so anchor it now: there are exactly 11.

How to use this page. Learn the eleven therapeutic factors as a list you can reel off, with

cohesiveness understood as the central one; then the main types of group and how they differ in

aim, structure and which factors they lean on; then the practical frame, composition, size and the

five stages a group passes through; and finally who should and should not be put into a group.

The cardinal error the page is built to prevent is treating a leaderless peer self-help meeting as

though it were formal group psychotherapy, and the second is forgetting that the acutely

psychotic or actively suicidal patient does not belong in an insight-oriented group.

8.1  The group as a social microcosm

The group, not the therapist, is the treatment. The founding idea, developed by Yalom from

the interpersonal tradition, is that a therapy group becomes a social microcosm: given enough time

and freedom, members recreate inside the room the very relational patterns that trouble them

outside it (Yalom and Leszcz; Tasman ch. 95). The therapist's task is therefore to work in the here

and now, drawing attention to what is happening between members as it happens, so that a

maladaptive pattern can first be lived, then noticed through process illumination, and finally

revised. This is why feedback from a peer often lands harder than the same observation from the

therapist, and why a group can expose ego-syntonic blind spots that individual therapy leaves

untouched. The group is a delivery format for many therapies, but as a modality in its own right

its active agent is member-to-member interaction.

RULE The therapeutic agent is the interaction between members. In group psychotherapy the

group functions as a social microcosm; change comes from here-and-now interpersonal learning,

not from the therapist treating each patient in turn with an audience present.

8.2  Yalom's eleven therapeutic factors

The eleven ingredients through which a group heals. Yalom and Leszcz described the

therapeutic factors as the mechanisms of change common to therapy groups; the canonical

examinable set numbers eleven, and you should be able to name them and give a one-line gloss

for each (Yalom and Leszcz; Kaplan and Sadock CTP 2024). Later formulations subdivide

interpersonal learning into an input and an output component and add self-understanding,

which is why some texts quote a higher figure, but the count to give unless asked otherwise is 11.
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THERAPEUTIC FACTOR WHAT IT DOES IN THE GROUP

Universality The member discovers that others share the same

feelings, thoughts and problems, dissolving the

sense of being uniquely afflicted or alone.

Instillation of hope Seeing other members improve, especially those

once as unwell as oneself, breeds optimism that re‐

covery is possible.

Imparting information Didactic instruction and advice from the therapist

or fellow members, that is, psychoeducation about

illness and coping.

Altruism Members raise their own self-worth by giving to

and helping others, countering the feeling of being

useless or a burden.

Corrective recapitulation of the primary family

group

The group re-evokes the dynamics of the early

family, now available to be re-experienced and

worked through in a corrective way.

Development of socialising techniques The group is a training ground for adaptive social

skills, giving feedback that refines how a member

communicates and relates.

Imitative behaviour Members learn by observing and modelling the

therapist and one another, a vicarious or observa‐

tional learning.

Interpersonal learning Through honest here-and-now feedback the mem‐

ber gains insight into their interpersonal impact

and then practises new, more adaptive ways of

relating.

Group cohesiveness The sense of belonging, trust and togetherness;

the group-level analogue of the therapeutic al‐

liance and the precondition on which the other

factors depend.

Catharsis The open release and expression of strong affect,

about past or present experience, within a contain‐

ing group.

Existential factors Coming to accept responsibility for one's own life,

and to face its ultimate contingencies, mortality,

aloneness and the limits of what others can give.

Yalom's eleven therapeutic factors, with group cohesiveness marked as the central mechanism through which the rest

operate.
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M N E M O N I C

Support, Learn, Disclose, Exist

Recall the eleven in four clusters rather than as a flat list. Support factors: universality, altruism,

instillation of hope, cohesiveness. Learning factors: imparting information, imitative behaviour,

development of socialising techniques, interpersonal learning. Disclosure factors: catharsis and

corrective recapitulation of the primary family group. Existential: the eleventh, existential factors.

Four plus four plus two plus one makes exactly eleven, and a wrong count is the commonest error

on this question.

TRAP A self-help group is not group psychotherapy. A twelve-step or peer-support group is

leaderless, run by fellow sufferers, and is not, strictly, a psychotherapy; formal group

psychotherapy has a trained leader, screened members and defined therapeutic factors. They

share factors such as universality and cohesiveness but are not the same thing.

8.3  Cohesiveness, the central factor

Cohesiveness is to the group what the alliance is to individual therapy. Of the eleven,

cohesiveness is singled out as the central mechanism of action, therapeutic in its own right and

the platform on which every other factor rests (Yalom and Leszcz). It is the sense of belonging,

trust and togetherness that members feel towards the group and its leader, and it is the group's

analogue of the therapeutic relationship; the more cohesive the group, the more members will

self-disclose, take interpersonal risks and tolerate feedback. A common misconception is that a

cohesive group is a conflict-free one. The opposite is nearer the truth: a securely cohesive group is

precisely the one that can voice disagreement and hostility openly, because unexpressed conflict

festers into covert hostility that erodes cohesion. Cohesiveness is best thought of as the container

that makes the frightening work of the other factors safe enough to attempt.

P E A R L

If asked for the single most important therapeutic factor, answer cohesiveness, and justify it as the

group's version of the therapeutic alliance: it is both curative itself and the precondition for

universality, catharsis and interpersonal learning to do their work. A cohesive group is not a quiet

one; it is one safe enough to argue in.

8.4  The types of group

One format, several distinct modalities. The main types of group used in practice differ in what

they aim for, how they are structured and which therapeutic factors they lean on (Kaplan and

Sadock; Tasman Table 95-2). Learn them as a spectrum from the most supportive and symptom-

focused to the most exploratory, plus the leaderless peer meeting and the whole-environment

community at the two ends.
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TYPE OF GROUP CHIEF AIM STRUCTURE (SIZE,

TEMPO)

LEADING FACTORS PROTOTYPE

Supportive Improve adapta‐

tion, reduce isola‐

tion, shore up

coping in the seri‐

ously ill

5-15 members,

open; once to sev‐

eral times weekly

Cohesion, univer‐

sality, reality-test‐

ing, hope

Inpatient ward

group

Interpersonal /

process

(psychodynamic)

Personality and

relational change

through insight

into maladaptive

patterns

5-10, closed; once

to twice weekly;

long-term

Interpersonal

learning, self-un‐

derstanding,

cohesion

Outpatient

Yalom-style inter‐

actional group

Cognitive-

behavioural

Symptom relief

via skills learned

and rehearsed for

use outside the

group

5-15, closed; once

to twice weekly;

time-limited, up

to six months

Imparting infor‐

mation, behav‐

ioural rehearsal,

hope

Group CBT for

depression or

anxiety

Psychoeducation

al

Impart knowledge

and illness-man‐

agement skills to

patients and

families

Leader-led, struc‐

tured; time-

limited

Imparting infor‐

mation,

universality

Illness-education

group for families

in psychosis

Self-help Mutual support,

reduced shame,

acceptance of a

shared condition

Leaderless peers,

unlimited, open;

variable to daily

Universality, al‐

truism, hope,

cohesion

Alcoholics

Anonymous and

the twelve-step

groups

Therapeutic

community

The whole living

and working mi‐

lieu as treatment;

social learning

through commu‐

nal life

Residential or

ward as the unit;

flattened

hierarchy

Social learning,

reality

confrontation

Maxwell Jones's

therapeutic com‐

munity; rehabili‐

tation settings

The main types of group, arranged from supportive through exploratory to the leaderless peer group and the whole-

environment community.

The therapeutic community, also called milieu therapy, is worth holding as a distinct entity:

pioneered by Maxwell Jones, it treats the entire residential environment as therapeutic, flattening

the staff-patient hierarchy so that communal meetings and shared decision-making become the

vehicle for social learning. The interpersonal or process group, the one most people picture as

classical group therapy, is the exploratory modality that pursues genuine relational change, while

group CBT, supportive and psychoeducational groups use the group chiefly as an efficient setting

for a defined task.

8.5  Composition, size and the stages of group development

How a group is built, and the arc it travels. An interactional outpatient group runs to about

seven or eight members, with a workable range of roughly five to ten (Yalom and Leszcz; Tasman

Table 95-2); too few and interaction thins, too many and members cannot all be held in mind. It

usually meets once a week for sixty to ninety minutes. Composition follows a useful rule of
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thumb: groups do best when homogeneous for ego strength and level of functioning, so that no

one is far out of their depth, but heterogeneous for the presenting conflicts and personality styles,

so that there is friction to learn from. Groups may be closed, admitting no new members once

begun, or open, replacing members as they leave; and the dropout rate is high, commonly around

thirty to forty per cent in the early weeks, which is why careful selection and a pregroup

preparation session matter so much.

Well-run groups pass through a recognised developmental sequence. The American Group

Psychotherapy Association consolidated the historical models into a five-stage paradigm (Kaplan

and Sadock CTP 2024), which maps onto Tuckman's familiar labels: forming (preaffiliation, the

anxious search for acceptance and similarity), storming (power and control, testing the leader and

negotiating conflict), norming (intimacy, deeper disclosure against a secure base of cohesion),

performing (differentiation, mature interpersonal work with responsibility shared across

members) and adjourning (separation, consolidating gains and mourning the ending). Attribute

the count precisely: there are 5 stages, and the leader's job is to intervene in a way appropriate to

the stage the group is in, since a well-meant confrontation delivered before cohesion has formed

can damage a fragile member.

M N E M O N I C

Forming, Storming, Norming, Performing, Adjourning

Tuckman's five, in order: the group forms (comes together, anxious), storms (conflict and control),

norms (intimacy and trust), performs (mature working) and adjourns (separation). Same five

stages the AGPA paradigm names as preaffiliation, power and control, intimacy, differentiation and

separation.

8.6  Indications for group psychotherapy, and the contraindications

Who belongs in a group, and who does not. The indications for group psychotherapy follow

from its mechanism. A group is well suited to problems that are fundamentally interpersonal,

social withdrawal, loneliness, relationship difficulties and the character pathology that plays out

with others, because these are exactly what the social microcosm brings into the room. It is

powerful where universality and peer support carry weight, in the addictions, bereavement,

chronic medical illness, trauma and other stigmatised or isolating conditions, and where

modelling and skills practice help, as in rehabilitation of chronic mental illness. It is also

economical, reaching more patients per therapist hour than individual work. A patient does well

in an exploratory interactional group if they are reasonably motivated, self-reflective,

psychologically minded and able to give and receive feedback; those low on these qualities are

better placed in a supportive or skills-based group than excluded outright.

The contraindications are, above all, states that cannot tolerate or would disrupt the group's

shared task. The acutely psychotic patient who is not yet stabilised, the actively suicidal patient

for whom high group affect could destabilise, and the person preoccupied by an acute crisis are all

unsuitable for an insight-oriented interactional group. So too is the patient whose first language is

not the group's, and, for the exploratory group, the severely cognitively impaired. Marked
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antisocial traits are a classic exclusion from a mixed group, though such patients may be treated

in specialised homogeneous groups where the leader and setting are equipped for them.

C O M M O N  T R A P

Do not place an acutely psychotic, actively suicidal or crisis-preoccupied patient into an

interpretive, insight-oriented group. The intensity of affect and confrontation can worsen an

unstable state; these patients need stabilisation first, and if a group at all, a structured supportive

or psychoeducational one, not an exploratory interactional group.

11
YALOM'S THERAPEUTIC FACTORS

5
STAGES OF GROUP DEVELOPMENT

(FORMING TO ADJOURNING)

7-8
IDEAL MEMBERS IN AN

INTERACTIONAL GROUP

8.7  The evidence base, the lead indications and the Indian setting

Strong as a format, especially group CBT, more modest as a distinct modality. The

examinable nuance is that group is chiefly a delivery format: the group version of an evidence-

based therapy carries that disorder's evidence, so group CBT inherits CBT's standing, while the

evidence for group-specific factors as a stand-alone treatment is more modest (the guideline

evidence). On that basis, group CBT is first-line for gambling disorder (NICE 2025) and an option

for binge-eating disorder (NICE 2017); group-based cognitive and behavioural therapy is

recommended for antisocial personality disorder (NICE 2015); group cognitive stimulation

therapy is recommended for mild-to-moderate dementia (NICE 2018 grade A); and group IPT or

CBT is an option for perinatal depression (CANMAT 2016). The wider CBT and interpersonal-

therapy evidence in depression sits in the Mood disorders: classification, depressive and bipolar

syndromes, neurobiology notes, and the group-based work for personality disorder connects to

the Personality disorders notes.

I N D I A

The Indian Psychiatric Society guidance names individual or group CBT for inhalant use disorder

and group-format psychoeducation for somatic symptom disorder (IPS_CPG 2018; 2020). The

therapeutic community and milieu approach is standard in Indian de-addiction and rehabilitation

settings, and Alcoholics Anonymous, a self-help group, is among the most widely used community

supports for alcohol dependence in India. The motivational and brief work that sits alongside

these in the addictions is developed in the Substance use disorders notes.

G O O D  TO  R E M E M B E R

Group psychotherapy (the modality): the model is the group as a social microcosm working

through Yalom's eleven therapeutic factors, with cohesiveness the central one; the lead indication

is interpersonal and relational problems, and, as an efficient format, the group version of an

evidence-based therapy (group CBT is first-line for gambling disorder and an option for binge-

eating disorder); the one signature technique is here-and-now process illumination and

interpersonal feedback within a cohesive group.
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H O L D  T H I S

Group psychotherapy works through Yalom's eleven therapeutic factors, cohesiveness foremost as

the group's version of the therapeutic alliance, with the here-and-now group functioning as a

social microcosm; interactional groups run about seven or eight members through five

developmental stages (forming, storming, norming, performing, adjourning); the interpersonal or

process group targets relational change while supportive, cognitive-behavioural,

psychoeducational, self-help and therapeutic-community groups each lead on different factors;

and the acutely psychotic, actively suicidal or crisis-bound patient is excluded from the insight-

oriented group.

9 · Family therapy and couple therapy

Family therapy and couple therapy are the psychotherapies that change the unit of treatment:

the patient is no longer the person in the chair but the web of relationships around them. Kaplan

and Sadock define family therapy as a mosaic of techniques sharing one goal, the direct alteration

of maladaptive family processes (Kaplan and Sadock CTP 2024). The examinable core is a single

premise, that a symptom is best understood inside the system that carries it, and a small set of

named schools that operationalise that premise differently. This is a favourite viva topic because

it forces two clean discriminations: structural family therapy against strategic and Milan work,

and a family-blaming aetiology (long discredited) against the modern, evidence-anchored idea of

expressed emotion.

How to use this page. Fix the systemic premise first, then the structural vocabulary of

boundaries and subsystems, then the two great systemic schools (structural and strategic and

Milan), then the psychoeducational intervention and expressed emotion, which is where the

strongest evidence sits. Learn the genogram and the family life cycle as the assessment tools of

the field, and close on couple therapy and the guideline-anchored indications. The one

sentence to carry out is that family and couple therapy is first-line for adolescent anorexia

nervosa and a core relapse-reducing treatment in schizophrenia; everything else is model and

technique built around those two indications.

9.1  The systemic premise: the family, not the individual, is the unit

The symptom belongs to the system, not only to the symptom-bearer. Systemic therapy rests

on general systems theory (von Bertalanffy) and the cybernetics of Bateson: a family is a self-

regulating system whose members are so interlocked that one cannot move without moving the

others, like the interlocking gears of a clock (Kaplan and Sadock CTP 2024). Three ideas carry

the premise. The identified patient is the member the family nominates as "the problem", but the

systemic clinician reads that symptom as a signal of, and a thing maintained by, the whole

configuration, the classic instance being a couple's marital conflict detoured through a

symptomatic child. Homeostasis is the system's tendency to return to its prior state through

feedback loops, so that a symptom can paradoxically be doing a job, holding the family in a

familiar equilibrium, which is why removing it is resisted. And causality is read as circular, not

linear: A does not simply cause B; A and B cause each other in a repeating loop, so the question
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shifts from "who started it" to "what pattern keeps it going". Treat the pattern of relationships and

the communication that sustains it, and the symptom loses its function.

Identified patient

The family member designated as "the problem"; systemically, the symptom-bearer who expresses or

absorbs a dysfunction that belongs to the whole system.

Homeostasis

The family's self-correcting tendency, through feedback, to preserve a stable state; a symptom may

serve to maintain this equilibrium.

Circular causality

Behaviour understood as mutually reinforcing loops rather than a one-way cause and effect; the focus

is the repeating interactional pattern.

Boundaries

The implicit rules governing who takes part, and how, in a subsystem; they range from rigid

(disengagement) through clear to diffuse (enmeshment).

RULE The unit of treatment is the system. In family and couple therapy the identified patient's

symptom is read as a product of, and maintained by, the family system; you intervene in the

relationships and the communication, not only in the person who carries the symptom.

The field divides into a handful of named schools, each a different pane on the same family

(Kaplan and Sadock CTP 2024). The map below anchors the rest of the page.

SCHOOL KEY FIGURES FOCUS AND SIGNATURE

TECHNIQUE

Structural Salvador Minuchin Boundaries, subsystems and

hierarchy; enactment and re‐

structuring in the room

Strategic Jay Haley, Cloe Madanes The symptom's function; direc‐

tives and paradoxical

prescription

Milan systemic Mara Selvini Palazzoli Beliefs that hold the system;

circular questioning and the

therapist team

Psychoeducational Carol Anderson, Ian Falloon Illness education and lowering

expressed emotion; the multi‐

family group

Experiential and emotion-

focused

Carl Whitaker, Virginia Satir,

Susan Johnson

Present-moment affect and at‐

tachment; sculpting and enact‐

ment of emotion

Transgenerational Murray Bowen Differentiation of self across

generations; the genogram

The main schools of family and couple therapy; the structural and strategic systemic schools carry most of the

examinable weight (Kaplan and Sadock CTP 2024; Tasman).
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9.2  Structural family therapy (Minuchin): boundaries, hierarchy, enactment

Redraw the family's structure in the room. Structural family therapy, developed by Salvador

Minuchin and colleagues at the Philadelphia Child Guidance Center, holds that a family's

problems live in its structure: the invisible organisation of subsystems, boundaries and hierarchy

through which it operates (Kaplan and Sadock CTP 2024; Rutter). The family is organised into

subsystems, the spousal, parental and sibling subsystems chief among them, and each is bounded.

Boundaries that are too rigid produce disengagement (members are emotionally cut off );

boundaries that are too diffuse produce enmeshment (members are over-involved, and autonomy

is lost). Healthy families keep a clear, generation-respecting hierarchy in which the parental

subsystem holds authority. The structural therapist is deliberately leader-centred and active, and

works less by talking about the family than by watching and changing it live through enactment,

having the family perform its typical interaction in the session so the pattern can be seen and

then altered on the spot. The overall aim is restructuring: resetting the boundaries and the

hierarchy so the system can function.

Enmeshment

Boundaries too diffuse; over-involvement, poor differentiation, little privacy; the classic structure

described in families of adolescents with anorexia nervosa (Minuchin).

Disengagement

Boundaries too rigid; emotional distance and under-involvement, so members function as isolated

units.

Enactment

The family is directed to perform its habitual interaction in the room, letting the therapist observe the

live pattern and intervene to change it.

Restructuring

The active resetting of subsystem boundaries and hierarchy, through boundary-making, unbalancing

and challenging the family's assumptions.

M N E M O N I C

JEM-HBUC

Minuchin's structural method proceeds in seven steps (Nichols): Joining and accommodating

(reduce the family's anxiety), Enactment (let the pattern play out), structural Mapping (widen the

lens from the identified patient to the whole family), Highlighting and modifying interactions (turn

the intensity up or down), Boundary-making (realign the subsystems), Unbalancing (shift a stuck

dyad or triad), and Challenging unproductive assumptions.
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WO R K E D  E X A M P L E

An adolescent girl is presented as the problem: she and her mother argue constantly and she is

losing weight. In the room the therapist notices the mother answers every question put to the

daughter, and the father sits silent and outside. The structure is enmeshed mother-daughter,

disengaged father, with the marital conflict routed through the girl. The therapist uses enactment

(asks the parents to discuss a decision while the daughter stays out of it), makes a boundary around

the spousal subsystem, and unbalances by aligning with the father to bring him in. The symptom is

left alone; the structure is changed.

G O O D  TO  R E M E M B E R

Structural family therapy (the therapy): Minuchin's model reads the family's problem in its

structure, the subsystems, the boundaries (rigid or disengaged versus diffuse or enmeshed) and the

hierarchy; its lead indication is the child or adolescent presented as the identified patient,

classically the family of an adolescent with anorexia nervosa; the one signature technique is

enactment, staging the interaction in the room and restructuring the boundaries live.

9.3  Strategic and Milan systemic therapy: the symptom's function and paradox

Design a specific intervention to interrupt the symptom's role. The strategic school grew from

Bateson's Palo Alto group and the Mental Research Institute, with Don Jackson, Jay Haley, Cloe

Madanes, John Weakland and Paul Watzlawick, and it is rooted in communication theory (Kaplan

and Sadock CTP 2024). Where the structural therapist maps the structure, the strategic therapist

asks what the symptom does, treating it as a communication that serves a function in the system,

then designs a specific strategy (a directive) to disrupt that function. Madanes set out several

parameters to weigh before intervening, among them whether the symptom is voluntary or

involuntary, who in the family holds the real power, and whether maintaining the symptom

serves a purpose. The signature moves are directives and, most famously, paradoxical

interventions: prescribing the symptom (asking the family to perform the very behaviour they

came to lose), so that the behaviour either comes under voluntary control or reveals its function;

assigning rituals or ordeals that disturb the homeostasis; and reframing a behaviour from

pathological to protective. The Milan systemic group, led by Mara Selvini Palazzoli, added a team

of therapists observing behind a screen, circular questioning (asking one member to comment on

the relationship between two others, so differences and patterns surface), and hypothesising,

neutrality and paradox and counterparadox as its working stance.

P E A R L

Hold the two systemic schools by their verbs. The structural therapist restructures, working in the

here and now on boundaries and hierarchy through enactment. The strategic therapist strategises,

working on the symptom's function through directives and paradox. Both are brief, active and

directive; the Milan variant adds the team behind the screen and circular questioning.
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G O O D  TO  R E M E M B E R

Strategic and Milan systemic therapy (the therapy): the model treats the symptom as a

communication with a function in the family and designs a targeted strategy to interrupt it (Haley,

Madanes; the Milan group under Selvini Palazzoli); its lead use is the rigid, stuck or treatment-

refractory family, including families around a life-threatening symptom; the one signature

technique is the paradoxical intervention, prescribing the symptom, plus circular questioning in

the Milan form.

9.4  Psychoeducational family intervention and expressed emotion

Educate the family and lower the emotional temperature to cut relapse. The

psychoeducational family intervention is the best-evidenced family treatment and the mainstay

for severe and disabling mental illness (Kaplan and Sadock CTP 2024). Developed by Carol

Anderson and Ian Falloon and delivered by McFarlane in a multifamily format of between two

and ten families, it teaches the family to see the illness as a biological condition (so as to reduce

blame), to recognise early signs of relapse, to support medication and appointments, and, above

all, to lower the emotional intensity in the home. Its scientific engine is expressed emotion, a

construct measuring the amount of criticism, hostility and emotional over-involvement a relative

directs at the identified patient (Kaplan and Sadock CTP 2024). Expressed emotion is assessed in

research by the Camberwell Family Interview, a semistructured interview conducted with the

relative alone that rates five dimensions, criticism, hostility, emotional over-involvement, warmth

and positive remarks, of which the first three define a high-expressed-emotion household; a

briefer proxy is the Five Minute Speech Sample. The examinable payoff is that high expressed

emotion robustly predicts relapse, and that psychoeducational work which lowers expressed

emotion reduces relapse and rehospitalisation in schizophrenia. The deep clinical use of

expressed emotion in psychosis is developed in the Schizophrenia: clinical features and

phenomenology notes, and its role in mood relapse in the Mood disorders: classification,

depressive and bipolar syndromes, neurobiology notes.

TRAP Reading expressed emotion as blaming the family. The double-bind and the

"schizophrenogenic mother" were family-blaming aetiological theories, now discredited;

expressed emotion is not an aetiology but a measure of how the family responds to an established

illness and can buffer or worsen its course (Kaplan and Sadock CTP 2024). Do not present the

family as the cause.

3
COMPONENTS OF HIGH EXPRESSED

EMOTION (CRITICISM, HOSTILITY,

OVER-INVOLVEMENT)

5
DIMENSIONS RATED BY THE

CAMBERWELL FAMILY INTERVIEW

7
STEPS OF STRUCTURAL FAMILY

THERAPY (NICHOLS)

G O O D  TO  R E M E M B E R

Psychoeducational family intervention (the therapy): the model treats the illness as a biological

condition and equips the family with information, relapse-recognition and lower expressed

emotion (Anderson, Falloon; the multifamily group of McFarlane); its lead indication is

schizophrenia and first-episode psychosis, where it is a core relapse-reducing treatment; the one

signature target is high expressed emotion, whose reduction cuts relapse and rehospitalisation.
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9.5  Assessing the family: the genogram, the life cycle and the McMaster model

Map three generations, place the family in its life stage, and rate its functioning. The

genogram is the field's core assessment tool: a graphical map of a family's structure and

relationships across three or more generations, resembling a family tree but annotated with

relationship quality, illness, deaths and cut-offs (Kaplan and Sadock CTP 2024; Rutter). The

technique originates in the transgenerational work of Murray Bowen and its symbols were

standardised by McGoldrick and Gerson; drawn in the room, it depathologises the family's

struggle by placing it in a longer story. The family life cycle (Carter and McGoldrick) frames

normal family development as a sequence of stages, leaving home, forming a couple, raising

young children, living with adolescents, launching them, and later life, each with a transition that

can become a sticking point; symptoms often erupt at these junctions, and reading a presentation

against the life cycle is itself an intervention. For structured measurement, the McMaster Model

of Family Functioning (Epstein, Bishop and Baldwin) rates the family on six dimensions,

problem-solving, communication, roles, affective responsiveness, affective involvement and

behaviour control, operationalised in the self-report Family Assessment Device. Together these

are the assessment layer that any structural, strategic or psychoeducational treatment is built

upon.

G O O D  TO  R E M E M B E R

The genogram and family assessment (the principle): the genogram is an assessment and

mapping tool, not a therapy, a diagram of three or more generations that surfaces patterns, illness

and cut-offs (Bowen; McGoldrick and Gerson); the one discriminator is that the family life cycle

reads symptoms against normal developmental transitions, and the one exam fact is the McMaster

model's six dimensions of family functioning measured by the Family Assessment Device.

9.6  Couple therapy: behavioural and emotion-focused

Two well-evidenced routes to the same distressed dyad. Couple therapy targets the

interactional patterns that block intimacy and generate conflict, and two models dominate the

examinable ground (Kaplan and Sadock CTP 2024; Tasman). Behavioural couple therapy,

developed by Jacobson, treats distress as learned, poorly-rewarding interaction and rebuilds it

through behaviour exchange (deliberately increasing pleasing exchanges) and through

communication and problem-solving skills training; its later refinement, integrative behavioural

couple therapy (Christensen and Jacobson), adds emotional acceptance where change is not

possible and matches the outcomes of the purely behavioural form. Emotion-focused couple

therapy, developed by Susan Johnson, is an experiential and attachment-based model: it reads

the couple's fights as protests against a threatened attachment bond, de-escalates the negative

cycle, and restructures the interaction so partners can voice underlying attachment needs and

respond to them, forging a more secure bond. Behavioural couple therapy is the option to name

for alcohol use disorder (the sober partner supports abstinence and the dyad rebuilds trust),

where it is a guideline-endorsed treatment, and couple therapy is offered for depression when

relationship distress is driving or maintaining the disorder; the motivational-interviewing style

that accompanies couple work in the addictions is developed in the Substance use disorders

notes.
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FEATURE BEHAVIOURAL COUPLE THERAPY EMOTION-FOCUSED COUPLE

THERAPY

Originator Jacobson (integrative form,

Christensen and Jacobson)

Susan Johnson

Model of distress Learned, poorly-rewarding

interaction

A threatened attachment bond

Core technique Behaviour exchange; communi‐

cation and problem-solving

training

De-escalate the negative cycle;

restructure to voice attach‐

ment needs

Named indication Alcohol use disorder; depression

with relationship distress

Relationship distress and inse‐

cure attachment

The two dominant couple therapies; behavioural (skills-based) and emotion-focused (attachment-based) (Kaplan and

Sadock CTP 2024; Tasman; the guideline evidence).

G O O D  TO  R E M E M B E R

Couple therapy (the therapy): two evidence-based models, behavioural couple therapy (Jacobson:

behaviour exchange plus communication and problem-solving training) and emotion-focused

couple therapy (Johnson: attachment-based de-escalation of the negative cycle); the lead named

indication is behavioural couple therapy for alcohol use disorder, with couple therapy also offered

for depression complicated by relationship distress; the one technique to name is communication

and problem-solving skills training.

9.7  Indications and the evidence base

Two strong indications, several good adjunctive ones. The confirmed indications for family

and couple therapy cluster around two well-evidenced roles and a set of adjunctive ones (the

guideline evidence). Anorexia-nervosa-focused family therapy (family-based treatment) is first-

line for children and young people with anorexia nervosa (NICE 2017, grade A; RANZCP 2014).

Family intervention is a core, relapse-reducing treatment in schizophrenia and first-episode

psychosis (NICE 2009 and 2014; IPS_CPG 2017; MOH_SG 2011; RANZCP 2016). Family-

focused therapy is a recommended adjunct in bipolar disorder (IPS_CPG 2017 grade A; VA_DOD

2023), and family-based therapy for bulimia is offered to young people (NICE 2017). On the

couple side, behavioural couples therapy is an option for alcohol use disorder (VA_DOD 2021;

WHO mhGAP 2012) and couples-focused therapy is offered for depression with relationship

distress (VA_DOD 2022). Generic systemic indications, from the schools above, include the child

or adolescent presented as the identified patient, families in crisis at a life-cycle transition, and

problems that span the generations.

63

PSYCHOTHERAPIES: GENERAL AND SPECIFIC PSYCHOTHERAPIES, CLINICAL ASSESSMENT, MSE AND NOSOLOGY



PRESENTATION MODALITY EVIDENCE AND STATUS

Adolescent anorexia nervosa Family-based treatment (FT-AN) First-line for children and

young people (NICE 2017,

grade A)

Schizophrenia, first-episode

psychosis

Family intervention,

psychoeducational

Core relapse-reducing treat‐

ment (NICE 2009 and 2014;

IPS_CPG 2017)

Bipolar disorder Family-focused therapy Recommended adjunct (IP‐

S_CPG 2017 grade A; VA_DOD

2023)

Bulimia nervosa (young

people)

Family-based therapy (FT-BN) Offered to young people (NICE

2017)

Alcohol use disorder Behavioural couples therapy An option (VA_DOD 2021;

WHO mhGAP 2012)

Depression with relationship

distress

Couple therapy Offered where the relationship

drives the disorder (VA_DOD

2022)

The guideline-anchored indications for family and couple therapy; adolescent anorexia and schizophrenia relapse

prevention are the two strongest (the guideline evidence).

I N D I A

The collectivist, co-resident Indian family makes family involvement the natural default rather

than an add-on. The Indian Psychiatric Society operationalises this: its alcohol-use guideline

endorses family-based treatment that uses a co-resident relative as recovery monitor and

supervisor of disulfiram (IPS_CPG 2014, grade B), a culturally specific adaptation to Indian family

structures, and the IPS psychotherapy guideline (Agarwal, Nischal, Praharaj, Menon, Kar; Indian J

Psychiatry 2020) treats family and psychoeducational work as core psychosocial care. The

NIMHANS tradition of family-focused management of severe mental illness sits in the same space.

State both the guideline endorsement and the cultural fit; an examiner asking about family therapy

in India is usually testing the disulfiram-supervision adaptation.

G O O D  TO  R E M E M B E R

Family and couple therapy (the indications): the two strongest confirmed roles are family-based

treatment for adolescent anorexia nervosa (first-line, NICE 2017 grade A) and family intervention

for schizophrenia and first-episode psychosis (core, relapse-reducing); family-focused therapy is an

adjunct in bipolar disorder, and behavioural couples therapy an option for alcohol use disorder; the

systemic indication is any case where the identified patient's symptom is embedded in the family

or couple system.
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H O L D  T H I S

Family and couple therapy treats the SYSTEM, not the individual: the identified patient's

symptom is read within the family's homeostasis and circular causality. Minuchin's structural

family therapy restructures boundaries, subsystems and hierarchy through enactment; strategic

and Milan work (Haley, Madanes, Selvini Palazzoli) targets the symptom's function through

directives, paradox and circular questioning; the psychoeducational intervention lowers

expressed emotion (criticism, hostility and emotional over-involvement, rated by the Camberwell

Family Interview) to cut relapse in schizophrenia; the genogram maps three or more generations;

and couple therapy is behavioural (Jacobson) or emotion-focused (Johnson). The two strongest

indications are family-based treatment for adolescent anorexia nervosa (first-line, NICE 2017

grade A) and family intervention for schizophrenia relapse prevention.

10 · Brief and crisis-focused psychotherapies

Grouped here are the deliberately short, sharply focused interventions: the brief and time-

limited psychotherapies, the crisis intervention that Gerald Caplan built on Erich

Lindemann's grief work, and problem-solving therapy. They matter for the examination out of

proportion to their length, because they carry a handful of hard, quotable facts, an eponym or

two, and one principle that examiners return to again and again: a crisis-focused therapy aims to

restore the person to the level they were functioning at before the crisis, not to remake the

personality. Learn the family by its shared skeleton first, then hang the named models on it.

How to use this page. The three moving parts are, in order, the shared architecture that makes

any therapy brief (a single agreed focus, a fixed session limit, an active therapist, careful selection);

the named brief dynamic and brief cognitive forms; and crisis intervention with its underlying

crisis theory. Keep the discriminator sharp throughout: brief dynamic therapy still reaches,

cautiously, for insight, whereas crisis intervention stays resolutely on the surface and on the

present emergency.

10.1  The shared architecture of brief therapy

Short is not simply "less of " long. Every brief psychotherapy is defined by four shared

commitments rather than by session count alone (Wolberg; Companion to Psychiatric Studies).

There is a single circumscribed focus agreed by patient and therapist, with deliberate selective

inattention to peripheral material however tempting; a time limit, usually set in advance, with

most models running between about twelve and twenty-six sessions; an active, engaged therapist

who keeps the work on the focus rather than waiting on free association; and careful patient

selection, since these methods suit the psychologically minded, motivated patient with good ego

strength and a focal, not diffuse, problem. Wolberg groups the short therapies into 3 kinds, worth

holding as a spine: crisis intervention, supportive-educational short-term therapy, and dynamic

short-term therapy, ascending roughly from surface stabilisation toward the beginnings of

personality change. The governing maxim of the supportive-educational band is Wolberg's own:

get in fast and get out fast.
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RULE Focus, limit, activity, selection. A therapy is brief because it has one agreed focus, a session limit

fixed in advance, an active therapist, and a well-chosen patient, not merely because it has few

sessions.

10.2  Brief dynamic and brief cognitive forms

A small pantheon of named focal therapies, plus a cognitive wing. The dynamic short-term

therapies keep the concepts of psychoanalysis (unconscious conflict, transference, defence,

interpretation) but cap the breadth and depth of the work around one focus, with no expectation

of a regressive transference neurosis (Companion). The focal therapy tradition begins with

Michael Balint's focal psychotherapy and matures in four classic models that are the examinable

core of this section. In parallel, the cognitive wing simply delivers the standard method in a

shortened, present-focused frame: brief CBT and structured counselling over roughly six to eight

sessions are established short-term options for mild-to-moderate depression (Companion). The

comparison of full-length CBT with interpersonal therapy in depression is developed in the

Mood disorders: classification, depressive and bipolar syndromes, neurobiology notes.

MODEL (ORIGINATOR) DEFINING FEATURE SIGNATURE TECHNIQUE OR

FRAME

Focal psychotherapy (Balint) The founding brief-dynamic

idea: keep aims limited and work

to a single agreed focus

Selective attention to one focal

conflict; applied psychoanalysis,

made brief by design

Brief / focal therapy (Malan,

Tavistock)

Interprets a focal conflict

through two triangles

The 2 triangles: the triangle of

conflict (impulse, anxiety, de‐

fence) and the triangle of per‐

son (transference, current oth‐

er, past parent)

Time-limited psychotherapy

(Mann)

A fixed, non-negotiable ceiling of

12 sessions with the final date

set at the outset

A single "central issue" tied to

separation; mastering the ending

models mastery of other

anxieties

Short-term anxiety-provoking

psychotherapy (Sifneos)

Actively raises anxiety to press

an oedipal-level focus in high-

functioning patients

Anxiety-provoking confronta‐

tion and clarification; tight selec‐

tion criteria

Intensive short-term dynamic

psychotherapy (Davanloo)

Relentless, early challenge to de‐

fences and resistance

The "trial therapy" as both as‐

sessment and treatment; rapid

unlocking of the unconscious

The brief dynamic models; Malan's two triangles and Mann's fixed twelve-session frame are the most quotable single

facts, and the accompanying figure lays out Malan's two triangles.

Mann's model adds a second quotable list: 4 basic universal conflicts that surface around

separation and loss, namely independence versus dependence, activity versus passivity, adequate

versus lost self-esteem, and unresolved grief. Selection is the practical gatekeeper across all of

these: a circumscribed focal complaint, psychological mindedness, motivation to change rather

than merely to relieve symptoms, and the capacity to form a rapid working alliance.
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G O O D  TO  R E M E M B E R

Brief and time-limited psychotherapy (the therapy): the model is a psychoanalytically informed

but strictly bounded treatment worked to a single focus with a session limit set in advance; the

lead indication is a well-selected, psychologically minded patient with a circumscribed focal or

neurotic conflict (short-term psychodynamic psychotherapy is also a reasonable option for

depression); the one frame to quote is Mann's fixed twelve-session ceiling, or Malan's

interpretation through the two triangles.

10.3  Crisis intervention and crisis theory

Restore the pre-crisis equilibrium, nothing grander. A crisis is a self-limiting period of

psychological disequilibrium set off when a hazardous event, a loss or a threat, overwhelms the

person's habitual coping and problem-solving (Caplan; Lindemann's study of acute grief after the

Coconut Grove fire). Crises are time-limited by nature, usually running their course within about

six weeks, and Caplan described them unfolding across 4 phases: an initial rise in tension as usual

coping is challenged; mounting tension and disorganisation as those methods fail; mobilisation

of internal and external resources with novel, emergency problem-solving; and, if still

unresolved, a breaking point with major disorganisation. Caplan also split crises into

developmental (maturational, such as adolescence or retirement) and situational (accidental, such

as bereavement or disaster). The goal of crisis intervention follows directly and is the single most

examinable line here: to restore the person to the pre-crisis level of functioning, at minimum,

occasionally leaving them stronger, but never aiming at personality reconstruction (Wolberg). The

stance is active, present-focused and time-limited, typically one to six sessions over the first

several weeks, with the therapist mobilising social support, involving family, tackling the concrete

precipitant, and, where suicidality is present, building a collaborative safety plan. Because the

goals are limited, the method drifts deliberately away from insight work toward practical,

behavioural and problem-solving techniques.

TRAP Crisis intervention is not brief dynamic therapy. Chasing insight or the unconscious in an

acute crisis is the classic error; the goal is restoration of the pre-crisis equilibrium through active

problem-solving and support, not interpretation.

WO R K E D  E X A M P L E

A young woman presents in acute distress the week after a sudden broken engagement, tearful, not

eating, not sleeping, with fleeting thoughts that life is not worth living but no plan. The crisis-

focused response is not to explore her childhood attachments. Over a handful of sessions the

therapist names the precipitant, restores sleep and appetite with practical measures, mobilises a

sister and two friends as an active support network, agrees a simple safety plan, and helps her

rehearse the next concrete steps. Within a few weeks she is back to her baseline; the deeper work, if

she wants it, is a separate referral. The suicide risk assessment and the safety-planning tools used

here are developed in the Somatic-symptom, sexual, impulse-control disorders and suicide notes.
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I N D I A

The Indian Psychiatric Society anchors the screening-and-brief-intervention (SBIRT) framework at

every psychiatric and primary-care contact and endorses brief, motivation-based psychosocial

interventions for alcohol use (IPS_CPG 2014; 2018), a natural fit for busy, under-resourced

services; the motivational-interviewing side of this is developed in the Substance use disorders

notes. The IPS also recommends brief crisis intervention with a collaboratively agreed crisis plan

in borderline personality disorder to reduce hospitalisation (IPS_CPG 2023; NICE 2009), covered

further in the Personality disorders notes.

G O O D  TO  R E M E M B E R

Crisis intervention (the therapy): the model is Caplan's, a self-limiting crisis (about six weeks,

four phases) in which coping is overwhelmed; the lead indication is any acute psychosocial or

suicidal crisis, disaster or bereavement; the one technique is active, time-limited problem-solving

plus mobilising support, with the fixed goal of restoring the pre-crisis level of functioning.

10.4  Problem-solving therapy

Teach the process, not the answer. Problem-solving therapy (PST), developed by D'Zurilla and

Nezu, rests on the idea that stress plus poor coping breaks down a person's problem-solving

ability and so feeds depression; the remedy is to train a structured, transferable problem-solving

process (Geriatric Psychiatry Study Guide). Its staged sequence runs from a constructive problem

orientation through defining and formulating the problem, generating alternatives (brainstorming

without early judgement), decision-making that weighs the options, and finally implementing and

verifying the chosen solution in real life. It is brief, structured and highly teachable, which is

exactly why guidelines reach for it in hard-pressed settings: structured problem-solving therapy is

offered for self-harm (NICE 2022; WHO_mhGAP 2015) and is one recognised psychotherapy

option for major depression, with its best evidence in older adults and primary care (VA/DoD

2022).

M N E M O N I C

ORIENT, DEFINE, GENERATE, DECIDE, DO

The problem-solving sequence: a constructive orientation to problems, defining the problem,

generating options, deciding between them, then doing and verifying. The first step, orientation,

is the one novices skip and the one that most separates PST from mere advice-giving.

G O O D  TO  R E M E M B E R

Problem-solving therapy (the therapy): the model is that depression follows a breakdown in

coping with life problems; the lead indication is self-harm and depression, especially in older

adults and primary care; the one technique is training the staged problem-solving sequence,

orientation, definition, generating options, deciding, and implementing.
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12
SESSIONS, THE FIXED CEILING OF

MANN'S TIME-LIMITED

PSYCHOTHERAPY

4
PHASES OF A CRISIS IN CAPLAN'S

MODEL

6
WEEKS, THE USUAL SELF-LIMITING

COURSE OF A CRISIS

P E A R L

Three overlapping "briefs", one discriminator. All three families are short and focal, but the aim

separates them: brief dynamic therapy still reaches for a measure of insight into a focal conflict;

crisis intervention reaches only for restored pre-crisis functioning; problem-solving therapy

reaches for a durable coping skill. When a stem describes an acute emergency and asks for the goal,

the answer is restoration of the pre-crisis level, not insight.

H O L D  T H I S

Crisis intervention (Caplan, building on Lindemann) treats a self-limiting crisis, about six weeks

across four phases, with an active, time-limited, problem-solving stance whose single goal is to

restore the pre-crisis level of functioning while mobilising the patient's support, and it never aims

at personality change.

11 · Relaxation training and biofeedback

Relaxation training and biofeedback are the physiological end of the psychotherapies: rather

than working on thoughts, relationships or the unconscious, they teach the patient to turn down

the body itself, on the premise that a relaxed body cannot easily sustain an anxious mind. They

are niche in the examiner's mind but not obscure, because two of them carry firm guideline

indications, applied relaxation is a first-choice treatment for generalised anxiety disorder, and

relaxation and biofeedback are named first-line for somatoform pain, so a single mis-stated

indication is the easiest way to lose a mark here.

How to use this page. Learn the family as one shared principle expressed four ways (Jacobson's

muscular route, autogenic self-suggestion, breathing, and applied relaxation as the portable

coping form), then learn biofeedback as the instrumented cousin that adds one thing the others

lack, a real-time signal of a normally-unconscious body function. Fix which channel treats which

disorder, and close on the two indications examiners actually test.

11.1  The relaxation-response model

A relaxed body is incompatible with anxiety, so lower the body to quiet the mind. Every

technique on this page rests on one idea: the peripheral physiology of anxiety, raised muscle

tension, rapid shallow breathing and sympathetic arousal, can be deliberately down-regulated,

and a state of low physiological arousal is reciprocally incompatible with the state of anxiety (the

same reciprocal-inhibition rationale that lets relaxation serve as the counter-conditioning partner

to graded exposure in systematic desensitisation). Relaxation training is therefore both a stand-

alone anxiety-management skill and a building block inside behaviour therapy. The techniques

differ only in the door they use into the same relaxed state: skeletal muscle (Jacobson), autonomic

self-suggestion (autogenic training), the respiratory cycle (diaphragmatic breathing), or an

external instrument (biofeedback).
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RULE Down-regulate the body first. Relaxation-based methods treat anxiety by damping muscular

and autonomic arousal, a physiological state incompatible with anxiety; the portable, real-

situation form is applied relaxation, and it is the one with a first-line indication.

11.2  The relaxation family: JPMR, applied relaxation, autogenic training and breathing

One relaxed state, four routes in. The reference technique is Jacobson progressive muscular

relaxation, JPMR, described by the American physiologist Edmund Jacobson. Its signature move

is the systematic tense-and-release of successive muscle groups: the patient deliberately tenses a

group (hands, forearms, face, neck, shoulders, chest, abdomen, then the legs), holds the tension,

then releases it, learning to discriminate the felt difference between a tense and a relaxed muscle

and to reproduce the released state at will. It is often abbreviated progressive muscle relaxation

and taught as a daily home practice. Applied relaxation, developed by the Swedish psychologist

Lars-Goran Ost, takes that trained skill and makes it usable in the moment: the patient is

progressively shaped from full progressive relaxation, through release-only and cue-controlled

relaxation, to a rapid, portable version that can be deployed within seconds inside a real anxiety-

provoking situation, which is why it, and not lying-down JPMR, is the form with the strongest

anxiety-disorder evidence. Autogenic training (the German psychiatrist Johannes Schultz)

reaches the same state by silent autonomic self-suggestion, the patient repeating standard

formulae to induce sensations of heaviness (muscular relaxation) and warmth (peripheral

vasodilation) in the limbs, plus a calm heartbeat, easy breathing, abdominal warmth and a cool

forehead. Diaphragmatic breathing corrects the rapid shallow thoracic overbreathing of anxiety

with slow abdominal breaths, reversing the hypocapnia that drives the somatic symptoms of the

hyperventilation syndrome.

TECHNIQUE ROUTE IN / SIGNATURE MOVE LEAD USE

JPMR (Jacobson) Sequential tense-then-release of

muscle groups, learning to feel

tension leave

General anxiety and tension; the

relaxation partner in systematic

desensitisation

Applied relaxation (Ost) Shaping to a rapid, cue-con‐

trolled skill deployed in the real

situation

Generalised anxiety disorder, a

first-choice high-intensity psy‐

chological intervention

Autogenic training (Schultz) Silent self-suggestion of heavi‐

ness and warmth across the six

standard exercises

Stress-related and psychophysi‐

ological disorders

Diaphragmatic breathing Slow abdominal breathing that

reverses the hypocapnia of

overbreathing

Hyperventilation and panic;

somatoform presentations

The relaxation family; applied relaxation is the portable, in-situation form and the only member with a first-line anxiety-

disorder indication.
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P E A R L

The examiner's discriminator inside the family is applied relaxation versus JPMR. JPMR is the

foundational drill, tense-and-release done in a quiet room; applied relaxation is what you build on

top of it, a rapid coping skill the patient uses while anxious in real life. When a stem says "first-line

psychological treatment for generalised anxiety disorder that is not CBT", the answer is applied

relaxation, not plain progressive muscle relaxation.

11.3  Biofeedback: the principle and the channels

Show the patient a hidden body signal, and they learn to control it. Biofeedback attaches an

electronic instrument to a physiological parameter the person is normally unaware of, then feeds

that parameter back in real time as a sound or a moving display; watching the signal, the patient

gradually learns to shift it in the wanted direction, and with practice can reproduce the control

without the machine. It is, in effect, operant learning of an autonomic or muscular function, and

the feedback signal is its active, defining ingredient. The channels are worth knowing by which

body function they read and which disorder they treat.

CHANNEL SIGNAL FED BACK TYPICAL INDICATION

EMG (electromyographic) Muscle tension (microvolts from

a muscle group)

Tension-type headache, mus‐

cle-contraction pain,

rehabilitation

Thermal Peripheral skin temperature (a

proxy for blood flow)

Migraine and Raynaud's phe‐

nomenon (learning to warm

the hands)

EEG (neurofeedback) Cortical rhythms Epilepsy (sensorimotor rhythm)

and attention-deficit disorder

Electrodermal / HRV Skin conductance, or heart-rate

variability

Anxiety, hypertension and gen‐

eral stress arousal

The four common biofeedback channels; the two highest-yield pairings are EMG with tension headache and thermal with

migraine.

WO R K E D  E X A M P L E

A patient with frequent tension-type headache is set up with an EMG sensor over the frontalis and

neck muscles; the instrument turns the muscle tension into a tone that rises with tightening. Over

successive weekly sessions she learns to drop the tone by consciously loosening those muscles, first

with the machine and then without it, and her headache frequency falls. The instrument taught

nothing the muscle could not do on its own; it simply made an invisible signal visible long enough

to be brought under voluntary control.

TRAP Biofeedback is not just relaxation with wires. Its defining, active element is the instrument

feeding a normally-unconscious signal back in real time so the patient learns voluntary control

of that specific parameter; ordinary relaxation training reaches a low-arousal state with no

instrument at all. And JPMR is tense-then-release, not relax-only.
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11.4  Evidence base and lead indications

Modest and mostly adjunctive, with two firm first-line roles. Across disorders the relaxation

methods are best read as effective components or adjuncts rather than powerful stand-alone

cures, and controlled evidence for biofeedback being superior to simple relaxation is thin. But

two indications are exam-solid. First, applied relaxation is one of two equivalent first-choice high-

intensity psychological interventions for generalised anxiety disorder (alongside CBT) in the

NICE guidance, delivered over roughly twelve to fifteen weekly sessions. Second, relaxation

therapy and biofeedback are named first-line for somatoform (medically unexplained) pain in

somatic symptom disorder, with progressive muscular relaxation and diaphragmatic breathing

first-line for somatoform presentations generally. Relaxation is also offered for anxiety in

intellectual disability, and biofeedback has established uses in tension headache, migraine and

Raynaud's; the honest caveat is that guideline bodies have found insufficient evidence to

recommend for or against adding biofeedback in major depression. Applied relaxation as an

anxiety treatment sits beside the exposure methods developed in the Anxiety, OCD and trauma-

related disorders notes, and its somatoform role beside the fuller account in the Somatic-

symptom, sexual, impulse-control disorders and suicide notes.

I N D I A

The Indian Psychiatric Society somatic-symptom guidance (IPS_CPG 2020) places progressive

muscular relaxation, diaphragmatic breathing and biofeedback as first-line for somatoform and

somatoform-pain presentations, the disorders in which relaxation methods matter most in Indian

practice, where somatic idioms of distress are common. This dovetails with the strong indigenous

tradition of yoga and breath-regulation practices and the NIMHANS behavioural-medicine

tradition, so relaxation-based work is often the culturally most acceptable first psychological step.

2
FIRST-CHOICE HIGH-INTENSITY PSYCHOLOGICAL

INTERVENTIONS FOR GAD (APPLIED RELAXATION, WITH

CBT)

6
STANDARD AUTOGENIC-TRAINING EXERCISES (HEAVINESS,

WARMTH AND THE REST)

M N E M O N I C

MET

The three biofeedback pairings to hold: Muscle tension → EMG → tension headache; EEG →

neurofeedback → epilepsy and ADHD; Temperature (thermal) → migraine and Raynaud's. If it is a

headache, ask muscle (EMG) versus vascular (thermal).
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G O O D  TO  R E M E M B E R

Jacobson progressive muscular relaxation (JPMR): model is that a relaxed muscle is

incompatible with anxiety; lead use is general anxiety and tension and as the relaxation half of

systematic desensitisation; the one technique is sequential tense-and-release of muscle groups.

Applied relaxation (Ost): model is a portable coping skill built from progressive muscle

relaxation; lead indication is generalised anxiety disorder (a first-choice high-intensity

psychological intervention); the one technique is rapid, cue-controlled relaxation deployed in the

real anxious moment.

Autogenic training (Schultz): model is autonomic self-regulation by silent self-suggestion; lead

indication is stress-related and psychophysiological disorders; the one technique is inducing

heaviness and warmth in the limbs.

Biofeedback: model is operant learning of an unconscious body signal made visible by an

instrument; lead indications are tension headache (EMG), migraine and Raynaud's (thermal) and

somatoform pain; the one technique is real-time feedback of a physiological parameter to gain

voluntary control.

H O L D  T H I S

Relaxation training lowers physiological arousal to a state incompatible with anxiety, and its

portable form, applied relaxation (Ost), is a first-choice psychological treatment for generalised

anxiety disorder; biofeedback adds a real-time instrument signal so the patient learns voluntary

control of a hidden body function, its two signature pairings being EMG for tension headache

and thermal for migraine, and relaxation and biofeedback are first-line for somatoform pain in the

Indian somatic-symptom guidance.

12 · The third-wave therapies

The third-wave therapies are the acceptance-and-mindfulness generation of behaviour therapy:

a family of treatments that, instead of arguing a patient out of a distressing thought, teach a new

relationship to that thought, one of awareness, acceptance and willingness rather than dispute.

Where classical cognitive behaviour therapy asks "is this thought true, and can we make it more

accurate?", the third wave asks "must this thought be obeyed at all, and can you hold it lightly

while you act on what matters?". Three members carry the examinable weight and are widely

practised in real clinics, dialectical behaviour therapy (DBT), acceptance and commitment

therapy (ACT) and mindfulness-based cognitive therapy (MBCT); each is built on mindfulness,

and each has a distinct lead indication that the examiner will expect you to name without

hesitation.

How to use this page. Learn DBT in depth first, because it is the most examined and the most

clinically important of the three, its biosocial theory, its four modes and its four skills modules,

then its lead indication in borderline personality disorder. Then take ACT through its one idea

(psychological flexibility) and its six processes, and MBCT through its one job (preventing

depressive relapse). Close on the evidence, kept honest against the guideline evidence, because

the trap the whole page is built to prevent is over-claiming: DBT is not ordinary CBT, and ACT

and MBCT are not first-line for everything just because they are fashionable.
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Emotional vulnerability

high sensitivity and reactivity, slow return

Invalidating environment

feelings dismissed, ignored or punished

Pervasive emotion dysregulation

the biosocial account of borderline patterns

The four modes of standard DBT

Individual therapy

the patient's own therapist

Skills-training group

teaches the four modules

Phone coaching

skills in the moment

Consultation team

therapy for the therapists

The four skills modules

Mindfulness Distress tolerance Emotion regulation
Interpersonal

effectiveness

The biosocial theory (top) explains the target; the four modes (petrol) deliver the four skills modules (amber). Lead indication: borderline personality disorder.

Fig 19.5 Dialectical behaviour therapy: the biosocial theory, the four modes and the four skills modules. Linehan's

biosocial theory holds that a constitutional emotional vulnerability meeting a persistently invalidating

environment produces the pervasive emotion dysregulation that underlies borderline patterns. Standard DBT

treats this through four coordinated modes: individual therapy, a skills-training group, between-session telephone

coaching to apply skills in the moment, and a therapist consultation team that keeps the therapists effective. The

skills group teaches four modules: mindfulness, distress tolerance, emotion regulation and interpersonal

effectiveness. Its strongest evidence and lead indication is borderline personality disorder, taught in full in the

Personality disorders notes.

12.1  Three waves of behaviour therapy

First change the behaviour, then the thought, then your relationship to the thought.

Behaviour therapy has moved through three eras, and naming them is the cleanest way to place

the third wave (Kaplan and Sadock CTP 2024). The first wave, from the mid-nineteen-fifties, was

pure learning theory: classical and operant conditioning, the work of Skinner, Wolpe and

Eysenck, targeting observable behaviour alone. The second wave, from the nineteen-seventies,

added cognition, giving Beck's cognitive therapy and Ellis's rational emotive therapy and, in time,

the integrated cognitive behaviour therapy that is still the dominant system worldwide; its lever

is the content of thought. The third-wave therapies emerged partly from Jacobson's finding that

behavioural activation alone matched full CBT in depression, and they are marked by themes

new to behaviour therapy, metacognition, acceptance, mindfulness, dialectics and values. Their

shared move is contextual, not content-focused: they change how a person relates to inner

experience rather than trying to rewrite the experience itself.

RULE Acceptance, not disputation, is the defining move. The third wave changes the patient's

relationship to thoughts and feelings (awareness, acceptance, willingness), whereas second-wave

CBT changes their content and accuracy. That single distinction separates DBT, ACT and MBCT

from classical CBT.

12.2  Dialectical behaviour therapy: Linehan and the biosocial theory

An emotionally vulnerable temperament meeting a chronically invalidating environment.

Dialectical behaviour therapy was developed by Marsha Linehan for chronically suicidal and

self-harming women, most of whom met criteria for borderline personality disorder, and it

synthesises change-oriented behaviourism with acceptance drawn from Zen (Oxford Handbook
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of DBT). Its aetiological engine is the biosocial theory: a biological emotional vulnerability,

meaning heightened sensitivity to emotional stimuli, greater reactivity and a slow return to

baseline, transacts over years with a pervasively invalidating environment, one that dismisses,

punishes or erratically reinforces the child's private emotional experience. The two sides feed

each other, the environment amplifying the biology and the intense emotion provoking further

invalidation, until the result is pervasive emotion dysregulation, which DBT treats as the core

problem from which the self-harm, impulsivity and interpersonal chaos of borderline personality

disorder all follow. The word "dialectical" names the central tension the therapy holds, radical

acceptance of the patient exactly as they are, balanced against a relentless push for change. The

accompanying figure sets out this biosocial transaction, vulnerability and invalidation looping

into emotion dysregulation.

TRAP Calling DBT "just CBT for borderline". DBT adds three things CBT lacks: an explicit dialectic

of acceptance and change, mindfulness and acceptance as core skills, and a multi-modal team-

delivered structure. Its target is pervasive emotion dysregulation, not a single disorder-specific

cognition.

12.3  The four modes of standard DBT

Four modes, each doing a different job. Standard, comprehensive DBT is not one appointment

but a programme of exactly 4 modes, and this count is a favourite viva discrimination (Oxford

Handbook of DBT). Linehan built each mode to deliver a distinct function, so that a patient's

motivation, skill, real-world carry-over and the therapist's own resilience are all covered at once.

The modes are best learned against those functions, as the accompanying figure lays them out.

MODE OF STANDARD DBT WHAT HAPPENS IN IT FUNCTION IT DELIVERS

Individual therapy (weekly) Targets the treatment-hierarchy

behaviours (life-threatening

first, then therapy-interfering,

then quality-of-life-interfering)

using behavioural and solution

analysis

Enhances motivation to

change

Skills-training group (weekly) Teaches the skills curriculum in

a class-like format, run twice

across roughly six months

Enhances capabilities

Telephone and between-ses‐

sion coaching

Brief out-of-hours contact to

coach skills in the moment of

crisis, under a twenty-four-hour

rule

Generalises skills to daily life

Therapist consultation team "Therapy for the therapists"; the

team supports fidelity and man‐

ages the emotional demands of

the work

Enhances therapist capability

and motivation

The four modes of standard DBT and the function each is designed to deliver.
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P E A R L

Hold the modes by their jobs: the patient gets motivated in individual therapy, gets skilled in the

group, gets those skills to generalise through phone coaching, and the therapist gets supported by

the consultation team. Miss any one mode and it is no longer standard DBT, only a fragment of it.

12.4  The four skills modules

Two acceptance skills, two change skills. The skills-training group teaches 4 modules, and their

pairing mirrors the dialectic of the whole therapy, two rooted in acceptance and two in change

(Oxford Handbook of DBT).

Mindfulness (core mindfulness)

The foundational module, taught first and revisited between the others; non-judgemental, present-

moment awareness, observing and describing experience without acting on it. An acceptance skill, and

DBT was the first psychotherapy to use mindfulness as an explicit skill set.

Distress tolerance

Getting through a crisis without making it worse, through skills for surviving unbearable moments

and for radical acceptance of what cannot presently be changed. An acceptance skill.

Emotion regulation

Identifying, understanding and reducing the intensity of unwanted emotions, and building positive

experiences so vulnerability to negative mood falls. A change skill.

Interpersonal effectiveness

Asking for what one needs and saying no while keeping the relationship and one's self-respect intact. A

change skill.

M N E M O N I C

Mindful Dragons Eat Idlis

Mindfulness, Distress tolerance, Emotion regulation, Interpersonal effectiveness. The first two are

the acceptance pair (be with the feeling), the last two are the change pair (do something about it),

which is the acceptance-and-change dialectic in miniature.

12.5  DBT: the evidence base and the lead indication

The first-choice structured therapy for borderline personality disorder. DBT has the

strongest evidence base of any psychotherapy for borderline personality disorder, and its signal

effect is the reduction of self-harm and suicidal behaviour and of emotion dysregulation (the

guideline evidence). It is the recommended psychotherapy in the early stages of borderline

personality disorder (IPS_CPG 2023) and the comprehensive programme of choice where

reducing recurrent self-harm is the priority (NICE 2009); RANZCP lists it among the therapies

that reduce self-harm repetition (RANZCP 2016). The adolescent adaptation, DBT-A, which

keeps the same modes and adds family involvement, is offered to young people with significant

emotion dysregulation and frequent self-harm (NICE 2022; RANZCP 2016). The fuller

treatment of borderline personality disorder, and the place of schema therapy alongside DBT,
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belongs in the Personality disorders notes; here, learn DBT as the exemplar third-wave therapy

and BPD as its lead indication.

G O O D  TO  R E M E M B E R

Dialectical behaviour therapy (the therapy): the model is Linehan's biosocial theory, an

emotionally vulnerable temperament transacting with a pervasively invalidating environment to

produce emotion dysregulation, treated by synthesising acceptance and change; the lead

indication is borderline personality disorder, especially where self-harm must be reduced

(IPS_CPG 2023; NICE 2009); the signature structure is the four modes (individual therapy, skills

group, phone coaching, consultation team) delivering the four skills modules.

12.6  Acceptance and commitment therapy: psychological flexibility and the hexaflex

Stop fighting inner experience; act on your values instead. Acceptance and commitment

therapy was developed by Steven Hayes in the nineteen-nineties (originally called

comprehensive distancing), and its whole aim is psychological flexibility, the capacity to stay in

contact with the present moment and, guided by chosen values, to change or persist in behaviour

(Kaplan and Sadock CTP 2024). Its core premise is that suffering is driven by experiential

avoidance, the unwillingness to feel unwanted thoughts, feelings and sensations, so ACT works

not by removing those experiences but by loosening their grip. The model is drawn as a six-

pointed hexaflex, and the six interlocking processes are worth holding verbatim; there are exactly

6.

Acceptance

Actively making room for unwanted private experiences rather than struggling against them, as the

alternative to experiential avoidance.

Cognitive defusion

Stepping back to see thoughts as thoughts, passing mental events, rather than fusing with them as

literal truths or commands.

Contact with the present moment

Flexible, non-judgemental attention to the here-and-now, the mindfulness element of ACT.

Self-as-context

The "observing self ", a stable vantage point from which experience is witnessed, distinct from the

changing content of experience.

Values

Clarifying the chosen life directions that make behaviour meaningful and give change its purpose.

Committed action

Building patterns of effective, values-guided behaviour, the behavioural-change engine that keeps ACT

a behaviour therapy.
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C O M M O N  T R A P

Do not promote ACT to a broad first-line therapy. On the guideline evidence it is one option among

several for major depression (VA_DOD 2022) and a weak-for adjunct in early psychosis and

schizophrenia (VA_DOD 2025); its one confirmed first-line role is as an option (with MBCT) for

illness-anxiety presentations in the IPS somatic-symptom guideline (IPS_CPG 2020). Say

"evidence-supported option", not "guideline first-line".

G O O D  TO  R E M E M B E R

Acceptance and commitment therapy (the therapy): the model is that experiential avoidance

drives suffering, so the goal is psychological flexibility built through the six hexaflex processes; the

lead indication is not a broad first-line status but a values-and-acceptance option across depression

and, confirmed as first-line, illness-anxiety presentations (IPS_CPG 2020); the one signature

technique is cognitive defusion, holding a thought as a thought rather than a fact.

12.7  Mindfulness-based cognitive therapy: the eight-session programme

Built for one job, preventing the next depression. Mindfulness-based cognitive therapy was

developed by Segal, Williams and Teasdale in the mid-nineteen-nineties, marrying the

mindfulness training of Kabat-Zinn's stress-reduction programme with elements of cognitive

therapy (Kaplan and Sadock CTP 2024). It is a group programme delivered over 8 weekly

sessions with home practice and a day of practice. Crucially, unlike CBT, MBCT does not try to

change the content of thoughts; it teaches decentring, the stance that "thoughts are not facts" and

"I am not my thoughts", so that low mood no longer recruits the old ruminative machinery that

reinstates a full depressive episode. That mechanism is exactly why its indication is narrow and

specific: the prevention of depressive relapse in people with recurrent depression who are currently

well, not the treatment of an acute episode. Its strongest confirmed role is first-line relapse

prevention in the maintenance phase of major depression (CANMAT 2016) and an option in the

continuation phase for patients at high relapse or recurrence risk (VA_DOD 2022); the acute

treatment of depression, with CBT and interpersonal therapy, sits in the Mood disorders:

classification, depressive and bipolar syndromes, neurobiology notes.

G O O D  TO  R E M E M B E R

Mindfulness-based cognitive therapy (the therapy): the model is decentring from depressive

thought patterns rather than disputing them, mindfulness plus cognitive therapy over eight

weekly group sessions; the lead indication is the prevention of depressive relapse in recurrent

depression in the well phase (CANMAT 2016; VA_DOD 2022), not acute depression and, per NICE

2013, not social anxiety; the one signature technique is mindful decentring, "thoughts are not

facts".

12.8  The evidence base across the third wave, and the Indian setting

One strong indication each; do not blur them. The examinable shape of the third wave is that

each therapy owns one lead indication and should not be over-generalised beyond it, a point on

which the guidelines are strict. DBT is the first-choice structured therapy for borderline

personality disorder; ACT is an evidence-supported option rather than a broad first-line therapy;

and MBCT is first-line specifically for preventing depressive relapse.
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THERAPY ORIGINATOR CORE TARGET LEAD INDICATION

(GUIDELINE)

DBT Linehan Emotion dysregulation Borderline personality

disorder, reducing

self-harm (IPS_CPG

2023; NICE 2009)

ACT Hayes Experiential avoidance

/ psychological

inflexibility

Option for depression;

first-line option for ill‐

ness anxiety (IPS_CPG

2020; VA_DOD 2022)

MBCT Segal, Williams and

Teasdale

Ruminative relapse to

depression

Preventing depressive

relapse in recurrent

depression (CANMAT

2016; VA_DOD 2022)

The three widely-practised third-wave therapies, with the single lead indication each is best evidenced for.

4
MODES OF STANDARD DBT

(INDIVIDUAL, SKILLS

GROUP, PHONE

COACHING,

CONSULTATION TEAM)

4
DBT SKILLS MODULES

(MINDFULNESS, DISTRESS

TOLERANCE, EMOTION

REGULATION,

INTERPERSONAL

EFFECTIVENESS)

6
HEXAFLEX PROCESSES IN

ACT

8
WEEKLY SESSIONS IN THE

MBCT PROGRAMME

I N D I A

The Indian Psychiatric Society embeds the third wave in its guidelines: DBT is the recommended

psychotherapy for borderline personality disorder (IPS_CPG 2023), and both ACT and MBCT are

named as first-line options for illness-anxiety presentations in the somatic-symptom guideline

(IPS_CPG 2020). Mindfulness and meditation-based interventions have deep cultural roots here,

and the NIMHANS yoga-therapy research stream has studied adjunctive yoga in depression and

schizophrenia, but keep this at the honest level, yoga and meditation are adjuncts, not stand-alone

or first-line psychiatric treatments, and that research stream is literature-level rather than

guideline-confirmed.

H O L D  T H I S

The third-wave therapies change your relationship to inner experience, not its content; DBT rests

on Linehan's biosocial theory (emotional vulnerability meeting an invalidating environment) and

is delivered through four modes, individual therapy, skills group, phone coaching and

consultation team, teaching four skills modules, mindfulness, distress tolerance, emotion

regulation and interpersonal effectiveness, with borderline personality disorder as its lead

indication; ACT builds psychological flexibility through six hexaflex processes; and MBCT is an

eight-session programme whose one job is preventing depressive relapse.

13 · Motivational interviewing

Motivational interviewing (MI) is the psychiatry answer to a problem every clinician meets

and few are trained for: the patient who knows the drinking is killing them and drinks anyway,

who half wants to stop and half does not, and who, the moment you argue for change, argues
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back for the status quo. Devised by William Miller and Stephen Rollnick from Miller's work with

problem drinkers in the nineteen-eighties, MI is defined as a collaborative, person-centred, goal-

directed style of communication designed to strengthen a person's own motivation and

commitment to change by exploring and resolving ambivalence. It is examinable in two

registers, as a named psychotherapy with a lead indication in the addictions, and as a general

counselling style that underlies every stage of substance-use work, so learn both the machinery

and the one-sentence indication.

How to use this page. Fix first that the target of MI is ambivalence, not the substance and not

the diagnosis. Then learn the underlying stance (the spirit of motivational interviewing), the four

guiding principles that operationalise it, the distinction between change talk and sustain talk that

the whole method is built to shift, and the core micro-skills, OARS, that do the shifting. Close on

the transtheoretical stages of change that MI is so often paired with, and on the evidence, whose

examinable payoff is the phrase "first-line in the addictions". The cardinal error the page is built to

prevent is picturing MI as gentle, aimless listening; it is directional and deliberate, it simply

reaches its direction by evoking the patient's own arguments rather than supplying the clinician's.

Precontemplation

not yet considering

Contemplation

weighing it, ambivalent

Preparation

intending, planning

Action

making the change

Maintenance

sustaining the change

Relapse is expected: the person re-enters the cycle at an earlier stage rather than failing out of it.

Fig 19.6 The transtheoretical stages of change. Prochaska and DiClemente's model describes readiness for change

as a sequence: precontemplation (not yet considering it), contemplation (weighing it, ambivalent), preparation

(intending and planning), action (making the change) and maintenance (sustaining it). The clinical value is that the

intervention is matched to the stage: raising awareness in precontemplation, exploring ambivalence in

contemplation, and supporting action later. Relapse is treated not as failure but as a return to an earlier stage,

from which the person moves forward again. This is the map that motivational interviewing works within,

meeting the patient at their stage and eliciting their own reasons for change rather than pushing against

ambivalence.

13.1  What MI targets: ambivalence, not the substance

The patient already holds both sides of the argument; MI tips the balance from within. The

central insight is that a person contemplating change is not unmotivated but ambivalent, holding

simultaneous and genuine reasons both to change and to stay the same, and that this ambivalence

is the normal psychology of change rather than a sign of denial or pathology (Miller and Rollnick;

Tasman). Because the arguments for change are already present in the patient, the clinician's task

is not to install motivation from outside but to selectively evoke, elaborate and reinforce the

patient's own change-favouring statements until they outweigh the arguments for the status quo.

This reframes the whole encounter: the person, not the clinician, voices the case for change,

which matters because people are more persuaded by what they hear themselves say than by what

they are told.
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RULE Evoke, do not install. MI resolves ambivalence by drawing out and strengthening the patient's

own change talk, never by supplying the clinician's reasons; motivation is called forth from the

person, not imposed on them.

13.2  The spirit of motivational interviewing

The underlying attitude matters more than any technique. Miller and Rollnick insist that MI

is carried less by its methods than by its animating stance, the spirit of motivational interviewing,

and in the third edition this spirit has exactly 4 interlocking elements. Partnership makes the

encounter a collaboration between two experts, the clinician on change and the patient on their

own life, rather than an expert acting on a passive recipient. Acceptance combines Rogerian

accurate empathy, unconditional positive regard, honouring the patient's autonomy to choose,

and affirmation of their strengths. Compassion commits the clinician to actively promote the

patient's welfare and give priority to their needs. Evocation assumes the resources and motivation

for change already reside within the patient and are to be called out, the opposite of a deficit

model in which the clinician fills an empty vessel. Without this spirit the techniques become

manipulation; with it they become MI.

M N E M O N I C

PACE

The spirit of MI keeps P artnership, Acceptance, Compassion and Evocation. Set the PACE of the

conversation with the patient, walking alongside them rather than pulling them.

13.3  The four guiding principles

Express empathy, develop discrepancy, roll with resistance, support self-efficacy. The spirit is

enacted through four classic principles that are among the most reliably examined content in this

topic (Miller and Rollnick). Express empathy through skilled reflective listening, communicating

acceptance so the patient feels understood rather than judged. Develop discrepancy by helping the

patient perceive the gap between their present behaviour and their broader goals and values,

because it is this felt mismatch, and not the clinician's disapproval, that powers change. Rolling

with resistance means not opposing or arguing against reluctance but reflecting and reframing it,

turning what looks like opposition into further exploration. Support self-efficacy by building the

patient's belief that change is possible and is theirs to achieve, since hope of success is itself a

strong predictor of it. Two of these, developing discrepancy and rolling with resistance, are the

ones a viva examiner reaches for first.

TRAP The righting reflex backfires. The clinician's instinct to correct, warn and argue the patient into

change, the righting reflex, predictably provokes the patient to voice the opposite (sustain talk

and discord); in MI you suppress that reflex and roll with resistance instead of confronting it.

13.4  Change talk versus sustain talk

Every technique in MI is aimed at increasing one kind of speech and softening the other.

Change talk is any patient statement that favours movement toward change; sustain talk is any

statement that favours the status quo. Because ambivalent people produce both, the clinician
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listens for change talk, then uses open questions, reflection and affirmation to elaborate and

amplify it while gently letting sustain talk pass without reinforcement. Preparatory change talk is

captured by the mnemonic DARN, the patient's Desire ("I want to cut down"), Ability ("I could

stop if I tried"), Reasons ("my liver is suffering") and Need ("I have to do something"); mobilising

change talk, which predicts action more strongly, is captured by CAT, Commitment ("I will"),

Activation ("I am ready") and Taking steps ("I threw the bottles out"). The clinician's job is to shift

the ratio of change talk to sustain talk across the conversation, since that shift, and not any

lecture, is what predicts a subsequent change in behaviour.

WO R K E D  E X A M P L E

A man with harmful alcohol use says, "I am not an alcoholic, my father was, but I suppose the

mornings have got worse." Instead of correcting the first clause (the righting reflex), the clinician

reflects the last, "The mornings are worse than they were," and asks, "What have you noticed?" The

patient elaborates on the tremor and the missed work, voicing his own Reasons and Need. Nothing

was argued; the clinician simply steered toward the change talk the patient had already offered and

let it grow.

13.5  The core skills: OARS

Four micro-skills carry the whole method. The moment-to-moment technique of MI reduces to

OARS, a set of 4 communication skills borrowed from client-centred counselling and put to a

directional purpose (Miller and Rollnick; Tasman). Open questions invite the patient to do most of

the talking and to explore rather than answer yes or no. Affirmations recognise and reinforce the

patient's strengths, efforts and worth, building self-efficacy. Reflective listening, the signature skill,

feeds back the clinician's best guess at the patient's meaning as a statement, which deepens

exploration, conveys empathy and, crucially, lets the clinician selectively reflect change talk.

Summaries gather the threads of the conversation, and a well-built summary can deliberately

collect the patient's change talk into one place so they hear their own case for change spoken

back to them. OARS is the examinable acronym; know that reflection, not questioning, is its

centre of gravity.

M N E M O N I C

OARS

Row the conversation forward with Open questions, Affirmations, Reflective listening and

Summaries. Reflective listening is the longest of the four oars; lean on it hardest.

13.6  The stages of change: the transtheoretical model

MI meets the patient wherever they sit on the road to change. MI is almost always taught

alongside the transtheoretical model of Prochaska and DiClemente, whose stages of change

describe how readiness evolves over time. The 5 core stages are precontemplation (no intention to

change, often unaware of the problem or attending under pressure from others), contemplation

(aware of the problem and weighing change but not yet committed), preparation (intending to act

soon, taking small first steps), action (making overt behaviour change) and maintenance
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(consolidating gains and preventing relapse). Some formulations add a sixth stage, either

termination (Prochaska, DiClemente and Norcross) or, in several Indian texts, relapse; attribute

the core count as five and name the sixth as a variant. The clinical payoff is stage matching:

pushing action tasks on a precontemplative patient produces drop-out, so the model tells you

when to evoke and when to plan, while MI supplies the how. Change is a spiral, not a ladder, and

relapse is treated as an expected loop back rather than a failure. The accompanying figure sets the

stages out as a cycle with the spiral of relapse and re-entry marked.

C O M M O N  T R A P

Do not equate MI with the stages-of-change model. They are separate: the transtheoretical model

is a theory of how readiness changes, MI is a clinical method for moving it. MI can be delivered

without ever naming a stage, and the stages can be assessed without doing MI; the exam rewards

knowing they are complementary, not identical.

13.7  Evidence, MET and the lead indication

First-line in the addictions, as a brief structured therapy and as the foundational counselling

style. The examinable sentence is that MI is a well-evidenced, first-line psychological

intervention across the substance-use disorders and, more broadly, in behaviour change (the

guideline evidence). Its brief, manualised form, motivational enhancement therapy (MET),

delivers the method in about four structured sessions built around personalised assessment

feedback, and MET is a first-line psychological treatment for alcohol use disorder (IPS_CPG

2014 grade A; VA_DOD 2021) and first-line psychosocial management for cannabis use disorder

(IPS_CPG 2014; VA_DOD 2021). Beyond these, MI is the foundational counselling style used

across all stages of substance-use disorder generally (IPS_CPG 2014; WHO mhGAP 2016), is

offered for gambling disorder following CBT (RANZCP 2024; NICE 2025), and is a main

behavioural treatment for adolescent tobacco use (IPS_CPG 2018). Keep the claim disciplined:

strong and first-line in the addictions and for behaviour change, an evidence-based adjunct or

preparatory intervention elsewhere, not a first-line stand-alone treatment for the mood or

anxiety disorders. The substance-specific detail, the SBIRT framework and the pharmacological

pairings live in the Substance use disorders notes.

I N D I A

The Indian Psychiatric Society makes MI and MET first-line across the addictions, most firmly for

alcohol (IPS_CPG 2014, grade A). The dedicated IPS guideline on psychosocial interventions in

addictive disorders in India (Murthy and colleagues, 2018) names motivation-enhancement and

relapse-prevention approaches as core and signals a shift toward community-based and home-

based delivery, an adaptation to the Indian reality of scarce specialist therapists and family-

embedded care. State both the guideline endorsement and the delivery shift; an examiner asking

about MI in India is usually testing the second half.
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5
CORE STAGES OF CHANGE

(PROCHASKA AND DICLEMENTE)

4
ELEMENTS OF THE MI SPIRIT

(PARTNERSHIP, ACCEPTANCE,

COMPASSION, EVOCATION)

4
STRUCTURED SESSIONS IN

MOTIVATIONAL ENHANCEMENT

THERAPY

G O O D  TO  R E M E M B E R

Motivational interviewing (the therapy): the model is that ambivalence is the normal

psychology of change, so the clinician evokes and strengthens the patient's own change talk within

a collaborative, autonomy-honouring spirit rather than confronting them; the lead indication is

the substance-use disorders and behaviour change, where MI and its four-session form MET are

first-line (IPS_CPG 2014 grade A for alcohol); the one signature technique is reflective listening

within OARS, used to selectively amplify change talk.

H O L D  T H I S

MI (Miller and Rollnick) works with ambivalence by evoking the patient's own change talk

instead of confronting them; its spirit is partnership, acceptance, compassion and evocation, its

principles are express empathy, develop discrepancy, roll with resistance and support self-efficacy,

its skills are OARS, and its lead indication is the addictions, delivered first-line as the four-session

MET (IPS_CPG 2014 grade A for alcohol).

14 · The Indian and culturally-adapted context

Every therapy on this note was developed and trialled largely in high-income, well-resourced

settings, and the examiner will expect you to know what changes when the same therapies meet

an Indian clinic: a wide treatment gap, a thin specialist workforce, strong family systems, and a

living tradition of yoga, meditation and indigenous healing. The examinable shape of the Indian

context is that it adds four things to the evidence-based therapies rather than replacing them, its

own body of Indian Psychiatric Society guidance, the cultural adaptation of the manualised

therapies, an indigenous yoga and meditation-based evidence stream, and a set of brief, task-

shared, lay-counsellor delivery models built for scale. Hold each at its honest evidence level; the

trap that runs through the whole topic is over-claiming a culturally resonant intervention as a

first-line stand-alone treatment.

How to use this page. Learn the IPS psychotherapy guidance first, because it is the most directly

examinable Indian fact and it tells you that the evidence-based therapies (CBT, IPT, MI and the

rest) remain first-line here too. Then take culturally-adapted CBT as an adaptation with a

developing evidence base, yoga and meditation as adjuncts, and the task-sharing and lay-counsellor

stream as the Indian answer to the treatment gap. Close on guru-chela and indigenous healing at

the cultural level, and on an honest ledger of what is guideline-confirmed against what is

literature-level. The wider transcultural frame of the cultural concepts of distress belongs in the

Consultation-liaison, geriatric and transcultural psychiatry notes; here, learn how the therapies

themselves are adapted and delivered in India.

14.1  The IPS psychotherapy guidelines and their place

India has its own psychotherapy guidance, and it keeps the evidence-based therapies first-

line. The Indian Psychiatric Society has published a dedicated Clinical Practice Guideline on the
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psychotherapies (Agarwal and colleagues, Indian Journal of Psychiatry 2020) and a companion

guideline on psychosocial interventions in addictive disorders in India (Murthy and colleagues

2018); in addition, the disorder-specific IPS CPGs embed psychotherapy recommendations for

depression (2017), obsessive-compulsive disorder, generalised anxiety disorder (2020), somatic

symptom disorder (2020) and borderline personality disorder (2023) (the guideline evidence).

What the IPS psychotherapy guidance does is important and bounded: it endorses and localises

the internationally evidenced therapies rather than inventing new ones, so CBT stays first-line

across depression, GAD, OCD and somatic symptom disorder, behavioural activation is named

among the strongest options in depression, IPT sits alongside CBT for depression, and

motivational interviewing and motivation enhancement therapy are first-line across the

addictions (IPS_CPG 2014; 2017; 2020). Do not inflate this into a claim that a single unified all-

modality Indian psychotherapy manual exists; the defensible statement is that the IPS has

published these specific guidelines and that they cover these areas.

RULE Adapt the delivery and the idiom, not the evidence base. In the Indian setting the guideline-

anchored therapies (CBT, IPT, MI, behavioural activation) remain first-line; the Indian

contribution is to localise, culturally adapt and task-share them, plus add yoga and meditation as

adjuncts, not to displace them.

I N D I A

A signature Indian adaptation lives in the IPS alcohol-use guidance: family-based treatment that

enlists a co-resident relative as recovery monitor and supervisor of supervised disulfiram

(IPS_CPG 2014, grade B). This works precisely because the Indian family is typically co-resident

and involved, turning a structural feature of Indian households into a therapeutic lever, the kind of

cultural tailoring that defines this whole topic. Motivational interviewing in substance use itself

sits in the Substance use disorders notes.

14.2  Culturally-adapted CBT in the Indian setting

The same therapy, retuned to language, idiom, family and explanatory model. Culturally-

adapted CBT is not a new therapy but a systematic re-tuning of standard CBT for a cultural

setting, and the work most associated with South Asian and Indian adaptation is that of Naeem

and colleagues (the guideline evidence). The adaptation touches content, not mechanism: the

therapist works in the local language, uses local idioms of distress rather than imported

metaphors, engages the family instead of assuming an autonomous individual client, respects

religious and spiritual explanatory models, and adjusts the balance of guided-discovery versus a

more directive, expert stance that many Indian patients expect. The evidence for culturally-

adapted CBT in South Asian and Indian settings runs from feasibility work up to randomised-

trial level for depression and psychosis, which is genuinely promising but is not drawn from a

guideline row. Frame it, therefore, as an adaptation with a developing evidence base, not as a

guideline-endorsed first-line therapy distinct from CBT.
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P E A R L

The clean viva line: culturally-adapted CBT changes the packaging (language, idioms, family

involvement, explanatory model, therapist stance), while keeping the active ingredients of CBT

intact. That is why it inherits CBT's evidence base in principle but must still be tested locally, and

why it is described as promising and developing rather than separately guideline-confirmed.

14.3  Yoga and meditation-based interventions: the Indian evidence stream

Deep cultural roots, real research, but adjunctive evidence. India contributes a distinctive

research stream on yoga and meditation-based interventions, much of it from the NIMHANS

yoga-therapy programme, studying adjunctive yoga in depression and in schizophrenia (Tasman

and Kaplan and Sadock place yoga, paced breathing and meditation among the mind-body

integrative practices). The honest evidence level is adjunct, and here the guideline evidence is

strict. As an add-on, yoga has guideline-level support: it is offered as an adjunct for the positive

and negative symptoms of schizophrenia (VA_DOD 2025, weak-for), exercise including yoga is

suggested as an adjunct in major depression (VA_DOD 2022), and yoga and mindfulness are

offered for depressive symptoms in the perinatal period (VA_DOD 2023). Equally examinable are

the cautions: VA_DOD found insufficient evidence to recommend for or against yoga or

meditation for chronic insomnia (VA_DOD 2025) and insufficient evidence for meditation as a

major-depression adjunct (VA_DOD 2022). The NIMHANS Indian yoga stream itself sits at the

adjunct level and is literature-based rather than guideline-confirmed. Keep yoga and meditation

firmly at "adjunct, not first-line, not stand-alone".

TRAP Calling yoga, meditation or culturally-adapted CBT a first-line stand-alone treatment. No

source supports yoga or meditation as a stand-alone or first-line psychiatric treatment; their

confirmed roles are adjunctive, and culturally-adapted CBT is developing evidence, not a

guideline first-line. Say "adjunct" and "promising", never "first-line monotherapy".

14.4  The treatment gap and the case for brief, task-shared, lay-counsellor care

Too few specialists for too many patients forces a different delivery model. The structural fact

behind the Indian context is scarcity: the National Mental Health Survey put the current

prevalence of any mental disorder near one in ten adults, yet reported an 85% treatment gap for

common mental disorders and 73.6% for severe mental illness, against a workforce of only about

0.3 psychiatrists per 100,000 population, most of them urban (National Mental Health Survey

2016; Indian sources). When specialists cannot possibly see everyone, the answer is task sharing:

shifting delivery of simple, manualised psychological treatments to trained non-specialists under

specialist supervision. The WHO frames this through the Mental Health Gap Action Programme

(mhGAP) and its Intervention Guide (mhGAP-IG), used to train primary-care staff to detect and

manage priority conditions in low-resource settings. India has generated some of the strongest

evidence for this model: brief psychological treatments delivered by trained lay counsellors,

developed and trialled by groups such as Sangath in Goa, have shown that lay-delivered, task-

shared care can effectively treat depression and reduce harmful drinking in primary care. The
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accompanying figure sets out this stepped, task-shared pyramid from self-care and community

workers up to scarce specialists.

Treatment gap

The proportion of people with a disorder who receive no treatment for it; in India, an 85% gap for

common mental disorders and 73.6% for severe mental illness (NMHS 2016).

Task shifting / task sharing

Redistributing tasks from scarce specialists to trained non-specialist or lay providers under

supervision; "sharing" keeps the specialist in a supervisory role rather than fully handing over.

mhGAP Intervention Guide

The WHO's simplified, evidence-based protocol for non-specialist detection and management of

priority mental, neurological and substance-use conditions in low-resource settings.

Lay-counsellor-delivered treatment

A brief, manualised psychological treatment given by a trained lay person (not a mental-health

professional); the Indian trials targeted depression and hazardous drinking in primary care.

WO R K E D  E X A M P L E

A woman with moderate depression presents to a rural primary health centre where the nearest

psychiatrist is a day's travel away. Rather than the referral failing into the treatment gap, a

supervised lay counsellor delivers a brief, structured psychological treatment (behavioural

activation and problem-solving) across several weekly sessions, escalating to the visiting specialist

only if she does not improve or risk rises. This is task-shared, mhGAP-style, evidence-based care

fitted to the Indian workforce reality, delivering a first-line therapy through a non-specialist rather

than diluting it.

85%
TREATMENT GAP FOR COMMON

MENTAL DISORDERS, INDIA (NMHS

2016)

73.6%
TREATMENT GAP FOR SEVERE

MENTAL ILLNESS, INDIA (NMHS 2016)

0.3
PSYCHIATRISTS PER 100,000

POPULATION, INDIA

14.5  Guru-chela, indigenous healing, and the honest ledger

Name the indigenous frame at the cultural level, and keep the evidence honest. Long before

manualised therapy reached India, help for psychological suffering came through indigenous

routes, and these still shape where patients seek care first. The guru-chela (teacher-disciple)

relationship has been proposed, classically by Neki, as a culturally native paradigm for the

therapeutic relationship, an idealised, hierarchical, nurturing bond that maps onto how many

Indian patients expect a healer to relate to them; treat it as a conceptual and cultural model of the

therapeutic alliance, not as an evidence-based therapy. Alongside it sit the traditional and faith

healers, herbalists and religious and spiritual practitioners whom many patients consult in

parallel with, or before, biomedical care. Knowing this matters clinically because it shapes

explanatory models, help-seeking pathways and adherence, but the research base for indigenous

healing is preliminary and largely naturalistic, so it is named and respected at the cultural level

rather than recommended as treatment. The honest ledger below is exactly what the examiner is

testing: which parts of this stream are guideline-confirmed and which are literature-level.
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ELEMENT OF THE INDIAN /

CULTURALLY-ADAPTED STREAM

HONEST STATUS SOURCE LEVEL

IPS psychotherapy CPG (2020)

and addiction guideline (2018)

Indian guideline that endorses

and localises the evidence-

based therapies

Guideline-confirmed (IPS_CPG)

Culturally-adapted CBT

(Naeem and colleagues)

Adaptation with a developing

evidence base, feasibility to

RCT-level in depression and

psychosis

Literature-level, not guideline

first-line

Yoga (adjunct) Adjunct for schizophrenia

(weak-for) and depression; sug‐

gested, not first-line

Guideline-confirmed as adjunct

(VA_DOD)

Meditation-based

interventions

Adjunct; insufficient evidence as

a depression adjunct and for

chronic insomnia

VA_DOD cautions

Task-shared, lay-counsellor

delivery

Effective delivery model for

depression and harmful drink‐

ing; the answer to the treat‐

ment gap

mhGAP; Indian lay-counsellor

trials

Guru-chela and indigenous /

faith healing

Cultural and conceptual model

of the therapeutic bond; shapes

help-seeking

Cultural / textbook (Neki), not

evidence-based therapy

The honest evidence ledger for the Indian and culturally-adapted stream: what is guideline-confirmed against what is

literature-level or cultural.

G O O D  TO  R E M E M B E R

The defining principle: the Indian context adapts and delivers the evidence-based therapies rather

than replacing them; the discriminator to hold is adjunct or developing-evidence against guideline

first-line.

IPS psychotherapy guidance: a dedicated IPS psychotherapy CPG (2020) plus an addiction-

psychosocial guideline (2018) and disorder-specific CPGs localise CBT, IPT, behavioural activation

and MI as first-line; there is no single unified all-modality Indian manual.

Culturally-adapted CBT: retunes language, idioms, family involvement, explanatory model and

therapist stance while keeping CBT's active ingredients; promising, developing evidence (Naeem),

not separately guideline first-line.

Yoga and meditation-based interventions: adjuncts only (yoga weak-for in schizophrenia and

depression, VA_DOD); the NIMHANS stream is literature-level; never stand-alone or first-line.

Treatment gap and task sharing: an 85% gap for common mental disorders and roughly 0.3

psychiatrists per 100,000 drive brief, task-shared, mhGAP-style, lay-counsellor-delivered care

(Sangath trials).

Guru-chela and indigenous healing: named at the cultural level as a native model of the

therapeutic bond (Neki) and of help-seeking, not as an evidence-based treatment.
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H O L D  T H I S

The Indian and culturally-adapted context keeps the evidence-based therapies first-line and adds

four things around them: IPS guidelines that localise them, culturally-adapted CBT (promising,

developing evidence), yoga and meditation as adjuncts only, and task-shared lay-counsellor

delivery (mhGAP, the Sangath trials) to close an 85% treatment gap, with guru-chela and

indigenous healing named at the cultural level rather than as treatments.

15 · Choosing the right therapy

This is the discrimination topic for the whole psychotherapies band, and it is where the marks

actually sit. The examiner rarely rewards a rote description of a single modality; the higher-order

question is therapy selection, given this patient with this presentation, which therapy do you

offer first and why. Choosing the right therapy is therefore a skill of matching: you place the

presentation against the modality that carries the strongest indication for it, then you

individualise. The safe answer names the guideline-endorsed first-line therapy before it reaches

for the therapist's favourite school, and it grounds the choice in evidence rather than preference.

How to use this page. Fix the four factors that govern the choice first, because every viva answer

on selection is really a request to weigh them. Then read the indication grid, the single highest-

yield object in the topic, which matches the seven common presentations to their first-line

modality, its evidence anchor and its practical fit. Finally hold the principle that this page selects

a therapy but does not teach it: the disorder-specific protocol (exposure and response prevention,

trauma-focused cognitive behaviour therapy, dialectical behaviour therapy for borderline

personality disorder, interpersonal psychotherapy for depression) always lives in the disorder's

own chapter, and this topic only points you to the right door.
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Presentation First-line psychotherapy The evidence and where it is taught

Depression CBT or IPT
first-line psychological therapies (IPS 2017,

CANMAT 2016); behavioural activation an option

Anxiety and

OCD

CBT with exposure;

ERP for OCD

exposure is the active ingredient; the ERP

protocol is taught in the Anxiety, OCD notes

Borderline

personality

DBT

(also MBT, schema therapy)

DBT has the strongest evidence; taught in full

in the Personality disorders notes

Relational or

family problem

Family or

couple therapy
the system, not the individual, is the unit of treatment

Adjustment

or crisis

Supportive;

crisis intervention

restore the pre-crisis level of functioning; brief,

active and problem-focused

Substance use
Motivational

interviewing and CBT

MET and CBT for relapse prevention (IPS 2014);

taught in the Substance use disorders notes

Psychosis
Family psycho-

education, CBT for psychosis

alongside antipsychotic medication, not instead

of it

Match the therapy to the presentation, the evidence and the formulation. The first-line psychotherapy is highlighted; the disorder-specific protocols are taught in their disorder chapters.

Fig 19.7 Choosing the right therapy. The selection of a psychotherapy follows the presentation, the evidence base

and the individual formulation. Depression is answered first-line by CBT or interpersonal therapy; the anxiety

disorders and OCD by exposure-based CBT, with exposure and response prevention the active ingredient in OCD;

borderline personality disorder most strongly by dialectical behaviour therapy; a relational or family problem by

family or couple therapy, which treats the system rather than the individual; an adjustment reaction or crisis by

supportive therapy and crisis intervention; a substance-use problem by motivational interviewing and CBT for

relapse prevention; and a psychotic illness by family psychoeducation and CBT for psychosis, always alongside

medication rather than in place of it. The disorder-specific protocols are taught in their own chapters.

15.1  The four factors that decide therapy selection

Weigh four things, in this order. A clean selection answer names four factors and puts the

evidence base first (Kaplan and Sadock CTP 2024; New Oxford Textbook). The disorder and its

evidence base is the first and strongest filter: for most presentations a guideline already names a

first-line psychological treatment, and that is the default from which you reason. The

formulation refines the default: the same diagnosis can point to different therapies depending

on the maintaining mechanism, so a depression driven by a bereavement or a role change tilts

toward interpersonal work, while one driven by inactivity and hopeless cognition tilts toward

behavioural activation or cognitive work. Patient preference and capacity for the work matter

because they predict engagement and completion: a patient's stated preference improves

adherence, and the capacity for insight-oriented work is gated by motivation, cognitive ability

and psychological mindedness, the ability to reflect on one's own feelings, motives and

relationships and to consider their meaning (Companion to Psychiatric Studies; Tasman). The

availability and setting factor is the honest constraint: the best-evidenced therapy is worth little

if no trained therapist can deliver it, which is why a stepped care logic offers the least intensive

effective option first and steps up only if the patient does not improve.
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T H E  FO U R  F I LT E RS  O F  T H E R A PY  S E L E CT I O N

Disorder and evidence base (the guideline first-line is the default); formulation (the maintaining

mechanism refines the default); patient preference and capacity (preference predicts

engagement, and psychological mindedness gates insight work); availability and setting (what a

trained therapist can actually deliver, under a stepped-care logic). Name all four and lead with the

evidence base.

RULE Match the disorder to its evidence base first, then individualise. The disorder's guideline-

endorsed first-line therapy is the default; the formulation, the patient's preference and capacity,

and availability refine the choice, but they override a strong first-line only for a stated reason.

P E A R L

Capacity is a real gate, not a courtesy. Insight-oriented and reconstructive therapies presuppose

motivation, adequate cognitive ability and psychological mindedness; where these are thin, a

supportive or structured behavioural approach matches the patient better than an interpretive one,

however fashionable the latter. Suitability for the work is part of the indication, not an

afterthought.

15.2  The indication grid: matching the presentation to the first-line modality

Seven presentations, seven first-line answers. The core examinable object is the grid below,

which pairs each common presentation with the psychotherapy that carries the strongest

guideline indication, the evidence anchor for that claim, and the practical reason it fits (the IPS

and NICE guidelines). Learn it as a lookup table: the presentation is the stem, the first-line

modality is the answer you must name, and the practical-fit column is the sentence that earns the

second mark. The accompanying figure lays the same match out as a decision grid.

PRESENTATION FIRST-LINE MODALITY

(THE ANSWER)

EVIDENCE ANCHOR PRACTICAL FIT

Depression (major de‐

pressive disorder)

Cognitive behaviour

therapy, interpersonal

psychotherapy or be‐

havioural activation

IPS 2017 grade A;

CANMAT 2016; NICE

2022

Broadest choice; pick

IPT for a clear interper‐

sonal trigger (grief, role

transition), behavioural

activation where with‐

drawal and inactivity

dominate or access is

limited

An anxiety or OCD

disorder

CBT; obsessive-com‐

pulsive disorder as

CBT with exposure

and response

prevention

GAD IPS 2020, NICE

2011; OCD IPS 2025

Level 1, BAP 2014

grade A

Graded exposure is the

active ingredient; ERP

is the OCD-specific

package (expose to the

trigger, prevent the

compulsion)
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PRESENTATION FIRST-LINE MODALITY

(THE ANSWER)

EVIDENCE ANCHOR PRACTICAL FIT

Borderline personality

disorder

Dialectical behaviour

therapy

IPS 2023; NICE 2009 First choice where re‐

current self-harm and

emotion dysregulation

dominate; skills train‐

ing plus individual

therapy; mentalisation-

based treatment is the

alternative

A relational or family

problem

Family or couple

therapy

Family therapy for ado‐

lescent anorexia NICE

2017 grade A; family

intervention in psy‐

chosis NICE 2014, IPS

2017; couple therapy

VA/DoD 2022

The system, not the in‐

dividual, is the unit of

treatment; targets com‐

munication, roles and

expressed emotion

An adjustment or

crisis

Brief and crisis thera‐

py (problem-solving,

crisis intervention,

supportive)

Problem-solving for

self-harm NICE 2022;

collaborative crisis plan

in BPD IPS 2023, NICE

2009

Time-limited and focal;

collaborative safety

planning; a supportive

stance where structured

therapy is unavailable

A substance-use

problem

Motivational inter‐

viewing and motiva‐

tional enhancement

therapy (four struc‐

tured sessions)

IPS 2014 grade A;

VA/DoD 2021

Stage-matched to readi‐

ness; brief intervention

and SBIRT for haz‐

ardous use at every

contact

A psychotic illness Psychosocial adjuncts:

family intervention

and CBT for psychosis

Family intervention

NICE 2014, IPS 2017;

CBT for psychosis IPS

2017 grade B

An adjunct to antipsy‐

chotic medication, nev‐

er a substitute; family

intervention reduces

relapse

Matching the seven common presentations to the first-line psychotherapy, its guideline anchor and the practical fit; the

disorder-specific protocol is taught in the disorder's own chapter. The accompanying figure renders the same match as a

decision grid.

TRAP Offering psychotherapy as a substitute for medication in a severe illness. In a psychotic

illness the family intervention and CBT for psychosis are adjuncts to an antipsychotic, not

replacements; naming a therapy as monotherapy for psychosis (or for severe, high-risk

depression) is a selection error.

15.3  Reasoning to the match: when the formulation and the patient refine the default

The grid is the default, not a straitjacket. Selection is a two-step move, read the first-line

therapy off the evidence, then check whether the formulation, the patient's preference or the

setting shifts it. Two worked lines make the reasoning concrete. A patient with a moderate

depressive episode that began after a divorce, who talks fluently about the relationship and wants

to work on it, is a clean match for interpersonal psychotherapy over cognitive behaviour therapy,

not because the evidence separates them (both are first-line, IPS 2017 grade A) but because the
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formulation names an interpersonal trigger and the preference predicts engagement. A patient

with borderline personality disorder presenting after repeated self-harm is matched to dialectical

behaviour therapy, because reducing self-harm and emotion dysregulation is exactly its lead

indication (IPS 2023; NICE 2009), and a purely interpretive therapy would be the weaker fit. The

discipline of choosing the right therapy is to let the disorder's evidence base set the default and to

move off it only with a reason you can state.

WO R K E D  E X A M P L E

A man in his forties presents with hazardous drinking and clear ambivalence, half-wanting to cut

down, half-minimising. The matching move is not to prescribe abstinence-focused work to a

contemplator but to meet his readiness: motivational enhancement therapy, its brief four-session

form, is first-line for alcohol use disorder (IPS 2014 grade A; VA/DoD 2021), and motivational

interviewing is the stage-matched style that resolves the ambivalence before any action-stage plan.

Reading the stage of change first, and the diagnosis-default second, is the whole of the selection

reasoning here.

C O M M O N  T R A P

Procrustean matching, fitting every patient to the one therapy the clinician happens to practise.

Selection is driven by the disorder's evidence base and the individual formulation, not by the

therapist's training or preferred school; a service that offers only its favourite modality is choosing

the therapist's convenience over the patient's indication. The corrective is to name the guideline

first-line for the presentation before naming what you would personally deliver.

15.4  The protocol lives in the disorder chapter, not here

Selection points to a door; the room is furnished elsewhere. Once the presentation is matched

to a modality, the manualised protocol that delivers it is taught in the disorder's own chapter, and

the examinable move is to name the protocol and place it, not to re-teach it here. Exposure and

response prevention for obsessive-compulsive disorder, and trauma-focused cognitive behaviour

therapy for post-traumatic stress disorder, are developed in the Anxiety, OCD and trauma-related

disorders notes. Dialectical behaviour therapy for borderline personality disorder, together with

schema therapy, is developed in the Personality disorders notes. Interpersonal psychotherapy and

cognitive behaviour therapy as used in depression, with the depression rating scales, sit in the

Mood disorders: classification, depressive and bipolar syndromes, neurobiology notes.

Motivational interviewing and motivational enhancement therapy in addiction belong to the

Substance use disorders notes. Keeping the selection question and the protocol question separate

is what stops a "which therapy" answer from collapsing into an unfocused description of one

technique.

15.5  Therapy selection in the Indian setting

Guideline-anchored choice, delivery-constrained supply. The Indian syllabus examines

selection directly. The Indian Psychiatric Society has published a dedicated clinical practice

guideline on the psychotherapies (Agarwal, Nischal, Praharaj, Menon and Kar; Indian Journal of

Psychiatry 2020), and it embeds first-line psychotherapy recommendations across its disorder-
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specific guidelines, cognitive behaviour therapy for depression, generalised anxiety disorder and

obsessive-compulsive disorder, motivational enhancement therapy for the addictions (IPS 2014

grade A), and dialectical behaviour therapy for borderline personality disorder (IPS 2023), so the

matching question is a live one here, not a Western import. The genuine Indian point is that the

binding constraint is availability rather than evidence: trained therapists are scarce relative to

need, which is why guideline attention turns to brief, low-intensity and task-shifted delivery by

non-specialist workers under a stepped-care model, and to culturally adapted cognitive behaviour

therapy (associated with Naeem and colleagues), best framed as a promising adaptation with a

developing evidence base. Yoga and meditation-based interventions sit at the adjunct level of the

evidence, not as stand-alone first-line treatments.

I N D I A

An examiner asking about therapy selection in India is usually testing the second half of the

answer. State the guideline first-line for the presentation (the IPS psychotherapies guideline, IPS

2020, plus the disorder-specific CPGs), then name the delivery reality: the availability filter

dominates, so stepped and task-shifted care, culturally adapted brief cognitive behaviour therapy,

and family-inclusive delivery (for example a co-resident relative as recovery monitor in alcohol use

disorder, IPS 2014) are the realistic Indian answers. Keep yoga and meditation as adjuncts.

4
FACTORS WEIGHED IN THERAPY

SELECTION (EVIDENCE BASE,

FORMULATION, PREFERENCE AND

CAPACITY, AVAILABILITY)

3
PATIENT-SIDE MARKERS OF

SUITABILITY FOR INSIGHT WORK

(MOTIVATION, COGNITIVE ABILITY,

PSYCHOLOGICAL MINDEDNESS)

7
COMMON PRESENTATIONS IN THE

MATCHING GRID

G O O D  TO  R E M E M B E R

Choosing the right therapy (the principle): match the disorder to its guideline first-line modality

first, then individualise by the formulation, the patient's preference and capacity for the work, and

what is actually available; the strong first-lines to name on sight are cognitive behaviour therapy,

interpersonal psychotherapy or behavioural activation for depression, CBT with exposure and

response prevention for obsessive-compulsive disorder, dialectical behaviour therapy for

borderline personality disorder, family therapy for adolescent anorexia and for psychosis relapse,

motivational enhancement therapy and motivational interviewing for substance use, and CBT for

psychosis only as an adjunct to medication.

The one discriminator: the disorder's evidence base sets the default; patient factors refine it, but a

strong first-line is overridden only for a stated reason (declined, unavailable, or a formulation that

points elsewhere).

The one exam fact: in a psychotic or severe illness, psychotherapy is an adjunct to

pharmacotherapy, never a substitute.
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H O L D  T H I S

Therapy selection is a two-step move: first read off the disorder's first-line psychotherapy from

the evidence (cognitive behaviour therapy or interpersonal psychotherapy or behavioural

activation for depression, CBT with exposure and response prevention for obsessive-compulsive

disorder, dialectical behaviour therapy for borderline personality disorder, family therapy for

adolescent anorexia and for psychosis relapse, motivational enhancement therapy and

motivational interviewing for substance use, and CBT for psychosis as an adjunct only), then

refine by the formulation, the patient's preference and psychological mindedness for the work,

and what is available; the protocol itself is always taught in the disorder's own chapter, not here.

Psychiatric assessment and rating scales

16 · The psychiatric history and the mental state examination

The psychiatric clinical assessment has two limbs, and keeping them apart is the single most

examinable habit in this paper. The first limb is the history, a longitudinal narrative of the

person and the illness assembled from what the patient and the informants report; the second is

the mental state examination (MSE), a cross-sectional description of the patient's mental

functioning here and now, as observed and elicited during the interview. The history tells you

what has happened over time; the MSE tells you what is present in the room. Neither, on its own,

is a diagnosis. A viva will test the MSE hardest, because it is the psychiatrist's equivalent of the

physical examination, a disciplined, ordered survey of observable phenomena, and the one skill

that most reliably separates a trained candidate from an untrained one.

How to use this page. Learn the shape of the history first, quickly, then spend the bulk of your

attention on the MSE, because that is where the marks and the errors both sit. Fix the domains in

their examined order, appearance and behaviour, then speech, then mood and affect, then

thought (thought form and thought content), then perception, then cognition, and finally

insight and judgement. For each domain, hold two things: what it captures, and the classic error.

The vocabulary of descriptive psychopathology that populates these domains, the fine

phenomenology of the individual symptoms, and the psychometric theory behind the

instruments are developed in the Psychometry, Assessment and Descriptive Psychopathology

notes; this page owns the clinical skill of taking a history and conducting the examination.
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The domain, in order What it captures A classic finding or term

1 Appearance and

behaviour

grooming and self-care, psychomotor activity,

rapport, eye contact, abnormal movements

psychomotor retardation;

stereotypy; poor self-care

2 Speech
rate, rhythm, volume, tone, quantity and the

form of production (not the content)

pressured speech; poverty

of speech; mutism

3 Mood and affect
subjective mood versus observed affect; the

range, reactivity and congruence of affect

blunted, labile or

incongruent affect

4 Thought

form and content

FORM, the flow and structure of thinking; and

CONTENT, what is thought (including risk)

loosening of associations

(form); a delusion (content)

5 Perception
hallucinations by modality, illusions,

depersonalisation and derealisation

third-person auditory

hallucinations

6 Cognition
the bedside screen: attention, orientation and

memory (the full examination in the next topic)

disorientation; poor

short-term recall

7 Insight and

judgement

awareness of the illness and the need for care;

the appraisal of decisions and their consequences

absent insight;

impaired judgement

The one principle to hold

The mental state examination is a cross-sectional, here-and-now examination of the present state. It is not the history, and it is not a diagnosis.

Fig 19.8 The mental state examination: the domains in order. The MSE is examined and recorded in a fixed

sequence: appearance and behaviour, speech, mood and affect, thought (both its form and its content), perception,

cognition, and finally insight and judgement. Each domain has its own vocabulary and its own classic findings, and

the discipline of moving through them in order is what stops a domain being missed. The single principle to hold

is that the MSE is a cross-sectional snapshot of the patient's present state, gathered at the interview: it is distinct

from the history, which is longitudinal, and it is not itself a diagnosis, but the observations from which a diagnosis

and a formulation are built.

16.1  The psychiatric interview and the structure of the history

A single, ordered narrative built from the patient and from those who know them.

Psychiatric history-taking follows a fixed skeleton, and the value of the skeleton is that it forces

completeness under time pressure. Open with identifying data and the presenting complaints in the

patient's own words and their duration, then the history of the present illness, a chronological

account from the first change from the person's normal state through the evolution of every

symptom, its onset, course, precipitants and effect on functioning. Then work through the past

psychiatric history (previous episodes, treatments, admissions and response), the past medical and

surgical history (illnesses and drugs that cause or colour psychiatric symptoms), the drug and

treatment history including current and past psychotropics, adherence and substance use, the

family history (psychiatric illness, suicide and the family structure), the personal and developmental

history (birth and milestones, childhood, education, occupation, relationships and forensic and

sexual history), and the premorbid personality, the person's habitual character before the illness

against which the current change is measured. Finally, and non-negotiably, the collateral history

from an informant, because so many psychiatric presentations are marked by impaired insight

and the patient alone cannot give the whole account. The examinable principle is that history

taking in psychiatry elaborates each psychological symptom in depth rather than cataloguing

physical complaints, and that it is always corroborated.
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RULE The history is longitudinal and corroborated. It is the story of the person and the illness over

time, and in psychiatry it is incomplete without a collateral account, because impaired insight is

a feature of the very disorders being assessed.

I N D I A

The AIIMS Clinical Methods in Psychiatry resident's handbook (2024) frames the history of the

present illness around the mnemonic A-B-C-D-E (Affect and mood, Behaviour, Cognition,

Dysfunction / Drugs / Disability, Environment), and formalises two properties of the informant

that Indian examiners probe: reliability (consistency across informants and over time, absent an

ulterior motive) and adequacy (enough information for a provisional diagnosis and a plan).

Collateral history carries extra weight in Indian practice, where stigma, family-mediated help-

seeking and frequent lack of insight mean the accompanying relative often supplies the decisive

account. Confidentiality is respected throughout, but the risk of suicide or violence overrides it,

and consent to interview the family is taken separately from the patient.

16.2  The mental state examination: a cross-sectional snapshot, not the history and not a

diagnosis

The here-and-now examination of mental functioning, in a fixed order. The mental state

examination is to the psychiatric assessment what the physical examination is to the medical one:

a structured, present-tense description of what the clinician observes and elicits during the

interview itself. It is deliberately cross-sectional. It does not narrate the past (that is the history's

job) and it does not attach a label (that is the diagnosis's job); it is the raw observational data from

which, together with the history, a diagnosis is later reasoned. The domains are examined in a

conventional order that runs from the most observable to the most inferred: appearance and

behaviour, speech, mood and affect, thought form and content, perception, cognition, and insight

and judgement, 7 domains in all. The accompanying figure sets these out as the structure map of

the examination. Learn the order as a fixed sequence; recording an MSE out of order, or omitting

a domain, reads as an incomplete examination.

MSE DOMAIN (IN ORDER) WHAT IT CAPTURES COMMON ERROR

Appearance and behaviour Grooming, physique, psychomo‐

tor activity, rapport, eye contact,

abnormal movements, attitude

to examiner

Reporting an interpretation

("depressed") instead of the ob‐

servation ("psychomotor slow‐

ing, poor eye contact")

Speech Rate, rhythm, volume, tone,

quantity and the form of pro‐

duction, described as heard

Recording the content of what

was said instead of the form of

the speech

Mood and affect Subjective, sustained mood ver‐

sus the observed, moment-to-

moment affect, its range, reactiv‐

ity and congruence

Collapsing mood and affect

into one line, or confusing the

two
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MSE DOMAIN (IN ORDER) WHAT IT CAPTURES COMMON ERROR

Thought form The structure and flow of

thought: circumstantiality, tan‐

gentiality, flight of ideas, loosen‐

ing of associations

Describing content when asked

for form

Thought content Delusions, overvalued ideas, ob‐

sessions, preoccupations, and

suicidal and homicidal ideation

Failing to ask about, or to record,

suicidal and homicidal ideation

Perception Hallucinations by modality, illu‐

sions, and depersonalisation and

derealisation

Not specifying the modality, or

missing that the phenomenon is

an illusion, not a hallucination

Cognition The bedside screen: conscious‐

ness, orientation, attention,

memory and higher functions

Omitting it in a cooperative-

seeming patient with a possible

organic cause

Insight and judgement The person's awareness of ill‐

ness, graded, and the soundness

of their decision-making

Recording insight as merely

"present" or "absent" rather

than grading it

The seven domains of the mental state examination in their conventional examined order, what each captures, and the

classic recording error. The examination is cross-sectional and observational; it is not the history and it is not a diagnosis.

RULE The MSE is a cross-sectional here-and-now snapshot. It describes what is observable and

elicitable in the interview, in a fixed order; it is the psychiatric physical examination, distinct

from the longitudinal history that precedes it.

TRAP The cardinal error: confusing the MSE with the history, or treating it as a diagnosis. Past

events, previous episodes and reported symptoms belong in the history, not the MSE; and the

MSE yields signs, not a label. Writing "MDD" or "schizophrenia" in the MSE, or importing last

year's admission into it, is the classic mistake this examination is built to prevent.

M N E M O N I C

A Sad ManThinks Poorly, Cognition Intact?

The seven domains in order: Appearance and behaviour, Speech, Mood and affect, Thought (form

and content), Perception, Cognition, Insight and judgement. Run them in this sequence every time

so that no domain is dropped.

16.3  Appearance and behaviour

Everything the clinician can see before a word is exchanged. The first domain records

appearance (build, self-care and grooming, dress, evidence of self-neglect or of specific states such

as the flushed overactivity of mania or the stigmata of alcohol use) and behaviour, of which the

most examinable element is psychomotor activity, either slowed (retardation, as in severe

depression or catatonia) or increased (agitation, restlessness, overactivity). Note the quality of

rapport and eye contact, the patient's attitude to the examiner (cooperative, guarded, suspicious,

hostile, seductive, perplexed), and any abnormal movements: tremor, tics, mannerisms,

stereotypies, dyskinesias, and the catatonic signs (posturing, waxy flexibility, negativism,
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echopraxia). The discipline of this domain is to record observations, not conclusions. "Unkempt,

malodorous, sitting motionless with downcast gaze" is a description; "looks depressed" is an

inference that pre-empts the examination.

C O M M O N  T R A P

Do not let an interpretation masquerade as an observation. Psychomotor retardation, poverty of

facial expression and poor eye contact are observed signs; "depression" is a conclusion you reach

later by weighing them against the history and the rest of the MSE. The mark is for the sign,

described.

16.4  Speech

The form of the output, described as heard, not what was said. The speech domain captures

the physical and formal characteristics of talking: rate (fast, as in the pressured speech of mania,

or slow), rhythm and fluency, volume (loud or barely audible), tone and prosody (monotonous in

depression, over-modulated in mania), quantity (voluble and hard to interrupt, or spontaneously

mute), and the form of production. This domain describes the vehicle of thought; the ideas being

conveyed are analysed under thought form and content. A single sample of the patient's actual

words, quoted, is worth more than an adjective. The examinable discrimination is between

disordered speech that reflects a disordered thought process (which is scored under thought form)

and disordered speech that reflects a motor or neurological problem, such as the slurring of

dysarthria or the word-finding difficulty of dysphasia, which points towards an organic cause

rather than a formal thought disorder.

16.5  Mood and affect

The sustained inner weather versus the moment-to-moment expressed emotion. The mood

and affect distinction is a perennial examination favourite. Mood is the pervasive, sustained

emotional state as subjectively reported by the patient ("How have your spirits been?"); it is the

climate. Affect is the emotional state as objectively observed by the clinician from face, posture and

voice over the course of the interview; it is the weather. Describe mood in the patient's own terms

and note whether it is euthymic, depressed, elevated, irritable or anxious. Then describe affect

along four axes: its quality, its range (full, or restricted, blunted, or flat), its reactivity (whether it

shifts appropriately with the topic, or is fixed and non-reactive), and its congruence with the stated

mood and with the content of thought. Incongruent affect, for example giggling while describing

a bereavement, is itself a sign. Note also whether the subjective mood and the observed affect

agree; a patient may deny low mood while displaying a flat, tearful affect.

WO R K E D  E X A M P L E

A man says his mood is "fine" (subjective mood, reported), but throughout the interview his affect is

observed to be restricted in range, non-reactive, and incongruently tearful when he mentions his

work. The MSE line reads: "Subjectively euthymic; objectively affect restricted, non-reactive,

incongruent, with lability on discussing work." Nothing here is a diagnosis; it is a description of the

observed emotional state set against the reported one.
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TRAP Mood is not affect. Mood is subjective and sustained (what the patient reports over recent

weeks); affect is objective and cross-sectional (what you observe now). Range, reactivity and

congruence are properties of affect. Collapsing the two, or applying "reactive" to mood, is the

classic slip.

16.6  Thought form

The structure and flow of thinking, inferred from speech. Thought form concerns how a

person thinks, the organisation and connectedness of their ideas, as opposed to what they think

about. It is inferred from the form of speech. The formal thought disorders are the named

abnormalities of this stream, and the examinable set turns on one axis: does the train of thought

reach its goal, and can you follow the links? Jaspers and the descriptive tradition insist that the

psychiatrist attend to the form before the content. The table below fixes the four classic disorders

the topic names, plus two more you must recognise.

FORMAL THOUGHT DISORDER WHAT THE THINKING DOES REACHES THE GOAL?

Circumstantiality Over-inclusive, tediously de‐

tailed and full of digressions, but

the point is eventually made

Yes, eventually

Tangentiality Replies veer off at an angle and

drift further from the point with

each step

No, never returns

Flight of ideas A rapid, pressured stream leap‐

ing between topics on chance

links, rhyme, clang and distrac‐

tion; the thread is followable

(classically manic)

Loosely; links are discernible

Loosening of associations Ideas shift with no logical or

comprehensible connection (de‐

railment, knight's-move

thinking); the thread is lost (clas‐

sically schizophrenic)

No; the links themselves are

broken

Thought block A sudden, involuntary cessation

of the flow of thought, mid-

stream, the mind going blank

Interrupted

Perseveration Inappropriate persistence or

repetition of a word or idea after

the context has moved on (often

organic)

Stuck

The formal thought disorders, discriminated by whether the train of thought reaches its goal and whether the links

between ideas can be followed. Flight of ideas keeps followable links; loosening of associations breaks them.

TRAP Circumstantiality versus tangentiality, and flight of ideas versus loosening.

Circumstantiality gets there by a long road; tangentiality never arrives. Flight of ideas is fast but

its links are traceable (rhyme, pun, distraction); loosening of associations has links you cannot

trace at all. The first pair is about arrival; the second pair is about whether the connections make

sense.
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16.7  Thought content

What preoccupies the mind, from delusions to the ideation that carries risk. Thought

content records what the person is thinking about. Elicit and describe abnormal beliefs and

preoccupations, and define them precisely, because the definitions discriminate the diagnoses.

Delusion

A fixed, false belief, out of keeping with the person's social and cultural background, held with

unshakeable conviction despite contrary evidence; described by its content (persecutory, grandiose,

nihilistic and so on) and whether it is primary or secondary, mood-congruent or incongruent.

Overvalued idea

A comprehensible, strongly held and emotionally invested belief that comes to dominate the person's

life; not held with delusional conviction and not resisted as senseless, sitting between a normal belief

and a delusion.

Obsession

A recurrent, intrusive, unwanted thought, image or impulse recognised as the person's own and as

senseless, resisted (at least initially), and provoking anxiety; distinct from a delusion in that insight

into its absurdity is retained.

Preoccupation

A non-delusional, non-obsessional theme that repeatedly draws the mind, such as pervasive worry,

rumination or hypochondriacal concern.

The examination of thought content is also where risk is formally elicited. Ask directly about

suicidal ideation (thoughts, intent, plan, preparatory acts and protective factors) and about

homicidal or violent ideation; both are recorded here, and asking about suicide does not plant the

idea. The structured suicide-risk instrument, the Columbia Suicide Severity Rating Scale, and the

wider suicide-risk assessment are developed in the Somatic-symptom, sexual, impulse-control

disorders and suicide notes; within the MSE, the task is to elicit and document the ideation, its

intensity and its associated plan.

C O M M O N  T R A P

An abnormal belief is not a delusion until you have tested three things: its fixity, its falseness, and

its incongruence with the person's culture. A belief widely shared within a religious or cultural

community is not delusional simply because it is unfamiliar to the examiner. The wider

transcultural frame is set out in the Consultation-liaison, geriatric and transcultural psychiatry

notes.

16.8  Perception

Disturbances in how the world and the self are apprehended. The perception domain covers

false or altered percepts, and the definitions again do the discriminating work.

Hallucination

A percept experienced in the absence of any external stimulus, with the full force and quality of a true

perception, and located in external space; specify the modality, auditory (second-person or third-

person voices, running commentary), visual, olfactory, gustatory, tactile or somatic.
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Pseudohallucination

A percept experienced in inner subjective space and lacking the substantiality of a true perception,

over which the person retains some awareness of its unreality.

Illusion

A misperception of a real external stimulus (the dressing gown seen as an intruder), distinguished from

a hallucination by the presence of an actual stimulus.

Depersonalisation

A distressing sense of being unreal, detached from or an observer of one's own self, thoughts or body.

Derealisation

The corresponding sense that the external world is unreal, remote or lifeless, as though seen through

glass.

The examinable line runs between the illusion, which is a distorted reading of a real stimulus, and

the hallucination, which arises with no stimulus at all; and, within hallucinations, between the

true hallucination in external space and the pseudohallucination in inner space. Always record

the modality, because the modality carries diagnostic weight (third-person auditory

hallucinations point one way, visual and olfactory hallucinations raise the question of an organic

cause).

16.9  Cognition

The bedside cognitive screen, and the point at which to reach for a standardised tool. The

cognition domain is the clinical screen of higher mental function, examined in a rough

hierarchy: level of consciousness, orientation to time, place and person, attention and concentration

(serial sevens, digit span, months in reverse), memory (immediate registration, recent and remote

recall), and higher functions (language, praxis, abstraction, executive function). Its purpose in the

MSE is to flag the organic, because a cognitive deficit in a patient who otherwise seems to have a

primary psychiatric disorder is the finding that redirects the whole assessment. When the bedside

screen suggests impairment, quantify it with a standardised instrument. The MMSE (Mini-

Mental State Examination; Folstein, 1975) and the MoCA (Montreal Cognitive Assessment;

Nasreddine, 2005) are the two brief screens to know, each scored out of a possible 30. A widely

cited MMSE threshold for cognitive impairment is a score below 24 out of a possible 30, though

the cut-off is education-dependent; the MoCA, which is more sensitive to mild cognitive

impairment, uses a threshold below 26 out of a possible 30, with one point added for a person

with twelve or fewer years of formal education. The full bedside cognitive examination and the

typeset structure of these instruments, with the accompanying scale plate, are developed in the

cognitive-examination topic that follows; the deeper psychometric theory of reliability, validity

and standardisation sits in the Psychometry, Assessment and Descriptive Psychopathology notes.

7
MSE DOMAINS, EXAMINED

IN FIXED ORDER

6
GRADES OF INSIGHT

(COMPLETE DENIAL TO

TRUE INSIGHT)

24
MMSE THRESHOLD: A

SCORE BELOW THIS, OUT

OF A POSSIBLE 30,

SUGGESTS IMPAIRMENT

26
MOCA THRESHOLD: A

SCORE BELOW THIS, OUT

OF A POSSIBLE 30,

SUGGESTS IMPAIRMENT
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16.10  Insight and judgement

Awareness of illness, graded, and the soundness of decision-making. Insight is the patient's

awareness and understanding of their own condition: that they are unwell, that the illness is

psychiatric in nature, and that treatment is needed. It is not usefully recorded as simply "present"

or "absent"; it is a graded continuum. The classic scheme runs to 6 grades, from complete denial

of illness at one end to true emotional insight at the other.

GRADE LEVEL OF INSIGHT

Grade I Complete denial of illness

Grade II Slight awareness of being sick and needing help,

while denying it at the same time

Grade III Awareness of being sick, but blaming it on others,

on external factors or on a physical cause

Grade IV Awareness that the illness is due to something un‐

known within the patient

Grade V Intellectual insight: admits the illness and that

symptoms are due to their own irrational feel‐

ings, but cannot apply this to future experience

Grade VI True emotional insight: emotional awareness of

the motives and feelings within, which can lead

to real change in behaviour

The six grades of insight, from complete denial (Grade I) to true emotional insight (Grade VI). The examinable discriminator

is Grade V versus Grade VI: intellectual insight knows but does not change; true insight is emotionally owned and can

change behaviour.

Judgement is the appraisal of the patient's ability to make sound, reasoned decisions in their

own and others' interest, assessed from their real-life choices during and around the illness and,

where needed, from their reasoning about a hypothetical situation. It bears directly on capacity

and on risk, and it can be intact where insight is impaired, or vice versa, so the two are recorded

separately.

16.11  Recording and integrating the assessment

The MSE feeds the formulation; it does not replace it. A good MSE is written in observational,

present-tense language, domain by domain in order, quoting the patient where a quotation is

more precise than an adjective. Its findings are then integrated with the history to build the

diagnostic formulation and the differential, but the integration is a separate step: the MSE

supplies signs, the history supplies the story, and only their synthesis yields a diagnosis. Two

failures recur. The first is importing the history into the MSE, writing past episodes or reported

symptoms into a domain that is meant to be here-and-now. The second is closing the MSE with a

diagnostic label, as though the description of signs were itself the conclusion. Guard both borders

and the examination does its job, which is to be the disciplined observational base on which

everything downstream is built.
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G O O D  TO  R E M E M B E R

The principle: the mental state examination is a cross-sectional, here-and-now, observational

survey of mental functioning across seven domains in fixed order (appearance and behaviour,

speech, mood and affect, thought form and content, perception, cognition, insight and judgement);

it is distinct from the longitudinal history and is not, in itself, a diagnosis.

The discriminator: the history is what the patient and informants report over time and must be

corroborated by a collateral account; the MSE is what the clinician observes and elicits now. Within

it, mood is subjective and sustained while affect is objective and cross-sectional.

The one exam fact: the seven domains run appearance and behaviour, speech, mood and affect,

thought (form and content), perception, cognition, insight and judgement; insight is graded to six

levels; MMSE and MoCA screen cognition out of a possible 30, with thresholds below 24 and

below 26 respectively.

H O L D  T H I S

The MSE is the psychiatric physical examination: a cross-sectional, here-and-now, observational

survey of seven domains in fixed order (appearance and behaviour; speech; mood and affect;

thought form and content; perception; cognition; insight and judgement), distinct from the

longitudinal, corroborated history and never, by itself, a diagnosis.

17 · Higher mental functions and the cognitive examination

This topic teaches the bedside skill that separates a psychiatrist from a symptom-checklist: the

structured examination of the higher mental functions, the cortical faculties of attention,

orientation, memory, language, praxis and executive control. It earns flagship space because it is

examined in two registers at once. In the viva the examiner hands you a patient and watches you

test, so the marks are in doing the cognitive examination in the right order with the right

instruction; in the written paper the marks are in the numbers, the domains and the verified cut-

offs of the two screening instruments every candidate is expected to reproduce cold. Cognition is

also the sixth of the seven mental-state domains (appearance and behaviour; speech; mood and

affect; thought; perception; cognition; insight and judgement), so the whole of this page sits

inside the mental state examination as a cross-sectional, here-and-now snapshot, never a

diagnosis in itself.

How to use this page. Learn the examination as a hierarchy, not a list. Test attention and

concentration first, because a patient who cannot hold attention cannot be validly tested on

anything downstream; then orientation, then registration and memory testing, then language

and praxis, then the frontal lobe tests of executive control. Only once the individual faculties

are understood do the packaged screens make sense: the MMSE and the MoCA are simply these

bedside items bundled and scored. The deeper lobe-by-lobe functional neuroanatomy and the

formal test batteries belong to the neuropsychology overview; the reliability and validity of these

scales, and the descriptive-psychopathology vocabulary, belong to the Psychometry, Assessment

and Descriptive Psychopathology notes. Here we teach the examination itself.
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M N E M O N I C

ALL SANE MEN THINK PRECISELY CONSIDERING INSIGHT

The seven mental-state domains in their conventional order, so you can locate where the cognitive

examination sits: Appearance and behaviour, Speech, Mood and affect, Thought (form and

content), Perception, Cognition, Insight and judgement. Cognition is the C, the sixth station; the

higher mental functions on this page are what you test when you reach it.

Domain What is tested Points

Orientation to time year, season, month, day, date 5

Orientation to place country, state, town, building, floor 5

Registration repeat three named objects 3

Attention and calculation serial sevens, or spell a word backward 5

Recall recall the three objects 3

Language naming, repetition, a three-stage command, reading, writing 8

Visuospatial copy two intersecting pentagons 1

Total 30

A score below 24 out of a possible 30 suggests cognitive impairment; interpret against age and education. Folstein 1975; permission-required, structure typeset, not reproduced.

Fig 19.9 The Mini-Mental State Examination (MMSE). A brief clinician-administered screen of orientation,

registration, attention, recall, language and construction, scored out of a possible 30. A score below 24 suggests

cognitive impairment, but the cut-off must be read against the person's age and education: a highly educated

person may be impaired while still scoring well, and a person with little formal schooling may score lower without

being impaired. It is a screen, not a diagnosis, and it is relatively insensitive to the earliest, mild and

predominantly executive deficits. The structure is typeset here from the published instrument; the MMSE is

copyright and permission-required, so the form itself is not reproduced.
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Domain What is tested Points

Visuospatial and executive trail-making, cube copy, clock drawing 5

Naming name three animals (lion, rhinoceros, camel) 3

Attention digit span, target tapping, serial sevens 6

Language repeat two sentences, verbal fluency 3

Abstraction similarities between two items 2

Delayed recall recall five words after a delay 5

Orientation date, month, year, day, place, city 6

Total 30

26 or above out of a possible 30 is normal; add a point for twelve years or fewer of education. Nasreddine 2005; permission-required, structure typeset.

Fig 19.10 The Montreal Cognitive Assessment (MoCA). A brief screen scored out of a possible 30 that samples

visuospatial and executive function, naming, attention, language, abstraction, delayed recall and orientation. A

score of 26 or above is taken as normal, with one point added for people with twelve years or fewer of formal

education. It is more sensitive than the MMSE to mild cognitive impairment and to the executive and visuospatial

deficits of the earliest stages, which is why it is often preferred where an early or subtle decline is the question.

The instrument is copyright and, in most current editions, requires training or certification to administer, so the

structure is typeset here rather than the form reproduced.

17.1  Attention and concentration: the gateway faculty

Test attention first, because everything else rests on it. Attention is the capacity to focus on a

stimulus, and concentration is the capacity to sustain that focus over time; together they are the

substrate on which registration, memory and language testing depend, which is why they are

examined at the very start of bedside cognition (Clinical Methods in Psychiatry, AIIMS 2024;

Fish and Sims). Three bedside tasks carry the load. The digit span is the purest measure: random

digits are read one per second and repeated back, and a healthy adult manages about seven

forwards and five in reverse, so a forward span below five points to an attentional deficit; the

reverse span additionally taxes working memory. The serial sevens asks the patient to subtract

seven serially from one hundred (100, 93, 86, 79, 72, 65), and spelling the word WORLD

backwards is the standard less numerate alternative. Reciting the months of the year

backwards is a quick, education-light screen of sustained attention. Impaired, fluctuating

attention is the single signature of delirium, and its presence should stop you reading a poor

memory score as amnesia until attention is restored.

RULE Attention is the gateway; test it first. A patient who cannot attend cannot be validly tested on

memory, language or executive function. Inattention that fluctuates is the hallmark of delirium,

not of dementia, and it invalidates every tier below it.

TRAP Reading a failed serial sevens as pathology. The serial sevens is heavily confounded by

numeracy and education; a poorly schooled patient may fail it while wholly attentive.

Corroborate with months backward or digit span before calling attention impaired, and never

rest a conclusion on the serial sevens alone.
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17.2  Orientation: time, place and person

The most sensitive bedside marker of an acute organic state. Orientation is the patient's

awareness of the situation across three axes, and it is tested and recorded in a fixed order: time

(day, date, month, year, season, approximate time of day), place (building, town, floor, kind of

place) and person (their own identity and that of those around them). The clinically useful fact is

the gradient of vulnerability: orientation to time is lost first and recovers last, place follows, and

orientation to person is the most robust, surviving into severe global impairment. Disorientation

to time out of proportion to any memory deficit is an early and sensitive sign of delirium, which

is why it opens the cognitive screen. The reverse pattern is a red flag for a non-organic picture: a

patient who does not know who they are while remaining fully oriented to time and place is far

more likely to be presenting a dissociative or functional disturbance than an organic amnesia.

P E A R L

Follow the gradient, time before place before person. When it is inverted, when a patient is

disoriented to their own identity yet knows the day and the ward, suspect a functional or

dissociative process rather than delirium or dementia, because organic disorientation almost never

takes out person while sparing time.

17.3  Registration and memory: immediate, recent and remote

Separate encoding from storage from retrieval, and separate the time-frames. Memory

testing walks three temporal windows. Immediate memory (registration) is tested by naming

three unrelated words (for example apple, table, penny) and having the patient repeat them at

once; this is really a test of attention and encoding, not of memory storage. Recent memory is

the critical amnestic measure: after a few minutes of distraction the patient is asked to recall

those same three words, and impaired delayed recall that does not improve with category cues is

the signature of the hippocampal-type amnesia of Alzheimer disease. Remote memory is probed

through well-anchored autobiographical and general events (schooling, marriage, prime

ministers, major public events), and in the typical amnestic gradient recent memory fails while

remote memory is relatively preserved. Two further distinctions are examinable: anterograde

amnesia (a failure to lay down new memories after an insult) versus retrograde amnesia (loss of

memories from before it); and verbal memory (word lists, stories, a left-temporal function) versus

visual memory (recalling and reproducing a figure, a right-temporal function), the latter tapped

at the bedside by asking the patient to copy and later redraw a design.

TRAP Confusing registration with recall. Failing the immediate three-word repetition is an attention

or encoding failure; failing the delayed recall of words that were registered is the true amnestic

sign. Only the second, uncued delayed recall, discriminates early Alzheimer-type memory loss,

and only if attention was intact when the words went in.

17.4  Language and praxis

Six language channels and the two apraxias. Language is examined across a fixed set of

channels, and testing them in order localises the lesion. Spontaneous speech and fluency (is

output effortful and non-fluent, as in a Broca-type picture, or fluent but empty and paraphasic, as
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in a Wernicke-type picture); comprehension (following graded one-, two- and three-step

commands); repetition (repeating a phrase such as "no ifs, ands or buts", the channel selectively

spared in transcortical and lost in conduction aphasia); naming (confrontation naming of objects

and their parts, the most sensitive and earliest-affected language function, its failure being

anomia); reading; and writing. Praxis, the ability to carry out a learned, purposeful movement

when the elementary motor and sensory systems are intact, is tested separately and is the classic

parietal-frontal sign.

Ideomotor apraxia

The idea of the movement is intact but cannot be mapped onto the motor engrams: the patient fails to

perform a gesture to command ("show me how you would wave goodbye", "how you would use a comb")

yet may perform it spontaneously.

Ideational apraxia

The concept of the act itself is lost or degraded, so a sequence of actions (filling and lighting a pipe,

preparing a letter for posting) cannot be organised, even though each isolated element may be

possible.

WO R K E D  E X A M P L E

A right-handed patient names a watch but calls its strap and winder a "thing", follows a one-step

command but not a three-step one, and cannot mime striking a match to instruction though he

does it when handed a real matchbox. The early anomia and the gesture-to-command failure with

preserved spontaneous use are ideomotor in type and point the examination toward the dominant

temporo-parietal cortex, to be pursued with the fuller batteries in the neuropsychology overview.

17.5  The frontal-executive tests

The functions the MMSE forgets. Executive control, the planning, set-shifting, abstraction and

inhibition mediated by the prefrontal cortex, is invisible to the older screens and must be sought

deliberately with the frontal lobe tests. Verbal fluency comes in two forms: phonemic (as many

words as possible beginning with a given letter, classically F, A and S, in a minute each) and

semantic or category fluency (as many animals as possible in a minute); reduced output, especially

disproportionately reduced phonemic fluency, signals frontal dysfunction. The Luria three-step,

the fist-edge-palm motor sequence, tests motor programming and perseveration. The go/no-go

paradigm (tap once when I tap once, do not tap when I tap twice) tests inhibitory control, and the

related conflicting-instruction task tests sensitivity to interference. Abstraction is drawn out by

similarities (how are an apple and an orange alike; the impaired answer is concrete, "both are

round", rather than the categorical "both are fruit") and by proverb interpretation, where a

concrete reading of "a rolling stone gathers no moss" betrays loss of abstraction. These are

packaged into the Frontal Assessment Battery (FAB) of Dubois and colleagues (2000), six subtests

scored from 0 to 3, giving a score out of a possible 18.
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FAB SUBTEST FRONTAL FUNCTION PROBED BEDSIDE TASK

Similarities Conceptualisation In what way are a banana and

an orange alike (category, not

appearance)

Lexical fluency Mental flexibility Words beginning with S in six‐

ty seconds

Motor series Programming Luria's fist-edge-palm sequence

Conflicting instructions Sensitivity to interference Tap twice when I tap once

Go / no-go Inhibitory control Tap once when I tap once; do

not tap when I tap twice

Prehension behaviour Environmental autonomy Does the patient grasp the ex‐

aminer's proffered hands de‐

spite instruction not to

The six subtests of the Frontal Assessment Battery, each scored from 0 to 3, for a bedside frontal screen out of a possible

18 (Dubois et al 2000; Lishman's Organic Psychiatry).

17.6  The Mini-Mental State Examination (MMSE)

The classic global screen, and what it misses. The MMSE of Folstein and colleagues (1975) is

the most widely used bedside cognitive screen, taking five to ten minutes and scored out of a

possible 30 across five domains: orientation, registration, attention and calculation, recall and

language (with a visuoconstructive copy). The domain weighting is worth holding, because the

accompanying scale plate typesets the permission-required form in full and the examiner is

expected to know how the marks are distributed. The conventional cut-off is 24: a total below 24,

that is at or below 23, suggests cognitive impairment, though this must be read against the

patient's age and education. Two caveats are examinable. Highly educated patients may score a

perfect 30 out of a possible 30 while already declining, a ceiling effect that masks early disease;

poorly educated or elderly patients may fall below the cut-off without pathology, so age- and

education-adjusted norms are preferred over the raw threshold. Critically, the MMSE has few

memory items and no executive or frontal items at all, which is exactly why it under-detects both

mild cognitive impairment and frontal-predominant dementias.
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MMSE DOMAIN POINTS SAMPLE BEDSIDE ITEM

Orientation 10 Time (year, season, date, day,

month) and place

Registration 3 Repeat three named objects

immediately

Attention and calculation 5 Serial sevens or WORLD spelt

backwards

Recall 3 Recall the three objects after a

delay

Language and praxis 9 Naming, repetition, a three-

stage command, reading, writ‐

ing, copying

The five scored domains of the MMSE, totalling out of a possible 30; the accompanying scale plate carries the typeset

form (Folstein et al 1975; Clinical Methods in Psychiatry, AIIMS 2024).

TRAP Treating a low MMSE as a diagnosis. The score is a cross-sectional measure of impairment, not

a diagnosis of dementia. Delirium, depressive pseudodementia, low education, sensory deficit,

language barrier and poor cooperation all pull it down; a single number never diagnoses, and a

normal number never excludes early or frontal disease.

17.7  The Montreal Cognitive Assessment (MoCA)

The screen built to catch what the MMSE misses. The MoCA of Nasreddine and colleagues

was developed in the late 1990s specifically to remedy the MMSE's insensitivity to mild

cognitive impairment, and it is scored out of a possible 30 across seven domains, adding the

executive, abstraction and richer delayed-recall items the MMSE lacks. Its cut-off is 26: a total at

or above 26 is taken as normal, and below 26 as impaired. A single point is added to the total for

anyone with twelve years or fewer of formal education, a built-in correction absent from the

MMSE and one that matters greatly in populations of variable schooling. Because it loads on

delayed free recall and on frontal-executive tasks (trail-making, clock drawing, phonemic fluency,

abstraction), the MoCA is the more sensitive of the two to mild cognitive impairment and early

Alzheimer disease, at some cost in specificity. Like the MMSE it is permission-required and now

requires certified training to administer; the accompanying scale plate carries the typeset

structure.
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MOCA DOMAIN POINTS WHAT IT ADDS OVER THE MMSE

Visuospatial / executive 5 Trail-making, cube copy and

clock drawing, absent from the

MMSE

Naming 3 Low-frequency animals (lion,

rhinoceros, camel)

Attention 6 Digit span, vigilance tap-test

and serial sevens

Language 3 Sentence repetition and pho‐

nemic fluency

Abstraction 2 Similarities (train and bicycle;

watch and ruler)

Delayed recall 5 Five words, uncued, the key

memory load

Orientation 6 Date, month, year, day, place,

city

The seven scored domains of the MoCA, totalling out of a possible 30, with one point added for twelve years or fewer of

schooling; the accompanying scale plate carries the typeset form (Nasreddine et al; Kaplan and Sadock CTP 2024).

RULE For suspected mild cognitive impairment, reach for the MoCA. Its executive load and its five-

word uncued recall catch the early decline the MMSE ceilings past; the price is lower specificity,

so a below-cut-off MoCA screens in, it does not diagnose.

24
MMSE CUT-OFF FOR

IMPAIRMENT (OUT OF A

POSSIBLE 30)

26
MOCA CUT-OFF FOR

IMPAIRMENT (OUT OF A

POSSIBLE 30)

1
EXTRA MOCA POINT FOR

TWELVE YEARS OR FEWER

OF SCHOOLING

18
FAB MAXIMUM, SIX

SUBTESTS SCORED 0 TO 3

I N D I A

The education and language caveats are not academic in the Indian setting, where literacy varies

widely and the raw MMSE and MoCA cut-offs travel poorly. The Hindi Mental State Examination

(HMSE) was developed as a culturally and linguistically adapted screen for low-literacy and non-

literate Indian populations and is listed alongside the MMSE, MoCA and Addenbrooke's

examination in the standard Indian bedside repertoire (Clinical Methods in Psychiatry, AIIMS

2024), and it appears in Indian medicolegal capacity assessments of elderly individuals. Vernacular

adaptations of the MoCA and the ACE, and the indigenous neuropsychological batteries

developed in the NIMHANS and AIIMS traditions, exist for the same reason: to keep the cognitive

examination valid across the country's languages and schooling levels rather than importing a

Western cut-off wholesale.
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G O O D  TO  R E M E M B E R

The principle: the cognitive examination is a hierarchy, attention first, then orientation, memory,

language and praxis, then executive function, because a deficit at any tier invalidates the tiers

below it, and the whole is a cross-sectional snapshot of the higher mental functions, never a

diagnosis on its own.

The discriminator: the MMSE (out of a possible 30, cut-off 24) has no executive items and misses

mild cognitive impairment; the MoCA (out of a possible 30, cut-off 26, plus one point for twelve

years or fewer of schooling) adds executive and delayed-recall load and is the more sensitive to

mild cognitive impairment.

The one exam fact: attention is tested first, and fluctuating inattention, not amnesia, is the

signature of delirium.

H O L D  T H I S

Examine the higher mental functions in hierarchical order (attention, orientation, memory,

language and praxis, executive), because inattention, the hallmark of delirium, invalidates

everything below it; then bundle them into the two screens whose cut-offs must be reproduced

cold, the MMSE at 24 out of a possible 30 (blind to executive function and to mild cognitive

impairment) and the MoCA at 26 out of a possible 30 with a one-point allowance for twelve years

or fewer of schooling (the more sensitive to mild cognitive impairment), remembering that a score

measures impairment, it never makes the diagnosis.

18 · The biopsychosocial and 4-Ps formulation

The single skill that binds the whole of this chapter, the history, the mental state examination

and the diagnostic label, into one usable clinical product is the case formulation. Where a

diagnosis places a patient in a category, a formulation tells the story of why this person developed

this problem at this moment, and it is the formulation, not the diagnosis, that a management plan

is actually built on. It is also the most reliably examined assessment skill on the paper: the long

case and the viva reward the candidate who can move past "the diagnosis is a depressive episode"

to "here is a middle-aged man, vulnerable for these reasons, tipped over now by these events, kept

unwell by these, and protected by these, so here is what I would do first".

How to use this page. Fix the diagnosis-versus-formulation distinction first, because the

commonest exam error is to offer a diagnosis when a formulation is asked for. Then learn the

biopsychosocial model as the vertical axis (biological, psychological, social) and the four Ps as

the horizontal axis (predisposing, precipitating, perpetuating, protective); the two axes cross to

make the grid that the accompanying figure lays out, and that grid is the answer template for

almost any "formulate this case" question. Finally see how the grid generates the plan: the

perpetuating column is what treatment attacks, the protective column is what treatment

mobilises.
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The 4 Ps Predisposing Precipitating Perpetuating Protective

Biological

Psychological

Social

genetic loading, family

history, birth or

developmental insult

a physical illness,

substance use, a

medication change

chronic pain, ongoing

substance use, poor

adherence

good physical health,

no substance use, a

good treatment response

early adversity,

maladaptive schemas,

low self-esteem

a loss, a failure, a

threat to self-worth

cognitive distortions,

avoidance, hopelessness

insight, coping skills,

psychological-

mindedness

childhood neglect,

poverty, migration

bereavement, job loss,

relationship breakdown

isolation, high expressed

emotion, financial strain

supportive relationships,

employment, a faith

community

Fig 19.11 The formulation grid: the biopsychosocial model and the 4 Ps. A formulation is the individual account of

why this person has this problem at this time, and it is what turns a diagnosis into a plan. The grid crosses the

three biopsychosocial levels, biological, psychological and social, against the four temporal factors: predisposing

(the long-standing vulnerabilities), precipitating (what tipped it over now), perpetuating (what keeps it going) and

protective (the strengths and supports to build on). Working through the twelve cells forces attention to factors a

diagnosis alone would miss, and the perpetuating and protective columns in particular point directly to what the

treatment should target and what it can lean on.

18.1  Diagnosis versus formulation: the category and the individual account

A diagnosis is nomothetic, a formulation is idiographic. A diagnosis is a shared category: it

matches the patient's symptom pattern to the criteria of ICD-11 or DSM-5-TR and answers the

question "what is the disorder?". It is deliberately impersonal, because its value is precisely that it

is the same for every patient who meets the criteria, which is what lets it carry a prognosis and an

evidence-based treatment. A case formulation answers a different and complementary question,

"why this person, why this problem, why now?", and its value is precisely that it is unique to the

individual in front of you. Formulation is not a competitor to diagnosis but its clinical partner:

the diagnosis says what treatments have worked for this kind of problem, the formulation says

how to deliver them to this patient and what else must be addressed. A formulation is, in Jaspers'

terms, an exercise in both understanding (an empathic grasp of the patient's experience) and

explaining (an evidence-based account of the contributing causes), and following Jaspers the two

must be held together rather than collapsed into one. Crucially, a formulation is a hypothesis: it is

provisional, iterative and revised as new information arrives, whereas the diagnosis, once criteria

are met, is comparatively stable.
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FEATURE DIAGNOSIS FORMULATION

What it is The disorder category the illness

belongs to (ICD-11, DSM-5-TR)

The individualised account of

why this person has this prob‐

lem now

Question answered "What is the disorder?" "Why this person, why this

problem, why now?"

Level Nomothetic: shared across all

who meet criteria

Idiographic: specific to the

individual

Content Symptom pattern matched to

operational criteria

Predisposing, precipitating, per‐

petuating and protective factors

across the biological, psychologi‐

cal and social domains

Status Relatively fixed once criteria are

met

A working hypothesis, revised

with new information

What it drives Prognosis and evidence-based

treatment selection

The individualised, sequenced

management plan

The diagnosis names the category; the formulation explains the individual. They are partners, not rivals: the diagnosis

carries the evidence base, the formulation carries the delivery.

RULE A diagnosis labels, a formulation explains. When the examiner asks you to "formulate", give the

individualised causal account across the biopsychosocial domains and the four Ps, not the ICD or

DSM category; naming the disorder is a necessary first line, never the whole answer.

18.2  The biopsychosocial model: the vertical axis (Engel, 1977)

Three domains, and an argument against dualism. The biopsychosocial model, proposed by

George Engel (Science, 1977), holds that illness is never purely "physical" or purely "mental":

every presentation is shaped simultaneously by biological, psychological and social factors, and

a complete account must weigh all three. It was framed explicitly as a corrective to the Cartesian

biomedical model, which split mind from body and so mishandled exactly the mixed

presentations psychiatry sees. For the formulation this model supplies the vertical axis, the three

rows into which any causal factor is sorted. The biological row covers disease and physiology

(genetic loading, the brain, physical illness, substances and drugs). The psychological row covers

cognition, mood and behaviour (temperament, attachment and early experience, beliefs and

schemas, coping style, personality). The social row covers the interpersonal, the social and

occupational, and the health-care system (family, relationships, work, housing, culture, access to

care).

Biological

Disease and physiology: genes and family history, the brain and its neurochemistry, physical illness,

substances and medication.

Psychological

Cognition, mood and behaviour: temperament, attachment and early experience, beliefs and

maladaptive schemas, coping and defensive style, personality.

Social
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Interpersonal, social and occupational, and the health-care system: family and relationships, work and

finances, housing, culture and community, access to care.

I N D I A

In Indian practice the social row carries unusual weight, and the family sits at its centre. The co-

resident family is routinely a predisposing factor (high expressed emotion, enmeshment), a

perpetuating factor (conflict, stigma, treatment interruption) and, most importantly, a protective

factor and treatment ally: the Indian Psychiatric Society's alcohol-use guidance formalises this by

naming a co-resident relative as the recovery monitor and supervisor of supervised disulfiram

(IPS_CPG 2014). A culturally competent formulation also captures the patient's explanatory model

and idiom of distress in the social row; the wider transcultural frame of the cultural concepts of

distress is developed in the Consultation-liaison, geriatric and transcultural psychiatry notes.

18.3  The 4-Ps grid: the horizontal axis

Four factor-classes, set on a time axis. The four Ps are the horizontal axis of the formulation,

sorting every factor not by its domain but by the role it plays in the illness across time. There are

four, and the exam expects all four by name. A predisposing factor is a long-standing background

vulnerability that set the stage (the "why this person"). A precipitating factor is the recent trigger

that brought the problem on now (the "why now"). A perpetuating factor is what maintains the

problem and blocks recovery once it has begun. A protective factor is a strength or resource that

buffers the person and improves the prognosis. Setting the vertical biopsychosocial axis against

this horizontal four-Ps axis produces the grid the accompanying figure draws: three rows by four

columns, twelve cells, each prompting a specific question and together making the standard

template for a written or spoken formulation.

Predisposing

Long-standing vulnerabilities that set the stage, from before the illness (genes, early adversity,

temperament, chronic disadvantage). The "why this person".

Precipitating

Recent triggers that brought the problem on at this point (an acute stressor, a loss, a physical illness, a

substance). The "why now".

Perpetuating

Factors that maintain the problem and impede recovery (ongoing substance use, avoidance,

rumination, unemployment, conflict, non-adherence). The treatment target.

Protective

Strengths and resources that mitigate the illness and aid recovery (insight, social support, engagement

with care, employment, faith and community). The prognosis and the plan's allies.

115

PSYCHIATRIC ASSESSMENT AND RATING SCALES PSYCHOTHERAPIES, CLINICAL ASSESSMENT, MSE AND NOSOLOGY



DOMAIN PREDISPOSING PRECIPITATING PERPETUATING PROTECTIVE

Biological Family history, ge‐

netic loading, ob‐

stetric or develop‐

mental insult,

chronic physical

illness

Substance intoxi‐

cation or with‐

drawal, an acute

illness, a medica‐

tion change

Continued sub‐

stance use, poor

physical health,

medication non-

adherence

Good physical

health, no sub‐

stance depen‐

dence, prior treat‐

ment response

Psychological Insecure attach‐

ment, early trau‐

ma, maladaptive

schemas, person‐

ality traits, low

self-esteem

A recent loss, a

perceived failure

or narcissistic

injury

Cognitive distor‐

tions, avoidance,

rumination,

hopelessness

Psychological-

mindedness, in‐

sight, adaptive

coping, motiva‐

tion to change

Social Childhood adver‐

sity, poverty, dis‐

rupted or chaotic

family

Bereavement, job

loss, relationship

breakdown,

migration

Unemployment,

marital conflict,

high expressed

emotion, isola‐

tion, stigma

Supportive family,

stable work and

housing, a com‐

munity or faith

network

The biopsychosocial 4-Ps grid: the three Engel domains (rows) crossed with the four Ps (columns) give twelve cells, each

with a prompting question. The perpetuating column (shaded) is what treatment attacks; the protective column carries the

prognosis.

M N E M O N I C

PREDISPOSING · PRECIPITATING · PERPETUATING · PROTECTIVE

The four Ps, in time order: what made the person vulnerable (predisposing), what triggered it now

(precipitating), what keeps it going (perpetuating), and what helps (protective). Some schemes add

a fifth P for the presenting Problem itself; the core examinable set is four.

TRAP Confusing predisposing with precipitating, and forgetting protective. A long-standing trait

belongs under predisposing; the recent event that tipped the patient over belongs under

precipitating. Filing a recent job loss as "predisposing" is the classic slip. The equally common

error is omitting the protective column altogether, which is where prognosis and the patient's

own resources live.

3
BIOPSYCHOSOCIAL

DOMAINS (ENGEL: BIO,

PSYCHO, SOCIAL)

4
PS OF THE FORMULATION

(PREDISPOSING,

PRECIPITATING,

PERPETUATING,

PROTECTIVE)

12
CELLS IN THE GRID (THREE

DOMAINS BY FOUR PS)

1977
ENGEL'S

BIOPSYCHOSOCIAL PAPER

(SCIENCE)

18.4  The aetiological and the longitudinal formulations

Two further lenses that overlay the grid. The grid is the workhorse, but two related formats are

worth naming. The aetiological formulation is essentially the predisposing, precipitating and

perpetuating columns read as a causal chain of vulnerability, trigger and maintenance; the

classical teaching (Shorter Oxford; Companion to Psychiatric Studies) is that the perpetuating

causes are the usual target for treatment of the established illness, while the predisposing and

precipitating causes are the ones relevant to prevention. The longitudinal formulation (also called
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the developmental formulation) tells the story chronologically instead of by category: it traces the

patient's life epoch by epoch, showing how temperament, attachment, early adversity, later

stresses and current supports accumulated into the present presentation. In an Indian long case

the developmental history feeding this longitudinal account is a graded skill in its own right; the

descriptive-psychopathology vocabulary and the deeper psychometric theory that the interview

and mental state examination draw on are developed in the Psychometry, Assessment and

Descriptive Psychopathology notes. Both formats are just re-cuts of the same biopsychosocial

and four-Ps material, not new content to memorise.

18.5  From formulation to the management plan

The plan mirrors the grid. The formulation is not an academic flourish; it directly generates the

management plan, and it does so along the same two axes. Reading down the biopsychosocial

rows gives a plan that is itself biological, psychological and social (for example medication, a

specific psychotherapy, and a social or family intervention), which is why a good management

answer is structured biopsychosocially. Reading across the four Ps tells you what each part of the

plan is for: treatment concentrates on the perpetuating factors, because those are what is

keeping the patient unwell and are the most modifiable now; the protective factors are

deliberately mobilised and strengthened (engaging a supportive spouse, building on the patient's

motivation); and the predisposing and precipitating factors, largely historical, inform prevention

and relapse-planning rather than the acute plan. Where the presentation carries risk, the same

four Ps are applied to the risk itself (predisposing, precipitating, perpetuating and protective

factors for suicide), a formulation-driven approach developed with the suicide risk assessment

and the C-SSRS as used inside the MSE in the Somatic-symptom, sexual, impulse-control

disorders and suicide notes.

WO R K E D  E X A M P L E

A middle-aged man presents with a depressive episode (the diagnosis). The formulation:

predisposing, a family history of depression and perfectionistic, self-critical traits; precipitating, a

recent enforced redundancy; perpetuating, social withdrawal, rising alcohol use and escalating

marital conflict; protective, a supportive wife, no established alcohol dependence, and that he

sought help himself. The plan follows directly: an antidepressant and a review of alcohol use

(biological), cognitive behaviour therapy targeting the self-critical cognitions and withdrawal

(psychological), and couple work plus support with re-employment (social), aimed squarely at the

perpetuating column while mobilising the protective factors already present.
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G O O D  TO  R E M E M B E R

The principle: a formulation is the individualised, idiographic account of why this person has this

problem now, built by crossing Engel's three biopsychosocial domains with the four Ps; it partners

the diagnosis rather than replacing it, and it is a revisable hypothesis.

The one discriminator: predisposing = long-standing vulnerability ("why this person");

precipitating = the recent trigger ("why now"); perpetuating = what maintains it (the treatment

target); protective = strengths and resources (the prognosis and the plan's allies).

The one exam fact: perpetuating factors are the usual target of treatment while predisposing and

precipitating factors inform prevention (Shorter Oxford; Companion), and the model itself is

Engel's 1977 biopsychosocial approach.

H O L D  T H I S

A diagnosis names the category; the formulation crosses Engel's three domains (biological,

psychological, social) with the four Ps (predisposing, precipitating, perpetuating, protective) to

explain why this person is ill now, and the management plan then attacks the perpetuating

column and mobilises the protective column.

19 · The rating scales

A clinical interview describes a patient; a rating scale quantifies what the interview finds,

converting a symptom picture into a number that can be tracked, compared against a threshold,

and read against an evidence base. The rating scales are therefore not a substitute for the mental

state examination but its metric complement: the examination tells you a patient is depressed,

the scale tells you how depressed, and whether the treatment has moved the needle. On the paper

this is a compact, high-yield topic that rewards precise recall, because almost every question is of

one shape, name the scale for a construct, state who rates it, say how it is built, and give its

verified cut-off, and a single wrong number loses the mark.

How to use this page. Fix two cross-cutting distinctions first, since they organise the whole field:

whether an instrument is clinician-rated or self-report, and whether its job is screening,

diagnosis or severity and outcome measurement. Then work through the catalogue family by

family, the mood scales, the psychosis scales, the anxiety and OCD scales, the cognitive

instruments, and the global-functioning and outcome instruments, learning for each what it

measures, how it is structured, and its verified band or threshold expressed out of a possible

maximum. Finally learn the selection step, how to pick the right scale for the construct and the

setting. The instrument forms themselves are not reproduced here; each is gathered in the

accompanying catalogue and the scales appendix at the back, and the deeper machinery of

reliability, validity, sensitivity and specificity, standardisation and norms that decides whether

any of these numbers can be trusted is developed under reliability and validity above and, in full,

in the Psychometry, Assessment and Descriptive Psychopathology notes.

19.1  The two distinctions that sort every scale: who rates it, and what it is for

Classify a scale before you use it, along two axes. The first axis is the rater. A clinician-rated

(observer-rated) instrument is scored by a trained interviewer who applies clinical judgement to

anchored descriptions, so it captures signs the patient may not report and resists exaggeration, at
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the cost of time and the need for training and inter-rater reliability; the Hamilton scales, the

PANSS, the YMRS and the Y-BOCS are of this kind. A self-report (patient-rated) instrument is

completed by the patient, is quick and cheap, needs no trained rater and gives the patient's own

perspective, but depends on literacy, insight and candour and is vulnerable to over- or under-

reporting; the GAD-7, the PHQ-9 and the Beck inventories are of this kind. The second axis is

the purpose. A screening scale is a brief, high-sensitivity net cast over an unselected population to

flag possible cases for further assessment; a diagnostic instrument (typically a structured

interview such as the SCID or MINI) operationalises criteria to confirm or exclude a disorder;

and a severity and outcome scale, the largest group here, assumes the diagnosis is already made

and measures how ill the patient is and how that changes with treatment. The commonest error

on the paper is to blur these purposes, so hold them apart from the outset.

AXIS TYPE WHAT IT MEANS, AND THE

EXEMPLARS

Rater Clinician-rated Scored by a trained interview‐

er against anchors; captures

signs, resists faking; needs

training and inter-rater relia‐

bility (HAM-D, MADRS,

YMRS, PANSS, BPRS, HAM-

A, Y-BOCS)

Self-report Completed by the patient; fast,

cheap, gives the patient's view;

limited by literacy, insight and

candour (GAD-7, PHQ-9, BDI,

GDS)

Purpose Screening Brief, high-sensitivity case-find‐

ing in an unselected population;

a positive screen triggers fuller

assessment (GAD-7, AUDIT,

EPDS)

Diagnostic A structured interview opera‐

tionalising criteria to confirm or

exclude a disorder (SCID, MINI)

Severity / outcome Assumes the diagnosis; grades

severity and tracks change

with treatment (HAM-D,

MADRS, YMRS, PANSS, Y-

BOCS)

Every instrument in the catalogue sits at the crossing of a rater axis (clinician-rated versus self-report) and a purpose axis

(screening, diagnostic, or severity and outcome). Naming both for a given scale is half the answer.

RULE Rater and purpose first, number second. Before quoting a cut-off, state whether the scale is

clinician-rated or self-report and whether it screens, diagnoses or measures severity; a severity

scale grades an established diagnosis, it does not make one.
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19.2  The mood scales: HAM-D, MADRS and YMRS

Three severity scales carry the mood chapter: two for depression, one for mania, all

clinician-rated. The Hamilton Depression Rating Scale (HAM-D, HDRS; Hamilton, 1960) is the

oldest and most-used depression scale in trials. The original had 21 items, but Hamilton advised

counting only the first 17, so the 17-item version is standard, each item scored either 0 to 4 or 0

to 2, giving a total out of a possible 52. Scores at or below 7 mark remission; a widely used

severity scheme reads 8 to 13 as mild, 14 to 18 as moderate, 19 to 22 as severe and 23 and above

as very severe, and a response is conventionally a fall of at least half from baseline. Its known

weakness is a heavy loading of somatic and insomnia items, which can flatter sedating drugs. The

Montgomery Asberg Depression Rating Scale (MADRS; Montgomery and Asberg, 1979) answers

that weakness: a leaner 10-item clinician-rated scale, each item scored 0 to 6, giving a total out of

a possible 60, weighted toward psychological rather than somatic symptoms and expressly built

to be sensitive to change, which is why it is favoured as a primary antidepressant-trial outcome.

Here a score at or below 10 indicates remission and a score above 30 to 35 indicates severe

depression. For the manic pole the Young Mania Rating Scale (YMRS; Young and colleagues,

1978) is the gold standard: 11 clinician-rated items, seven scored 0 to 4 and four core items

(irritability, speech, thought content, and disruptive or aggressive behaviour) double-weighted 0

to 8, giving a total out of a possible 60, with remission usually set at 12 or below. Because a few

items can score modestly in euthymia, a "normal" YMRS is not necessarily zero. All three,

together with the HAM-D, MADRS and YMRS as applied at the bedside, belong with the Mood

disorders: classification, depressive and bipolar syndromes, neurobiology notes.

HAM-D (HDRS)

Clinician-rated depression severity; 17-item standard form, out of a possible 52; remission at or below

7; somatic-item heavy.

MADRS

Clinician-rated, 10 items each 0 to 6, out of a possible 60; psychologically weighted and change-

sensitive; remission at or below 10.

YMRS

Clinician-rated mania scale; 11 items, four double-weighted, out of a possible 60; gold standard for

manic severity; remission at or below 12.

P E A R L

When an examiner asks why the MADRS, not the HAM-D, is the modern antidepressant-trial

workhorse, the answer is its psychological weighting and superior sensitivity to change: three of

the seventeen HAM-D items are sleep items, so a sedating drug can lower the HAM-D without

truly lifting mood, a bias the MADRS largely escapes.

19.3  The psychosis scales: PANSS and BPRS

Two clinician-rated interviews grade psychotic symptom severity, one the modern standard,

one its parent. The Positive and Negative Syndrome Scale (PANSS; Kay, Fiszbein and Opler, late

1980s) is the gold-standard outcome measure in schizophrenia trials. It has 30 items across three

subscales, seven for positive symptoms (delusions, hallucinations), seven for negative symptoms
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(blunted affect, withdrawal, avolition), and 16 for general psychopathology, and each item is rated

on a seven-point anchored scale running from 1 (absent) to 7 (extreme). A subtle but examinable

point follows: because the floor of every one of the 30 items is 1, not 0, the total runs from a floor

at 30 up to a ceiling out of a possible 210, so the lowest possible PANSS is 30 rather than zero,

and there is no single official diagnostic cut-off, the scale being read as change and by subscale. It

is semi-structured, needs specific rater training, and takes roughly half an hour to forty minutes.

The Brief Psychiatric Rating Scale (BPRS; Overall and Gorham, 1962) is the older, shorter parent

from which the PANSS grew: 18 items covering both psychotic and non-psychotic symptoms,

each rated on a seven-point scale, giving a total out of a possible 126. Its strength is brevity; its

weakness is limited coverage of negative symptoms, the very gap the PANSS was designed to

close. The PANSS and BPRS in clinical use are developed with the Schizophrenia: clinical

features and phenomenology notes.

TRAP Quoting the PANSS minimum as zero. Every item is anchored at 1 for "absent", so a fully

asymptomatic patient still scores 30. The PANSS runs from 30 to a possible 210, and a "50

percent reduction" in a trial is measured from that floor, not from zero.

19.4  The anxiety and OCD scales: HAM-A, GAD-7 and Y-BOCS

One clinician-rated anxiety scale, one self-report screen, and the OCD gold standard. The

Hamilton Anxiety Rating Scale (HAM-A; Hamilton, 1959) is the clinician-rated severity and

outcome measure for generalised anxiety: 14 items, each scored 0 to 4, giving a total out of a

possible 56, split across psychic and somatic anxiety clusters. A total in the high teens (a

threshold near 17 to 18) marks clinically significant anxiety, and a common scheme reads up to

17 as mild, 18 to 24 as mild to moderate and 25 to 30 as moderate to severe. The GAD-7 (Spitzer

and colleagues, 2006) is its self-report counterpart, and the standard primary-care screen for

anxiety: seven items, each scored 0 to 3, giving a total out of a possible 21, with 5, 10 and 15

marking mild, moderate and severe, and a score at or above 10 the usual threshold to prompt

fuller assessment. For obsessive-compulsive disorder the Yale-Brown Obsessive Compulsive Scale

(Y-BOCS; Goodman and colleagues, 1989) is the undisputed gold standard: a 10-item semi-

structured scale (five items for obsessions, five for compulsions) rating time, interference, distress,

resistance and control, each 0 to 4, giving a total out of a possible 40 that is independent of

symptom content. Its bands are worth memorising, 0 to 7 subclinical, 8 to 15 mild, 16 to 23

moderate, 24 to 31 severe and 32 to 40 extreme, and a score at or above 16 is the threshold that

marks clinically symptomatic OCD in treatment trials. The Y-BOCS as used to track exposure

and response prevention belongs with the Anxiety, OCD and trauma-related disorders notes.

HAM-A

Clinician-rated anxiety severity; 14 items each 0 to 4, out of a possible 56; threshold for significance in

the high teens.

GAD-7

Self-report anxiety screen; 7 items each 0 to 3, out of a possible 21; screen-positive at or above 10

(bands at 5, 10, 15).

Y-BOCS

121

PSYCHIATRIC ASSESSMENT AND RATING SCALES PSYCHOTHERAPIES, CLINICAL ASSESSMENT, MSE AND NOSOLOGY



Semi-structured OCD gold standard; 10 items each 0 to 4, out of a possible 40; clinically symptomatic

at or above 16.

19.5  The cognitive instruments: MMSE and MoCA

Two brief cognitive screens, both scored out of a possible 30, differing in what they catch.

The Mini-Mental State Examination (MMSE; Folstein, Folstein and McHugh, 1975) is the classic

bedside cognitive screen: an 11-question instrument sampling five domains, orientation,

registration, attention and calculation, recall, and language, scored out of a possible 30 and taking

five to ten minutes. A score at or below 23 is the conventional threshold indicating cognitive

impairment. Its limitations are examinable: it is insensitive to frontal-executive and subcortical

deficits, shows a ceiling effect in the well-educated, and is confounded by low literacy and

language, so a normal MMSE does not exclude early or executive impairment. The Montreal

Cognitive Assessment (MoCA; Nasreddine and colleagues, 2005) was built precisely to catch

what the MMSE misses, mild cognitive impairment in people who score in the normal range on

the MMSE. It also runs out of a possible 30, adds executive, visuospatial and abstraction tasks,

and takes about ten minutes; the authors' recommended clinical cutoff is 26, meaning a score at

or above 26 is read as normal and below 26 as impaired, with one point added for twelve or fewer

years of education. As these are permission-required instruments, their domains and scoring are

set out on the accompanying scale plate rather than reproduced here.

TRAP Treating a normal MMSE as a normal cognition. The MMSE ceilings in educated patients and

barely samples executive function; a patient with early frontal or subcortical impairment can

score above 23 and still be impaired. Reach for the MoCA (cutoff 26) when mild or executive

impairment is the question.

30
MMSE AND MOCA

MAXIMUM (EACH SCORED

OUT OF A POSSIBLE 30)

23
MMSE AT OR BELOW THIS

INDICATES COGNITIVE

IMPAIRMENT

26
MOCA RECOMMENDED

CUTOFF (AT OR ABOVE 26

IS NORMAL)

16
Y-BOCS AT OR ABOVE

THIS MARKS CLINICALLY

SYMPTOMATIC OCD

I N D I A

Imported cognitive screens travel badly across India's languages and literacy levels, so the field re-

standardises rather than borrows. The Hindi Mental State Examination (HMSE) is the vernacular

adaptation of the MMSE for low-literacy Indian populations, and the NIMHANS

Neuropsychology Battery is the indigenous instrument set for deeper testing (verbal fluency,

working memory, set-shifting), alongside the PGI and AIIMS batteries. For disability itself India

has its own device: the Indian Disability Evaluation and Assessment Scale (IDEAS), developed by

the Indian Psychiatric Society's Rehabilitation Committee in 2002, scores four domains (self-care,

interpersonal activities, communication and understanding, and work) each 0 to 4 and, with

duration of illness, yields the global disability score used for statutory certification of mental

illness. The principle that a cut-off is only valid in the population its norms were drawn from is

developed in the Psychometry, Assessment and Descriptive Psychopathology notes, and the

statutory disability frame in the Mental health legislation and forensic psychiatry notes.
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19.6  The global-functioning and outcome instruments, and the substance, somatic and suicide

pointer

Beyond symptoms, three instruments grade global functioning and change. The Global

Assessment of Functioning (GAF) is a single clinician-rated number from 1 to a possible 100,

higher meaning better psychological, social and occupational functioning; it was the old DSM

Axis V. DSM-5 retired it as too unreliable and confounded by symptoms, replacing it with the

WHODAS 2.0 (the World Health Organization Disability Assessment Schedule, second edition), a

36-item instrument covering six domains, cognition, mobility, self-care, getting along with

people, life activities and participation, available in self, proxy and interviewer forms and

validated in Hindi. The Clinical Global Impression (CGI; ECDEU, 1976) is the pragmatic trial

workhorse: a clinician's global rating with a severity limb (CGI-S) and an improvement limb (CGI-

I), each on a simple one-to-seven scale, valued precisely because a single expert judgement often

tracks change as well as a long scale. Beyond these, the catalogue extends into families pointed to

elsewhere: for substances, the self-report AUDIT (out of a possible 40, screen-positive at or above

8) and CAGE belong with the Substance use disorders notes; the C-SSRS (the Columbia Suicide

Severity Rating Scale) for suicide-risk stratification, and the self-report PHQ-9 for depression in

primary care, belong with the suicide risk assessment and the C-SSRS as used inside the MSE in

the Somatic-symptom, sexual, impulse-control disorders and suicide notes.

19.7  The scale catalogue and how to pick the right scale (Step 5b)

Selection is a construct-to-instrument match, not a reflex. The final assessment step, choosing

an instrument, follows a fixed logic that the accompanying catalogue is built to serve. First name

the construct (which symptom dimension, and which disorder). Second name the purpose (to

screen, to diagnose, or to grade severity and track outcome). Third fix the setting and rater (a busy

clinic favours a brief self-report; a trial or a medicolegal assessment demands a trained clinician-

rated interview). Fourth match the population and language (a validated, locally normed

translation, never a raw import). Run those four filters and the instrument is usually determined:

to track a depressive episode in a trial, the MADRS; to grade mania, the YMRS; to measure

schizophrenia outcome, the PANSS; to follow OCD, the Y-BOCS; to screen anxiety in primary

care, the GAD-7; to screen cognition, the MMSE, or the MoCA when mild impairment is the

question. This is the discipline of scale selection, and being able to pick the right scale for the

construct and setting is exactly what the arc's Step 5b examines. The consolidated scale

catalogue below is the reference for that choice; the instrument forms themselves are

reproduced in the scales appendix.

SCALE CONSTRUCT

(DISORDER)

RATER STRUCTURE AND

TOTAL (OUT OF A

POSSIBLE N)

VERIFIED CUT-OFF

OR BAND

HAM-D Depression severi‐

ty (mood)

Clinician-rated 17 items; 52 Remission at or

below 7; mild 8–

13, moderate 14–

18, severe 19–22,

very severe 23+
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SCALE CONSTRUCT

(DISORDER)

RATER STRUCTURE AND

TOTAL (OUT OF A

POSSIBLE N)

VERIFIED CUT-OFF

OR BAND

MADRS Depression severi‐

ty, change-sensi‐

tive (mood)

Clinician-rated 10 items each 0–

6; 60

Remission at or

below 10; severe

above 30–35

YMRS Mania severity

(mood)

Clinician-rated 11 items, 4 dou‐

ble-weighted; 60

Remission at or

below 12; gold

standard for

mania

PANSS Schizophrenia

symptom severity

Clinician-rated 30 items each 1–7

(7+7+16); 210

Floor 30 (not 0);

read by change

and subscale, no

fixed cut

BPRS Psychotic and

non-psychotic

symptoms

Clinician-rated 18 items each rat‐

ed 1–7; 126

The older, briefer

parent of the

PANSS

HAM-A Anxiety severity

(GAD)

Clinician-rated 14 items each 0–

4; 56

Significant in the

high teens (near

17–18)

GAD-7 Anxiety screen Self-report 7 items each 0–3;

21

Screen-positive

at or above 10

(bands 5, 10, 15)

Y-BOCS OCD severity Either (semi-

structured)

10 items each 0–

4; 40

Symptomatic at

or above 16; 8–

15 mild, 16–23

moderate, 24–31

severe, 32–40

extreme

MMSE Global cognition

screen

Clinician-rated 11 questions, 5

domains; 30

Impairment at or

below 23

MoCA Mild cognitive

impairment

screen

Clinician-rated Multi-domain; 30 Normal at or

above 26; +1

point if 12 or

fewer years'

education

GAF Global

functioning

Clinician-rated Single rating; 100 Higher is better;

the retired DSM

Axis V

WHODAS 2.0 Disability and

functioning

Self / proxy /

interviewer

36 items, 6

domains

DSM-5 replace‐

ment for the GAF;

Hindi validated

CGI Global severity

and change

Clinician-rated CGI-S and CGI-I

limbs, 1–7 each

Pragmatic trial

workhorse

AUDIT Alcohol-use

screen (substance)

Self-report 10 items; 40 Screen-positive

at or above 8
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SCALE CONSTRUCT

(DISORDER)

RATER STRUCTURE AND

TOTAL (OUT OF A

POSSIBLE N)

VERIFIED CUT-OFF

OR BAND

C-SSRS Suicide risk (so‐

matic / suicide)

Clinician-rated Ideation and be‐

haviour subscales

Stratifies severity

of ideation and

behaviour

PHQ-9 Depression screen

(primary care)

Self-report 9 items each 0–3;

27

Bands at 5, 10,

15, 20; item 9

screens

suicidality

The rating-scale catalogue: for each instrument, its construct, rater, structure, and verified threshold. Every total is stated

out of its possible maximum; the mood, psychosis, anxiety and OCD rows cross-reference their disorder chapters.

RULE Match the construct, the purpose, the setting and the rater. The right scale is the one whose

construct fits the symptom, whose purpose fits the task (screen, diagnose, or track), and whose

format fits the clinic and the patient's language; a validated local translation always beats a raw

import.

WO R K E D  E X A M P L E

A man with schizophrenia and low mood is entering a clinic trial of an adjunctive antidepressant.

Selection runs the four filters. The primary construct is psychotic symptom severity in a trial by a

trained rater, so the PANSS. The secondary construct is comorbid depression, needing a scale that

does not double-count psychotic items, so a self-report such as the PHQ-9 or BDI rather than the

somatic-heavy HAM-D. Global change for the sponsor is captured cheaply by the CGI-I, and

cognition, if adjunctive effects are a concern, by the MoCA rather than the MMSE. Four

instruments, each chosen because its construct, purpose, rater and format fit, not because it is

familiar.

G O O D  TO  R E M E M B E R

The principle: a rating scale quantifies a construct an interview has already identified, and every

one is defined by four facts, its rater (clinician-rated or self-report), its purpose (screening,

diagnostic, or severity and outcome), its structure, and its verified threshold stated out of a

possible maximum.

The one discriminator: mood is HAM-D and MADRS for depression (MADRS the change-

sensitive, less somatic one) and the YMRS for mania (all out of a possible 60 except the HAM-D's

52); psychosis is the PANSS (floor 30, up to a possible 210) and its parent the BPRS; anxiety and

OCD are the HAM-A, the self-report GAD-7 and the Y-BOCS; cognition is the MMSE (impairment

at or below 23) and the MoCA (normal at or above 26), both out of a possible 30.

The one exam fact: the two cognitive cut-offs are the crunch, MMSE 23 or below indicates

impairment and the MoCA cutoff is 26, both scored out of a possible 30, and the MoCA exists to

catch the mild and executive impairment the MMSE ceilings past.
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H O L D  T H I S

Classify every scale by rater (clinician-rated versus self-report) and purpose (screen, diagnose, or

track severity) before quoting its number, and memorise the crunch cut-offs out of their possible

maxima: HAM-D remission at or below 7 (out of a possible 52), MADRS remission at or below 10

and YMRS at or below 12 (each out of a possible 60), PANSS floored at 30 (up to a possible 210),

Y-BOCS symptomatic at or above 16 (out of a possible 40), and the cognitive pair, MMSE

impaired at or below 23 and MoCA normal at or above 26 (each out of a possible 30).

20 · Reliability and validity

Every rating scale in this chapter, and every scale reproduced in the consolidated appendix, is

only as trustworthy as its psychometric properties, and the two that decide whether a score

means anything are reliability and validity. The examiner tests this in the plainest possible form:

reliability is consistency, validity is accuracy, and the candidate who can hold those two ideas

apart, and state how each is measured, has the marks. This page teaches the properties as they

bear on the practical question a clinician actually faces, which is whether to believe a number a

scale has produced, and whether to reach for that scale in the first place.

How to use this page. Fix the headline distinction first, because it is the single commonest

confusion on the paper: a scale can be perfectly reliable and still be invalid, but it can never be

valid without first being reliable. Then learn the forms each property takes, since the exam

rewards the specific names, the four kinds of consistency and the families of accuracy, not a

vague gesture at "the scale is good". Finally see how these ideas become sensitivity and

specificity and the predictive values when the instrument is a screening test, and how a raw

score means nothing until standardisation and norms give it a reference point. The deep theory

underneath all of this, the mathematics of factor analysis, the mechanics of test construction and

item analysis, and standardisation in full, is developed in the Psychometry, Assessment and

Descriptive Psychopathology notes; here the treatment is kept to what governs choosing and

reading a clinical scale.

20.1  The two questions a scale must answer: consistency and accuracy

Reliability asks "is it consistent?"; validity asks "is it measuring the right thing?". Reliability is

the reproducibility of a score: the degree to which the same instrument gives the same answer on

the same unchanged subject, across occasions, across raters, or across the items within it. It is

quantified as a correlation coefficient running from 0.00, meaning no reliability at all, to 1.00,

meaning perfect reproducibility, and it is a property not of the test in the abstract but of the test

scores as produced in a particular sample. Validity is a different and higher demand: the degree to

which the score actually corresponds to the construct, the diagnosis or the trait it was built to

measure, that is, its accuracy. Reliability is a necessary but not a sufficient quality of a useful scale;

a scale must be consistent before it can be believed, but consistency alone never guarantees that

what it consistently measures is what you wanted. The classic image, drawn in the accompanying

figure, is the marksman: reliability is a tight grouping of shots, validity is a grouping centred on

the bullseye, and a tight cluster in the wrong corner is the very picture of a reliable but invalid

instrument.
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RULE Reliability is consistency; validity is accuracy. Reliability asks whether the scale gives the same

answer twice; validity asks whether that answer is the truth. Get the two words the right way

round and most of this topic is already won.

20.2  The forms of reliability: four ways to test consistency

Consistency is checked across time, across raters, and across items. There are four standard

estimates, and the exam expects them by name and by what source of error each one probes. Test-

retest reliability administers the same scale to the same people on two separate occasions and

correlates the two sets of scores; the resulting coefficient of stability captures consistency across

time, and the interval matters, a fortnight being appropriate for a fluctuating state such as

depression but a longer gap for a stable trait such as a personality dimension. Inter-rater

reliability asks whether two or more clinicians scoring the same patient arrive at the same rating,

and is the critical property for any clinician-administered instrument; it is reported as a Kappa

coefficient for categorical judgements or an intra-class correlation for continuous scores, with

Kappa above 0.70 counted as excellent agreement. Internal consistency asks whether the items

of a scale hang together and measure a single underlying dimension, and is expressed as

Cronbach's alpha (coefficient alpha), which is mathematically the average of every possible split-

half of the test; a clinically usable scale should reach an alpha of 0.80 or higher, nearer 0.90 in

practice. The split-half method is the older single-administration version of the same idea: the

items are divided, usually odd against even, the two halves correlated, and the value corrected

upward for the full test length by the Spearman-Brown formula.

Test-retest reliability

Same scale, same people, two occasions, correlated. The coefficient of stability, capturing consistency

over time. Its error source is time sampling.

Inter-rater reliability

Agreement between two or more raters scoring the same subject. Kappa (categorical) or intra-class

correlation (continuous). The key property of a clinician-rated scale.

Internal consistency

The degree to which items measure one dimension, indexed by Cronbach's alpha, the mean of all

possible split-halves. Its error source is content sampling.

Split-half

A single-administration internal-consistency estimate: correlate one half of the items (odd against

even) with the other, then correct with the Spearman-Brown formula.
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ESTIMATE WHAT CONSISTENCY IT CHECKS STATISTIC AND BENCHMARK

Test-retest Stability of the score across time

(same test, two occasions)

Correlation (coefficient of sta‐

bility); interval must suit state

versus trait

Inter-rater Agreement between different

raters scoring one subject

Kappa or intra-class correla‐

tion; Kappa above 0.70 is

excellent

Internal consistency Whether items cohere as one

dimension

Cronbach's alpha; 0.80 or high‐

er for clinical use

Split-half Coherence, from a single sitting

(halves compared)

Half-test correlation,

Spearman-Brown corrected

The four standard reliability estimates: test-retest checks consistency across time, inter-rater across observers, and

internal consistency and split-half across the items themselves.

20.3  The forms of validity: from surface appearance to the underlying construct

Validity is a ladder from what a test looks like to what it truly measures. The families run

from the weakest to the strongest form of evidence. Face validity is the most superficial: whether

the scale simply looks, to the person taking it, as though it measures what it claims. It is not a

technical property at all but a matter of acceptability, and its real value is that a test which looks

relevant keeps the patient engaged and cooperative. Content validity is the first substantive form:

whether the items are a representative sample of the whole behavioural domain being measured,

so that an anxiety scale with no item on worry has a content gap; it is judged by expert consensus

rather than by statistics. Criterion validity correlates the scale against an external, independent

gold-standard measure of the same thing, and comes in two time-framed subtypes. Concurrent

validity takes the criterion at the same moment (validating a new brief scale against an

established one administered together), while predictive validity takes the criterion in the future

(whether today's score forecasts a later outcome, such as response to treatment). Construct

validity is the most comprehensive: whether the scale genuinely captures the abstract,

unobservable construct, the "depression" or "hopelessness" itself. It is built from two

complementary strands, convergent evidence, that the scale correlates with other measures of the

same construct, and discriminant validity (divergent validity), that it does not correlate with

measures of unrelated constructs. Campbell and Fiske's 1959 multitrait-multimethod matrix was

designed to demonstrate both at once, and Cronbach and Meehl (1955) argued that construct

validity ultimately subsumes the others.

Face validity

Whether the test superficially appears to measure what it claims. A matter of acceptability and rapport,

not a technical index.

Content validity

Whether the items representatively sample the full behavioural domain. Judged by expert consensus;

non-statistical.

Criterion validity

Correlation of the scale with an external gold-standard criterion of the same variable.
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Concurrent validity

Criterion measured at the same time as the test (a new scale validated against an established one).

Predictive validity

Criterion measured later; whether the score forecasts a future outcome.

Construct validity

Whether the scale captures the abstract trait it targets, evidenced by convergent and discriminant

findings.

FAMILY THE QUESTION IT ANSWERS HOW IT IS ESTABLISHED

Face Does it look like it measures the

right thing?

Subjective appearance to the

test-taker; secures coopera‐

tion, not proof

Content Do the items cover the whole

domain?

Expert consensus that the

items sample the construct

fully

Concurrent Does it agree with a present gold

standard?

Correlate with an established

criterion measured at the same

time

Predictive Does it forecast a future

outcome?

Correlate today's score with a

criterion obtained later

Convergent Does it track other measures of

the same construct?

High correlation with scales of

the same trait

Discriminant Does it stay clear of unrelated

constructs?

Low correlation with scales of

different traits (Campbell and

Fiske, 1959)

The families of validity, from the surface (face) inward to the construct. Concurrent and predictive are the two subtypes of

criterion validity; convergent and discriminant are the two strands of construct validity.

20.4  The cardinal relationship: reliable without valid, never valid without reliable

Reliability is necessary but not sufficient for validity. This is the single most examined line on

the topic, and it works in one direction only. A scale can be entirely reliable and yet invalid: if it

consistently measures the wrong thing, it will give reproducible, stable, internally coherent scores

that simply do not correspond to the intended construct. The bathroom scale that reads three

kilograms heavy on every single weighing is perfectly reliable and perfectly wrong; a "depression"

questionnaire whose items in fact tap anxiety will show a handsome alpha and good test-retest

stability while failing to measure depression at all. The converse, however, is impossible. A scale

whose scores scatter unpredictably from one occasion to the next, or on which raters cannot

agree, cannot line up with any true criterion, because its own noise swamps any signal;

unreliability sets a ceiling on validity. So reliability is the gatekeeper: it must be present for

validity to be even attainable, but its presence never certifies validity on its own.
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WO R K E D  E X A M P L E

A team builds a brief "burnout" scale from items that, on inspection, mostly ask about low mood

and poor sleep. On piloting it performs beautifully on every reliability index: Cronbach's alpha is

0.91, and the two-week test-retest correlation is 0.86. Reassured, they deploy it, and it flags half the

workforce as burned out. The scores are consistent, but they are consistently measuring

depression, not burnout: high reliability, poor construct validity. The consistency was real and told

them nothing about whether the right thing was being measured. Only a validity study, correlating

the scale against an accepted burnout criterion and showing it diverges from a depression measure,

would have caught the error.

TRAP Reading high reliability as proof the scale works. A stellar alpha and a strong test-retest

coefficient show only that the instrument is consistent, not that it measures the intended

construct. A reliable scale can be reliably wrong; never let reproducibility stand in for accuracy.

20.5  Sensitivity and specificity and the predictive values of a screening scale

When the scale is a screen, validity is expressed as diagnostic accuracy. A screening

instrument is judged against a diagnostic gold standard, and its accuracy is carried by two

numbers. Sensitivity is the proportion of people who truly have the condition that the test

correctly flags positive, its true-positive rate; a sensitive test misses few genuine cases, that is, it

produces few false negatives. Specificity is the proportion of people who truly do not have the

condition that the test correctly clears, its true-negative rate; a specific test raises few false alarms,

that is, few false positives. Crucially, sensitivity and specificity are intrinsic properties of the test

and do not change with how common the disorder is. The predictive values do change. The

positive predictive value is the proportion of those who screen positive who genuinely have the

condition, and the negative predictive value the proportion of those who screen negative who

genuinely do not; both depend heavily on the base rate, so that even an accurate test, applied

where the disorder is rare, throws up many false positives and a disappointing positive predictive

value. This is why a screen is deliberately tuned for high sensitivity, to catch every possible case

and accept some false positives, leaving a later confirmatory assessment to weed them out.

INDEX WHAT IT MEASURES CLINICAL READING

Sensitivity Of those with the disorder, the

share the test flags positive

High sensitivity means few

false negatives; good for ruling

out

Specificity Of those without the disorder,

the share the test clears negative

High specificity means few

false positives; good for ruling

in

Positive predictive value Of those who screen positive,

the share who truly have it

Falls as the disorder gets rarer

(base-rate dependent)

Negative predictive value Of those who screen negative,

the share who truly lack it

Rises as the disorder gets rarer

(base-rate dependent)

Sensitivity and specificity are fixed properties of the test; the predictive values shift with prevalence. A screen favours

sensitivity so as to miss no case, at the cost of false positives.
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M N E M O N I C

SnNout · SpPin

SnNout: a highly Sensitive test, when Negative, rules the diagnosis out (few false negatives, so a

negative result is trustworthy). SpPin: a highly Specific test, when Positive, rules the diagnosis in

(few false positives, so a positive result is trustworthy). Screening leans on SnNout; confirmation

leans on SpPin.

20.6  Standardisation and norms: giving a raw score its meaning

A raw score is meaningless until it is referenced. Standardisation has two limbs. The first is

procedural: administering and scoring the instrument under fixed, uniform conditions for every

test-taker, so that a score reflects the person and not the circumstances of testing. The second is

the normative reference: establishing, from a large representative standardisation sample, the

distribution of scores in the population, which becomes the yardstick against which any

individual raw score is read. Those reference data are the norms, the average performance of the

standardisation sample, and a raw number is converted into a derived score (a percentile, a z-

score, a standard score) to locate the person within them. This is norm-referencing, comparing a

person to a group; it is distinct from criterion-referencing, comparing a person to a fixed

performance standard irrespective of others. The practical corollary is the one that catches

candidates out: a cut-off is only valid in the population from which its norms were drawn, which

is exactly why an imported threshold cannot be lifted wholesale into a different population.

I N D I A

This is where standardisation stops being academic in Indian practice. A scale developed and

normed in a Western sample carries Western norms and cut-offs that travel poorly across India's

languages, literacy levels and idioms of distress, so before an imported instrument is used it must

be translated and back-translated, its reliability and validity re-established, and fresh norms

generated on an Indian standardisation sample. The indigenous test-development tradition at

NIMHANS and AIIMS exists for precisely this reason, and the Hindi Mental State Examination,

built as a culturally and linguistically adapted screen for low-literacy Indian populations, is the

standard worked example of a scale re-standardised rather than borrowed. The general principle

holds across the rating-scale catalogue: a cut-off is only as good as the population it was normed

on.

P E A R L

Sensitivity and specificity describe the test; predictive values describe the test in a population.

When an examiner says a screen "performs poorly" in primary care despite good published

sensitivity, the answer is almost always the low base rate dragging down the positive predictive

value, not a flaw in the instrument.
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0.80
MINIMUM CRONBACH'S

ALPHA (INTERNAL

CONSISTENCY) FOR

CLINICAL USE, NEARER

0.90 PREFERRED

0.70
KAPPA ABOVE WHICH

INTER-RATER AGREEMENT

IS RATED EXCELLENT

4
VALIDITY FAMILIES: FACE,

CONTENT, CRITERION,

CONSTRUCT

1.00
A PERFECT RELIABILITY

OR VALIDITY COEFFICIENT

(0.00 = NONE AT ALL)

G O O D  TO  R E M E M B E R

The principle: a scale's worth rests on its psychometric properties, reliability (consistency, checked

by test-retest, inter-rater, internal consistency with Cronbach's alpha, and split-half ) and validity

(accuracy, running from face and content through criterion, both concurrent and predictive, to

construct with its convergent and discriminant strands).

The one discriminator: reliability is consistency, validity is accuracy; a scale can be reliable

without being valid, but never valid without being reliable, because reliability is necessary but not

sufficient for validity.

The one exam fact: for a screening scale, sensitivity and specificity are fixed properties of the test,

while the positive and negative predictive values depend on prevalence, so a screen is tuned for

high sensitivity (SnNout) and its false positives are cleared by later confirmation.

H O L D  T H I S

Reliability is consistency and validity is accuracy: a scale can be reliable without being valid but

never valid without being reliable, because reliability is necessary but not sufficient for validity,

and when the scale is a screen its sensitivity and specificity are intrinsic to the test while its

predictive values swing with the base rate.

21 · Neuropsychological and projective testing

Beyond the bedside cognitive screen sits a second tier of assessment that the psychiatrist rarely

administers but must be able to order, read and act on: the formal psychological tests run by the

clinical psychologist. Three families are examined. Projective testing probes the latent,

unconscious layers of personality through ambiguous stimuli; neuropsychological testing maps

cognition onto brain structure and quantifies deficit; and intelligence testing yields a

standardised, norm-referenced index of general ability. The examinable marks here are the

named instruments and who devised them, the two or three high-yield numbers, the one

indication each family answers, and, for the projective tests, the long-running argument over

whether their psychometric properties justify their use at all.

How to use this page. Keep it compact and comparative: this is a map of what each test does and

when to reach for it, not a manual for administering it. The deep theory underneath, reliability

against validity, standardisation, norming, test construction and factor analysis, together with the

descriptive-psychopathology vocabulary these interviews rest on, is developed in the

Psychometry, Assessment and Descriptive Psychopathology notes; the bedside cognitive

examination of the higher mental functions, with the MMSE, the MoCA and the frontal tests, is

the screen these batteries extend, covered in its own topic above. Here we cover the formal,

psychologist-administered instruments that sit one step beyond that screen.
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21.1  Projective testing: the projective hypothesis and its instruments

An ambiguous stimulus becomes a screen for the self. The projective hypothesis holds that

when a person is shown an unstructured, ambiguous stimulus that permits an almost unlimited

range of responses, what they produce is shaped by their own needs, thoughts and conflicts, so

the stimulus acts as a blank screen onto which personality is projected (Kaplan and Sadock CTP

2024). Projective tests are therefore indirect, broad-band measures of personality as a whole,

aimed at latent and unconscious material, and because the patient cannot see how a response will

be scored they are relatively hard to fake, in deliberate contrast to the structured, self-report

objective inventories (the true or false items of the MMPI and its kin). Four instruments carry the

tradition. The Rorschach inkblot test, devised by the Swiss psychiatrist Hermann Rorschach

around 1921, presents ten symmetrical inkblot cards, some coloured and some achromatic, and

asks only "what might this be?"; responses are coded by location, determinant and content, with

five competing pre-Exner scoring systems (Beck, Hertz, Klopfer, Piotrowski and Rapaport) and

Exner's Comprehensive System, which synthesised them, the most widely used and best

researched. The Thematic Apperception Test (the TAT), developed by Morgan and Murray in

1935, shows a set of around twenty ambiguous picture cards and asks the patient to tell a story

for each, what is happening, what led up to it, what the figures feel and how it will end, revealing

recurrent themes, needs and object relations. The sentence-completion test is the most direct,

semi-projective member: the patient finishes incomplete stems ("My greatest fear is..."), and

Rotter's and Sacks' forms are the standard versions. The Draw-A-Person and House-Tree-Person

drawing tests round out the set.

PROJECTIVE TEST STIMULUS AND TASK WHAT IT IS TAKEN TO TAP

Rorschach inkblot test Ten symmetrical inkblot cards,

coloured and achromatic; "what

might this be?"

Perceptual organisation, reali‐

ty-testing, thought disorder,

affect (Exner scoring)

Thematic Apperception Test

(TAT)

Around twenty ambiguous pic‐

ture cards; make up a story for

each

Dominant needs, motives, ob‐

ject relations and recurrent

conflictual themes

Sentence-completion test Incomplete sentence stems fin‐

ished by the patient (Rotter,

Sacks)

Attitudes, conflicts and con‐

cerns, elicited semi-directly

Draw-A-Person / House-Tree-

Person

Free drawing of a human figure

(or house, tree, person)

Self-image and body-image;

weakest psychometrically

The four classic projective instruments, from the most to the least researched; all rest on the single projective hypothesis

(Kaplan and Sadock CTP 2024; Clinical Methods in Psychiatry, AIIMS 2024).

RULE The projective hypothesis is the whole logic. The stimulus is deliberately ambiguous so that

structure comes from the patient, not the card; the response is read as a projection of latent

personality. Kill the ambiguity and you kill the test, which is why these are unstructured, broad-

band and interpreted, never scored like a true-or-false inventory.
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21.2  The psychometric debate over projective tests

Rich clinically, contested psychometrically. The recurring examination and viva point is that

projective tests trade measurement rigour for clinical depth. Reliability and validity are, for most

of the set, modest to poor: several Rorschach interpretive systems have unproven validity, and

the sentence-completion tests and figure drawings largely lack the reliability and validity studies

to support them and are easy to fabricate or distort (Kaplan and Sadock CTP 2024). Scoring and

interpretation are time-consuming and examiner-dependent, so two clinicians may read the same

protocol differently. Against that, the Rorschach remains the most-researched projective device,

standardised administration under Exner's system improved its reproducibility, and the Society

for Personality Assessment issued a formal 2005 statement defending its place in clinical and

forensic use; many clinicians still combine it with the TAT in a personality workup. The

defensible summary is that a projective finding is a hypothesis-generating clue to be

corroborated, valuable alongside interview and objective testing, never a stand-alone diagnostic

verdict.

TRAP Confusing reliability with validity. Reliability is consistency, the same result on repeat or

across raters; validity is accuracy, whether the test measures what it claims. A projective test can

be made more reliable by standardising the scoring (as Exner did) and still remain of doubtful

validity for the trait inferred. The two are separate hurdles, and a test can clear one while failing

the other.

P E A R L

Read a projective sign the way you read a raised inflammatory marker: it flags that something may

be there and points you where to look, but it does not name the illness. The moment a Rorschach

response or a drawing is quoted as if it were the diagnosis, the test has been over-read.

21.3  Neuropsychological testing: the batteries and what they add over the bedside screen

Cognition mapped onto the brain, and quantified. A neuropsychological test is a task

designed to measure a specific cognitive function known to depend on a particular brain

structure or pathway, used to detect, localise and quantify impairment after injury or illness

(Clinical Methods in Psychiatry, AIIMS 2024). The field organises around two approaches: the

fixed, standardised battery, which runs every patient through the same comprehensive set, and

the flexible, hypothesis-testing approach, which selects tests to answer a specific referral question.

Two fixed batteries are the classic named pair. The Halstead-Reitan Neuropsychological Battery is

the comprehensive empirical battery that yields an impairment index and speaks to the presence,

lateralisation and localisation of cortical dysfunction; the Luria-Nebraska Neuropsychological

Battery operationalises Luria's qualitative, functional-systems method into standardised clinical

scales. Alongside the batteries sit domain-specific tests the examiner should recognise: the

Wisconsin Card Sorting Test for set-shifting and executive control, the Trail Making and Stroop

tests for attention and interference, verbal fluency (the COWA), the Rey Auditory-Verbal

Learning Test and the Wechsler Memory Scale for verbal memory, and the Benton Visual

Retention Test and the Bender Gestalt test for visuoconstructive ability. What all of this adds over

the bedside cognitive screen is decisive: where the MMSE or MoCA return a single number that
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ceilings out in mild or focal disease, a battery returns a normed, multi-domain cognitive profile

with lateralising and localising value, sensitive to the subtle deficits of early dementia, head injury

and ADHD, and usable for rehabilitation planning, disability certification and research.

FIXED BATTERY TRADITION CHIEF CLINICAL YIELD

Halstead-Reitan Comprehensive, empirically de‐

rived American battery

Impairment index; presence,

lateralisation and localisation

of cortical dysfunction

Luria-Nebraska Standardisation of Luria's func‐

tional-systems method

Profile of clinical scales across

motor, language, memory and

executive systems

The two classic fixed neuropsychological batteries; both are administered whole and read against norms, in contrast to

the flexible hypothesis-testing approach (AIIMS 2024).

I N D I A

Western cut-offs and norms travel poorly across Indian languages and schooling, so an indigenous

neuropsychological tradition was built to replace them. The NIMHANS Neuropsychological

Battery (Rao and colleagues, 2004) comprises nineteen tests standardised for Indian adults with

norms for ages sixteen to sixty-five, adapted from the Halstead-Reitan model, and now has parallel

batteries for children and for the elderly. The AIIMS Comprehensive Neuropsychological Battery

in Hindi (Gupta and colleagues, 2000) is built on Luria-Nebraska principles, runs to one hundred

and sixty items across ten basic scales with norms for ages fifteen to eighty, and is used to lateralise

and localise lesions. The PGI Battery of Brain Dysfunction and the widely used PGI Memory Scale

complete the core Indian repertoire, keeping the assessment valid in the settings where the

imported batteries are not.

21.4  Intelligence testing: the Wechsler scales and the concept of IQ

General ability, expressed against same-age peers. An intelligence test is a norm-referenced

instrument that samples a broad range of verbal and performance tasks and compares the

person's score against a same-age reference group. The clinical workhorses are David Wechsler's

scales, the WAIS for adults, the WISC for children and the WPPSI for the preschool years, each

giving verbal and performance indices and a full-scale intelligence quotient. The Stanford-Binet,

Terman's revision of the original Binet-Simon scale, is the other historic lineage, and Raven's

Progressive Matrices offers a largely non-verbal, culture-reduced estimate. The concept of IQ

itself has shifted. The original ratio IQ was the ratio of mental age to chronological age multiplied

by a hundred, which broke down in adulthood once mental age plateaus. Modern scales use the

deviation IQ instead: scores are treated as normally distributed and centred on 100 with a

standard deviation near 15, so the number expresses how far a person stands from the

population average rather than any age ratio.

Ratio IQ

The historic formula: mental age divided by chronological age, multiplied by a hundred. Serviceable in

childhood, invalid in adults once mental age ceases to rise.

Deviation IQ
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The modern standard: a standard score placing the person on a normal distribution centred on 100

with a standard deviation near 15 (Wechsler). It expresses relative standing, not an age quotient.

I N D I A

Indian intelligence testing runs on adapted and indigenous scales: the Binet-Kamat Test, Malin's

Intelligence Scale for Indian Children (MISIC), Bhatia's Battery of Performance Tests of

Intelligence and the Seguin Form Board are in routine use, and the Vineland Social Maturity Scale

(VSMS) is the adaptive measure drawn on for disability certification in intellectual disability. As

with the neuropsychological batteries, the point is to keep the norm relevant to the population

being tested.

10
RORSCHACH INKBLOT

CARDS (HERMANN

RORSCHACH)

100
DEVIATION-IQ MEAN,

WITH A STANDARD

DEVIATION NEAR 15

19
TESTS IN THE NIMHANS

NEUROPSYCHOLOGICAL

BATTERY

5
PRE-EXNER RORSCHACH

SCORING SYSTEMS,

SYNTHESISED BY EXNER

G O O D  TO  R E M E M B E R

The principle: projective tests read latent personality off an ambiguous stimulus (the projective

hypothesis) and are psychometrically weak; neuropsychological and intelligence tests are norm-

referenced, quantified batteries that add a standardised, multi-domain profile the bedside screen

cannot give.

The discriminator: projective = unstructured, unconscious, contested validity (Rorschach's ten

inkblots, Exner scoring; the TAT's picture-story cards); neuropsychological = brain-behaviour, fixed

against flexible battery (Halstead-Reitan and Luria-Nebraska); intelligence = norm-referenced

ability, the Wechsler deviation IQ centred on 100 with a standard deviation near 15.

The one exam fact: the Rorschach has ten symmetrical inkblot cards (Hermann Rorschach,

around 1921) and the modern deviation IQ is centred on 100 with a standard deviation near 15,

replacing the old mental-age ratio.

H O L D  T H I S

Three test families, three anchors: projective testing reads latent personality off an ambiguous

stimulus by the projective hypothesis and is rich but psychometrically shaky (the Rorschach's ten

inkblots under Exner scoring, the TAT's story cards); neuropsychological testing maps and

quantifies cognition through a fixed or flexible battery (Halstead-Reitan, Luria-Nebraska, and in

India the nineteen-test NIMHANS battery); and intelligence testing places general ability on a

normal curve centred on 100 with a standard deviation near 15 via the Wechsler deviation IQ.

Nosology and cross-cutting clinical issues

22 · The principles of psychiatric classification and the diagnostic process

Every diagnosis a psychiatrist makes rests on a classification, a shared system that carves the

continuous mess of human distress into named categories. This page teaches the principles of

psychiatric classification and the diagnostic process that runs on top of them: why we classify

at all, where our systems came from, the concepts that hold a classification together, how a

clinician actually reaches a diagnosis, and how we judge whether a diagnostic label is any good.
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The examiner tests this as pure understanding rather than fact-recall, so the marks go to the

candidate who can say what a classification is for, hold reliability apart from validity, and place

the modern systems in the arc that produced them.

How to use this page. Fix the historical spine first, because almost every examinable idea here is

a response to a historical problem: Kraepelin's two-disease dichotomy founded the field, the

reliability of diagnosis collapsed in mid-century, and the operational turn of the nineteen-

seventies and -eighties was the cure. Then learn the purposes of classification, the building

concepts (category, prototype, the polythetic criteria set, the hierarchy, comorbidity), the

categorical-versus-dimensional debate, and finally the diagnostic process and the validators that

certify a diagnosis. The deep psychometric theory beneath reliability and validity, factor analysis,

test construction and standardisation, belongs to the Psychometry, Assessment and Descriptive

Psychopathology notes; here the treatment stays at the level of the classification and the clinical

act of diagnosing.

22.1  The history of classification: from Kraepelin to the operational turn

Modern diagnosis begins with a clinician who watched the course of illness. The history of

classification is the story of psychiatry trying, and repeatedly failing, to carve nature at its joints.

Philippe Pinel enumerated four broad forms of madness in the early nineteenth century, but the

pivotal figure is Emil Kraepelin, who placed the diagnostic interest of psychiatry at the bedside,

on the course and outcome of the illness rather than on theory or anatomy. On that basis, in the

sixth edition of his textbook, he drew the great dichotomy that still structures psychiatry:

dementia praecox, a deteriorating disorder of thought later renamed schizophrenia by Bleuler, set

against manic-depressive insanity, a periodic disorder of mood with a comparatively good

prognosis. Kraepelin erected a firewall between the two that survives, as major depression against

schizophrenia, in every system since.

The twentieth century then split into two traditions. American psychiatry, under psychoanalytic

influence, produced the theory-laden DSM-I and DSM-II, and interest in diagnosis waned. The

corrective was the neo-Kraepelinian revival at St Louis, which insisted that psychiatry return to

describable, verifiable clinical syndromes. Its instrument was the operational criteria set: an

explicit, rule-bound definition specifying exactly which and how many symptoms are required, so

that two clinicians applying it to the same patient reach the same diagnosis. Eli Robins and

colleagues published such operational criteria in 1972 (the Feighner criteria), Spitzer's group

turned them into the Research Diagnostic Criteria, and in 1980 the revolutionary DSM-III

operationalised almost every diagnosis at once, stripping out psychoanalytic theory. That

operational turn, not any new discovery about the brain, is the single most important event in the

modern history of classification. The accompanying figure sets out this spine from Pinel to the

present.
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MILESTONE FIGURE AND DATE WHAT CHANGED

The great dichotomy Kraepelin, 1899 Course and outcome split psy‐

chosis into dementia praecox

and manic-depressive insanity

The name "schizophrenia" Bleuler, 1908 Recast dementia praecox as a

less deteriorating, any-age

disorder

Psychoanalytic era DSM-I 1952, DSM-II 1968 Theory-laden, unreliable; diag‐

nosis fell into disrepute

Operational criteria Feighner et al, 1972 Explicit rule-bound criteria for

research; the neo-Kraepelinian

instrument

The operational turn DSM-III, 1980 Operationalised almost every

diagnosis; removed psychoana‐

lytic theory

The current systems DSM-5 2013; ICD-11 in effect

2022

Harmonised metastructure, hy‐

brid categorical-dimensional

The historical spine of psychiatric classification. The pivot is the operational turn: a fix for unreliability, not a discovery

about aetiology.

Why the operational turn was needed: the reliability crisis. Through the nineteen-fifties and -

sixties, studies of ordinary clinical practice found the reliability of diagnosis to be alarmingly

poor. In a much-cited English study, five experienced raters who had agreed their criteria

beforehand still reached only about 46% average agreement on the presence of a symptom,

barely better than a coin toss. Two forces drove this: information variance (clinicians eliciting

different facts) and criterion variance (clinicians applying different thresholds to the same facts).

The transatlantic mismatch, in which American psychiatrists diagnosed schizophrenia where the

British saw mania, and the notoriety of pseudopatients admitted and labelled on a single

reported symptom, made the crisis public. The remedy was twofold, and it is the examinable pair:

the structured interview attacked information variance by fixing what is asked, and the operational

criteria set attacked criterion variance by fixing the threshold. Together they transformed

reliability, so that in skilled hands a psychiatric diagnosis is now as reproducible as clinical

judgements elsewhere in medicine.

RULE Operationalisation was a cure for unreliability, not for uncertain validity. Fixing the criteria

(DSM-III) made clinicians agree; it did not prove the agreed-upon categories were real diseases.

Reliability was bought; validity was not.

1899
KRAEPELIN'S DICHOTOMY:

DEMENTIA PRAECOX

VERSUS MANIC-

DEPRESSIVE INSANITY

1980
DSM-III, THE OPERATIONAL

TURN THAT FIXED

CRITERION VARIANCE

2013
DSM-5 PUBLISHED (APA)

2022
ICD-11 CAME INTO

EFFECT FOR MORBIDITY (1

JANUARY)
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22.2  Why we classify: the purposes of a classification

A classification earns its keep by what it lets us do. The purposes of classification are the

standard opening to any essay on this topic, and there are five. Communication is first and

foremost: a diagnostic term compresses a large body of clinical information into a word two

clinicians can exchange without misunderstanding. Prediction is the clinical pay-off: a valid

category forecasts course, prognosis and outcome. Treatment selection follows, because if more

than one treatment exists we must distinguish one kind of patient from another to use them

rationally rather than allocating therapy by whim. Research requires that investigators in

different centres study the same defined populations, which is impossible without an agreed,

reliable classification. Administration, the least glamorous purpose, covers health statistics,

service planning, epidemiology, insurance and the medico-legal record; it is the reason the World

Health Organization maintains the ICD at all.

PURPOSE WHAT IT DELIVERS

Communication A shared shorthand that transfers clinical infor‐

mation between professionals

Prediction Prognosis, course and expected outcome from the

category

Treatment selection Rational choice among available treatments for a

defined patient type

Research Comparable, replicable study populations across

centres

Administration Statistics, service planning, epidemiology and the

medico-legal record

The five purposes of a psychiatric classification. Communication and prediction are the two most examined;

administration is why the ICD exists as a global instrument.

The same power carries costs that a complete answer names. A diagnosis conveys only limited

information and can flatten the individuality of a predicament; it is stereotypical, since real

patients rarely match the textbook portrait exactly; it can be pejorative, so that terms like

"psychopath" become veiled contempt; and it invites reification, the error of treating the concept

as a discovered thing and treating the "disease" instead of the patient's actual symptoms and

disabilities. The examinable stance is that classification is indispensable despite these hazards,

because no workable alternative to grouping patients has ever been found.

22.3  The building concepts: category, prototype, polythetic criteria, hierarchy, comorbidity

Five ideas hold a classification together, and each is a stock exam question. Learn them as

crisp definitions, because the discriminations between them do the work.

Category

A discrete diagnostic class with a boundary: a patient either meets it or does not. All diagnoses are

concepts, not discovered things; they survive only as long as they remain clinically useful.

Prototype
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The description of a typical, ideal member of a category. On the prototype model a real patient is

diagnosed by resemblance to the prototype rather than by satisfying a fixed checklist, and members

vary in how typical they are. This is how experienced clinicians actually recognise a case, and it is the

model ICD-11 adopts.

Polythetic criteria set

A definition listing several features of which the patient need show only a specified subset (for

example, any five of nine), so no single feature is necessary or sufficient. It contrasts with a monothetic

set, where every listed feature is required. Polythetic criteria make a category heterogeneous: two

patients can share a diagnosis with few symptoms in common.

Diagnostic hierarchy

A rank ordering in which a higher-placed disorder pre-empts a lower one, so that a single diagnosis is

chosen. The classic order is organic disorders over psychotic (schizophrenic) over affective over

neurotic and stress-related; any diagnosis excludes the symptoms of those above it and embraces those

below.

Comorbidity

The co-occurrence of two or more diagnoses in one patient. Where a strict hierarchy once forbade it,

the modern manuals largely abandoned hierarchical exclusions, so comorbidity is now recorded rather

than suppressed, at the cost of much apparent overlap.

The hierarchy and comorbidity are two sides of one historical shift. Under the older Jaspers-

derived hierarchy, and Schneider's rule that first-rank symptoms were diagnostic of

schizophrenia "except in the presence of coarse brain disease", a patient could hold only the

highest applicable diagnosis; a depressed patient with an organic cause was "organic", full stop.

DSM-III and its successors relaxed most of these exclusions to let clinicians record the full

picture, which is why comorbidity rates then appeared to soar. The diagnostic hierarchy

nonetheless survives as a clinical rule of the diagnostic process, examined below: rule out the

organic before you rest on the functional.

TRAP Confusing polythetic with monothetic. A polythetic set needs only a subset of its features, so

the diagnosis is inherently heterogeneous; a monothetic set needs them all. Assuming everyone

with one diagnosis shares the same symptoms is the polythetic trap.

22.4  The categorical versus dimensional debate

Two ways to describe a patient: a box, or a set of sliders. The categorical approach, the one

psychiatry actually uses, sorts patients into discrete named classes. The dimensional approach

instead rates each patient on continuous scales of severity, as intelligence is rated by IQ rather

than by "clever, average, dull". Neither is provably "right"; there is no statistical test that settles it,

and the choice is pragmatic, decided by which is more useful. The strongest argument for a

categorical system would be the demonstration of zones of rarity, natural gaps in the

distribution between one disorder and the next, as Kendell put it; but attempts to find such gaps

between related syndromes have largely failed, and the frequency with which clinicians reach for

hybrid terms like "schizoaffective" is itself evidence that the categories shade into one another.
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THE CATEGORICAL APPROACH FAVOURS THE DIMENSIONAL APPROACH FAVOURS

Familiarity and ease of use, memory and

communication

More information: finer distinctions are

preserved

A ready prelude to action (diagnosis X implies

treatment D)

Flexibility, and easy conversion back to cate‐

gories with a cut-off

A prototype that captures the essence of a clini‐

cal concept

No false boundaries imposed where none exist

in reality

Fits medical tradition and a conservative

profession

Handles boundary and mixed cases without

distortion

Categories versus dimensions. Categories win on usability and action; dimensions win on information and on not distorting

patients who sit between classes.

The field's settled answer is a hybrid: retain categorical diagnoses for their usability while adding

dimensional measures for severity and for cross-cutting symptoms. This is exactly the direction

of both current manuals, and it is why the debate is not "which wins" but "how they combine".

TRAP Treating the absence of zones of rarity as proof that a disorder is not real. Continuity of

symptoms across a boundary weakens the case for a natural category, but a concept can remain

clinically useful (and worth keeping) even without a discoverable joint to carve at.

22.5  The two current systems: ICD-11 and DSM-5

One world classification, one American manual, deliberately harmonised. The ICD-11

chapter on mental, behavioural and neurodevelopmental disorders is the World Health

Organization's global system, approved by the World Health Assembly and in effect since January

2022; DSM-5 (2013) is the American Psychiatric Association's manual. Their revisions were

coordinated so that the two share a common organisation, the metastructure, that opens with

neurodevelopmental disorders and orders the rest along developmental and internalising-

externalising lines rather than the old organic-first hierarchy. Both abandoned the multiaxial

system of DSM-IV (its five axes), folding contextual and disability information into the main

diagnosis and a separate functioning measure. DSM-5 keeps three parts: an introductory section,

the diagnostic criteria proper, and a Section III of emerging measures, the cross-cutting symptom

scales, the cultural formulation interview and the alternative dimensional model of personality

disorder.

The examinable difference is one of style. DSM-5 is strictly operational: it specifies exact

symptom counts and durations. ICD-11 deliberately moved the other way, replacing rigid criteria

with flexible essential features, the symptoms a clinician can reasonably expect in a typical case,

applied as a prototype with room for clinical judgement and cultural variation. Field work

showed clinicians overwhelmingly preferred this flexibility to a criteria-counting exercise. Both

also moved toward dimensions where the evidence demanded it, most visibly in personality

disorder, which ICD-11 now rates by severity (and optional trait domains) instead of the discrete

personality types.
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FEATURE ICD-11 DSM-5

Owner and scope WHO, global, all of medicine APA, United States, mental

disorders

In effect Since 2022 Since 2013

Definitional style Flexible "essential features", pro‐

totype-based

Operational: explicit symptom

counts and durations

Guiding intent Global, cross-cultural, clinical-

judgement-friendly

Reliability and research

precision

Structure Chapter on mental, behavioural

and neurodevelopmental

disorders

Three sections; emerging mea‐

sures in Section III

Multiaxial system Never adopted a five-axis format DSM-IV five axes abandoned

in DSM-5

Personality disorder Fully dimensional: severity plus

trait domains

Categorical types; dimensional

hybrid model in Section III

New entities Gaming disorder, complex

PTSD, prolonged grief disorder

Retains categorical syndromes

with dimensional specifiers

Metastructure Shared, harmonised: developmental order, neurodevelopmental

disorders first

ICD-11 against DSM-5. Same harmonised metastructure; the sharp discriminator is prototype-based essential features

(ICD-11) versus operational criteria counts (DSM-5).

I N D I A

India, as a World Health Organization member state, uses the ICD, not the DSM, as its official

diagnostic and statistical classification; Indian teaching, examinations and clinical records are ICD-

anchored, with the DSM used mainly for research. ICD-11's flexible essential-features approach,

explicitly built to allow cultural variation and clinical judgement, suits India's multilingual,

resource-varied settings and its cultural concepts of distress better than a rigid criteria count would

(the wider transcultural frame is set out in the Consultation-liaison, geriatric and transcultural

psychiatry notes). The classification also carries statutory weight: the Mental Healthcare Act 2017

directs that the determination of mental illness be made in accordance with nationally or

internationally accepted medical standards, including the latest edition of the ICD, tying Indian

clinical-legal practice to the WHO system (the full legislation is developed in the Mental health

legislation and forensic psychiatry notes).

22.6  The diagnostic process: pattern, differential, hierarchy, formulation

How a clinician actually gets from a patient to a diagnosis. The diagnostic process has four

moves, and naming them in order is a clean exam answer. First, pattern recognition: the clinician

matches the history and mental state findings against the stored criteria set or prototype,

generating a provisional diagnosis, often within minutes for a classical case. Second, the

differential diagnosis: the alternatives that could produce the same pattern are listed and then

tested, symptom by symptom, against the specific discriminators of each. Third, the hierarchy

rule, the surviving clinical use of the diagnostic hierarchy: exclude the organic before resting on
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the functional, because a physical or drug-induced cause overrides and redirects the whole

assessment. Fourth, the diagnosis is set within a formulation, which does what a bare label cannot:

it explains why this person developed this disorder at this time, integrating predisposing,

precipitating and perpetuating factors into an individual account that guides management. The

diagnosis says what; the formulation says why, and the two are complementary, not rivals.

WO R K E D  E X A M P L E

A woman in her forties presents with two weeks of low mood, poor sleep and, for the first time, a

conviction that her neighbours are poisoning her water. Pattern recognition offers a depressive

episode with psychotic features. The differential then widens: is this a primary psychotic disorder,

a bipolar mixed state, or an organic mood syndrome? The hierarchy rule fires first, so a cognitive

screen, a physical examination and basic investigations are done to exclude a delirium, a space-

occupying lesion or a thyroid or steroid effect before the functional diagnosis is accepted. Only

once the organic is cleared, and the mood-congruence of the belief and its two-week arc against a

low mood are weighed, is a depressive episode with psychotic symptoms settled on, and a

formulation built around her recent bereavement and family history to guide treatment.

RULE Exclude the organic first. The one surviving clinical use of the diagnostic hierarchy is that a

demonstrable organic or substance-induced cause pre-empts every functional diagnosis. Rule it

out before you rest on a psychiatric label.

22.7  The reliability and validity of a diagnosis: the Robins and Guze validators

A diagnosis must be both consistent and true, and these are different demands. Reliability is

the reproducibility of a diagnosis, whether two clinicians, or the same clinician twice, agree; it is

quantified for categorical diagnoses by the kappa coefficient, and it is what operationalisation and

structured interviews repaired. Validity is the harder and higher question of whether the category

corresponds to a real, distinct entity in nature, and reliability does not guarantee it: clinicians can

agree perfectly on a category that carves no real joint. The landmark answer to how validity is

established is Robins and Guze's 1970 paper, which set out a five-phase programme, the

diagnostic validators, that a category must pass. These validators were the template for the

Feighner criteria, and an expanded set of them was applied in building the metastructure of both

current manuals.
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VALIDATOR WHAT IT REQUIRES OF THE CATEGORY

Clinical description A distinctive cluster of co-varying symptoms

and characteristic features

Laboratory studies Reliable biological, physiological or psychological

markers

Delimitation from other disorders Clear exclusion criteria that mark it off from

neighbouring diagnoses

Follow-up study A characteristic, predictable course and outcome

Family study Raised rates of the same disorder among first-de‐

gree relatives

The five Robins and Guze diagnostic validators (1970). A category earns its validity by passing them; passing none of them,

however reliably it is applied, is the mark of a doubtful entity.

M N E M O N I C

Clinicians Look, Delimit, Follow, Family

The five Robins and Guze validators in order: Clinical description, Laboratory studies,

Delimitation from other disorders, Follow-up study, Family study. Reliability lets clinicians agree;

these five decide whether what they agree on is real.

P E A R L

Kappa is not a fixed property of a diagnosis. It rises and falls with the base rate and comorbidity of

the sample it is measured in, which is why a criteria set can look reliable in a research clinic and

shakier in a mixed general population. Reliability is a feature of the diagnosis in a setting; validity is

the deeper claim about the category itself.

TRAP Reading a reliable diagnosis as a valid one. High inter-rater agreement (good kappa) shows

only that clinicians apply the label the same way; it says nothing about whether the category is a

genuine disease. A reliable diagnosis can still be an invalid one, which is precisely why the Robins

and Guze validators exist.

G O O D  TO  R E M E M B E R

The principle: psychiatric classification exists to serve communication, prediction, treatment

selection, research and administration; modern systems (ICD-11 and DSM-5) are symptom-based,

operationalised and largely categorical with dimensional additions, born of the operational turn

that answered the mid-century reliability crisis.

The one discriminator: reliability (do clinicians agree, measured by kappa) is not validity (is the

category a real entity, established by the five Robins and Guze validators); operationalisation

bought reliability but validity must be earned separately.

The one exam fact: Kraepelin's 1899 dichotomy of dementia praecox versus manic-depressive

insanity founded modern classification; the diagnostic process runs pattern recognition,

differential diagnosis, the hierarchy rule (exclude the organic first) and formulation; and a

category's validity rests on Robins and Guze's five validators (clinical description, laboratory

studies, delimitation, follow-up study, family study).
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H O L D  T H I S

Modern psychiatric classification is operationalised, symptom-based and largely categorical:

Kraepelin's 1899 dichotomy founded it, the reliability crisis drove the operational turn of

Feighner and DSM-III, and a diagnosis earns its validity through the five Robins and Guze

validators, never through reliability alone.

23 · ICD-11 versus ICD-10

The examiner treats the classification chapters as a gift, because the changes between the two

editions are finite, structural and easy to score if learned as a list of deltas rather than a re-reading

of the whole nosology. ICD-11 was adopted by the 72nd World Health Assembly in 2019 and

came into effect on 1 January 2022, with its clinical manual, the Clinical Descriptions and

Diagnostic Requirements (CDDR), published in 2024; it is the classification India works to, so the

shift from ICD-10 is not academic for the Indian trainee but the operating change in daily coding

and in the exam. This page is built around the single question a paper on icd-11 versus icd-10

actually asks: not "describe ICD-11" but "state, precisely and without error, what changed".

How to use this page. Fix the two framing moves first, the shift from fixed research rules to

flexible essential features, and the shift from an almost purely categorical system to one

carrying dimensional elements, because every specific change below is an instance of one or the

other. Then learn the headline chapter-by-chapter deltas as discrete, examinable facts: the

schizophrenia rebuild, the dimensional personality model, the batch of new entities, and the

restructured and relocated groupings. A wrong change stated with confidence is worse than a gap,

so the discipline here is accuracy over coverage. The deeper categorical-versus-dimensional

debate and the descriptive-psychopathology vocabulary that populate these categories are

developed in the Psychometry, Assessment and Descriptive Psychopathology notes; this page

owns the concrete ICD-11 changes themselves.

23.1  From fixed rules to essential features: the CDDR replaces the ICD-10 dual system

ICD-11 abandons arbitrary symptom counts and precise durations for a flexible, prototype-

based description. ICD-10 in fact ran two parallel documents: the clinical version, the Clinical

Descriptions and Diagnostic Guidelines (CDDG), written as prose guidance for the practitioner, and

a separate Diagnostic Criteria for Research (DCR) that was fully operationalised, with fixed

symptom thresholds, exact counts and rigid duration cut-offs modelled closely on the DSM. ICD-

11 collapses this into a single manual, the CDDR, and deliberately discards the operationalised

straitjacket. Each disorder is now defined by its essential (required) features, the symptoms a

clinician using reasonable judgement would expect to be present, stated without an arbitrary "five

out of nine for two weeks" arithmetic. The stated rationale is that precise counts and durations

produced false negatives that offered the clinician no useful guidance and travelled poorly across

the world's cultures, and that a prototype description matched to clinical reality is both more

usable and more globally applicable. Alongside the essential features, each category carries a

standard set of headings: boundary with normality (the threshold), boundaries with other

disorders (the differential), coded qualifiers and subtypes, course features, culture-related

features, and developmental and sex- or gender-related presentations.
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RULE ICD-11 defines disorders by flexible essential features, not fixed counts. The move from ICD-

10's operationalised research criteria to the CDDR's prototype-based essential features is the

master change; every specific delta is downstream of it, and it is designed for clinical judgement

and cross-cultural use rather than symptom arithmetic.

23.2  Categorical to dimensional: the second organising shift

ICD-10 was almost purely categorical; ICD-11 keeps categories but adds dimensions in two

ways. Under ICD-10 a diagnosis was, with very few exceptions, simply present or absent; the

only concessions to gradation were the severity bands for mental retardation (mild, moderate,

severe, profound) and for the depressive episode (mild, moderate, severe). Among the icd-11

changes, dimensionality enters through two distinct routes. First, more categories are now

graded by severity: in addition to intellectual developmental disorder and the depressive episode,

the CDDR sub-classifies bodily distress disorder, personality disorder and dementia as mild,

moderate or severe. Second, several groupings now attach cross-cutting symptom specifiers,

dimensional profiles that describe a presentation across a whole grouping rather than pinning it

to one sub-diagnosis; the two examinable instances are the six symptom domains of the primary

psychotic disorders and the trait domains of personality disorder. The point to hold is that ICD-

11 did not become a dimensional system; it remained categorical at its base and grafted

dimensional detail onto specific groupings where the evidence supported it.

P E A R L

When an examiner asks "is ICD-11 dimensional?", the marks are in the qualification: it is a

categorical classification that incorporates dimensional elements in two places, severity gradations

for a handful of disorders and cross-cutting symptom or trait specifiers for a few groupings. Calling

it "a dimensional system" overstates the change and loses the mark.

23.3  Schizophrenia rebuilt: the removal of subtypes, and catatonia set free

The classic subtypes are gone, replaced by symptom-domain and course specifiers. The single

most quoted delta is the removal of subtypes of schizophrenia. ICD-10's familiar divisions,

paranoid, hebephrenic, catatonic, undifferentiated, residual and simple, are abolished, on the

evidence that they were unstable over time, poorly reliable and of little prognostic or treatment

value. In their place ICD-11 describes the current presentation with two kinds of specifier. The

first is a set of 6 symptom-domain specifiers that cut across the whole primary-psychotic grouping

(positive symptoms, negative symptoms, depressive mood symptoms, manic mood symptoms,

psychomotor symptoms and cognitive symptoms), each rated as not present, mild, moderate or

severe for the past week. The second is a course specifier recording whether this is a first episode,

multiple episodes or a continuous illness, and whether the person is currently symptomatic, in

partial remission or in full remission. The diagnosis of schizophrenia itself, its core symptom set

and duration, is developed with the PANSS and BPRS in clinical use in the Schizophrenia:

clinical features and phenomenology notes; here the examinable fact is the swap of static

subtypes for a dynamic symptom-and-course profile.
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The old catatonic subtype does not simply disappear. ICD-11 recognises catatonia as a

standalone grouping in its own right, an arousal-and-psychomotor syndrome that can arise with a

mental disorder (6A40), be induced by substances or medications (6A41) or be secondary to

another medical condition (6E69). Treating catatonia as a syndrome that spans diagnoses,

rather than as a variety of schizophrenia, is the conceptual correction: catatonia occurs across

mood disorders, psychotic disorders and general medical conditions, and tying it to

schizophrenia obscured that.

TRAP Saying the subtypes were "replaced by course specifiers alone", or that catatonia is now a

schizophrenia specifier. The subtypes were replaced by six cross-cutting symptom-domain

specifiers and a course specifier; and catatonia was lifted out of schizophrenia entirely to become

its own grouping applicable across disorders, not folded in as a psychotic specifier.

23.4  The dimensional personality model: severity plus trait domains

Every categorical personality type is abolished; one diagnosis, graded and profiled, takes

their place. This is the boldest single change in the classification. ICD-10's menu of discrete

types, paranoid, schizoid, dissocial, emotionally unstable (with its impulsive and borderline

variants), histrionic, anankastic, anxious (avoidant) and dependent, is deleted wholesale. In its

place stands a single dimensional personality disorder diagnosis, built in two steps. The

clinician first establishes that a personality disturbance is present and rates its severity as mild,

moderate or severe (the severity turning on the degree of dysfunction in the sense of self and in

interpersonal functioning, and on the associated risk and harm), because severity, not type, is

what predicts outcome and guides management. The clinician may then, optionally, record one or

more prominent trait domain specifiers that describe the flavour of the difficulty: 5 domains are

offered, negative affectivity, detachment, dissociality, disinhibition and anankastia. A single

vestigial pattern qualifier, the borderline pattern, is retained as a pragmatic concession, so that the

large evidence base and treatment pathways attached to borderline personality disorder are not

orphaned by the reform. The dialectical behaviour therapy and schema therapy that this

borderline pattern indicates are developed in the Personality disorders notes.

RULE Severity first, traits second. ICD-11 personality disorder is diagnosed by grading severity (mild,

moderate, severe), then optionally attaching trait-domain specifiers; the categorical types are

gone, and the only surviving named pattern is the borderline pattern qualifier.

23.5  The new entities: five arrivals and a consolidated somatic category

ICD-11 introduces several disorders that had no home in ICD-10. The high-yield newcomers

cluster naturally. Two sit in the stress grouping: complex PTSD (6B41), which adds to the three

core PTSD clusters (re-experiencing, avoidance and a sense of current threat) a further three

"disturbances in self-organisation", namely affect dysregulation, a persistently negative self-

concept and difficulties sustaining relationships, and captures the sequelae of prolonged or

repeated trauma; and prolonged grief disorder (6B42), a grief response persisting for an

abnormally long period (at least six months, and clearly exceeding the person's social, cultural or

religious norm) with intense longing or preoccupation and marked impairment. Two are
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behavioural: gaming disorder (6C51), placed in the new grouping of disorders due to addictive

behaviours alongside gambling disorder, marked by impaired control over gaming, escalating

priority given to it, and continuation despite harm, normally evident over at least twelve months;

and compulsive sexual behaviour disorder (6C72), a persistent failure to control intense,

repetitive sexual impulses classified among the impulse-control disorders (notably not as an

addiction). The fifth is body integrity dysphoria (6C21), a rare and enduring desire for a major

physical disability (typically amputation of a healthy limb) arising from a mismatch between the

felt and the actual body. Separately, ICD-11 consolidates ICD-10's scattered somatoform

disorders and neurasthenia into a single graded bodily distress disorder (6C20), defined by

distressing bodily symptoms and excessive attention to them rather than by whether the

symptoms are "medically explained".

M N E M O N I C

Two traumas, two behaviours, one body

The five new entities in two pairs and a single: two in the stress grouping (complex PTSD,

prolonged grief disorder); two behavioural (gaming disorder, an addiction; compulsive sexual

behaviour disorder, an impulse-control disorder, deliberately not an addiction); and one body-

focused (body integrity dysphoria). Bodily distress disorder is a consolidation, not a true

newcomer.

WO R K E D  E X A M P L E

A woman is referred fourteen months after her husband's death, unable to accept the loss,

spending hours with his belongings, socially withdrawn and functionally impaired, with no

pervasive anhedonia or worthlessness. Under ICD-10 there was no clean category; she would have

been coded as an adjustment disorder or a depressive episode, both ill-fitting. Under ICD-11 this is

prolonged grief disorder: the response has persisted well beyond the six-month floor and clearly

beyond her cultural norm, it centres on longing and preoccupation with the deceased rather than

on a depressive syndrome, and naming it correctly changes the therapeutic target from mood to

grief.

23.6  Restructured groupings and the disorders moved out of the chapter

ICD-11 re-draws the map, both by creating new groupings and by exporting conditions to

other chapters. Within the mental-disorders chapter, obsessive-compulsive disorder is pulled out

of the old neurotic bracket into a dedicated obsessive-compulsive and related disorders (OCRD)

grouping that now gathers hoarding disorder, body dysmorphic disorder, olfactory reference

disorder, hypochondriasis (health anxiety) and the body-focused repetitive behaviours; the

exposure and response prevention that treats this grouping is developed in the Anxiety, OCD and

trauma-related disorders notes. A parallel disorders specifically associated with stress grouping

brings PTSD, complex PTSD, prolonged grief disorder, adjustment disorder and reactive

attachment disorders together under the shared requirement of an identifiable stressor, and in

the same reform acute stress reaction is reclassified out of the mental disorders as a normal

reaction (coded among factors influencing health status). Beyond the chapter, four ICD-10
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subgroupings are exported entirely: nonorganic sleep disorders go to a new sleep-wake disorders

chapter, tic disorders join diseases of the nervous system (as Tourette syndrome), and the

"organic"/"nonorganic" split of sexual dysfunctions is dissolved by moving them, together with

gender-related conditions, to a new chapter on conditions related to sexual health. It is here that

gender incongruence moved out of the mental-disorders chapter altogether: reframed as a

sexual-health condition on field-study evidence that the distress of transgender people is

predicted by stigma and victimisation rather than being intrinsic, this depsychopathologisation is

one of the most examined single facts in the whole comparison.

AREA ICD-10 ICD-11 CHANGE

Manual and format Two documents: clinical

Guidelines (CDDG) plus opera‐

tionalised Research Criteria

(DCR) with fixed counts and

durations

Single CDDR with flexible,

prototype-based essential fea‐

tures; no arbitrary counts

Overall approach Almost entirely categorical

(present or absent)

Categorical base with dimen‐

sional elements: severity grad‐

ings and cross-cutting

specifiers

Schizophrenia Classic subtypes (paranoid,

hebephrenic, catatonic, undiffer‐

entiated, residual, simple)

Subtypes removed; six symp‐

tom-domain specifiers plus a

course specifier

Catatonia A subtype of schizophrenia Standalone grouping applica‐

ble across disorders (catatonia

as a syndrome)

Personality disorder Discrete categorical types (para‐

noid, schizoid, dissocial, emo‐

tionally unstable and the rest)

Single diagnosis by severity

(mild, moderate, severe) plus

five trait domains; borderline

pattern qualifier retained

Stress-related Reaction to severe stress and ad‐

justment disorders (F43)

New "disorders specifically as‐

sociated with stress" grouping;

adds complex PTSD and pro‐

longed grief; acute stress reac‐

tion reclassified as a normal

reaction

Obsessive-compulsive OCD within the neurotic and

anxiety disorders

New OCRD grouping (adds

hoarding, body dysmorphic, ol‐

factory reference, hypochon‐

driasis, skin-picking, hair-

pulling)

Somatoform Multiple somatoform disorders

and neurasthenia

Consolidated into a single

graded bodily distress disorder

Behavioural addictions No grouping; pathological gam‐

bling coded among habit and im‐

pulse disorders

New "disorders due to addic‐

tive behaviours": gambling dis‐

order and gaming disorder
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AREA ICD-10 ICD-11 CHANGE

Gender Gender identity disorders within

mental disorders (F64)

Gender incongruence moved to

the conditions related to sexual

health chapter

(depsychopathologised)

Sleep and tics Nonorganic sleep disorders

(F51) and tic disorders inside the

mental chapter

Sleep-wake disorders and tic

disorders (Tourette) exported

to their own chapters

Intellectual disability Mental retardation, graded on

IQ

Disorders of intellectual devel‐

opment, on adaptive behaviour

and intellectual functioning

The master comparison of the ICD-11 changes against ICD-10, area by area. The highlighted cell in each row is the delta

the examiner wants stated exactly; the recurring theme is a move from fixed categories toward flexible, dimensional and

aetiologically cleaner groupings.

I N D I A

ICD, not DSM, is the classification of record in India, which makes this comparison a working

exam and clinical concern rather than a curiosity. The Mental Healthcare Act 2017 anchors the

point in statute: it directs that mental illness be determined "in accordance with such nationally or

internationally accepted medical standards (including the latest edition of the International

Classification of Diseases of the World Health Organisation) as may be notified by the Central

Government", so Indian psychiatric diagnosis is tied by law to the ICD, and the migration to ICD-

11 flows through to certification, admission and the courts; the fuller legislative and forensic detail

sits in the Mental health legislation and forensic psychiatry notes. Indian centres, including

NIMHANS, took part in the WHO international field studies that tested the CDDR format, and the

flexible, culturally sensitive essential-features approach, with its explicit culture-related features

heading, suits the Indian idioms of distress and locally variable bereavement norms better than a

rigid symptom-count system; the wider transcultural frame is in the Consultation-liaison, geriatric

and transcultural psychiatry notes.

2022
YEAR ICD-11 CAME INTO

EFFECT (ADOPTED 2019,

CDDR PUBLISHED 2024)

6
SYMPTOM-DOMAIN

SPECIFIERS REPLACING

THE SCHIZOPHRENIA

SUBTYPES

5
PERSONALITY-DISORDER

TRAIT DOMAINS UNDER

THE DIMENSIONAL MODEL

3
PERSONALITY-DISORDER

SEVERITY LEVELS: MILD,

MODERATE, SEVERE

150

NOSOLOGY AND CROSS-CUTTING CLINICAL ISSUES PSYCHOTHERAPIES, CLINICAL ASSESSMENT, MSE AND NOSOLOGY



G O O D  TO  R E M E M B E R

The principle: the two master shifts from ICD-10 to ICD-11 are format (a single CDDR with

flexible, prototype-based essential features replacing ICD-10's operationalised research criteria)

and structure (a categorical base that now carries dimensional severity gradings and cross-cutting

specifiers).

The one discriminator: schizophrenia loses its subtypes and is described instead by six symptom-

domain specifiers and a course specifier, while personality disorder loses its categorical types and

is described by severity plus trait domains, so in both flagship areas fixed categories give way to a

dimensional profile.

The one exam fact: ICD-11 adds complex PTSD, prolonged grief disorder, gaming disorder,

compulsive sexual behaviour disorder and body integrity dysphoria; makes catatonia a standalone

syndrome; consolidates somatoform illness into bodily distress disorder; and moves gender

incongruence out of the mental-disorders chapter to a sexual-health condition.

H O L D  T H I S

ICD-11 replaces ICD-10's fixed research criteria with flexible essential features and adds

dimensions to a categorical base: schizophrenia subtypes give way to six symptom-domain

specifiers plus a course specifier, categorical personality types give way to severity plus five trait

domains, catatonia becomes a standalone syndrome, complex PTSD, prolonged grief, gaming

disorder, compulsive sexual behaviour disorder and body integrity dysphoria are new, and gender

incongruence moves out of the mental-disorders chapter to a sexual-health condition.

24 · ICD-11 versus DSM-5

Two classification systems govern the diagnosis of mental disorders, and the examiner expects

the candidate to place them side by side and say precisely how they differ. The comparison of

ICD-11 versus DSM-5 is a favourite because it tests understanding rather than recall: the two

books cover much the same disorders and were deliberately harmonised, yet they were built by

different bodies, for different purposes, on different philosophies, and it is those conceptual

differences and structural differences that carry the marks. The single line to hold above all

others is the format contrast: ICD-11 describes each disorder through prose essential features

and leaves the diagnostic decision to clinical judgement, whereas DSM-5-TR lays out

operationalised criteria with explicit symptom counts and durations.

How to use this page. Fix the ownership and orientation first, because almost every downstream

difference follows from who built each system and for whom. The World Health Organization

built the ICD for every member state and for all of health; the American Psychiatric Association

built the DSM for mental disorders and for a research-and-specialist readership. Then learn the

format contrast (the classic discriminator), the architecture of each book, the selected content and

placement differences, and the personality-disorder models, which are where the two diverge

most sharply. Finally take the practical point that matters in this country: in India, as across most

of the world, the ICD is the official system, and the DSM is used chiefly in research. The

accompanying figure lays the two systems out as a crossmap so the equivalences and the

divergences can be read at a glance.
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The axis ICD-11 DSM-5-TR

Diagnostic format

the classic discriminator

clinical descriptions and diagnostic

requirements: essential features, NO

operationalised symptom counts

polythetic OPERATIONALISED criteria:

specified symptom counts and

durations

How a diagnosis

is reached

clinical judgement matched against

the prototype

count the criteria met against a

stated threshold

Owner and

orientation

WHO; global health, multilingual,

primary-care inclusive

APA; research and specialist, of

North American origin

Coverage and

coding

part of a single classification of all

health conditions

mental disorders only

Personality

disorders

fully DIMENSIONAL: a severity grade

plus trait domains

categorical types, with a dimensional

alternative model in Section III

Use in India the official diagnostic system common in research and teaching

The classic exam discriminator (highlighted): ICD-11 states essential features and asks for clinical judgement, whereas DSM-5-TR sets operationalised criteria to be counted against a threshold.

Fig 19.12 ICD-11 and DSM-5-TR: the structural crossmap. The two systems classify the same disorders but differ

in how they do it. The examinable difference is the diagnostic format: ICD-11 gives clinical descriptions and

diagnostic requirements built around essential features and asks the clinician to judge the fit against a prototype,

with no fixed symptom counts, whereas DSM-5-TR sets polythetic operationalised criteria with specified

symptom counts and durations to be met against a threshold. Beneath that sit differences of ownership and

purpose (the WHO's global-health, multilingual, primary-care-inclusive system versus the APA's research-and-

specialist manual), of coverage (ICD-11 is part of a classification of all of health; the DSM covers mental

disorders), and of the personality-disorder model. In India, ICD is the official diagnostic system.

24.1  Two classifications, two owners, two purposes

The orientation and ownership of each system explains the rest. The ICD-11 (the eleventh

International Classification of Diseases) is a product of the World Health Organization, adopted

by the World Health Assembly in 2019 and in effect from 2022. It is a global-health instrument:

multilingual, free to use, designed for every member state from the primary-care health worker to

the specialist, and built to generate the world's official morbidity and mortality statistics. Mental

disorders are only one chapter of it. The DSM-5-TR (the Diagnostic and Statistical Manual, fifth

edition, text revision, 2022) is a product of the American Psychiatric Association, a single

national professional body. It covers mental disorders alone, is written for a research-and-

specialist audience, is sold commercially, and is oriented to North American practice. This

difference in purpose, a whole-of-health public-health classification against a specialist mental-

disorders manual, is the root from which the coverage, the coding and the format differences all

grow.

ICD-11

WHO's classification of all diseases and health conditions; mental disorders are Chapter 06 of a whole-

health system. Global, multilingual, free, primary-care to specialist. The official statistical and

reporting standard.

DSM-5-TR

The American Psychiatric Association's manual of mental disorders only. Specialist and research

oriented, commercial, North American in origin and primary use.

Coverage

ICD-11 covers all of health; the DSM covers mental disorders exclusively.
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Coding

ICD-11 supplies the official alphanumeric codes (for example 6A20 for schizophrenia); the DSM

carries no independent code set and maps its disorders onto ICD codes.

RULE The ICD is the world's official classification; the DSM is a specialist manual. WHO's ICD-11

codes all of health for every member state and generates official statistics; the APA's DSM-5-TR

covers mental disorders alone for a research-and-specialist readership and borrows ICD codes.

24.2  The format contrast: essential features versus operationalised criteria

This is the classic discriminator, and the one line the examiner is listening for. The ICD-11

clinical guideline for mental disorders, its Clinical Descriptions and Diagnostic Requirements (the

CDDR, the successor to the ICD-10 "blue book"), sets out for each disorder a prose account of its

essential features, meaning those features a clinician would reasonably expect to find in all

cases, and then as a rule dispenses with rigid thresholds. It gives no operationalised counts: it

generally avoids fixed symptom tallies and precise duration cutoffs, and leaves it to the

diagnosing clinician to weigh whether each feature is present, considering the whole clinical

context, culture and course. The design was deliberate, meant to match how clinicians actually

diagnose and to raise clinical utility across the world's very different health systems. The DSM-5

operationalised criteria take the opposite approach: each disorder carries a numbered,

polythetic criteria set with an explicit count and duration, the familiar "at least five of the

following nine symptoms, for at least two weeks" template. The strength of the DSM style is

reliability and reproducibility, especially for research; the strength of the ICD style is flexibility

and fidelity to real clinical reasoning.

DIMENSION ICD-11 (CDDR) DSM-5-TR

Diagnostic format Prose essential features; clini‐

cal judgement

Numbered polythetic opera‐

tionalised criteria

Symptom counts As a rule none (no opera‐

tionalised counts)

Explicit ("at least five of the

following")

Duration thresholds Guideline durations, flexibly

applied

Fixed cutoffs (for example two

weeks, six months)

Design priority Clinical utility and global

flexibility

Reliability and research

reproducibility

Culture and context Culture-related features built

into each entry

Cultural formulation and con‐

cepts placed in Section III and

an appendix

The format contrast in one grid: ICD-11 describes essential features and trusts clinical judgement; DSM-5-TR

operationalises the same territory into counted, time-bound criteria.
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WO R K E D  E X A M P L E

Take schizophrenia. The DSM-5 operationalised criteria require at least two of the five

characteristic symptoms, present for a one-month active phase (with at least one being a core

symptom such as delusions, hallucinations or disorganised speech), and continuous signs of the

disturbance for at least six months in total. ICD-11 requires at least two of a comparable symptom

set, at least one from its core list, persisting for at least one month, and it drops the six-month

total-illness requirement altogether, presenting the whole as essential features to be weighed rather

than a tally to be counted. Same disorder, two formats: the DSM candidate counts symptoms and

clocks six months; the ICD candidate recognises the essential clinical picture at one month. The

six-month total-duration requirement is a genuine, high-yield difference, present in the DSM and

absent from the ICD.

24.3  The architecture of each book

The structural differences are visible before a single disorder is read. The DSM-5-TR is built

in three sections. Section I is the basics and the guidance on use; Section II holds the diagnostic

criteria and codes, the working chapters arranged on a developmental-and-lifespan metastructure

that places neurodevelopmental disorders first and clusters internalising and externalising

groupings together; and Section III, "Emerging Measures and Models", houses the assessment

measures, the cultural formulation, the alternative dimensional model of personality disorder and

the conditions for further study. ICD-11's mental disorders sit as Chapter 06, "mental,

behavioural and neurodevelopmental disorders", one chapter within the whole classification of

health. It has two paired products: the short brief descriptions in the main statistical volume (the

MMS), used for coding and statistics, and the fuller Clinical Descriptions and Diagnostic

Requirements for clinical, educational and service use. ICD-11 also adopted a lifespan structure,

ending the old separation of childhood-onset disorders into their own block, and the two systems

were harmonised through a joint WHO and APA working effort so that their groupings largely

correspond even where the format differs.

P E A R L

The DSM's dimensional experiment is quarantined in Section III precisely because it is "emerging":

the alternative personality model and the cross-cutting symptom measures were judged not yet

ready to govern routine diagnosis, so Section II still runs on the familiar categorical criteria. When

an examiner asks "where does the DSM put its dimensional model?", the answer is Section III, not

the main diagnostic text.

24.4  Selected content differences: new entities and where things sit

Beyond format, the two systems differ in what they include and where they place it. Several

entities are the ICD-11's own, or sit differently across the two books, and these are the details the

paper likes to probe. Complex post-traumatic stress disorder, a distinct diagnosis added in ICD-

11 (PTSD plus disturbances in self-organisation), has no separate place in the DSM. Gaming

disorder is a recognised diagnosis in ICD-11, whereas the DSM lists internet gaming disorder

only as a condition for further study in its Section III. Catatonia is raised in ICD-11 to an
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independent grouping rather than being tethered to schizophrenia and mood disorders. Gender

incongruence was moved out of the mental disorders chapter entirely in ICD-11, into a new

chapter on conditions related to sexual health, a deliberate de-psychopathologisation with no

DSM parallel (the DSM retains gender dysphoria among its disorders). Convergence has also

occurred: prolonged grief disorder now appears in both, added to ICD-11 and written into the

DSM at its 2022 text revision.

ENTITY ICD-11 DSM-5-TR

Complex PTSD Separate diagnosis Not a separate diagnosis

Gaming disorder Recognised diagnosis Section III, for further study

only

Prolonged grief disorder Included Added at the 2022 text revision

Catatonia Independent grouping Specifier or associated with oth‐

er disorders

Gender incongruence Moved out of mental disorders

(sexual-health chapter)

Gender dysphoria retained as a

disorder

Bipolar type II Named category Named category

Personality disorder Single diagnosis, dimensional

(severity plus traits)

Ten categorical types (Section

II); dimensional model in

Section III

Selected content and placement differences. The shaded cells mark the distinctively ICD-11 positions; prolonged grief

disorder is the notable convergence, now in both systems.

24.5  The personality-disorder models: the sharpest divergence

Nowhere do the two systems part company more completely than on personality disorder.

ICD-11 abolished the traditional named types outright. There is no longer a paranoid, schizoid or

histrionic personality disorder; instead there is a single diagnosis, personality disorder, graded

by severity into one of three levels (mild, moderate or severe), to which the clinician may then add

trait-domain qualifiers. There are five such trait domains in ICD-11 (negative affectivity,

detachment, dissociality, disinhibition and anankastia), plus a separate borderline pattern

qualifier retained for its treatment relevance. DSM-5-TR, by contrast, kept the older architecture

in its main text: ten categorical personality-disorder types arranged in three clusters (A, the odd-

eccentric; B, the dramatic-erratic; C, the anxious-fearful), diagnosed by operationalised criteria

like any other DSM disorder. The DSM's own dimensional answer, the Alternative Model of

Personality Disorders, lives only in Section III and rates a level of personality functioning against

five pathological trait domains (negative affectivity, detachment, antagonism, disinhibition and

psychoticism). So both offer a five-domain dimensional scheme, but ICD-11 has made it the

official diagnosis while the DSM keeps it in reserve behind its categorical types. The deeper

clinical use of these models for the personality disorders themselves is developed in the

Personality disorders notes.
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FEATURE ICD-11 DSM-5-TR (SECTION II)

Structure One diagnosis, dimensional Ten categorical types

Severity Graded: mild, moderate, severe Not graded (present or absent)

Trait domains Five, plus a borderline pattern

qualifier

Five, but only in the Section III

alternative model

Named types Abolished Retained in three clusters (A, B,

C)

The personality-disorder models. ICD-11 replaced the categorical types with a severity-plus-traits dimensional diagnosis;

DSM-5-TR keeps the ten categorical types up front and files its five-domain dimensional model in Section III.

TRAP Saying ICD-11 kept the categorical personality types. It did not: ICD-11 abolished the named

types (paranoid, schizoid and the rest) and replaced them with a single personality-disorder

diagnosis graded by severity with trait qualifiers. It is the DSM-5-TR main text that still runs the

ten categorical types; the DSM's dimensional model is the one sitting in reserve, in Section III.

24.6  The Indian and global implication

For most of the world, including India, the ICD is the official system. India is a WHO member

state, so the ICD is the classification used for the country's official health statistics and reporting,

and Indian psychiatric training, clinical documentation and postgraduate examinations are ICD-

based; the DSM is read and used chiefly in research and in the literature. This is not an incidental

point but the reason ICD-11's design choices matter here. Its global-health orientation, its

intended use from the primary-care worker upward, its multilingual availability and its built-in

attention to cultural presentations all fit a country with a vast primary-care burden, many

languages and diverse idioms of distress far better than a single-nation specialist manual would.

The candidate should therefore treat ICD-11 as the working home system and the DSM-5-TR as

the harmonised research reference to be cross-mapped, which is exactly how this chapter, and the

accompanying figure, present them. The wider transcultural frame of the cultural concepts of

distress is developed in the Consultation-liaison, geriatric and transcultural psychiatry notes.

I N D I A

Because ICD is the notified reporting standard and the training classification in India, a candidate

who has drilled only DSM criteria is answering in the wrong dialect. The examinable move is to

diagnose forward in ICD-11, using its essential features and clinical judgement, and to bring in the

DSM's operationalised criteria only to cross-check or to cite a research finding. ICD-11's inclusion

of culture-related features in each disorder entry, and its primary-care and multilingual reach, also

sit closer to Indian practice, where presentation, language and explanatory model vary widely and

a rigid imported symptom count can mislead.

06
ICD-11 CHAPTER FOR

MENTAL, BEHAVIOURAL

AND

NEURODEVELOPMENTAL

DISORDERS

3
SECTIONS OF DSM-5-TR

(BASICS; CRITERIA AND

CODES; EMERGING

MEASURES AND MODELS)

5
ICD-11 PERSONALITY

TRAIT DOMAINS, PLUS A

BORDERLINE PATTERN

QUALIFIER

2022
ICD-11 CAME INTO

EFFECT; DSM-5-TR ALSO

PUBLISHED
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G O O D  TO  R E M E M B E R

The principle: ICD-11 (WHO, all of health, global, Chapter 06) and DSM-5-TR (APA, mental

disorders only, specialist and research) classify the same disorders but were built by different

bodies for different purposes, harmonised in content yet opposed in format.

The one discriminator: ICD-11 gives prose essential features with no operationalised counts and

trusts clinical judgement; DSM-5 uses operationalised criteria with explicit symptom counts and

durations.

The one exam fact: ICD-11 abolished the categorical personality-disorder types for a single

severity-graded, five-trait-domain dimensional diagnosis, while DSM-5-TR keeps the ten

categorical types in its main text and confines its dimensional model to Section III; in India the

ICD is the official system.

H O L D  T H I S

The dividing line is format: ICD-11 sets out essential features with no operationalised counts and

leaves the call to clinical judgement, whereas DSM-5 uses operationalised criteria with fixed

symptom counts and durations; and in India, as across most of the world, the ICD is the official

classification.

25 · The categorical-versus-dimensional debate

Every diagnostic manual must answer one prior question before it names a single disorder: does

psychopathology come in kinds or in degrees? This is the categorical versus dimensional debate,

and settling it is the nosology call that shapes the entire architecture of a classification. A

categorical system sorts patients into discrete named boxes, present or absent; a dimensional

system rates each patient along continuous scales of severity and trait, as intelligence is rated by

an IQ score rather than by "clever, average, dull". The examiner tests this as understanding rather

than recall, so the marks go to the candidate who can state what each model buys, why neither is

provably correct, and how the modern systems have quietly moved to a hybrid.

Why the debate is live. The categorical model has held the clinic for a century because it is

usable, but its cracks (arbitrary thresholds, heterogeneous categories, rampant comorbidity, and

the not-otherwise-specified overflow) drove the field toward dimensions. The settled answer in

both manuals is a hybrid, most visibly in the personality disorders; beyond the manuals sit two

research programmes that abandon categories altogether, HiTOP and RDoC. The accompanying

figure sets the box against the sliders. This page takes the core contrast first, then each model and

its limits in turn, the hybrid the manuals have settled on, and finally the two fully dimensional

research frameworks.
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Categorical model

Disorder A Disorder B No disorder

Discrete categories with a threshold: you meet the criteria or you do not.

Limits: arbitrary thresholds, comorbidity,

heterogeneity within a category, and the

not-otherwise-specified gap.

Strength: clinically familiar and actionable.

Dimensional model

none severe

Traits and severity on a continuum, with no natural cut point.

Limits: a threshold is still needed to decide

who is treated; less familiar in the clinic.

Strength: captures severity and sub-threshold

states, and fits the data better.

The hybrid and dimensional-research direction

ICD-11 personality disorders

a severity grade plus trait

domains (and the DSM-5

alternative model).

HiTOP

the hierarchical spectra, from

internalising and externalising

to thought disorder.

RDoC

transdiagnostic functional

domains and their units of

analysis, for research.

Fig 19.13 Categorical versus dimensional classification. The categorical model, used by the working manuals, sorts

presentations into discrete diagnostic categories separated by a threshold: clinically familiar and actionable, but

forced to draw arbitrary lines, and answerable for the comorbidity, the heterogeneity within a category and the

not-otherwise-specified cases it generates. The dimensional model places traits and severity on a continuum,

which fits the data better and captures sub-threshold states, but still needs a cut point to decide who is treated and

is less familiar at the bedside. The field is converging on hybrids: ICD-11 already grades personality-disorder

severity with trait domains, and the research frameworks HiTOP (hierarchical spectra) and RDoC (transdiagnostic

functional domains) push the dimensional programme further.

25.1  The two models: a box, or a set of sliders

Two ways to describe the same patient. The categorical model, the one psychiatry actually

runs on, places a patient inside a discrete class: the criteria are met or they are not, and the

diagnosis is a noun. The dimensional model instead scores the patient on one or more continua,

as blood pressure or intelligence is scored, so the description is a set of positions rather than a

box. Neither is provably right. There is no statistical test that decides between a kind and a

degree; the choice is pragmatic, made on which is more useful for the task at hand. The strongest

evidence that would justify a true category is a zone of rarity, a natural gap in the distribution

between one syndrome and its neighbour, as Kendell and Jablensky framed it. Searches for such

gaps between related disorders have largely failed, and the ease with which clinicians reach for

hybrid labels such as schizoaffective disorder is itself a sign that the categories shade into one

another along a spectrum.

RULE Categories are for use; dimensions are for accuracy. A category is easy to remember, to

communicate and to act on; a dimension preserves information and imposes no false boundary.

Because both claims are true, the field's answer is not to pick one but to combine them.

P E A R L

The debate is older than psychiatry. The Platonic ideal of classification was an exhaustive set of

mutually exclusive categories; the Aristotelian view saw overlapping entities separated from

normality only by arbitrary thresholds, which is the dimensional intuition in embryo. Kraepelin's

disease categories are the Platonic inheritance; the modern turn to severity and traits is the

Aristotelian one returning.
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25.2  The categorical model: its clinical utility and its four discontents

Why the clinic keeps the category, and where it breaks. The categorical model earns its place: a

single term compresses a mass of clinical information into a word two clinicians can exchange, it

fits medical tradition and a conservative profession, and it is a ready prelude to action, since a

named diagnosis implies a treatment. But four well-rehearsed problems, each a stock exam point,

expose its limits, and each is an argument the dimensional camp turns against it.

DISCONTENT WHAT GOES WRONG

Arbitrary thresholds The symptom count or duration rule (any five

features, a two-week or six-month floor) draws a

line across a continuum where nature shows no

step; a patient one symptom short is called well

Within-category heterogeneity Polythetic criteria let two patients share a diagno‐

sis with few or no symptoms in common, so the

category is internally mixed rather than a uniform

kind

Comorbidity Once hierarchical exclusions were relaxed, pa‐

tients routinely meet several categories at once,

suggesting the boxes cut one underlying distur‐

bance into artificial pieces

The not-otherwise-specified overflow The more precise and restrictive the criteria, the

more real patients fall between them into vague

residual codes; "depressive disorder NOS" was once

the commonest diagnosis made by North

American psychiatrists

The four discontents of the categorical model. Arbitrary thresholds and comorbidity are the two most examined; the NOS

overflow is the everyday symptom of categories that do not fit real patients.

TRAP Forcing a categorical label where a dimensional formulation fits. A patient who sits between

two categories, or one symptom short of a threshold, is not diagnosis-free; the mixed and sub-

threshold presentations are exactly where a severity-and-trait description carries more truth

than a box.

25.3  The dimensional model: its strengths and its clinical-utility limits

More information, at a price the clinic has been slow to pay. The dimensional model's

strengths are the mirror of the categorical faults. It preserves fine distinctions rather than

discarding them at a threshold; it handles boundary and mixed cases without distortion; it

imposes no false discontinuity where the data show none; and it converts back to a category

whenever a decision demands one, simply by applying a cut-off. Its costs are equally real, and

clinical, which is why the clinic has resisted a wholesale switch.
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DIMENSIONAL STRENGTHS DIMENSIONAL CLINICAL-UTILITY LIMITS

Retains information lost at a categorical

threshold

A profile of scores is harder to remember and

communicate than a single name

Handles boundary, mixed and sub-threshold

cases without forcing

Does not map cleanly onto the yes-or-no deci‐

sions medicine makes (admit, treat, certify)

Imposes no false boundary; convertible to a cat‐

egory by a cut-off

Reimbursement, health statistics and the medico-

legal record still demand a categorical code

Tracks change and severity over time on the

same scale

Clinicians trained on prototypes find a slider array

unfamiliar and slow at the bedside

The dimensional trade-off. Dimensions win on accuracy and on not distorting patients who sit between classes; categories

win on usability and on fitting the binary decisions of clinical medicine.

The honest summary is that dimensions win on accuracy and categories win on usability, and a

working classification needs both. That is why the debate is no longer "which wins" but "how they

combine".

25.4  The hybrid direction in the manuals: personality disorder leads

Both current manuals keep the box and bolt on the sliders, and personality disorder is where

they went furthest. The manuals retain categorical diagnoses for usability while adding

dimensional measures for severity and cross-cutting symptoms; the sharpest example is the

personality disorders, where the categorical types finally collapsed under their own heterogeneity

and comorbidity. ICD-11 abolished the named personality types outright and replaced them

with a single diagnosis, personality disorder, graded into one of three severity levels (mild,

moderate or severe, with a sub-threshold "personality difficulty" below them), to which the

clinician may add trait qualifiers. There are five ICD-11 trait domains, negative affectivity,

detachment, dissociality, disinhibition and anankastia, plus a borderline pattern qualifier kept for

its treatment value. DSM-5-TR took the cautious route: it kept the ten categorical types in its

main text and filed its dimensional answer, the alternative model of personality disorders, in

Section III. That model rates a level of personality functioning (Criterion A, covering self and

interpersonal functioning) against five pathological trait domains (Criterion B: negative

affectivity, detachment, antagonism, disinhibition and psychoticism), comprising twenty-five

facets. Both, then, describe a five-domain dimensional scheme; ICD-11 has made it the official

diagnosis, while the DSM keeps it in reserve behind the categorical types. The deeper clinical use

of these models for the personality disorders themselves belongs to the Personality disorders

notes.
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FEATURE ICD-11 DSM-5-TR

Categorical types Abolished; single "personality

disorder" diagnosis

Retained: ten types in three

clusters (main text)

Severity grading Mild, moderate, severe (plus

"personality difficulty")

Present or absent; level of

functioning only in the alter‐

native model

Trait scheme Five domains, the official diag‐

nosis, plus borderline pattern

Five domains, in the Section III

alternative model only

Status Dimensional model is the work‐

ing diagnosis

Dimensional model held in re‐

serve behind the categories

The hybrid, seen at personality disorder. ICD-11 made the dimensional model its official diagnosis; DSM-5-TR keeps the

ten categorical types up front and files its five-domain alternative model in Section III.

I N D I A

India, as a World Health Organization member state, uses the ICD as its official diagnostic and

statistical classification, so it is ICD-11's dimensional personality diagnosis, severity plus traits,

that now carries clinical and statutory weight in Indian practice rather than the DSM's reserved

model. The Mental Healthcare Act 2017 directs that a determination of mental illness be made in

accordance with nationally or internationally accepted medical standards, including the latest

edition of the ICD, tying the Indian clinical-legal frame to the WHO system (the full statute is

developed in the Mental health legislation and forensic psychiatry notes). ICD-11's flexible,

severity-based scheme also sits more easily with India's cultural concepts of distress and its

multilingual, resource-varied settings than a rigid categorical count would (the wider frame is set

out in the Consultation-liaison, geriatric and transcultural psychiatry notes).

25.5  HiTOP: the Hierarchical Taxonomy of Psychopathology

A classification built from the data up, not from the committee down. Where the manuals

start with expert-defined categories, the HiTOP model, the Hierarchical Taxonomy of

Psychopathology, codified by Kotov and colleagues in 2017, starts from the observed covariation

of symptoms and lets the structure emerge. Symptoms that co-occur are grouped into syndromes,

and correlated syndromes into spectra; comorbidity is not a nuisance here but the very signal

used to build the higher levels. The result is a dimensional hierarchy. At the base sit individual

signs, symptoms and maladaptive traits; above them components and syndromes (the old

disorders); then subfactors; then the broad spectra; and at the apex a general factor of

psychopathology, the p factor, capturing a person's overall liability to disorder. The principal

spectra run from internalising, through thought disorder and detachment, to the externalising

spectra, a continuum that replaces sharp diagnostic borders with graded position. HiTOP

reorganises the very clinical material the DSM contains, agnostic to its categories, so a patient

placed on these continua can be compared and followed without the arbitrary thresholds and

comorbidity artefacts of the categorical system.
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HITOP SPECTRUM WHAT IT GATHERS

Internalising The distress and fear conditions: depression, the

anxiety disorders, and related eating pathology

Thought disorder Psychoticism and reality-testing failure: the schizo‐

phrenia-spectrum and psychotic features

Detachment Social withdrawal, anhedonia and interpersonal

disengagement

Disinhibited externalising Substance use and impulse-control problems;

failures of restraint

Antagonistic externalising Aggression, manipulation and antisocial conduct

Somatoform Bodily-distress and somatic-symptom presenta‐

tions (a provisional spectrum)

The principal HiTOP spectra, with a general factor of psychopathology (the p factor) above them. Internalising and

externalising are the best-validated poles; the continuum, not the boundary, is the unit.

25.6  RDoC: the Research Domain Criteria

Not a diagnostic system at all, but a research framework that ignores diagnoses. The RDoC

project, the Research Domain Criteria, launched by the United States National Institute of

Mental Health under Cuthbert and Insel in 2009 (its influential seven-pillars statement following

in 2013, the year DSM-5 appeared), is dimensional in a deeper sense than HiTOP: it abandons

clinical categories entirely and starts from basic neuroscience, asking which brain-and-behaviour

systems, studied across the whole range from normal to abnormal, underlie psychopathology

across diagnoses. It is arranged as a matrix. The rows are functional constructs grouped into a

small set of domains, originally five (negative valence systems, positive valence systems, cognitive

systems, social processes, and arousal and regulatory systems), now six with the addition of

sensorimotor systems. The columns are the units of analysis, the seven levels at which any

construct can be measured, running genes, molecules, cells, circuits, physiology, behaviour and

self-report, with a further paradigms column for the tasks used. The intent is transdiagnostic and

mechanistic: study fear, or reward, or working memory, as each varies across the population and

across these levels, rather than starting from a DSM label. RDoC is explicitly not intended for

clinical diagnosis; it is a scaffold for the research that might one day rebuild the nosology on

mechanisms rather than on described syndromes.
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RDOC DOMAIN THE SYSTEMS IT COVERS

Negative valence systems Responses to aversive situations: acute and po‐

tential threat (fear, anxiety), loss, frustrative

non-reward

Positive valence systems Reward: approach, valuation, effort, learning and

habit

Cognitive systems Attention, perception, working memory, cognitive

control and language

Social processes Affiliation and attachment, social communication,

perception of self and others

Arousal and regulatory systems Arousal, circadian rhythms, sleep and wakefulness,

homeostatic regulation

Sensorimotor systems Control, execution and refinement of motor be‐

haviour (the domain added most recently)

The RDoC domains (originally five; sensorimotor systems added later), each studied across seven units of analysis from

genes to self-report. A research matrix, not a clinical classification.

TRAP Treating HiTOP or RDoC as ready-made diagnostic systems. Neither is a classification you

can diagnose a patient with today. HiTOP is a research taxonomy of dimensions built from

symptom covariation; RDoC is a neuroscience research framework that is explicitly not for

clinical diagnosis. The clinic still runs on the categorical ICD-11 and DSM-5-TR, hybridised with

dimensions.

3
ICD-11 PERSONALITY

SEVERITY GRADES (MILD,

MODERATE, SEVERE)

5
ICD-11 TRAIT DOMAINS,

MATCHED BY FIVE DSM-5

ALTERNATIVE-MODEL

DOMAINS

6
RDOC FUNCTIONAL

DOMAINS (THE ORIGINAL

FIVE PLUS

SENSORIMOTOR)

7
RDOC UNITS OF ANALYSIS,

GENES TO SELF-REPORT

G O O D  TO  R E M E M B E R

The principle: the categorical model classifies by kind and wins on clinical usability; the

dimensional model classifies by degree and wins on accuracy; no statistical test settles which is

correct, so both current manuals are categorical-dimensional hybrids, most fully at personality

disorder.

The one discriminator: HiTOP versus RDoC. HiTOP is a descriptive taxonomy that reorganises

symptoms bottom-up into spectra (internalising, thought disorder, externalising) from their

covariation; RDoC starts top-down from neuroscience constructs measured across units of

analysis and is explicitly not for clinical diagnosis. Both are research frameworks, not clinical

systems.

The one exam fact: ICD-11 abolished the categorical personality types for a single diagnosis

graded into three severity levels plus five trait domains; DSM-5-TR keeps ten categorical types in

its main text and its five-domain alternative model in Section III; HiTOP arranges

psychopathology into spectra under a general p factor; RDoC into six domains across seven units

of analysis.
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H O L D  T H I S

No test proves psychopathology is kinds rather than degrees, so the categorical versus

dimensional call is pragmatic: categories for clinical usability, dimensions for accuracy, hybrids in

ICD-11 and DSM-5-TR (severity plus traits at personality disorder), with HiTOP and RDoC the

fully dimensional research programmes waiting in the wings.

26 · Comorbidity and the boundary problem

Once psychiatry relaxed its old diagnostic hierarchy and let clinicians record every disorder a

patient meets, comorbidity stopped being suppressed and started being counted, and the counts

turned out to be enormous. This short topic teaches what those high numbers actually mean: how

much of the co-occurrence is real and how much is an artefact of the way our manuals carve

distress into categories, and how that question opens onto the deeper boundary problem, the

difficulty of finding a clean edge between one disorder and the next, and between disorder and

normality. The examiner uses this material to test whether a candidate can think about

classification rather than merely apply it, so the marks go to whoever can separate true from

artefactual co-occurrence and say why the boundaries stay blurred.

How to use this page. Fix three moves. First, the meaning of comorbidity and the true-versus-

artefactual split. Second, the boundary problem itself, built from diagnostic overlap, the old

splitting versus lumping tension, and the heterogeneity that polythetic criteria leave inside

every category. Third, what all this implies for classification: the drift toward a hybrid categorical-

dimensional system. This sits alongside the broader account of category, prototype and the

reliability-validity distinction in the classification-principles material; here the focus is narrowed

to the single fault line of comorbidity and boundaries.

26.1  How common comorbidity is, and what it means: true versus artefactual

Comorbidity is the co-occurrence of two or more diagnoses in one patient, and it is the rule,

not the exception. Community surveys such as those of Kessler showed the pattern is pervasive:

roughly half of all patients meeting criteria for major depressive disorder also meet criteria for an

anxiety disorder, and a person who qualifies for one disorder is far more likely than chance to

qualify for another. The important examinable step is not the number but the interpretation,

because the term covers two quite different situations. True comorbidity is real co-occurrence:

either two genuinely separate disorders arising together by chance (the causally unrelated case,

such as a presenile dementia beginning in someone with long-standing panic disorder), or two

distinct clinical pictures that share one underlying process but are diagnosed separately for want

of knowledge or by convention. Artefactual comorbidity, by contrast, is not two diseases at all:

it is a by-product of how the classification is written, arising either when one broad condition is

split across several narrow categories that then appear to "co-occur", or when overlapping criteria

let the same symptom count toward two diagnoses at once. It has been argued that a good deal of

psychiatric comorbidity is exactly this artefact of diagnostic rules that permit, if not encourage,

multiple diagnoses (Maj, 2005), and that a simpler system reducing it would be preferable

(Goldberg, 2010).
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READING OF A COMORBID PAIR MECHANISM WORKED INSTANCE

True (chance) Two causally unrelated disorders

happen to co-occur

A presenile dementia arising in

a person with long-standing

panic disorder

True (shared cause) One underlying process, two

manifestations diagnosed sepa‐

rately for want of knowledge

An anxious and a depressive

syndrome expressing one com‐

mon vulnerability

Artefactual (splitting) The manual carves one condi‐

tion into several narrow cate‐

gories that then "co-occur"

A broad internalising syn‐

drome recorded as separate de‐

pressive and anxiety diagnoses

Artefactual (overlap) Shared symptoms are counted

toward two criteria sets at once

A single personality disorder

whose features straddle two

overlapping criteria sets

The two readings of any comorbid pair. True comorbidity is real co-occurrence; artefactual comorbidity is a by-product of

how the manual splits and overlaps its categories (Maj, 2005).

RULE Comorbidity means both criteria sets are fully met. The term applies only when a patient

satisfies the criteria for two or more distinct diagnoses; a patient who falls between categories

and meets none is not comorbid but sub-threshold, and calling that comorbidity is an error.

TRAP Reading every comorbid pair as two real diseases. Much apparent comorbidity is artefactual,

the product of splitting one condition across overlapping criteria, so counting diagnoses is not

the same as counting diseases; the clinician still asks whether one formulation explains the whole

picture.

26.2  The boundary problem: diagnostic overlap, splitting versus lumping, heterogeneity

High comorbidity is a symptom of a deeper condition: the categories do not have clean

edges. This is the boundary problem, and it operates at two frontiers at once, the boundary

between one disorder and its neighbours, and the boundary between disorder and normality. The

strongest test of whether a syndrome-defined category is real is whether it is separated from

related syndromes, and from health, by a zone of rarity, a genuine gap in the distribution where

intermediate cases become uncommon (Kendell and Jablensky, 2003). For most disorders that

gap cannot be found: attempts to demonstrate zones of rarity between related syndromes, or

between illness and health, have largely failed, and the frequency with which clinicians reach for

intermediate labels such as schizoaffective is itself evidence that symptom patterns merge into

one another rather than sitting in discrete clusters. The unsettling implication is that the validity

of many categories remains unproven even where their clinical utility is not in doubt. Learn the

boundary vocabulary as crisp definitions.

Diagnostic overlap

Two categories share symptoms, so the same clinical feature can satisfy criteria for more than one

disorder; overlap manufactures artefactual comorbidity and blurs the line between the categories.

Splitting versus lumping

The perennial tension between the "splitter", who prefers many narrow, homogeneous categories, and

the "lumper", who prefers few broad ones. More splitting buys finer distinctions but multiplies
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apparent comorbidity; more lumping cuts comorbidity but hides real differences inside each category.

Heterogeneity

The variety of patients who share a single diagnosis. Because criteria sets are polythetic (any specified

subset suffices), two people can hold the same label with almost no symptoms in common, so a

category name conceals a mixed population.

Boundary with normality

The absence of a natural cut between the disordered and the well; where symptoms shade

continuously into ordinary experience, any threshold for "caseness" is a pragmatic convention rather

than a discovered line.

Splitting and lumping trade the two problems against each other and neither dissolves the

boundary. A splitter reduces heterogeneity inside each category but drives comorbidity up,

because a patient's features now spill across several narrow neighbours; a lumper suppresses

comorbidity but pays for it with wider heterogeneity inside each broad class. Because there is no

zone of rarity to arbitrate, no split is provably the right one, which is why the accompanying

figure sets two related syndromes as overlapping distributions with no clean valley between

them.

26.3  What it implies for classification

The way out is not a better boundary but a change of instrument. If related disorders shade

into one another and into normality, a purely categorical system will always generate the tell-tale

strains, and the current manuals name them plainly. The limitations the categorical approach

runs into are a stock list: the failure to find zones of rarity, the recurring need for intermediate

categories such as schizoaffective disorder, high rates of comorbidity, the frequent resort to

"other" and "unspecified" diagnoses, the weak yield of unique validators, and the lack of

treatment specificity across categories (DSM-5-TR). The agreed response is not to abandon

categories, which remain indispensable for the yes-or-no decisions of clinical work, but to add a

dimensional layer on top of them: severity ratings and cross-cutting symptom measures that

capture the heterogeneity a single label hides, and that describe the patient who sits on a

boundary without forcing a false choice. This hybrid, categorical diagnoses with dimensional

additions, is the direction of both current systems, and it is the field's practical answer to a

boundary problem it cannot solve outright.

P E A R L

Comorbidity rates did not rise because patients got sicker; they rose because the classification

changed. When DSM-III and its successors relaxed the old hierarchical exclusions that had forced

one diagnosis per patient, the co-occurrences that the hierarchy used to suppress became

recordable, and the numbers appeared to soar. High comorbidity is partly a measurement effect of

a permissive counting rule, which is exactly why the artefactual share is worth naming.

50%
OF MAJOR DEPRESSIVE DISORDER

PATIENTS ALSO MEET CRITERIA FOR

AN ANXIETY DISORDER (KESSLER)

2
READINGS OF ANY COMORBID PAIR:

TRUE CO-OCCURRENCE VERSUS

ARTEFACTUAL

6
LIMITATIONS OF THE CATEGORICAL

APPROACH LISTED BY DSM-5-TR
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I N D I A

India, as a World Health Organization member state, classifies with the ICD, and the Mental

Healthcare Act 2017 ties the determination of mental illness to internationally accepted standards

including the latest ICD, so the boundary and comorbidity questions here are asked in ICD terms.

The comorbidity most examined in Indian practice is dual diagnosis, the co-occurrence of a

substance use disorder with another mental illness, and the standard caution is a true-versus-

artefactual one in clinical dress: a substance-induced psychiatric state is secondary, not true

comorbidity, so it must be distinguished from an independent disorder that merely co-occurs (the

fuller treatment sits in the Substance use disorders notes). ICD-11's flexible, prototype-based

essential features, built to tolerate cultural variation and clinical judgement, also handle boundary

and mixed cases more gracefully than a rigid criteria count.

G O O D  TO  R E M E M B E R

The principle: comorbidity, the co-occurrence of two or more diagnoses in one patient, is

common (about half of depressed patients also meet criteria for an anxiety disorder) and is partly a

real phenomenon and partly an artefact of how the classification is written.

The one discriminator: true comorbidity is real co-occurrence (two independent disorders by

chance, or two manifestations of one shared process), whereas artefactual comorbidity is a by-

product of splitting one condition across several categories or of overlapping criteria (Maj, 2005).

The one exam fact: the boundary problem is the failure to find zones of rarity between related

syndromes and between disorder and normality (Kendell and Jablensky, 2003), which leaves

category validity unproven despite clinical utility and drives the field toward a hybrid categorical-

dimensional classification.

H O L D  T H I S

Psychiatric comorbidity is partly true co-occurrence and partly artefactual, the artefact of

splitting one condition across overlapping criteria; because no zone of rarity separates related

syndromes or marks off normality, the boundary problem cannot be solved by a better line and is

instead met with a hybrid categorical-dimensional system.

27 · Cultural concepts of distress and culture-bound syndromes

Distress is never expressed in a cultural vacuum: the words a patient reaches for, the cause they

blame, and the very shape of their symptoms are all patterned by the culture they live in. This

page teaches the modern framework for that fact, the DSM-5 shift from the old, exoticising

language of culture-bound syndromes to the broader idea of cultural concepts of distress,

together with the assessment tool built to elicit it, the cultural formulation and its Cultural

Formulation Interview. The examiner tests three things: that you can name and separate the

three types of cultural concept, that you can define the classic examples (with the Indian and

Asian ones, dhat and koro, held tight), and that you can say why getting this right prevents

misdiagnosis in either direction.

How to use this page. Fix the reframing first, because the whole topic turns on it: a culture-

bound syndrome is a discrete exotic entity, whereas cultural concepts of distress is a wider, non-

pejorative construct with three parts. Then learn the three types as crisp definitions, the eight
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classic syndromes as a definitions list, and the cultural formulation and its interview as the

clinical skill that operationalises all of it. Close on the clinical pay-off, avoiding both the false-

positive (pathologising a culturally normative expression) and the false-negative (missing the

disorder hidden behind a culturally-framed presentation). The wider transcultural frame of the

cultural concepts of distress, its epidemiology, migration and acculturation, belongs to the

Consultation-liaison, geriatric and transcultural psychiatry notes; here the treatment stays at the

level of the concepts themselves and the formulation that captures them.

27.1  From culture-bound syndromes to cultural concepts of distress

The DSM-5 retired a term it judged both narrow and pejorative. The older phrase culture-

bound syndromes, still the term ICD-10 uses, named a set of illnesses thought to be locked to

particular cultures and geographical areas and not seen in the developed West: dhat, koro, latah,

amok, piblokto, wihtigo and their kin. DSM-5 and DSM-5-TR replaced it with cultural concepts

of distress for two reasons. First, the old label exoticised non-Western presentations while quietly

pretending that Western diagnostic categories are culture-free, when in truth the DSM's own

diagnoses are themselves evolving Western cultural syndromes. Second, "syndrome" captured

only one of the ways culture shapes distress; culture also patterns how people talk about suffering

and how they explain it. The new construct therefore has three components, and naming all three

is the reliable opening to any answer here.

Cultural syndrome

A cluster of co-occurring symptoms recognisable to, and often named by, a particular cultural group

(for example, ataque de nervios). It may or may not be treated locally as an illness.

Cultural idiom of distress

A shared way of talking about suffering, a linguistic or somatic vocabulary common in a cultural group

(for example, "thinking too much," or "butterflies in the stomach").

Cultural explanation or perceived cause

A shared explanatory model of what is wrong and why, the culturally patterned attribution of a

symptom to a cause (for example, semen loss, soul loss, or a chemical imbalance).

The three are functions, not fixed boxes: the same term routinely serves more than one at once,

and a term can migrate between them over time. "Depression" names a syndrome in one mouth

and works as a plain idioms of distress in another. This is the point the examiner wants: cultural

concepts of distress is a broader, more honest and less pejorative construct than culture-bound

syndromes, of which the classic syndromes are merely the syndrome-shaped subset.

RULE Three types, not one. Cultural concepts of distress subsume cultural syndromes (clusters of

symptoms), cultural idioms of distress (ways of talking about suffering) and cultural explanations

or perceived causes (explanatory models). The old "culture-bound syndrome" covered only the

first.

27.2  The three types, and Kleinman's explanatory model

Separate the cluster, the vocabulary and the cause. The distinction earns its keep clinically

because each type is elicited by a different question and each misleads in a different way. A
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cultural syndrome gives you a recognisable pattern, but that pattern may map onto more than one

biomedical diagnosis, or none. A cultural idiom gives you the patient's language, which is why a

somatic idiom ("my body burns," "gas rises to my head") so often brings anxiety or depression to a

physician's door dressed as a bodily complaint. A cultural explanation gives you the perceived

cause, and this is where the single most examinable name in the topic sits: the explanatory model

of illness, pioneered by Arthur Kleinman. Kleinman's insight was that the clinician's biomedical

model and the patient's model of the same illness frequently differ, and that eliciting the patient's

model, what they call the problem, what they believe causes it, how severe and how long they

expect it to run, and what treatment they want, is essential to engagement, adherence and

accurate diagnosis.

TYPE WHAT IT IS WORKED EXAMPLE

Cultural syndrome A recognisable cluster of co-oc‐

curring symptoms

Ataque de nervios; dhat

syndrome

Cultural idiom of distress A shared vocabulary for express‐

ing suffering

"Thinking too much";

kufungisisa

Cultural explanation / per‐

ceived cause

A shared explanatory model of

the cause

Semen loss (dhat); soul loss

(susto)

The three components of cultural concepts of distress. The same cultural term (for example dhat, or "thinking too much")

can act as more than one type at once.

P E A R L

The clean viva line: a cultural syndrome is a set of symptoms, a cultural idiom is a set of words, and

a cultural explanation is a claimed cause. Kleinman's explanatory model belongs to the third: it is

the patient's own theory of their illness, and eliciting it is the engine of the whole cultural

assessment.

27.3  The classic examples

Learn each as a one-line definition anchored to its region. DSM-5-TR gives ten illustrative

examples (ataque de nervios, dhat, hikikomori, khyal cap, kufungisisa, maladi dyab, nervios,

shenjing shuairuo, susto and taijin kyofusho), but the classic examinable set blends these with the

older culture-bound roster. Hold the two Indian and Asian entries hardest, because they are the

ones most likely to walk into an Indian clinic.

Dhat syndrome (dhat)

Indian subcontinent. Anxious preoccupation with the passage of a whitish discharge in the urine,

believed to be semen, with fatigue (asthenia) and multiple somatic symptoms, rooted in the traditional

belief that semen is a precious vital fluid whose loss weakens the body.

Koro

Asia, including India. A sudden, intense fear that the penis (or, in women, the breasts or vulva) is

shrinking or retracting into the body and that death will follow; characteristically occurs in epidemics

that spread rapidly through a community.

Amok
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South-East Asia, classically Malaysia. A sudden, unprovoked outburst of homicidal rage in which the

person "runs amok," attacking or killing indiscriminately, typically followed by exhaustion and

amnesia for the episode.

Latah

South-East Asia, classically Malaysia and Indonesia, chiefly in women. An exaggerated startle response

to a sudden stimulus, followed by echolalia, echopraxia and automatic obedience; the Japanese

analogue is imu.

Ataque de nervios

Latinx contexts. An episode of intense emotional upset with uncontrollable screaming or crying,

trembling, heat rising in the chest into the head, aggression and, in some, seizure-like or dissociative

features; the hallmark is a sense of being out of control, usually triggered by a family stressor.

Brain fag

West Africa, Nigeria (described by Raymond Prince). Mental fatigue, difficulty concentrating and

remembering, and head or neck discomfort, attributed to the strain of study and seen classically in

students.

Taijin kyofusho

Japan. An intense fear that one's own body, its parts, odour, gaze or facial expression, will offend,

embarrass or displease other people; an other-focused counterpart to social anxiety disorder.

Susto

Latin American contexts. "Fright" or "soul loss," an illness attributed to a frightening event that causes

the soul to leave the body, with sadness, disturbed sleep and appetite, low self-worth and somatic

symptoms.

I N D I A

The two syndromes an Indian examiner will press are dhat and koro. Dhat is the paradigmatic

South Asian culture-bound syndrome, classically described in Indian descriptive psychiatry (N.N.

Wig), and ICD-10 files it under the "other specified neurotic disorders." Its cultural logic is a

genuine explanatory model: the belief that semen is a concentrated, precious essence means its

perceived loss is expected to produce weakness, so the patient presents with fatigue, somatic

symptoms and sexual worry rather than a complaint of "anxiety." Koro too is seen in India and

across Asia and can erupt in local epidemics. Beyond these, the Indian literature also names suchi-

bai (a purity or washing preoccupation), the ascetic syndrome, nuptial psychosis and jhinjhinia.

The clinician's task is not to collect these as curios but to recognise the explanatory model behind

them so the underlying, often treatable, anxiety or depression is addressed rather than dismissed.

C O M M O N  T R A P

Do not automatically upgrade a culturally sanctioned concern to a psychotic symptom. A koro

conviction held in an epidemic within a community that shares the belief is not, on its own, a

delusion in the thought-content sense; a dhat patient's semen-loss attribution is a shared

explanatory model, not hypochondriacal delusion. Whether a belief is delusional turns on whether

it is idiosyncratic and outside the person's subculture, exactly the distinction developed in the

Psychometry, Assessment and Descriptive Psychopathology notes.
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27.4  The cultural formulation and the Cultural Formulation Interview

Culture is captured by a structured formulation, not a hunch. The tool is the cultural

formulation, introduced as the Outline for Cultural Formulation (OCF) in DSM-IV and carried

into DSM-5, which places the patient's own experience at the centre of the assessment across five

domains. DSM-5 then added its operational companion, the Cultural Formulation Interview

(CFI): a semistructured, person-centred set of questions that gathers the information the OCF

needs. The core interview runs 16 questions grouped into four sections; a CFI-informant version

gathers the same from a relative, and a set of twelve supplementary modules (explanatory model,

level of functioning, social network, psychosocial stressors, spirituality, cultural identity, coping

and help-seeking, patient-clinician relationship, children and adolescents, older adults,

immigrants and refugees, and caregivers) extend it. The CFI is applicable to every patient, not

only to those from a visibly different background.

OCF DOMAIN WHAT IT ASSESSES

Cultural identity of the individual Ethnicity, language, religion, migration and oth‐

er identities, self-ascribed and ascribed

Cultural conceptualisations of distress The syndromes, idioms and explanatory models

the patient uses (this is where cultural concepts of

distress live)

Psychosocial stressors and cultural features of

vulnerability and resilience

Stressors, supports, the role of family and reli‐

gion, and culturally-defined functioning

Cultural features of the clinician-patient

relationship

Differences in language, culture and status that

shape rapport and trust

Overall cultural assessment How the above bears on diagnosis and on a cul‐

turally-appropriate management plan

The five domains of the Outline for Cultural Formulation. The Cultural Formulation Interview is the semistructured

instrument that gathers the information each domain requires.

M N E M O N I C

PROBLEM · PERCEPTIONS · PAST · PRESENT

The four sections of the core CFI, in order: the cultural definition of the problem; cultural

perceptions of cause, context and support; cultural factors in self-coping and past help-seeking;

and cultural factors in present (current) help-seeking and treatment expectations.

3
TYPES OF CULTURAL

CONCEPT: SYNDROMES,

IDIOMS, EXPLANATIONS

4
SECTIONS OF THE

CULTURAL FORMULATION

INTERVIEW

16
QUESTIONS IN THE CORE

CFI

10
ILLUSTRATIVE EXAMPLES

LISTED IN DSM-5-TR

27.5  Why it matters: avoiding misdiagnosis in both directions

The cultural formulation exists to stop two opposite errors. The false-positive error is

pathologising a culturally normative expression: an ataque de nervios at a funeral, or grief

expressed through vivid somatic and dissociative features, is not automatically a psychiatric

disorder, and DSM-5-TR is explicit that some ataques are normative expressions of acute distress
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without clinical sequelae. The false-negative error is the mirror image and, in practice, the

commoner one: mistaking the cultural packaging for the whole story and missing the treatable

disorder inside it, reading a dhat presentation as mere "cultural belief " when a major depressive

or anxiety disorder sits underneath, or dismissing a somatic idiom of distress as having no

psychiatric content at all. The corrective is the same in both cases: elicit the explanatory model,

situate the presentation in the patient's subculture, and let the cultural formulation, rather than

the surface label, guide the diagnosis and plan.

WO R K E D  E X A M P L E

A young man attends a general clinic complaining that "dhat is leaking" in his urine, that he is

weak, cannot concentrate, and fears his marriage will fail. Taken at face value the presentation is a

"cultural belief "; taken as an explanatory model it is a doorway. The Cultural Formulation

Interview elicits his conviction that lost semen is draining his vitality (his cultural explanation), his

family's shared endorsement of that model (context and support), and, behind it, two months of

low mood, anhedonia, initial insomnia and hopelessness. The formulation names a depressive

episode expressed through a dhat idiom, and management pairs education about semen physiology

with treatment of the depression, rather than either scolding the belief or missing the illness.

TRAP Treating "it's cultural" as a diagnosis or a dismissal. Labelling a presentation a culture-bound

syndrome is not the end of assessment; cultural concepts of distress frequently coexist with, and

conceal, standard psychiatric disorders. The error runs both ways: pathologising the normative,

or normalising the pathological.

G O O D  TO  R E M E M B E R

The defining principle: DSM-5 replaced the narrow, pejorative "culture-bound syndromes" with

cultural concepts of distress, a broader construct with three parts, cultural syndromes, cultural

idioms of distress and cultural explanations or perceived causes (Kleinman's explanatory model).

The one discriminator: a cultural syndrome is a cluster of symptoms, a cultural idiom is a way of

talking about distress, and a cultural explanation is a claimed cause; the same term can serve more

than one function at once.

The one exam fact: the cultural formulation has five OCF domains and is elicited by the Cultural

Formulation Interview (a core interview of sixteen questions in four sections); the classic Indian

and Asian examples are dhat (semen-loss concern) and koro (fear of genital retraction), and the

whole apparatus exists to prevent misdiagnosis in either direction.

H O L D  T H I S

Cultural concepts of distress (DSM-5, replacing culture-bound syndromes) come in three types,

syndromes, idioms and explanatory models; they are captured by the cultural formulation and its

16-question, four-section Cultural Formulation Interview, and their clinical purpose is to stop the

clinician both from pathologising the culturally normal and from missing the treatable disorder

behind a dhat, koro or ataque presentation.

28 · The forensic essentials

When a psychiatrist steps into a courtroom the questions change shape: the court does not want a

diagnosis, it wants a legal opinion, and the two are not the same thing. These forensic
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psychiatry essentials gather the small cluster of medico-legal questions that recur in every

exam, three of which do almost all the work. Can the accused be tried at all (fitness to stand

trial)? Was the accused answerable for the act (criminal responsibility and the insanity

defence)? Can a person make a valid will (testamentary capacity)? Each rests on a capacity test

with a named authority, and the marks go to the candidate who states the test, the case behind it

and the Indian provision without blurring one into another.

How to use this page. Fix the three capacities and the one time-frame rule that separates them,

learn the two limbs of the insanity test and their Indian mirror, and hold the four-limb will test

with its case name. This is the compact treatment; the fuller forensic material, narcoanalysis and

the detailed assessment procedure, the review board and the admission provisions, and the wider

statutes, lives in the Mental health legislation and forensic psychiatry notes, and this page cross-

refers there rather than repeating it.

Fitness to stand trial

The accused's present capacity to understand the charge and the court proceedings and to instruct

counsel; a here-and-now assessment, not a comment on the offence.

Criminal responsibility

Whether, at the time of the act, the accused was so disordered as to be excused from the guilty mind

(mens rea) the offence requires; the insanity defence answers this.

Diminished responsibility

A partial defence: an abnormality of mind that substantially impaired responsibility, reducing murder

to manslaughter rather than acquitting.

Testamentary capacity

The capacity to make a valid will, judged task-specifically at the time the will is made, under the Banks

v Goodfellow test.

28.1  Fitness to stand trial: understand the charge, follow the proceedings, instruct counsel

Fitness to stand trial is a present-state question about the accused's ability to take part in the

trial, not about the offence. The accused must be able to understand the nature of the charge,

follow the course of the proceedings, and instruct and assist counsel in the defence; in English

practice these are the Pritchard criteria for fitness to plead, and in the United States the parallel is

the Dusky standard, a rational and factual understanding of the proceedings together with the

ability to consult a lawyer. The decisive feature for the exam is the time-frame: fitness is assessed

here and now, so a person may be perfectly fit to be tried today yet have been insane at the

moment of the crime, or unfit today yet have been fully responsible then. When an accused is

found unfit, the trial is postponed and the person is dealt with under the mental-health

provisions rather than convicted.

28.2  Criminal responsibility and the insanity defence: the McNaughten rules

The insanity defence asks whether disease of the mind, at the time of the act, deprived the

accused of the knowledge that makes an act blameworthy. English law defines this by the

McNaughten rules (also spelled McNaughton or M'Naghten), framed by the House of Lords after

Daniel McNaughten in 1843 shot and killed Edward Drummond, secretary to the Prime
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Minister Sir Robert Peel, under a persecutory delusional system; he was found not guilty by

reason of insanity and admitted to Bethlem Hospital, and the public outcry produced the rules.

The test requires proof that, at the time of committing the act, the accused was labouring under

such a defect of reason, from disease of the mind, as (the first limb) not to know the nature and

quality of the act, or (the second limb) if he did know it, not to know that what he was doing was

wrong. These are the two limbs of a purely cognitive test, the classic right-wrong test: it turns on

whether the accused could know, never on whether he could control his conduct, so an irresistible

impulse in someone who knew the act was wrong falls outside it.

WO R K E D  E X A M P L E

A man with schizophrenia, driven by command voices and a fixed belief that his neighbour is an

assassin sent to kill him, attacks and kills the neighbour convinced he is defending his own life. At

the material time he did not know the act was wrong, so he satisfies the second limb of the insanity

test and the Indian provision below. Contrast a man who strangles his wife in a jealous rage, knows

perfectly well it is wrong, but says he "could not stop himself ": knowledge is intact, so neither the

McNaughten rules nor the Indian section excuses him, because there is no volitional (loss-of-

control) limb.

RULE Insanity is a legal verdict, not a diagnosis. The McNaughten test is cognitive, whether the

accused could know the nature of the act or that it was wrong; a psychiatric diagnosis by itself

never exculpates, and there is no arm for loss of control.

28.3  The Indian frame: unsoundness of mind under Section 84 of the Indian Penal Code

India codifies the same cognitive test as a general exception to criminal liability. Section 84

of the Indian Penal Code, headed the act of a person of unsound mind, states that nothing is an

offence which is done by a person who, at the time of doing it, by reason of unsoundness of mind,

is incapable of knowing the nature of the act, or that he is doing what is either wrong or contrary

to law. Two examinable points sit on top of the McNaughten mirror. First, the section adds the

arm "or contrary to law", so incapacity as to either moral wrong or legal wrong will do. Second, the

section covers legal insanity, not medical insanity: a diagnosis, even of florid psychosis, does not

by itself attract the benefit; what must be shown is the incapacity to know at the material

moment. The crucial time is the instant the act was committed (settled in Rattan Lal versus State

of Madhya Pradesh), and the burden of proving unsoundness lies on the accused, on the

preponderance of probability, after which the onus shifts to the prosecution.
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CAPACITY THE QUESTION IT

ANSWERS

TIME FRAME GOVERNING STANDARD

Fitness to stand trial Can the accused under‐

stand the charge, follow

proceedings and in‐

struct counsel?

Present (here and

now)

Pritchard criteria (Eng‐

land); Dusky standard

(USA); NIMHANS pro‐

forma (India)

Criminal responsibili‐

ty (insanity)

Was the accused so dis‐

ordered as not to know

the act's nature, or that

it was wrong?

At the time of the act McNaughten rules;

Section 84 of the

Indian Penal Code

Diminished

responsibility

Did an abnormality of

mind substantially im‐

pair responsibility for

the killing?

At the time of the act English partial de‐

fence (murder reduced

to manslaughter)

Testamentary

capacity

Can the person make a

valid will?

When the will is made Banks v Goodfellow;

Indian Succession Act

1925 (sound disposing

mind)

The forensic capacities separated by their time-frame: fitness is a present-state test, responsibility looks back to the

moment of the offence, testamentary capacity to the moment of the will.

TRAP Collapsing fitness to stand trial into criminal responsibility. They ask different questions at

different times: fitness is the accused's capacity now to be tried; responsibility is his mental state

then, at the offence. Currently fit does not mean he was sane at the act, and currently unfit does

not mean he was insane.

28.4  Diminished responsibility, in brief

Where insanity fully acquits, diminished responsibility only softens the verdict. It is an

English partial defence to murder: where an abnormality of mind (arising from a recognised

condition) substantially impaired the accused's mental responsibility for the killing, the charge is

reduced from murder to manslaughter, avoiding the mandatory life sentence rather than excusing

the act. It is invoked far more often than the insanity defence, which critics find too narrow to fit

most mentally ill offenders. India has no equivalent general partial defence; there the routes are

the Section 84 exception and the separate law of grave and sudden provocation, so diminished

responsibility is best learned as the English contrast to the all-or-nothing insanity verdict.

28.5  Testamentary capacity: the Banks v Goodfellow criteria

Capacity to make a will is task-specific: a person with serious mental illness may still make a

valid will if the illness does not touch the disposition. The governing test comes from Banks v

Goodfellow in 1870, where John Banks, a testator with chronic delusional illness, was

nonetheless held capable because his delusions did not affect how he left his estate, establishing

that testamentary capacity is judged against the specific task, not the global mental state. The

testator must satisfy four limbs: he must understand the nature of the act of making a will and its

effects; know the nature and extent of the property he is disposing of; appreciate the persons

who have a reasonable claim as beneficiaries; and be free of any disorder of mind or insane

delusion that perverts the disposition. Indian law aligns through the Indian Succession Act 1925,
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which requires a sound disposing mind, and treats capacity as both task-specific and time-

specific, tied to the moment the will is made and instructed.

BANKS V GOODFELLOW LIMB WHAT THE TESTATOR MUST SHOW

Nature of the act Understands that he is making a will and what a

will does (disposing of his estate after death)

Extent of the estate Knows the nature and approximate extent of the

property being disposed of

Claims of beneficiaries Appreciates the persons who have a reasonable

claim, the natural heirs he is including or excluding

Undeluded judgment Is free from any disorder of mind or insane delu‐

sion that perverts the disposition of the estate

The four limbs of the Banks v Goodfellow test. The last limb is the discriminating one: the delusion must not be shaping

who inherits.

M N E M O N I C

WILL · WEALTH · WHO · (no) WARP

The four Banks v Goodfellow limbs: understands the WILL and its effect; knows the extent of his

WEALTH; appreciates WHO has a claim; and no delusional WARP of the disposition.

P E A R L

The word "wrong" is where India and the classic English rule diverge. The McNaughten second

limb asks only whether the accused knew the act was wrong; Section 84 of the Indian Penal Code

spells out "wrong or contrary to law", so incapacity as to moral wrong or legal wrong will each

suffice. Either way, the test is knowledge at the material time, and a diagnosis without that

incapacity does not exculpate: legal insanity is not medical insanity.

1843
THE MCNAUGHTEN CASE,

FROM WHICH THE

INSANITY RULES WERE

FRAMED

84
THE INDIAN PENAL CODE

SECTION FOR

UNSOUNDNESS OF MIND

1870
BANKS V GOODFELLOW,

THE TESTAMENTARY-

CAPACITY TEST

4
LIMBS OF THE BANKS V

GOODFELLOW TEST

I N D I A

The NIMHANS fitness-to-stand-trial proforma structures the assessment into five sections:

cognitive functions, understanding of the charges, knowledge of the court proceedings,

understanding of one's own lawyer, and expected behaviour during the trial. Criminal

responsibility runs through Section 84 of the Indian Penal Code, testamentary capacity through

the Indian Succession Act 1925's "sound disposing mind", and the whole field now sits under the

Mental Healthcare Act 2017. Note the recodification for current exams: the Indian Penal Code has

been replaced by the Bharatiya Nyaya Sanhita 2023, whose unsoundness-of-mind provision (its

Section 22) carries essentially the same wording as the old Section 84, so the capacity test is

unchanged even as the numbering moves.
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G O O D  TO  R E M E M B E R

The principle: forensic assessment answers a legal question, not a clinical one; the psychiatrist

informs the court, but the verdict, of responsibility, fitness or capacity, is the court's, and a

diagnosis alone never decides it.

The one discriminator: time-frame separates the capacities, criminal responsibility looks back to

the moment of the act (McNaughten rules; Section 84 of the Indian Penal Code, incapacity to

know the nature of the act or that it was wrong), whereas fitness to stand trial is a present-state test

(understand the charge and proceedings, instruct counsel).

The one exam fact: testamentary capacity is task-specific under Banks v Goodfellow (1870):

understand the nature of the will, the extent of the estate and the claims of beneficiaries, free from

any delusion that perverts the disposition.

H O L D  T H I S

Two questions, two time-frames: criminal responsibility asks whether, at the time of the act,

disease or unsoundness of mind left the accused unable to know the nature of the act or that it

was wrong (McNaughten; Section 84 of the Indian Penal Code), while fitness to stand trial asks

whether, here and now, he can understand the charge and proceedings and instruct counsel.

29 · The Mental Healthcare Act 2017

Indian psychiatry now runs on a single statute, and the examiner treats it as compulsory: the

mental healthcare act 2017 is the law under which every admission, every certificate and every

act of compulsory treatment in the country is made lawful. It replaced the custodial Mental

Health Act 1987 and rebuilt the field on a rights-based foundation, enacted to bring Indian law

into line with the United Nations Convention on the Rights of Persons with Disabilities, which

India had ratified. Where the old law asked "how do we detain the insane", the new one asks "how

do we protect the rights of a person with mental illness while they are treated". That inversion is

the single idea from which every provision below descends, and it is what the marks reward.

How to hold the Act. It runs to 16 chapters and 126 sections, but only a spine is examinable: the

definition of mental illness and the capacity test that gates it; the two instruments of self-

determination, the advance directive and the nominated representative; the admission

categories, independent and supported; the oversight bodies, the review board and the two

authorities; the decriminalisation of attempted suicide; and the treatments the Act forbids or

fences. This page teaches that spine as an exam skill; the full admission procedure, the forensic

detail and the wider statutory landscape are developed in the Mental health legislation and

forensic psychiatry notes.

29.1  The rights-based turn: from custody to capacity

A law built on capacity, not on custody. The Act received presidential assent in 2017 and came

into force on the twenty-ninth of May 2018, repealing the Mental Health Act 1987, whose

reception-order machinery had treated the patient as an object of custody rather than a holder of

rights. Two definitions carry the whole rights architecture. First, mental illness is defined as a

substantial disorder of thinking, mood, perception, orientation or memory that grossly impairs

judgment, behaviour, the capacity to recognise reality or the ability to meet the ordinary
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demands of life; the definition expressly takes in conditions arising from the abuse of alcohol and

drugs, and expressly excludes mental retardation (intellectual disability), a condition of arrested

or incomplete development of mind. The determination of mental illness must be made in

accordance with nationally or internationally accepted medical standards, such as the latest

edition of the ICD, and never on the basis of political, economic or social status, caste, religion, or

mere non-conformity with a community's moral, social or cultural norms.

Capacity is the concept the whole Act turns on. Every adult is presumed to have the capacity

to make their own mental-healthcare decisions unless the contrary is shown, and capacity is

decision-specific: the ability to understand the information relevant to the decision, to appreciate

the reasonably foreseeable consequences of taking it or not taking it, and to communicate that

decision by any means. This is the gate that sorts the patient. A person who retains capacity is

admitted and treated only on their own informed consent; a person who has lost it is supported to

decide rather than simply overruled. On that footing the Act guarantees a suite of rights: access to

affordable, good-quality, geographically reachable, community-based care from government

services; the right to live with dignity and to be free from cruelty, neglect and degrading

treatment; equality and non-discrimination in care; the right to information about one's illness

and treatment; confidentiality of records; free legal aid; and the right to complain to the

establishment, the review board or the state authority.

RULE Capacity is the gateway, and it is presumed. Retained capacity routes a patient to independent

admission on their own consent; lost capacity routes them to supported admission, where the

nominated representative and the advance directive step in. Establish capacity first; everything

else follows from it.

I N D I A

The Act is India's instrument for honouring the Convention on the Rights of Persons with

Disabilities, and it borrows that Convention's language of supported, not substituted, decision-

making. It ties Indian clinical practice to the WHO classification by naming the ICD as the

standard for determining mental illness, so the diagnostic frame that carries statutory weight here

is the ICD rather than the DSM (the wider transcultural frame is set out in the Consultation-

liaison, geriatric and transcultural psychiatry notes). Two Indian realities temper the text on paper:

the Act routes the patient's right to free legal aid through the Legal Services Authorities (the

NALSA framework), giving a person facing supported admission a route to counsel; and

implementation lags the statute, since many states were slow to constitute their review boards and

authorities, so the safeguards are only as real as the bodies that deliver them.

29.2  The advance directive: the right to state how one wishes to be treated

The Act's flagship innovation lets a patient bind their future care. An advance directive is a

written document in which a person states the way they wish to be cared for and treated for a

mental illness, the way they wish not to be treated, and the individuals they appoint as nominated

representative in order of precedence. Any adult with capacity may make one; a legal guardian

may make it for a minor. Its defining feature, and the classic exam point, is that it lies dormant
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while the person has capacity and comes into force only when they cease to have the capacity to

make mental-healthcare decisions, remaining in effect until capacity returns. It may be revised or

revoked any number of times while the person is capacitous, and it is void from the outset if it is

made contrary to any law. The directive is registered on an online register maintained by the

review board, and it is the duty of the treating psychiatrist and the establishment to give

treatment in accordance with a valid advance directive.

The directive is not absolute. A mental health professional, relative or carer who does not wish to

follow an advance directive may apply to the review board, which then tests whether it was

made of the person's own free will and free of coercion, whether it was intended to cover the

present circumstances, whether the person was sufficiently informed and had capacity when they

made it, and whether its content offends any other law. The board may then uphold, modify or

cancel it. A clinician is protected from liability for following a valid advance directive, and equally

is not penalised for failing to follow one they were never given a copy of.

P E A R L

An advance directive that refuses all treatment is not automatically binding: it is precisely the case

a treating team can escalate to the review board, which weighs the refusal against the four validity

tests. The Act gives the patient a powerful voice in advance; it does not hand them an unreviewable

veto over life-saving care.

29.3  The nominated representative: the patient's chosen decision-partner

A named person who supports, rather than supplants, the patient's choices. The nominated

representative is the individual a person appoints, in writing on plain paper with their signature

or thumb impression, to support them in mental-healthcare decisions. The role reflects the Act's

shift from the old proxy or substituted consent of guardianship to supported decision-making: the

representative helps the patient reach and voice a decision rather than deciding over their head.

Any adult may be appointed, provided they consent in writing and are competent to discharge

the duties; a person may revoke or change the appointment at any time. Where a patient has

made no nomination, the Act sets an order of precedence (a relative, then a carer, and so on), and

where none is available the review board itself appoints a representative. For a minor, the legal

guardian is the nominated representative unless the board orders otherwise.

The representative's duties track the whole care pathway: to consider the person's wishes and

least-restrictive care, to apply for admission and for discharge, to have access to the person's

advance directive and clinical information, to be informed of any use of restraint, and to give or

withhold consent to research on the person's behalf. In a supported admission, it is the

representative, not the clinician alone, who applies for and consents to admission, which is the

structural safeguard against unilateral detention.

29.4  The admission categories: independent and supported admission

Two doors, sorted by capacity. Chapter twelve rebuilt admission around consent. Independent

admission is the default and the aspiration: a capacitous adult who understands the nature and

purpose of admission, is likely to benefit, and makes the request of their own free will is admitted
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on their own application under Section 86, and may not be treated without their informed

consent. Such a patient may discharge themselves on request under Section 88, though the

establishment may hold them for a maximum of twenty-four hours to assess whether the criteria

for supported admission have arisen. Supported admission (the Act's deliberate replacement for

the old term "involuntary") is the exception, used only where capacity is lost and a defined risk is

present, and it is hedged with time limits, two-professional certification and mandatory reporting

to the review board.

CATEGORY SECTION WHO AND WHEN SAFEGUARD AND EXIT

Independent admis‐

sion (adult with

capacity)

Section 86 Capacity intact; un‐

derstands nature and

purpose; likely to ben‐

efit; requests admis‐

sion of their own free

will. No treatment

without informed

consent

Self-discharge on re‐

quest (Section 88); may

be held up to twenty-

four hours to assess for

supported admission;

converts to Section 89

if capacity is lost and

risk arises

Admission of a minor Section 87 On the nominated

representative's appli‐

cation; opinion of two

independent profes‐

sionals; least-restric‐

tive option; separate

child ward; a female

attendant for a minor

girl

Discharged when the

representative with‐

draws support; con‐

verts to Section 86 on

attaining majority; ECT

only with prior board

approval

Supported admission,

up to thirty days

Section 89 Representative's ap‐

plication; person lacks

capacity and meets a

harm-to-self, harm-to-

others or inability-to-

self-care limb; certi‐

fied by one psychia‐

trist and one mental

health professional or

medical practitioner

Capacity reviewed

weekly; reported to the

board within seven

days, and within three

days for a woman or

minor; on regaining ca‐

pacity, moved to

Section 86 or

discharged

Supported admission,

beyond thirty days

Section 90 Continued incapacity

with continuing risk;

independent evaluation

by two psychiatrists

Capacity reviewed

every fourteen days; ex‐

tended in defined steps

(up to ninety, then to

one hundred and eighty

days) under board

oversight

The admission categories of the Act. The examinable discriminator is Section 89 against Section 90: the professional and

the clock both change at the thirty-day line.
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M N E M O N I C

Eighty-six ask for yourself; eighty-nine supported to thirty; ninety beyond

Section 86 is the capacitous patient asking for their own admission; Section 89 is the supported

admission capped at thirty days on one psychiatrist plus one other professional; Section 90 carries

a supported admission beyond thirty days and demands two psychiatrists. Section 87 sits between

them for the minor.

WO R K E D  E X A M P L E

A man in his thirties with schizophrenia is brought in acutely psychotic, threatening his family and

unable to grasp why admission is proposed. He plainly lacks capacity and meets a risk limb, so he

cannot be an independent patient. His nominated representative applies, one psychiatrist and one

medical practitioner independently certify the criteria, and he is admitted under Section 89 with

the board informed within seven days. His capacity is checked weekly; a fortnight in he improves,

understands his situation and consents to stay, so his admission is transferred to Section 86 as an

independent patient. Had he still lacked capacity beyond thirty days, two psychiatrists would have

had to evaluate him afresh to continue under Section 90.

TRAP Confusing Section 89 with Section 90. Section 89 is supported admission up to thirty days,

certified by one psychiatrist plus one mental health professional or medical practitioner, with

weekly capacity review; Section 90 is the extension beyond thirty days, demanding two

psychiatrists and a fortnightly review. Naming the wrong professional or the wrong clock is a

stock way to lose the mark.

29.5  The oversight architecture: the review board and the two authorities

A quasi-judicial guardian at the bedside, and two administrative regulators above it. The Act

separates the body that protects the individual patient from the bodies that regulate the system.

The definitions worth memorising are these four institutions.

Mental Health Review Board

The Mental Health Review Board is the quasi-judicial body, constituted by the state authority, that

protects the individual patient. It registers, reviews and can cancel advance directives; appoints

nominated representatives; and receives and decides applications against admission decisions under

Sections 87, 89 and 90. It is chaired by a district judge and includes a district-administration

representative, one psychiatrist and one medical practitioner, and members drawn from persons with

mental illness, carers or non-governmental organisations.

Central Mental Health Authority

The Central Mental Health Authority registers and supervises central-government establishments,

develops service norms, maintains the national register of clinical psychologists, mental health nurses

and psychiatric social workers, and advises the central government.

State Mental Health Authority

The State Mental Health Authority mirrors that role within the state: it registers and supervises

establishments in the state, keeps the state register of mental health professionals, sets minimum

standards and receives complaints about deficient services.
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Mental health establishment

Any facility, public or private and including AYUSH facilities, offering care for mental illness; it must

register with the relevant authority and conform to prescribed standards. A family home where a

person lives with relatives is not an establishment.

The division of labour is the point: the review board adjudicates the rights of a named patient,

functioning as an accessible tribunal; the central and state authorities license and inspect the

establishments and hold the registers of professionals. Every supported admission must be

reported to the board, which is the mechanism that keeps compulsory care under continuing

external scrutiny rather than clinician discretion alone.

29.6  The decriminalisation of attempted suicide

The provision that changed emergency practice overnight. Section 115 delivers the

decriminalisation of attempted suicide. Its words are the ones to keep: notwithstanding

anything contained in Section 309 of the Indian Penal Code, any person who attempts to commit

suicide shall be presumed, unless proved otherwise, to have severe stress, and shall not be tried

and punished under that Code. The presumption is the engine of the clause: the burden inverts,

so the person who has attempted suicide is taken to have been under severe stress rather than

treated as an offender. The section pairs this immunity with a positive duty on the appropriate

government to provide care, treatment and rehabilitation to a person under such severe stress, to

reduce the risk of a further attempt. The practical effect is that a survivor of self-harm now

reaches a clinician, not a police station, and can be assessed and treated without the shadow of

prosecution. The clinical assessment that follows, the suicide risk evaluation and the C-SSRS as

used inside the mental state examination, is developed in the Somatic-symptom, sexual, impulse-

control disorders and suicide notes.

C O M M O N  T R A P

Section 115 does not repeal Section 309 of the Penal Code; the older offence remains on the

statute book. What the Act does is raise a rebuttable presumption of severe stress that overrides

Section 309 in almost every case, so the attempt is not tried or punished. Say "presumption of

severe stress, overriding Section 309", not "Section 309 has been deleted".

29.7  Prohibited and safeguarded treatments

The Act draws a hard line around the interventions most open to abuse. Section 95 flatly

prohibits a short, high-yield list, and each item answers a documented historical harm:

electroconvulsive therapy without the use of muscle relaxants and anaesthesia (unmodified ECT

is banned outright); electroconvulsive therapy for minors, except with the prior approval of the

review board and the guardian's consent; sterilisation of men or women when it is intended as a

treatment for mental illness; and chaining a person in any manner or form whatsoever. Around

this core the Act fences other interventions with consent and oversight rather than banning

them.
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PROVISION SECTION THE SAFEGUARD

Prohibited treatments Section 95 Unmodified ECT, ECT for mi‐

nors, sterilisation as treatment

for mental illness, and chaining

are forbidden

Psychosurgery Section 96 Permitted only with the in‐

formed consent of the person

and the prior approval of the re‐

view board

Seclusion and restraint Section 97 Seclusion and solitary confine‐

ment banned; physical re‐

straint only as the least means

to prevent imminent harm,

psychiatrist-authorised,

recorded, and never a

punishment

Emergency treatment Section 94 Any needed treatment permitted

to prevent death, serious self-

harm or harm to others, capped

at seventy-two hours or until as‐

sessment at an establishment

The Act's treatment safeguards. The four Section 95 prohibitions are the most examined line; emergency treatment under

Section 94 has a firm seventy-two-hour ceiling.

16
CHAPTERS IN THE ACT,

SPANNING 126 SECTIONS

2018
CAME INTO FORCE, ON 29

MAY, REPEALING THE 1987

ACT

30
DAYS, THE SECTION 89

SUPPORTED-ADMISSION

CEILING BEFORE SECTION

90

72
HOURS, THE SECTION 94

EMERGENCY-TREATMENT

CEILING

G O O D  TO  R E M E M B E R

The principle: the mental healthcare act 2017 replaced the custodial 1987 Act with a rights-

based, capacity-centred law that honours the UN Convention on the Rights of Persons with

Disabilities; capacity is presumed and decision-specific, and it decides whether a patient is

admitted independently on their own consent or supported when consent is lost.

The one discriminator: independent admission (Section 86, capacitous, self-requested, self-

dischargeable) versus supported admission (Section 89 up to thirty days on one psychiatrist plus

one other professional; Section 90 beyond thirty days on two psychiatrists), each reported to the

mental health review board.

The one exam fact: Section 115 presumes severe stress, unless proved otherwise, in anyone who

attempts suicide and bars trial and punishment under Section 309 of the Penal Code; the advance

directive and nominated representative give a patient a binding voice in future care; and Section

95 forbids unmodified ECT, ECT for minors, sterilisation as treatment, and chaining.
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H O L D  T H I S

The Mental Healthcare Act 2017 is a rights-based, capacity-gated statute: capacity is presumed

and sorts patients into independent (Section 86) or supported (Sections 89 and 90) admission,

the advance directive and nominated representative carry the patient's voice, the review board

and the two authorities police the system, Section 115 presumes severe stress and decriminalises

attempted suicide, and Section 95 bans unmodified ECT, ECT for minors, sterilisation and

chaining.

30 · Capacity, consent and confidentiality

Three ideas govern the ethics and the law of every clinical encounter, and psychiatry tests all

three harder than the rest of medicine because the illnesses it treats can themselves erode a

patient's judgement. Capacity asks whether this patient can make this decision; consent is the

permission a patient with capacity gives to be treated; and confidentiality is the duty to hold

what the patient tells you in confidence. They form a chain: capacity underwrites valid consent,

and consent is what makes it lawful to treat and, later, one of the things that can lift the duty of

confidentiality. The examiner rewards the candidate who can define each cleanly, state its limits

and its exceptions, and, in an Indian answer, tie it to the Mental Healthcare Act, 2017.

How to use this page. Fix decisional capacity first, because valid consent is impossible without

it, and learn the four elements of capacity as a functional test the clinician performs. Then take

informed consent as three conditions (adequate disclosure, capacity and voluntariness) with a

short, carefully-bounded list of exceptions. Then take confidentiality and its recognised limits,

and name the Tarasoff principle. Finally read all three through the Indian statute. Throughout,

hold apart the two words examiners try to conflate: capacity is a clinical judgement a doctor

makes, competence is the legal status a court confers.

30.1  Decisional capacity: the four elements

Capacity is the ability to make a particular decision, tested by four abilities. Capacity is the

patient's ability to understand and use information well enough to reach and express a treatment

decision. It is assessed functionally, by what the patient can actually do with the relevant

information, not by their diagnosis and not by whether their choice pleases the clinician. The

examinable test has four elements of capacity, and a patient must satisfy all four to have

capacity to consent to (or refuse) the decision in front of them: they must understand the

information relevant to the decision, retain it long enough to use it, use and weigh it as part of

the process of deciding, and communicate their choice by any means. Fail any one element and

capacity for that decision is absent.
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ELEMENT WHAT THE PATIENT MUST BE ABLE

TO DO

WHERE IT TYPICALLY FAILS

Understand Take in the nature of the condi‐

tion, the proposed treatment, its

risks, benefits and alternatives

Intellectual disability, demen‐

tia, acute confusion, low

attention

Retain Hold the information long

enough to use it in the decision

(not necessarily for long)

Amnestic syndromes, delirium,

severe dementia

Use and weigh Reason with the information,

balancing risks against benefits

in line with the patient's own

values

Psychosis, severe depression,

delirium, a delusion that over‐

rides the facts

Communicate Express a stable choice by

speech, writing, gesture or any

other means

Coma, catatonic mutism, a fixed‐

ly non-communicating patient

The four elements of decisional capacity. All four are required; the "use and weigh" element is the one most often lost in

psychosis and severe depression, where the patient can repeat the facts yet cannot reason with them.

This four-element functional test (understand, retain, use and weigh, communicate) is the one

adopted in modern mental-capacity law and in Indian teaching. The closely-related clinical model

of Appelbaum and Grisso, widely quoted in the American literature, names four parallel abilities:

to communicate a choice, to understand the relevant information, to appreciate the situation and its

consequences (apply the facts to oneself ), and to reason about the options. "Appreciation" and

"using and weighing" cover the same clinical ground: the patient who says "the tablets treat

infection but my body does not need them because I am already dead" understands the facts but

cannot appreciate or weigh them, and so lacks capacity.

RULE Capacity is clinical and functional; competence is legal. A clinician assesses capacity for a

specific decision at the bedside; a court determines competence as a legal status. Assess capacity,

do not pronounce competence.

30.2  The three principles that govern any capacity assessment

Presumption, specificity and process, not outcome. Three principles frame every assessment

and each is a stock exam line. First, the presumption of capacity: every adult is presumed to

have capacity unless the opposite is shown, and the burden falls on the person who alleges

incapacity. Crucially, a psychiatric diagnosis, even a severe one, does not by itself remove capacity.

Second, capacity is decision-specific and time-specific: it is judged for one decision at one

moment, so a patient may have capacity to consent to a blood test yet lack it for a complex

operation, and capacity lost in an acute relapse may return with recovery. Third, the test is of the

process of decision-making, not its outcome: a capacitous patient is entitled to make what others

regard as an unwise choice.

Presumption of capacity

Every adult is assumed to have capacity until incapacity is demonstrated; mental illness does not equal

incapacity.
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Decision-specific

Capacity is assessed for the particular decision, not globally; it can be present for one choice and

absent for another.

Time-specific

Capacity can fluctuate; it is judged at the moment the decision must be made and re-assessed as the

clinical state changes.

Process over outcome

Capacity turns on how the patient reaches the decision, not on whether the decision is sensible; an

unwise choice is not, by itself, evidence of incapacity.

C O M M O N  T R A P

Reading a refusal, or an unwise choice, as proof of incapacity. A patient who declines a life-saving

blood transfusion on settled religious grounds understands and weighs the facts and retains

capacity; a starving patient with anorexia nervosa who refuses food because they cannot accept

anything is wrong may lack it, because the illness blocks the "use and weigh" element. The test is

the reasoning, not the answer, and the equally common error runs the other way: assuming a

patient with schizophrenia automatically cannot consent.

TRAP Confusing capacity with the diagnosis. Incapacity must be shown for the specific decision

through the four elements; it is never inferred from the mere presence of a mental disorder. The

presumption of capacity survives the diagnosis.

30.3  Informed consent: disclosure, capacity and voluntariness

Valid consent stands on three legs. Informed consent is the patient's voluntary agreement,

given with capacity and adequate information, to a proposed intervention; it is a continuing

process, not a signature on a form. For a consent to be valid, three conditions must all hold.

There must be adequate disclosure of information; the patient must have the capacity to

consent; and the decision must be voluntary, free of coercion, duress or undue influence.

Remove any one and the consent is invalid, so a signed form from a patient who was not told the

risks, or who lacked capacity, or who was pressured, is worthless.

Disclosure

The patient is given the information a reasonable person in their position would want: the diagnosis,

the nature and purpose of the proposed treatment, its material risks and benefits, the alternatives

(including no treatment), and the likely outcome of each.

Capacity

The patient meets the four-element test for this decision (the subject of the preceding sections);

without capacity there can be no valid personal consent, and a substitute route is needed.

Voluntariness

The choice is the patient's own, free of coercion, threat, undue influence or manipulation, whether

from clinicians, family or institution.

How much must be disclosed is set by a legal standard. The older professional (reasonable-doctor)

standard asked what a responsible body of clinicians would disclose; the modern, patient-centred
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position is the reasonable-person (materiality) standard, which asks what a reasonable patient in

this position would want to know, supplemented by the subjective standard of what this patient

would want. The shift is toward the patient's informational needs, not the profession's custom.

RULE Consent is not a form, it is three conditions. Disclosure, capacity and voluntariness must all be

present; a signature without any one of them is not informed consent.

30.4  When treatment may proceed without the patient's consent

Three carefully-bounded exceptions. The default is that no adult is touched or treated without

their informed consent. The recognised exceptions are narrow and each must be documented. In

an emergency, immediately necessary treatment may be given to save life or prevent serious

harm to a patient who cannot consent, limited to what the emergency requires. For the

incapacitous patient (one who fails the capacity test and is not in an emergency), treatment

proceeds not by overriding consent but by a substitute route: a decision in the patient's best

interests, a valid advance directive, or a legally-recognised substitute decision-maker.

Therapeutic privilege is the narrowest and most easily abused: it is the clinician's right to

withhold a specific piece of information from a patient who does have capacity, where full

disclosure would itself cause the patient serious, foreseeable harm. It is not a licence to keep a

patient in the dark for convenience, must be invoked for the individual patient and rarely, and

must be recorded with reasons.

EXCEPTION WHAT IT PERMITS, AND ITS LIMIT

Emergency Immediately necessary, life- or harm-preventing

treatment for a patient who cannot consent;

confined to what the emergency demands

The incapacitous patient Treatment via best interests, a valid advance direc‐

tive or a substitute decision-maker, not by ignoring

consent

Therapeutic privilege Withholding a specific disclosure that would it‐

self gravely harm a capacitous patient; narrow,

individual, documented, not routine

paternalism

The exceptions to informed consent. Emergency and incapacity dispense with personal consent by law; therapeutic

privilege trims disclosure only, and is the one an examiner expects you to state with caution.

P E A R L

Therapeutic privilege and the emergency exception are limits on consent, not on capacity: the

therapeutic-privilege patient still has capacity, and the emergency patient is treated because the

emergency prevents a valid consent from being obtained in time. Keep the two axes separate in the

viva and you will not tangle them.

30.5  Confidentiality and its limits: patient consent, the duty to protect, statute and the court

A strong duty, but not an absolute one. The duty of confidentiality, owed since the Hippocratic

oath and codified by professional bodies, holds that information a patient shares in the clinical
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relationship is theirs and is not disclosed without their leave. In psychiatry the duty is unusually

weighty, because disclosure of a psychiatric contact still carries stigma. It is nonetheless a duty

that can be outweighed, and the examinable task is to name the situations in which a breach of

confidentiality is justified. There are four the candidate must give: the patient's own consent to

disclosure; the duty to warn or protect an identifiable third party at serious risk; a statutory

reporting obligation; and a court order compelling disclosure. In every case the disclosure is

kept to the minimum necessary for the purpose.

JUSTIFIED DISCLOSURE TRIGGER

Patient consent The patient authorises release, for example to a

family member, insurer or another treating

clinician

Duty to warn or protect A serious, credible threat of harm to an identifiable

third party (the Tarasoff situation)

Statutory reporting A legal reporting duty, for example child or elder

abuse, certain notifiable conditions, unfitness to

drive

Court order A judge compels production of records or testimo‐

ny; also risk of harm to self

The recognised limits of confidentiality. Patient consent is the routine lifting of the duty; the other three lift it against the

patient's wishes, and each must be justified and minimised.

The Tarasoff principle. The duty to warn and protect was crystallised by the American case of

Tarasoff v. Regents of the University of California. A student, Prosenjit Poddar, in psychotherapy

at a university clinic, told his therapist he intended to kill a young woman, Tatiana Tarasoff, who

had rebuffed him. The therapist alerted his supervisor and the campus police, who briefly

detained and then released Poddar, but no one warned Tarasoff herself; Poddar later killed her,

and her parents sued. The Supreme Court of California held (an initial 1974 ruling framed a duty

to warn, and the landmark 1976 ruling a broader duty to protect) that when a therapist

determines a patient poses a serious danger of violence to an identifiable other, the therapist

incurs a duty to take reasonable steps to protect the foreseeable victim, and that this duty can

override confidentiality. In the court's phrase, the protective privilege ends where the public peril

begins. Tarasoff binds only California and is not a precedent elsewhere, but it has shaped

professional and legal attitudes internationally, including in India.

WO R K E D  E X A M P L E

A man in outpatient care names a specific former colleague he intends to kill, describes a plan and

has the means. The clinician weighs the duty of confidentiality against the risk: the threat is

serious, the victim is identifiable, and the danger is credible. Following the Tarasoff logic, the

clinician takes reasonable protective steps (which may include warning the potential victim and

informing the police), disclosing only what the risk requires and documenting the reasoning. Had

the patient voiced only a vague, non-specific hostility with no identifiable target, the threshold for

a protective breach of confidentiality would not be met, and the duty of confidentiality would hold.
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RULE Confidentiality is strong but not absolute. It yields to the patient's own consent, to a duty to

protect an identifiable third party at serious risk, to a statutory reporting duty and to a court

order, and never more than the minimum the purpose demands.

30.6  The Indian statutory frame: the Mental Healthcare Act, 2017

In India these three principles are not only ethical, they are law. The Mental Healthcare Act,

2017 writes capacity, consent and confidentiality into statute and re-centres the Indian system

on the rights and will of the person with mental illness. Its capacity test (Section 4) mirrors the

elements taught above: a person has capacity to make mental-healthcare decisions if able to

understand the information relevant to the decision, to appreciate the reasonably foreseeable

consequences of deciding or not deciding, and to communicate the decision by speech,

expression, gesture or any other means. It states the presumption of capacity, and provides

(Section 4(3)) that a decision others regard as wrong does not by itself show incapacity, the

process-over-outcome principle in statutory form.

I N D I A

The Act supplies India's substitute-decision architecture and its confidentiality rule. Where

capacity is lost, a person may plan ahead through an advance directive (Section 5), stating how they

wish, and wish not, to be treated, and may appoint a nominated representative (Section 14) as

substitute decision-maker; the treating clinician has a duty to check for an advance directive. The

right to confidentiality is explicit in Section 23: a person with mental illness has the right to

confidentiality in respect of their mental health, mental healthcare, treatment and physical

healthcare, extending to records in electronic form, and Section 24 restricts release of a patient's

photograph or information to the media without consent. The Act's confidentiality exceptions echo

the general ones, disclosure being permitted to protect life, to prevent harm to others, on a court

order or in the interests of public safety. The Act also decriminalised attempted suicide (Section

115), presuming severe stress. The full admission procedure, the Mental Health Review Board and

the wider forensic machinery are developed in the Mental health legislation and forensic

psychiatry notes.

Two Indian nuances are worth carrying into an answer. The reach of confidentiality is partly

cultural: in the Indian family-centred setting a degree of information-sharing with a co-resident

nominated representative or caregiver is often expected and, within the statute, appropriate,

whereas a purely individualist reading of confidentiality would refuse it; the wider transcultural

frame is set out in the Consultation-liaison, geriatric and transcultural psychiatry notes. And the

Act ties clinical practice to accepted diagnostic standards, so that capacity, consent and

confidentiality operate on top of an ICD-anchored diagnostic system rather than in a vacuum.

4
ELEMENTS OF DECISIONAL

CAPACITY: UNDERSTAND,

RETAIN, USE AND WEIGH,

COMMUNICATE

3
CONDITIONS FOR VALID

INFORMED CONSENT:

DISCLOSURE, CAPACITY,

VOLUNTARINESS

1976
TARASOFF: THE SUPREME

COURT OF CALIFORNIA

DUTY-TO-PROTECT

RULING

2017
MENTAL HEALTHCARE

ACT, INDIA'S GOVERNING

MENTAL-HEALTH STATUTE
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G O O D  TO  R E M E M B E R

The principle: capacity underwrites consent, and consent is one of the things that lifts

confidentiality; capacity has four elements (understand, retain, use and weigh, communicate), is

presumed, and is decision- and time-specific; valid consent needs disclosure, capacity and

voluntariness; and confidentiality is strong but not absolute.

The one discriminator: capacity is the clinician's functional bedside judgement about a specific

decision, competence is the court's legal status; and confidentiality is tested on the process of

decision-making, never on whether the patient's choice is wise.

The one exam fact: the Tarasoff ruling (Supreme Court of California, 1976) established the duty

to warn and protect an identifiable third party as a justified breach of confidentiality, and in India

the Mental Healthcare Act, 2017 codifies the capacity test (Section 4), the presumption of capacity,

the advance directive (Section 5) and the right to confidentiality (Section 23).

H O L D  T H I S

Capacity (four elements, presumed, decision-specific) makes consent valid; consent needs

disclosure, capacity and voluntariness; confidentiality is strong but yields to the patient's consent,

a Tarasoff duty to protect a named third party, statutory reporting and a court order, and in India

all three are law under the Mental Healthcare Act, 2017.

Apply and consolidate

31 · Worked cases

This is the arc-closer for the whole psychotherapies, assessment and nosology chapter, and it is

deliberately a set of worked cases rather than more theory, because the paper does not test

whether you can recite a modality or list the mental-state domains; it tests whether you can do the

five jobs the chapter teaches on a patient put in front of you. Each of the five subtopics below

takes one short vignette and reasons it through end to end: a therapy-selection call, a mental-

state write-up, a biopsychosocial formulation, a categorical-versus-dimensional argument, and a

scale-selection decision. Read each as a rehearsal of the viva move it stands for.

How to use this page. For every case the discipline is the same: name the diagnosis first, then do

the specific job the question asks, and justify each step out loud. Nothing here is new content; it is

the chapter's machinery applied. Where a named therapy closes a case it ends with an indication-

anchored recall box (the model, the lead indication, the one technique); where an assessment or

nosology skill closes a case it ends with a rule-anchored recall box (the principle, the

discriminator, the one exam fact).

31.1  A therapy-selection case: the ambivalent drinker

Match the disorder to its evidence base, then match the intervention to the patient's

readiness. Here is the case: a 41-year-old self-employed man is referred after his wife raises

concern about his drinking. He drinks daily, scores 18 out of a possible 40 on the AUDIT (the

harmful range), and has no history of withdrawal seizures or features demanding urgent

detoxification, and no comorbid severe depression. Crucially, he is ambivalent: he half-wants to

cut down and half-minimises ("I can stop any time I like"). The formulation of this presentation is
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not a skills deficit but low readiness to change, and reading that correctly is the whole of the

selection reasoning. His diagnosis is alcohol use disorder in the harmful range; the maintaining

problem is that he sits in the contemplation stage of the stages of change, of which there are five

(precontemplation, contemplation, preparation, action and maintenance; Prochaska and

DiClemente).

The matched first-line therapy is motivational enhancement therapy, its brief structured four-

session form, delivered in the motivational interviewing style of Miller and Rollnick; this is first-

line for alcohol use disorder (IPS 2014 grade A; VA/DoD 2021). The reasoning is stage-matching:

you do not hand a contemplator an abstinence contract, you evoke his own change talk and roll

with his resistance, developing the discrepancy between his stated values and his drinking until

he moves himself toward an action plan. Motivational interviewing as used across the addictions

is developed in the Substance use disorders notes; this worked example only makes the selection

call.

RULE Read the stage before you choose the plan. The disorder's evidence base sets the default

therapy; the patient's stage of change sets how it is delivered. For an ambivalent drinker the

answer is motivational enhancement therapy in a motivational-interviewing style, not action-

stage abstinence work.

TRAP Pushing an action-stage plan onto a contemplator. Prescribing abstinence, disulfiram

supervision or relapse-prevention homework to a patient who has not resolved his ambivalence

is the classic mismatch; it raises resistance and predicts drop-out. Meet the stage first.

I N D I A

The Indian answer adds a family limb the guideline formalises. The Indian Psychiatric Society's

alcohol-use guidance endorses family-based treatment using a co-resident relative as the recovery

monitor and the supervisor of supervised disulfiram (IPS 2014, grade B), a culturally specific

adaptation to Indian family structures. So the fuller selection here is motivational enhancement

therapy for the man, plus enlistment of a willing co-resident relative as the treatment ally once he

reaches the action stage, rather than an individual-only Western template.

G O O D  TO  R E M E M B E R

The model: motivational interviewing (Miller and Rollnick) is a collaborative, person-centred and

directive style that resolves ambivalence and evokes change talk across the five stages of change;

motivational enhancement therapy is its brief, structured four-session form.

The lead indication: substance use, first-line for alcohol use disorder (IPS 2014 grade A; VA/DoD

2021), and stage-matched to the patient's readiness.

The one technique: evoke change talk and roll with resistance (developing discrepancy), never an

action-stage abstinence plan imposed on a contemplator.

31.2  An MSE write-up case: describing a manic presentation, domain by domain

The examined skill is to write the here-and-now in observational language, in the fixed order,

without slipping into diagnosis. Here is the case: a 27-year-old man is brought by his family
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after three weeks of reduced sleep, overactivity, overspending and grandiose plans. The task is

not to label him but to write the mental state examination, and the whole of the mark lies in

running the seven domains in their order (appearance and behaviour; speech; mood and affect;

thought form and content; perception; cognition; insight and judgement) and describing signs,

not conclusions. The table below turns the vignette into a domain-by-domain write-up; note that

every entry is an observation, that absences are recorded explicitly, and that nowhere does the

word "mania" or "bipolar" appear.

MSE DOMAIN (IN ORDER) THE WRITE-UP FROM THIS VIGNETTE

Appearance and behaviour Flamboyantly dressed in bright, mismatched cloth‐

ing; restless, pacing, intrusive and over-familiar;

psychomotor activity markedly increased; fleeting,

over-intense eye contact; no abnormal involuntary

movements

Speech Rapid, pressured and loud, increased in quanti‐

ty, difficult to interrupt

Mood and affect Subjectively "on top of the world"; objectively af‐

fect elevated and expansive, becoming irritable

when thwarted, labile but reactive and congruent

with the elevated mood

Thought form Flight of ideas, with rhyming and clang associa‐

tions and marked distractibility; the links be‐

tween ideas remain followable

Thought content Grandiose ideas of a special mission and inflated

abilities; no delusions of control; no suicidal or

homicidal ideation elicited

Perception No hallucinations elicited in any modality; no illu‐

sions reported

Cognition Alert and oriented; attention impaired by dis‐

tractibility; no gross memory deficit, though for‐

mal cognitive testing is limited by his cooperation

Insight and judgement Insight impaired (denies being unwell, Grade I

to II); judgement impaired, evidenced by uncon‐

trolled spending and unrealistic plans

The manic vignette written up domain by domain in the fixed MSE order. Every line is an observed sign or a recorded

absence; no diagnostic label is admitted into the examination.
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WO R K E D  E X A M P L E

Rendered as continuous notes, the same MSE reads: "A flamboyantly dressed young man, restless

and over-familiar, with markedly increased psychomotor activity. Speech rapid, pressured and hard

to interrupt. Subjectively elevated ('on top of the world'); objectively expansive, irritable when

crossed, labile but reactive. Thought form shows flight of ideas with clang associations; content

includes grandiose ideas of a special mission, with no suicidal or homicidal ideation. No

hallucinations in any modality. Alert, oriented, distractible. Insight impaired; judgement impaired."

Note what this worked example is not: it is not a history (no past episodes, no reported symptoms

over time) and it is not a diagnosis (no "mania"). It is a cross-sectional description that, set against

the history, will later support one.

RULE The MSE is a cross-sectional snapshot of signs, not the history and not a diagnosis. Write

what you observe and what the patient says, in the seven-domain order, and record absences

explicitly; the label is reasoned later from the MSE plus the history, never written into the MSE

itself.

G O O D  TO  R E M E M B E R

The principle: the mental state examination is a here-and-now observational survey across seven

domains in fixed order (appearance and behaviour; speech; mood and affect; thought form and

content; perception; cognition; insight and judgement), and the descriptive vocabulary that

populates it is developed in the Psychometry, Assessment and Descriptive Psychopathology notes.

The one discriminator: record observed signs and the patient's own words, not interpretations; a

manic patient's overactivity, pressured speech and flight of ideas are the signs, "mania" is the later

conclusion.

The one exam fact: state the absence of a phenomenon (no hallucinations, no suicidal ideation) as

deliberately as its presence; an unrecorded domain reads as an incomplete examination.

31.3  A formulation case: first-episode psychosis on the 4-Ps grid

Name the diagnosis, then explain the individual by crossing the three domains with the four

Ps. Here is the case: a 22-year-old engineering student presents with two months of social

withdrawal, suspiciousness, auditory hallucinations and a decline in academic function; he uses

cannabis regularly, has a paternal uncle with schizophrenia, was premorbidly shy and solitary,

moved recently to a hostel in a new city, and has a critical, high-expressed-emotion father, though

the family remains engaged and brought him in early. The diagnosis is a first-episode psychotic

disorder. The formulation then places every factor onto the biopsychosocial four-Ps grid, so that

the plan can attack the perpetuating column and mobilise the protective one.
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DOMAIN PREDISPOSING PRECIPITATING PERPETUATING PROTECTIVE

Biological Family history of

schizophrenia (pa‐

ternal uncle); ge‐

netic loading

Heavy cannabis

use

Continued

cannabis use;

likely medication

non-adherence

Young, first

episode, no physi‐

cal comorbidity,

prospect of good

treatment

response

Psychological Premorbid shy,

solitary tempera‐

ment; limited

stress-coping

Perceived acade‐

mic failure

Poor insight;

hopelessness

about studies

Good premorbid

intelligence and

function

Social Academic pres‐

sure; few close ties

Migration to a

hostel; isolation in

a new city

High expressed

emotion at home;

stigma; academic

disruption

Engaged, finan‐

cially stable fami‐

ly who sought

help early

The filled four-Ps grid for this first-episode-psychosis case. The perpetuating column (shaded) is what treatment attacks;

the protective column carries the prognosis and the plan's allies.

The plan falls straight out of the grid, read down the rows and across the columns: an

antipsychotic and active work on the cannabis use (biological), psychoeducation and cognitive

behaviour therapy for psychosis as an adjunct (psychological), and a family intervention to lower

expressed emotion (social), all aimed squarely at the perpetuating factors while enlisting the

already-engaged family as the protective one. Notice the discipline: the diagnosis named the

category, the formulation explained this young man, and the plan mirrored the grid.

G O O D  TO  R E M E M B E R

The principle: a formulation crosses the three biopsychosocial domains with the four Ps

(predisposing, precipitating, perpetuating, protective) to explain why this person is ill now; the

diagnosis names the category, the formulation explains the individual, and it is a revisable

hypothesis.

The one discriminator: perpetuating factors (continued cannabis, non-adherence, high expressed

emotion) are the treatment target; protective factors (an engaged family, a first episode) carry the

prognosis.

The one exam fact: name the diagnosis first and formulate second; the management plan is built

biopsychosocially, attacking the perpetuating column and mobilising the protective column.

31.4  A categorical-versus-dimensional case: the borderline presentation argued both ways

A boundary presentation is best answered by arguing it categorically and dimensionally,

then stating the pragmatic call. Here is the case: a 23-year-old woman has a five-year history of

recurrent self-harm, chronic emptiness, intense and unstable relationships, impulsive spending

and bingeing, identity disturbance, affective instability and transient stress-related

suspiciousness. She is a genuinely "borderline" presentation in both senses of the word, and the

higher-order question is not "what is the label?" but "how do the two nosological models describe

her, and which is more useful here?".
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READING HOW THIS PATIENT IS DESCRIBED ITS STRENGTH AND ITS LIMIT

Categorical (DSM-5-TR) She meets at least five of the

nine borderline personality dis‐

order criteria, so the categorical

label is "borderline personality

disorder"; the ten types sit in the

main text, the five-domain alter‐

native model in Section III

Strength: one communicable

term with an immediate treat‐

ment implication (dialectical

behaviour therapy). Limit: two

patients can share the label

with different symptom sets,

and her affective features blur

the mood-personality

boundary

Dimensional (ICD-11) A single personality disorder di‐

agnosis, graded moderate in

severity, with trait qualifiers

from the five domains (promi‐

nently negative affectivity and

disinhibition) and the borderline

pattern qualifier

Strength: preserves severity

and the trait profile and ab‐

sorbs her mixed features with‐

out a second box. Limit: a pro‐

file of scores is harder to re‐

member and to communicate

than a single name

The same patient described categorically and dimensionally. DSM-5-TR keeps the categorical types up front; ICD-11

abolished them for one severity-graded diagnosis plus five trait domains and a borderline pattern qualifier.

The pragmatic call is that both current manuals are hybrids, so you use both: name the

categorical label because it communicates instantly and matches her to a therapy, and add the

dimensional severity-and-trait description because it is truer to a boundary case that straddles

the mood and personality territory. The matched therapy is dialectical behaviour therapy,

delivered in its four modes (individual therapy, group skills training, telephone coaching and the

therapist consultation team; Linehan), which is the lead therapy for borderline personality

disorder where recurrent self-harm dominates (IPS 2023; NICE 2009); dialectical behaviour

therapy and schema therapy for the personality disorders are developed in the Personality

disorders notes.

TRAP Forcing one label onto a boundary case. A patient who straddles two categories, or sits one

symptom short of a threshold, is not diagnosis-free and is not settled by a single box; the mixed

and sub-threshold presentation is exactly where a severity-and-trait description carries more

truth than a category, and the strong answer argues it both ways.

G O O D  TO  R E M E M B E R

The principle: no statistical test proves psychopathology is kinds rather than degrees, so

categories (usability) and dimensions (accuracy) are combined; both ICD-11 and DSM-5-TR are

categorical-dimensional hybrids, most fully at personality disorder.

The one discriminator: DSM-5-TR keeps the ten categorical types in its main text with its five-

domain alternative model in Section III; ICD-11 abolished the types for one diagnosis graded into

three severity levels plus five trait domains and a borderline pattern qualifier.

The one exam fact: argue the boundary case both ways, categorical for communication and

treatment matching, dimensional for severity and trait profile, then state the call.

31.5  A scale-selection case: measuring depression severity in two settings

Choose the instrument to fit the construct, the setting, the rater and the purpose; a screen is

not an outcome measure and neither is a diagnosis. Here is the case: a liaison colleague asks
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two questions about the same construct, depressive severity, in two different settings, and each

setting selects a different scale. In a busy primary-care clinic he wants to screen and then monitor

treatment; in a specialist depression service he wants to measure outcome precisely. The selection

reasoning weighs four things: the construct, who administers the scale (self versus clinician), the

purpose (screening versus severity or outcome), and whether the instrument tracks change.

SETTING AND PURPOSE THE SCALE TO CHOOSE RATER READING IT

Primary-care screen‐

ing and repeat

monitoring

PHQ-9 (nine self-report

items, out of a possible

27)

Patient self-completed Brief and sensitivity-

tuned; she scores 16

out of a possible 27, in

the moderately severe

band, but a positive

screen is not a diagno‐

sis and must be con‐

firmed clinically

Specialist severity rat‐

ing and outcome or

trial use

MADRS (ten clinician-

rated items, out of a

possible 60)

Clinician-administered Sensitive to treat‐

ment-related change

and less confounded

by somatic overlap;

the reference-stan‐

dard interviewer-rat‐

ed outcome measure

Two scales for one construct, chosen by setting and purpose. A self-report screen (PHQ-9) rules out and monitors cheaply;

a clinician-administered severity scale (MADRS) is the outcome and trial standard. The HAM-D, MADRS and YMRS in

clinical use are developed in the Mood disorders: classification, depressive and bipolar syndromes, neurobiology notes.

The interpretive discipline is that a raw number means nothing until it is read against validated,

locally-relevant norms and cut-offs. An imported cut-off is only valid in the population its norms

were drawn from, which is why an instrument used in India should be translated, re-validated

and re-normed rather than borrowed wholesale; the psychometric theory of standardisation and

norms underneath this is developed in the Psychometry, Assessment and Descriptive

Psychopathology notes.

7
MSE DOMAINS,

APPEARANCE AND

BEHAVIOUR TO INSIGHT

AND JUDGEMENT

4
THE FOUR PS OF THE

FORMULATION GRID

27
PHQ-9 MAXIMUM (OUT OF

A POSSIBLE 27)

40
AUDIT MAXIMUM (OUT OF

A POSSIBLE 40)

G O O D  TO  R E M E M B E R

The principle: a scale is chosen to fit the construct AND the setting AND the purpose; a screen

(brief, self-report, high sensitivity) is not the same instrument as an outcome measure (clinician-

rated, sensitive to change).

The one discriminator: self-report screens (PHQ-9, out of a possible 27) rule out and monitor

cheaply; clinician-administered severity scales (MADRS, out of a possible 60) are the outcome and

trial standard; a screening score is never a diagnosis.

The one exam fact: read a score against validated, locally-normed cut-offs, not raw; an imported

cut-off is only valid in the population it was normed on.
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H O L D  T H I S

Work every case the same way: name the diagnosis, then do the exact job asked, match the

therapy to the disorder's evidence base and the patient's stage of change, write the MSE as cross-

sectional signs in seven-domain order, formulate on the biopsychosocial four-Ps grid, argue a

boundary case both categorically and dimensionally, and pick the scale that fits the construct, the

setting and the rater.

32 · Consolidation

This is the closing topic of the chapter, and its job is not to teach anything new but to make the

twenty-odd topics before it retrievable under examination pressure: the psychotherapies with

their models, techniques and lead indications; the mental state examination and the bedside

cognitive screens; the psychometric principles that decide whether a scale can be believed; and

the two classifications with the debate that shapes them. The organising idea comes from the

science of learning rather than from psychiatry: you keep what you have pulled out of memory,

not what you have looked at again, so this page is built as active recall and retrieval practice,

not as a summary to skim.

How to use this page. First collect the master mnemonic paid off from the opening classification

and common factors topic, then work the answer-free prompt bank aloud, then walk the two

branches of the synthesis map, the therapy branch and the assessment-and-nosology branch,

testing each count and discriminator against what you can produce cold rather than what you can

recognise on the page. Finish by covering the accompanying figure and trying to redraw from

memory; the branch that stalls is the branch to revise tonight.

Psychotherapies Assessment Rating scales Nosology Cross-cutting

families and common factors

the therapeutic alliance

supportive, CBT, behaviour

psychodynamic, ego defences

IPT, group, family, couple

DBT, ACT, MBCT, MI

choosing the therapy

the psychiatric interview

the MSE, in order

cognition: MMSE, MoCA

the biopsychosocial 4-Ps

the formulation drives the plan

clinician versus self-report

the scale catalogue

reliability versus validity

sensitivity and specificity

principles and the process

ICD-11 versus ICD-10

ICD-11 versus DSM-5

categorical versus dimensional

HiTOP and RDoC

cultural concepts of distress

forensic essentials

Mental Healthcare Act 2017

capacity and consent

confidentiality

Cover a column and rebuild its branch from memory: therapy, assessment, the scales, the nosology, and the clinical-legal frame around it all.

Fig 19.14 Chapter synthesis map. The chapter reduces to five branches: the psychotherapies (their families, the

common factors and the alliance, the specific modalities, and how to choose one for a presentation); clinical

assessment (the interview, the mental state examination in order, the cognitive screen, and the biopsychosocial

formulation that drives the plan); the rating scales (clinician-rated versus self-report, the catalogue, and reliability

versus validity); nosology (the principles of classification, ICD-11 against ICD-10 and against DSM-5, and the

categorical-versus-dimensional debate with HiTOP and RDoC); and the cross-cutting clinical issues (the cultural

concepts of distress, the forensic essentials, the Mental Healthcare Act 2017, and capacity, consent and

confidentiality). Cover each column and rebuild its branch from memory.

32.1  Consolidation is retrieval practice, not re-reading

You keep what you pull out of memory, not what you look at again. The single most robust

finding in the psychology of learning is the testing effect: actively retrieving a fact strengthens
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the memory far more than re-reading it, and the effort of retrieval is itself the mechanism, which

is why fluent, comfortable re-reading is a poor guide to what you will produce in the hall.

Consolidation therefore means self-testing, not re-highlighting. The efficient way through this

chapter is to turn every heading into a question, answer it aloud or on paper without looking, and

only then check, spending the revision time on the branches you could not produce rather than

the ones you could. The master mnemonic below is the trunk of the whole map: seeded

deliberately at the opening classification topic and paid off here, it holds the six schools that

every specific modality hangs from, and the phrase itself carries the common-factors message

that most of the healing is shared, not branded.

RULE Retrieve, do not re-read. Recognising a familiar page feels like learning but is not; only pulling

the answer from memory before you check it builds the recall the examination actually tests.

M N E M O N I C

PLEASE BRING CARE, HOPE, SUPPORT, TRUST

The chapter's master mnemonic for the six schools of psychotherapy, seeded at the opening

classification topic and paid off here as the trunk of the synthesis map: Psychodynamic,

Behavioural, Cognitive (and cognitive-behavioural), Humanistic (and experiential), Systemic (and

family), Third-wave. Every named therapy hangs off one of these six trunks, and the phrase's

meaning, care, hope, support and trust, is itself the common-factors payload, the shared

ingredients that carry more of the outcome than any single technique.

32.2  The active-recall prompt bank: the therapy families and the common factors

Cover the rest of this page and answer each aloud before you read on. This list is deliberately

answer-free, because supplying the answer defeats the point: the whole value is in the retrieval

attempt. Work down it, and any prompt you cannot complete cleanly marks the topic to reopen.

The prompts run across the psychotherapy families and the common factors first, then the

assessment and nosology skills that the synthesis map below expands.

1. Name the six schools of the psychotherapy-family tree from the master mnemonic, and say

why supportive belongs on the depth axis, not the school axis.

2. Give Frank's four common ingredients shared by every bona fide psychotherapy, and state

which single common factor is the best-evidenced predictor of outcome.

3. Recite Bordin's three components of the therapeutic alliance, and say what you do when one

of them ruptures.

4. List the five stages of change, and name the intervention error of handing an action plan to a

precontemplator.

5. Draw the CBT cognitive model as a causal chain, and name the three views of Beck's cognitive

triad.

6. Distinguish systematic desensitisation from flooding by whether a graded hierarchy is used,

and place behavioural activation against both.
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7. Rank the four levels of Vaillant's defence hierarchy, and place suppression and splitting on the

correct levels.

8. List Yalom's therapeutic factors, give the exact count, and name the central one.

9. Name the four modes of standard DBT and the distinct function each delivers.

10. Recite the seven mental state examination domains in their conventional order, and say why

the examination is a cross-sectional snapshot and not a diagnosis.

11. Separate reliability from validity in one line, and state which is necessary for the other.

12. Give the MMSE and the MoCA cut-offs out of a possible 30, and say which screen catches

mild cognitive impairment and why.

13. State the one-line ICD-11 versus DSM-5 format discriminator, and name the official system

used in India.

14. Say why no statistical test settles the categorical versus dimensional debate, and name the

disorder where both manuals went most dimensional.

TRAP Mistaking recognition for recall. Reading the synthesis map and nodding along is recognition,

which feels fluent and predicts almost nothing about performance; only covering it and

producing the branch unaided is the retrieval practice that consolidates. If it felt easy, you

probably read rather than retrieved.

32.3  The synthesis map, therapy branch: models, techniques and the counts to reproduce cold

Each widely-practised therapy compresses to a model, a signature technique and a lead

indication. This is the therapy branch of the map, and the exam-ready form of every modality is

exactly these three cells, the one-line mechanism, the one procedure that names it, and the one

condition it is first choice for (the chapter's therapy topics and the guideline evidence). Cover the

right-hand columns and produce them from the therapy name alone; the niche modalities (brief

and crisis work, relaxation and biofeedback, and the projective tests) stay compact and are

recalled by their one distinguishing feature rather than by this full grid.

THERAPY (SCHOOL) MODEL IN ONE LINE SIGNATURE TECHNIQUE LEAD INDICATION

Supportive (depth

axis)

Bolsters existing adap‐

tive defences, self-es‐

teem and coping with‐

out probing the

unconscious

Reassurance, ventila‐

tion, reinforcing

healthy defences

The seriously or

chronically ill and

those in crisis; SSCM

is first-line for anorex‐

ia nervosa

Cognitive behaviour

therapy

Interpretation, not the

event, drives the emo‐

tional, physiological

and behavioural

response

Cognitive restructuring

via the thought record,

within collaborative

empiricism

Depression and the

anxiety disorders; the

best-evidenced thera‐

py, first-line across the

widest range
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THERAPY (SCHOOL) MODEL IN ONE LINE SIGNATURE TECHNIQUE LEAD INDICATION

Behaviour therapy Maladaptive behaviour

is learned and can be

unlearned by condi‐

tioning principles

Graded exposure and

systematic desensitisa‐

tion; behavioural acti‐

vation; exposure and

response prevention

Specific phobia and

OCD (exposure); de‐

pression (behavioural

activation)

Psychodynamic

(STPP)

Unconscious conflict,

transference and de‐

fence worked through

to insight

Interpretation of trans‐

ference and defence

A second-line or alter‐

native option for de‐

pression and somatisa‐

tion; MBT for border‐

line personality

disorder

Interpersonal therapy Symptoms are linked to

one of four current in‐

terpersonal problem ar‐

eas (grief, role transi‐

tions, role disputes,

deficits)

Working the identified

interpersonal problem

area

Depression, first-line,

and particularly the

perinatal period

Group The group is a social

microcosm healing

through Yalom's eleven

therapeutic factors, co‐

hesiveness central

Here-and-now process

illumination and peer

feedback

Interpersonal and rela‐

tional problems; group

CBT inherits CBT's evi‐

dence (first-line for

gambling disorder)

Family and couple

(systemic)

The family or couple,

not the individual, is

the unit of treatment

Restructuring commu‐

nication, roles and ex‐

pressed emotion

Adolescent anorexia

(FT-AN, first-line) and

relapse prevention in

schizophrenia

Dialectical behaviour

therapy (third wave)

Linehan's biosocial the‐

ory: emotional vulnera‐

bility meeting an invali‐

dating environment,

balancing acceptance

and change

The four modes deliv‐

ering the four skills

modules

Borderline personality

disorder, especially

where self-harm must

be reduced

Motivational inter‐

viewing / MET

Collaborative, person-

centred, directive reso‐

lution of ambivalence

across the stages of

change

Evoking change talk;

MET is its brief struc‐

tured form

The substance use dis‐

orders (first-line); MET

runs to four structured

sessions

The therapy branch of the synthesis map: cover the last three columns and produce the model, the technique and the

lead indication from the therapy name alone (the chapter's therapy topics; the guideline evidence).

The counts an examiner asks for cold, and the defence ladder underneath the dynamic

therapies. Several numbers on this branch must be reproduced exactly, because a wrong count is

itself a marked error. Beck's cognitive triad has exactly 3 views (self, world, future); the

transtheoretical model has 5 stages of change (precontemplation, contemplation, preparation,

action, maintenance); Yalom's therapeutic factors number exactly 11, with cohesiveness the

central one; and standard DBT from Linehan has exactly 4 modes (individual therapy, skills-

training group, telephone coaching and the therapist consultation team) delivering the four skills
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modules (mindfulness, distress tolerance, emotion regulation, interpersonal effectiveness).

Beneath the psychodynamic and supportive therapies sits Vaillant's maturity hierarchy of the ego

defences, ranked into 4 levels, and it is the predominant level, not any single defence, that locates

a patient's personality organisation.

Mature defences

Sublimation, altruism, humour, suppression, anticipation. The hallmark of healthy adult functioning;

suppression is the only partly conscious member.

Neurotic defences

Repression, reaction formation, displacement, intellectualisation, isolation of affect, undoing,

rationalisation. Repression-based; undoing underlies obsessional rituals.

Immature defences

Projection, acting out, splitting, passive aggression, somatisation, regression, idealisation and

devaluation. A predominance of splitting marks borderline personality organisation.

Psychotic defences

Denial (of an obvious external reality), distortion, delusional projection. They abolish reality itself and

are normal only in early childhood and in dreams.

11
YALOM'S THERAPEUTIC

FACTORS (COHESIVENESS

CENTRAL)

4
MODES OF STANDARD DBT

(LINEHAN)

5
STAGES OF CHANGE

(TRANSTHEORETICAL

MODEL)

3
VIEWS IN BECK'S

COGNITIVE TRIAD (SELF,

WORLD, FUTURE)

32.4  The synthesis map, assessment-and-nosology branch, and how to redraw it from memory

The assessment and nosology topics compress to a principle, a discriminator and a single

exam fact. This is the other branch of the map, and it is examined as understanding rather than

recall, so the retrieval target is the governing rule, the one contrast that separates a right answer

from a wrong one, and the fact the paper reaches for. The mental state examination anchors the

branch: it is a cross-sectional, here-and-now examination of the seven domains in their

conventional order, appearance and behaviour; speech; mood and affect; thought (form and content);

perception; cognition; insight and judgement (the mnemonic ALL SANE MEN THINK PRECISELY

CONSIDERING INSIGHT), and it is neither the history nor a diagnosis but a snapshot that a

diagnosis is later built upon.

TOPIC THE PRINCIPLE THE ONE DISCRIMINATOR OR

EXAM FACT

Mental state examination A cross-sectional here-and-now

examination of seven domains

in a fixed order

It is not the history and not a

diagnosis; a snapshot, not a

summary of the illness over

time

The cognitive examination A hierarchy tested attention

first, then orientation, memory,

language and praxis, then execu‐

tive function

Fluctuating inattention, not

amnesia, is the hallmark of

delirium and it invalidates

every tier below it
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TOPIC THE PRINCIPLE THE ONE DISCRIMINATOR OR

EXAM FACT

MMSE and MoCA Bedside cognitive screens, each

bundling the same items and

scored out of a possible 30

MMSE cut-off 24 (no execu‐

tive items, misses mild impair‐

ment); MoCA cut-off 26, plus

one point for twelve years or

fewer of schooling, the more

sensitive to mild cognitive

impairment

Reliability and validity Reliability is consistency; validi‐

ty is accuracy

A scale can be reliable without

being valid, but never valid

without being reliable (reliabil‐

ity is necessary but not

sufficient)

ICD-11 versus DSM-5 Two harmonised classifications

built by different bodies for dif‐

ferent purposes

ICD-11 gives prose essential

features with no opera‐

tionalised counts (clinical

judgement); DSM-5 uses oper‐

ationalised criteria with explic‐

it counts and durations; the

ICD is India's official system

Categorical versus dimensional Psychopathology as kinds versus

degrees; no statistical test settles

it, so both manuals are hybrids

Categories win on usability, di‐

mensions on accuracy; the

manuals went most dimension‐

al at personality disorder (ICD-

11 severity plus five trait

domains)

The assessment-and-nosology branch of the synthesis map: cover the last two columns and produce the discriminator

and the exam fact for each topic (the chapter's assessment and nosology topics; ICD-11 CDDR; DSM-5-TR).

Now cover the branches and redraw the chapter from memory. The accompanying figure

draws the whole chapter as a single branching tree: the trunk is the master mnemonic's six

schools, the leaves are the named modalities, and a second main branch carries the assessment

skills (the mental state and cognitive examinations, the psychometric principles) and the

nosology (the two classifications and the categorical-versus-dimensional debate). The retrieval

drill is to hide it and rebuild it: speak, for each therapy leaf, its model, technique and lead

indication, and for each assessment or nosology node, its principle, discriminator and one exam

fact. Wherever the redraw stalls is the exact branch to reopen; wherever it flows, the consolidation

has taken.

P E A R L

Do the cover-the-branches redraw against the clock. In a viva you have seconds, not minutes, so

practise producing a whole branch (the six schools, or the seven mental-state domains, or the four

DBT modes) as a single fluent run rather than hunting item by item. Speed of retrieval, not mere

possession of the fact, is what separates a confident answer from a hesitant one.
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I N D I A

The Indian MD and DNB psychiatry examinations are heavily viva-based and drill exactly this

branch structure: the ego-defence grid, the mental state examination and the eponym counts are

perennial theory-paper and viva questions taken straight from Kaplan and Sadock, so the counts

are examined here, not treated as a Western aside. Two anchors are genuinely Indian and worth

holding. The classification you diagnose forward in is the ICD-11, because India as a World Health

Organization member state uses the ICD as its official statistical and training system and the

Mental Healthcare Act 2017 ties the determination of mental illness to nationally or

internationally accepted standards including the latest ICD. And the cognitive screens travel

poorly across the country's languages and literacy levels, which is why the Hindi Mental State

Examination and the vernacular adaptations from the NIMHANS and AIIMS assessment tradition

exist, and why an imported cut-off is re-standardised rather than borrowed.

G O O D  TO  R E M E M B E R

The principle: consolidation is retrieval practice, not re-reading; turn every heading into a

question, answer it from memory, and spend the revision time on the branches you could not

produce, because the effort of retrieval is what builds the recall the examination tests.

The one discriminator: the synthesis map has two branches, the therapy branch (each modality

compresses to a model, a signature technique and a lead indication) and the assessment-and-

nosology branch (each topic compresses to a principle, a discriminator and one exam fact); learn

each leaf as its three cells.

The one exam fact: the master mnemonic (PLEASE BRING CARE, HOPE, SUPPORT, TRUST)

holds the six schools; the counts to reproduce cold are Yalom's eleven factors, DBT's four modes,

the five stages of change and Beck's three-view triad; and the cut-offs are the MMSE at 24 and the

MoCA at 26, each out of a possible 30.

H O L D  T H I S

Consolidate by retrieval, not re-reading: cover the accompanying synthesis map and redraw it

from memory, producing for every therapy leaf its model, technique and lead indication (the six

schools of PLEASE BRING CARE, HOPE, SUPPORT, TRUST, with Yalom's eleven factors, DBT's

four modes, the five stages of change and Beck's three-view triad as the counts to reproduce cold),

and for every assessment-and-nosology node its principle, discriminator and one exam fact (the

seven-domain MSE is a snapshot not a diagnosis; reliability is consistency and validity is

accuracy; the MMSE cut-off is 24 and the MoCA 26 out of a possible 30; ICD-11 gives essential

features while DSM-5 operationalises; and the categorical-versus-dimensional call is a pragmatic

hybrid).

Previously asked

This chapter is examined as skills rather than syndromes, and it rewards precise, structured

answers. The reliable pattern is that the specific psychotherapies recur as short notes (each

wanting its model, its technique, its evidence and its one indication), that the defence

mechanisms and transference come as their own essay and note, that the mental state

examination, the projective tests and the rating scales are asked as assessment notes, and that the

culture-bound syndromes and testamentary capacity are the recurring cross-cutting questions.
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The long essays reward a named structure (a hierarchy of defences, the domains of the

examination in order, an enumerated list of culture-bound syndromes), so the scheme and its

exact count must be exam-ready. The genuine questions on record are grouped by band below.

H OW  T H I S  T E R R I TO RY  I S  ACT UA L LY  T ES T E D

Prepare this material to be applied, not just recited: each therapy ready to be chosen for a presentation, the mental state

examination ready to be performed and written up, the rating scales ready to be selected and interpreted, and the nosology

ready to place a case in the current classification. The disorder-specific therapy protocols (exposure and response prevention,

The specific psychotherapies, as short notes. Each named modality has come as a 10-mark note: "CBT

(Cognitive Behaviour Therapy)" and "Cognitive Behaviour therapy", "Dialectical Behaviour Therapy

(DBT)", "Interpersonal therapy", "Family therapy", "Biofeedback", "Meditation as a relaxation technique",

and "Describe the principles, process and uses of Rational Emotive Behaviour Therapy (REBT)"; "Basic

principles and application of behaviour therapy" has come as a full 25-mark essay. Prepare each modality

to be described the same way, its model, its core technique, its evidence base and its one lead indication,

and be able to place it on the psychotherapy-family tree. essay and short note, recurring

Q

The defence mechanisms and the transference, the psychodynamic essay and note. "Discuss defence

mechanisms and their relevance in mental illness" has come as a 25-mark essay across more than one

sitting, and "Transference and counter-transference" recurs as a 10-mark note. Prepare the defence-

mechanism maturity hierarchy (mature, neurotic, immature, psychotic) with a clinical example for each,

and the clinical meaning of transference, counter-transference and resistance. essay and short note, recurring

Q

The projective tests, the mental state examination and the rating scales, as assessment notes.

"Rorschach's test" recurs as a 10-mark note across several sittings, with "Indications of the various

psychiatric disorders on the Rorschach test" as a later note; "MMSE" and the frontal-lobe screen have

come as notes; and "Rating scales in psychiatry" and the "need, clinical implications and problems of

psychiatric rating scales" recur. Prepare the projective hypothesis and the main instruments, the mental

state examination domain by domain, the bedside cognitive screen and the MMSE and MoCA cut-offs,

and the rating scales as a catalogue with reliability versus validity. short note, recurring

Q

The culture-bound syndromes, the recurring cross-cutting essay. "Discuss the culture-bound

syndromes" has come as a 25-mark essay across several sittings, and "Enumerate the culture-bound

syndromes and describe Dhat syndrome in detail" as a 10-mark note. Prepare the reframing to cultural

concepts of distress (syndromes, idioms, explanations), the enumerated examples, and the cultural

formulation; the deep treatment of Dhat as an Indian culture-bound presentation is developed in the

Somatic-symptom, sexual, impulse-control disorders and suicide notes. essay and short note, recurring

Q

Testamentary capacity and the forensic essentials, as notes. "Testamentary capacity" and "Assessment

of testamentary capacity" recur as 10 to 25-mark answers, and the medico-legal and forensic-science

angle has come as an essay. Prepare the Banks versus Goodfellow criteria for a valid will, fitness to stand

trial, and criminal responsibility under the McNaughten rules and the Indian frame; the fuller legislation

and forensic procedure are developed in the Mental health legislation and forensic psychiatry notes. short

note and essay, recurring

Q

Classification and the nosological shifts, as essays. The classification questions come attached to a

disorder, for example "Discuss the nosological shift of OCD in DSM-5 and its spectrum" or "Classification

of personality disorders". Prepare the principles of classification and the diagnostic process, the ICD-11

changes against ICD-10 and the ICD-11-versus-DSM-5 discriminator, and the categorical-versus-

dimensional debate here; the disorder-specific nosological shifts are developed in the disorder chapters

they belong to. essay, disorder-attached

Q
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trauma-focused CBT, dialectical behaviour therapy for borderline personality disorder, interpersonal therapy for depression)

and the disorder-specific rating scales are developed in their disorder chapters; the deep psychometric theory and the

descriptive psychopathology are developed in the Psychometry, Assessment and Descriptive Psychopathology notes; and the

fuller mental-health legislation is developed in the Mental health legislation and forensic psychiatry notes.
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Quick review

THE PSYCHOTHERAPIES: CLASSIFICATION, THE COMMON FACTORS, AND CHOOSING

CLASSIFICATION By depth (supportive to reconstructive), by school

(psychodynamic, behavioural, cognitive and cogni‐

tive-behavioural, humanistic, systemic and family,

third-wave), by duration (brief to long-term) and by

format (individual, group, family).

COMMON FACTORS Much of the outcome is carried not by the technique

but by factors common to all therapies: above all the

therapeutic alliance (Bordin: the bond, plus agree‐

ment on goals and tasks), and alongside it expectancy

and hope, the therapist's empathy and warmth, and

the patient's own resources. Frank's shared credible

rationale. The technique is one contributor, not the

whole effect.

STAGES OF CHANGE Precontemplation, contemplation, preparation,

action, maintenance (five core; relapse recycles to

an earlier stage). Match the intervention to the stage;

this is the frame motivational interviewing works

within.

CHOOSING THE THERAPY Match the presentation and the formulation to the

evidence-based modality (depression to CBT or IPT;

borderline personality to DBT; substance use to MI

and CBT; a family problem to family therapy; psy‐

chosis to family psychoeducation and CBTp along‐

side medication). The disorder-specific protocols are

developed in their disorder chapters.

THE SPECIFIC THERAPIES: MODEL, TECHNIQUE AND LEAD INDICATION

SUPPORTIVE Ego-supportive (not exploratory); reassurance, venti‐

lation, guidance, environmental manipulation, ego-

strengthening. The most widely used therapy; for

acute crisis, chronic and severe illness, and low ego-

strength. Not a stand-alone guideline first-line spe‐

cific treatment.

CBT (CORE) The Beckian cognitive model: situation to automatic

thought to emotion, body and behaviour; the levels

(automatic thoughts, intermediate and core beliefs);

the cognitive triad (self, world, future); the distor‐

tions. Cognitive restructuring plus behavioural ex‐

periments and activation. The most-evidenced thera‐

py; first-line for depression and the anxiety disorders

(ERP for OCD, cross-ref).

BEHAVIOUR THERAPY Learning theory. Systematic desensitisation = a

graded hierarchy plus relaxation (reciprocal inhibi‐

tion, Wolpe); flooding = maximal exposure with NO

hierarchy. Token economy (operant, Ayllon and

Azrin). Trap: confusing flooding with desensitisation.
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THE SPECIFIC THERAPIES: MODEL, TECHNIQUE AND LEAD INDICATION

PSYCHODYNAMIC Topographic and structural models; transference,

counter-transference and resistance; free association,

interpretation, working through. From classical

analysis to brief dynamic therapy. The defences run

mature to neurotic to immature to psychotic.

INTERPERSONAL (IPT) Four problem areas: grief, role dispute, role transi‐

tion, interpersonal deficits. Time-limited, present-

focused; first-line for depression.

GROUP Yalom's eleven therapeutic factors (universality, in‐

stillation of hope, imparting information, altruism,

corrective recapitulation, socialising techniques, imi‐

tative behaviour, interpersonal learning, cohesive‐

ness, catharsis, existential factors).

FAMILY AND COUPLE Systemic (the system, not the individual, is treated);

structural (Minuchin), strategic (Haley, Milan); the

genogram; expressed emotion.

THIRD-WAVE DBT (Linehan): biosocial theory, the four modes (in‐

dividual, skills group, phone coaching, consultation

team) and four skills modules; for borderline person‐

ality disorder. ACT (psychological flexibility, the

hexaflex). MBCT for depressive relapse prevention.

MOTIVATIONAL INTERVIEWING The spirit (partnership, acceptance, compassion, evo‐

cation); work with ambivalence and elicit change

talk; OARS. For substance use and behaviour change.

CLINICAL ASSESSMENT: THE INTERVIEW, THE MSE, COGNITION AND FORMULATION

THE HISTORY Presenting complaint and history of the present ill‐

ness, past psychiatric and medical history, drug and

family history, personal and developmental history,

premorbid personality, and the collateral history.

THE MSE, IN ORDER Appearance and behaviour; speech; mood and af‐

fect; thought (form and content); perception; cog‐

nition; insight and judgement. A cross-sectional

here-and-now examination: it is NOT the history,

and it is NOT a diagnosis. Mood is subjective, affect

is observed.

THE COGNITIVE EXAMINATION Attention, orientation, memory, language and praxis,

and the frontal-executive tests. MMSE: out of a pos‐

sible 30, impairment at or below 23, read against age

and education, ceilings in the educated. MoCA: out

of a possible 30, normal at or above 26, add one

point if twelve years or fewer of education; more sen‐

sitive to mild and executive impairment. India: the

HMSE and the NIMHANS battery.

THE FORMULATION The biopsychosocial model and the 4-Ps (predispos‐

ing, precipitating, perpetuating, protective) across

the biological, psychological and social levels. The

formulation, not the diagnosis, drives the plan.
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RELIABILITY, VALIDITY AND THE RATING SCALES

RELIABILITY VERSUS VALIDITY Reliability = consistency (test-retest, inter-rater, in‐

ternal consistency and Cronbach's alpha); validity =

accuracy (content, criterion, construct). A test can be

reliable without being valid, but not valid without be‐

ing reliable. Sensitivity rules a condition out

(SnNout), specificity rules it in (SpPin).

THE CLINICIAN-RATED VERSUS SELF-REPORT SPLIT Clinician-rated (HAM-D, MADRS, YMRS, PANSS,

BPRS, HAM-A, Y-BOCS): captures signs, resists fak‐

ing, needs training. Self-report (GAD-7, PHQ-9, the

Beck inventories): fast, the patient's view, limited by

insight and candour.

THE CRUNCH CUT-OFFS MMSE impaired at or below 23 and MoCA normal

at or above 26 (each out of a possible 30) are the two

to hold. MADRS remission at or below 10 and

YMRS at or below 12 (each out of a possible 60);

HAM-D remission at or below 7; GAD-7 screen-pos‐

itive at or above 10 (out of a possible 21); Y-BOCS

symptomatic at or above 16 (out of a possible 40);

PANSS floored at 30 (up to a possible 210, never

zero); AUDIT at or above 8 (out of a possible 40).

NOSOLOGY: THE PRINCIPLES, THE SYSTEMS AND THE DEBATE

PRINCIPLES AND THE PROCESS The Kraepelinian dichotomy; the reliability crisis

that drove the operationalised turn (Feighner, DSM-

III); the purposes of classification; the diagnostic

process (prototype and criteria, the hierarchy, the

formulation); the Robins and Guze validators.

ICD-11 VERSUS ICD-10 The schizophrenia subtypes removed (symptom

and course specifiers instead); a dimensional per‐

sonality-disorder model (severity plus trait domains);

new entities (complex PTSD, prolonged grief disor‐

der, gaming disorder, compulsive sexual behaviour

disorder); catatonia a standalone grouping; gender

incongruence moved out of the mental-disorders

chapter; the clinical-descriptions-and-diagnostic-re‐

quirements format.

ICD-11 VERSUS DSM-5 The discriminator: ICD-11 states essential features

with NO operationalised counts (clinical judgement

against a prototype); DSM-5-TR sets polythetic op‐

erationalised criteria with symptom counts and du‐

rations. WHO global-health versus APA research ori‐

entation. ICD is India's official system.

CATEGORICAL VERSUS DIMENSIONAL Categorical: discrete, familiar and actionable, but ar‐

bitrary thresholds, comorbidity and heterogeneity.

Dimensional: a continuum, fits the data and captures

sub-threshold states, but still needs a cut point.

Hybrids: ICD-11 personality severity plus traits, the

DSM-5 alternative model; the research frameworks

HiTOP (spectra) and RDoC (functional domains).
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THE CROSS-CUTTING CLINICAL ISSUES

CULTURAL CONCEPTS OF DISTRESS The reframing from culture-bound syndromes to cul‐

tural syndromes, idioms and explanations; the cul‐

tural formulation interview; the examples (Dhat and

koro in the Indian and Asian context, amok, ataque

de nervios). Deep treatment of Dhat is in the somatic

and suicide notes.

FORENSIC ESSENTIALS Fitness to stand trial (understand the proceedings,

instruct counsel); criminal responsibility (the

McNaughten rules; India: unsoundness of mind, IPC

Section 84); testamentary capacity (Banks versus

Goodfellow). The fuller statute and procedure are in

the legislation and forensic notes.

MENTAL HEALTHCARE ACT 2017 Independent (capacitous, consenting) versus sup‐

ported admission (with safeguards and time limits);

the advance directive; the nominated representa‐

tive; the Mental Health Review Board; the decrimi‐

nalisation of attempted suicide (the presumption of

severe stress, Section 115).

CAPACITY, CONSENT, CONFIDENTIALITY Capacity (understand, retain, use and weigh, com‐

municate; decision-specific and time-specific; pre‐

sumed); informed consent and its exceptions; confi‐

dentiality and its limits (the duty to warn or protect,

the Tarasoff principle).

THE TRAPS Confusing flooding with systematic desensitisation;

confusing reliability (consistency) with validity (accu‐

racy); calling the MSE a history or a diagnosis; mis‐

placing a defence on the maturity hierarchy; quoting

the PANSS floor as zero; and forcing a categorical la‐

bel where a dimensional formulation fits.

The rating scales in full

This appendix gathers the rating instruments used across the whole series into one place. The

licence-cleared forms are reproduced as their actual instruments and the permission-required ones

are typeset from their published structure; every cut-off here is verified against a primary source and

stated out of its possible total. These reproductions are cleared for the free, non-commercial resident

edition only, never a paid product.
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Cognition

MMSE (TYPESET, NOT REPRODUCED) VERIFIED STRUCTURE AND CUT-OFF

Instrument Mini-Mental State Examination, the standard

bedside cognitive screen (Folstein, Folstein and

McHugh, 1975)

Domains orientation to time and place (10), registration

(3), attention and calculation (5), recall (3), lan‐

guage covering naming, repetition, a three-stage

command, reading and writing (8), and construc‐

tion by copying interlocking pentagons (1)

Total sum of all items, out of a possible 30

Cut-off a score below 24 out of a possible 30 is the

common threshold for cognitive impairment,

adjusted for age and education; a rough sever‐

ity reading is 24 to 30 no or questionable im‐

pairment, 18 to 23 mild and below 18 more

marked (bands vary by source)

A.1 The Mini-Mental State Examination (MMSE). The standard bedside cognitive screen across orientation,

registration, attention and calculation, recall, language and construction, summing to a total out of a possible 30,

with a score below 24 the common cut-off for cognitive impairment (adjusted for age and education). The

instrument is copyright (PAR Inc, from 2001) and permission-required, so its structure is typeset from the

published instrument rather than reproduced (Folstein MF, Folstein SE, McHugh PR. J Psychiatr Res. 1975).

MOCA (TYPESET, NOT REPRODUCED) VERIFIED STRUCTURE AND CUT-OFF

Instrument Montreal Cognitive Assessment, a screen more

sensitive than the MMSE to mild cognitive im‐

pairment (Nasreddine et al., 2005)

Domains visuospatial and executive (5), naming (3), atten‐

tion (6), language (3), abstraction (2), delayed re‐

call (5) and orientation (6)

Total out of a possible 30, with one point added if the

person has 12 or fewer years of formal education

Cut-off a score below 26 out of a possible 30 suggests

cognitive impairment

A.2 The Montreal Cognitive Assessment (MoCA). A cognitive screen more sensitive than the MMSE to mild

cognitive impairment, spanning visuospatial and executive function, naming, attention, language, abstraction,

delayed recall and orientation, out of a possible 30, with one point added for 12 or fewer years of education; a

score below 26 suggests impairment. Copyright and permission-required (registration is needed to use it), so

typeset from the published structure rather than reproduced (Nasreddine ZS, et al. J Am Geriatr Soc. 2005).
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Mood

HAM-D (TYPESET) VERIFIED STRUCTURE AND BANDS

Instrument Hamilton Depression Rating Scale, 17-item ver‐

sion, the reference clinician-rated severity mea‐

sure for depression (Hamilton, 1960)

Items 17 items, nine scored 0 to 4 and eight scored 0 to

2

Total out of a possible 52

Severity bands 0 to 7 none or remission, 8 to 16 mild, 17 to

23 moderate, 24 or more severe

A.3 The Hamilton Depression Rating Scale (HAM-D, 17-item). The reference clinician-rated depression severity

measure: 17 items, nine scored 0 to 4 and eight scored 0 to 2, summing to a total out of a possible 52, with 0 to 7

normal or remission, 8 to 16 mild, 17 to 23 moderate and 24 or more severe. The HAM-D is in the public domain;

its structure is typeset here for the consolidated appendix (Hamilton M. J Neurol Neurosurg Psychiatry. 1960).

MADRS (TYPESET, NOT REPRODUCED) VERIFIED STRUCTURE AND BANDS

Instrument Montgomery-Asberg Depression Rating Scale,

clinician-rated and designed to be sensitive to

change (Montgomery and Asberg, 1979)

Items 10 anchored items, each scored 0 to 6

Total out of a possible 60

Severity bands 0 to 6 normal, 7 to 19 mild, 20 to 34 moder‐

ate, 35 to 60 severe

A.4 The Montgomery-Asberg Depression Rating Scale (MADRS). A clinician-rated depression severity measure

designed to be sensitive to change: ten anchored items each scored 0 to 6, out of a possible 60, with 0 to 6 normal,

7 to 19 mild, 20 to 34 moderate and 35 to 60 severe. Copyright and permission-required, so typeset from the

published structure rather than reproduced (Montgomery SA, Asberg M. Br J Psychiatry. 1979).
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YMRS (TYPESET, NOT REPRODUCED) VERIFIED STRUCTURE AND THRESHOLDS

Instrument Young Mania Rating Scale, the reference clini‐

cian-rated measure of manic severity (Young,

Biggs, Ziegler and Meyer, 1978)

Items 11 items; four core items weighted 0 to 8 and

seven items scored 0 to 4

Total out of a possible 60

Interpretation dimensional, with no official diagnostic cut-

off; a total near 12 out of a possible 60 is the

most widely used remission threshold and

near 20 the common acute-mania trial entry

level

A.5 The Young Mania Rating Scale (YMRS). The reference clinician-rated measure of manic severity: 11 items,

four core items weighted 0 to 8 and seven scored 0 to 4, out of a possible 60. It is dimensional with no official

diagnostic cut-off; a total near 12 is the common remission threshold and near 20 the usual acute-mania trial

entry level. Copyright and permission-required, so typeset from the published structure rather than reproduced

(Young RC, Biggs JT, Ziegler VE, Meyer DA. Br J Psychiatry. 1978).

Psychosis

PANSS (TYPESET, NOT REPRODUCED) VERIFIED STRUCTURE

Instrument Positive and Negative Syndrome Scale, the inter‐

view-based severity measure for schizophrenia

(Kay, Fiszbein and Opler, 1987)

Subscales 30 items each rated 1 to 7: Positive P1 to P7 (7

to 49), Negative N1 to N7 (7 to 49), General

Psychopathology G1 to G16 (16 to 112)

Total out of a possible 210; the floor is 30 because the

lowest rating on each item is 1

Interpretation dimensional, with no official cut-off; any CGI-

anchored severity mapping is approximate

A.6 The Positive and Negative Syndrome Scale (PANSS). The interview-based severity measure for schizophrenia:

30 items each rated 1 to 7, split into Positive (seven items), Negative (seven items) and General Psychopathology

(sixteen items), for a total out of a possible 210 (the floor is 30 because the lowest rating is 1). It is dimensional

with no official cut-off. Copyright and permission-required, so typeset from the published structure rather than

reproduced (Kay SR, Fiszbein A, Opler LA. Schizophr Bull. 1987).
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BPRS (TYPESET) VERIFIED STRUCTURE

Instrument Brief Psychiatric Rating Scale, a broad clinician-

rated symptom-severity measure (Overall and

Gorham, 1962); the widely used expanded ver‐

sion has 18 items

Items 18 items, each rated 1 (not present) to 7 (ex‐

tremely severe)

Total range 18 to 126, out of a possible 126

Interpretation dimensional severity, with no official cut-off

A.7 The Brief Psychiatric Rating Scale (BPRS). A broad clinician-rated measure of psychiatric symptom severity,

most often the 18-item expanded version, each item rated 1 (not present) to 7 (extremely severe), for a total out of

a possible 126 (range 18 to 126). It is dimensional with no official cut-off. Typeset here as structure only for the

consolidated appendix (Overall JE, Gorham DR. Psychol Rep. 1962).
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Anxiety and OCD

A.8 The Hamilton Anxiety Rating Scale (HAM-A). The clinician-rated severity measure for anxiety: 14 items

spanning psychic and somatic anxiety, each scored 0 to 4, for a total out of a possible 56; the reproduced form's

bands read below 17 mild, 18 to 24 mild to moderate and 25 to 30 moderate to severe (bands vary by source).

Reproduced as its actual form; the HAM-A is in the public domain (Hamilton M. Br J Med Psychol. 1959).
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A.9 The GAD-7 (Generalised Anxiety Disorder 7-item scale). The brief self-report screen for generalised anxiety:

seven items each scored 0 to 3 over the last two weeks, for a total out of a possible 21, with 0 to 4 minimal, 5 to 9

mild, 10 to 14 moderate and 15 to 21 severe, and a score of 10 or more the common cut-off for probable

generalised anxiety disorder. Reproduced as its actual open form (Spitzer, Kroenke, Williams and Lowe, 2006;

developed with an educational grant from Pfizer, no permission required to reproduce).
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Y-BOCS (TYPESET, NOT REPRODUCED) VERIFIED STRUCTURE AND BANDS

Instrument Yale-Brown Obsessive Compulsive Scale, the ref‐

erence clinician-rated severity measure for OCD

(Goodman, Price, Rasmussen and colleagues,

1989)

Items 10 items: 5 rate the obsessions and 5 rate the

compulsions, each across time occupied, inter‐

ference, distress, resistance and control; each

item scored 0 to 4 (obsession subscale 0 to 20,

compulsion subscale 0 to 20)

Total out of a possible 40

Severity bands 0 to 7 subclinical, 8 to 15 mild, 16 to 23 mod‐

erate, 24 to 31 severe, 32 to 40 extreme

A.10 The Yale-Brown Obsessive Compulsive Scale (Y-BOCS). The reference clinician-rated severity measure for

OCD: ten items, five for obsessions and five for compulsions, each rating time occupied, interference, distress,

resistance and control on a 0 to 4 scale, for a total out of a possible 40, with 0 to 7 subclinical, 8 to 15 mild, 16 to

23 moderate, 24 to 31 severe and 32 to 40 extreme. Copyright and permission-required, so typeset from the

published structure rather than reproduced (Goodman WK, Price LH, Rasmussen SA, et al. Arch Gen Psychiatry.

1989).
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Trauma and somatic

A.11 The PTSD Checklist for DSM-5 (PCL-5). The 20-item self-report measure of the DSM-5 PTSD symptoms,

each scored 0 to 4 over the past month, for a total out of a possible 80; a provisional cut-off of 31 to 33 flags

probable PTSD, which the National Center for PTSD frames as provisional and under review. Reproduced as its

actual form; the PCL-5 is in the public domain (Weathers, Litz, Keane, Palmieri, Marx and Schnurr, 2013; National

Center for PTSD, US Department of Veterans Affairs).
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A.12 The PHQ-15 (Patient Health Questionnaire, physical symptoms). The 15-item somatic-symptom severity

scale, each item scored 0 to 2, for a total out of a possible 30, with 0 to 4 minimal, 5 to 9 low, 10 to 14 medium and

15 to 30 high somatic-symptom burden. Reproduced as its actual open form (Kroenke, Spitzer and Williams;

copyright Pfizer Inc, no permission required to reproduce).
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Substance use and dependence

A.13 The AUDIT (Alcohol Use Disorders Identification Test). The WHO 10-item screen for hazardous and harmful

drinking, each item scored 0 to 4, for a total out of a possible 40, with a score of 8 or more indicating hazardous or

harmful use and possible dependence (a lower cut-off of 7 is recommended for women and adults over 65).

Reproduced from the WHO manual, free for non-commercial reproduction under the WHO copyright grant

(Babor, Higgins-Biddle, Saunders and Monteiro, WHO, 2001).
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A.14 The CAGE questionnaire. The four-item screen for alcohol misuse (Cut down, Annoyed, Guilty, Eye-opener),

each item scored 0 or 1, for a total out of a possible 4, with a score of 2 or more clinically significant and

warranting fuller assessment. Reproduced with acknowledgement for non-commercial use per the Bowles Center

permission (Ewing JA. JAMA. 1984).
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A.15 The CIWA-Ar (Clinical Institute Withdrawal Assessment for Alcohol, revised). The ten-item scale for alcohol-

withdrawal severity: nine items scored 0 to 7 and orientation scored 0 to 4, for a total out of a possible 67; the

form's own anchor is that patients scoring below 10 do not usually need additional medication, and any severity

bands above that are protocol-dependent. Reproduced as its actual form; the CIWA-Ar is not copyrighted and may

be reproduced freely (Sullivan et al., 1989).
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A.16 The COWS (Clinical Opiate Withdrawal Scale). The eleven-item clinician-rated scale for opioid-withdrawal

severity, for a total out of a possible 48, with 5 to 12 mild, 13 to 24 moderate, 25 to 36 moderately severe and

more than 36 severe withdrawal. Reproduced from the NIDA form, freely reproducible with acknowledgement

(Wesson and Ling, 2003).
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A.17 The Fagerstrom Test for Nicotine Dependence (FTND). The six-item measure of nicotine dependence, for a

total out of a possible 10, with 0 to 2 very low, 3 to 4 low, 5 moderate, 6 to 7 high and 8 to 10 very high

dependence. Reproduced from the NIDA government-hosted form, freely reproducible with acknowledgement

(Heatherton, Kozlowski, Frecker and Fagerstrom, 1991).
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A.18 The SADQ (Severity of Alcohol Dependence Questionnaire). The 20-item self-report measure of alcohol-

dependence severity, each item scored 0 to 3, for a total out of a possible 60, with below 16 mild, 16 to 30

moderate and 31 or more severe dependence (16 or more is the usual threshold at which an assisted detoxification

regime is considered). Reproduced with acknowledgement for non-commercial use (Stockwell, Hodgson, Edwards

and colleagues).

224

THE RATING SCALES IN FULL PSYCHOTHERAPIES, CLINICAL ASSESSMENT, MSE AND NOSOLOGY



Global function and disability

GAF (TYPESET, NOT REPRODUCED) VERIFIED STRUCTURE AND BANDS

Instrument Global Assessment of Functioning, the DSM-IV

Axis V single-number rating of overall psycho‐

logical, social and occupational functioning

Scale a single 1 to 100 scale read in ten anchored

decile bands, each pairing a symptom clause

with a functioning clause; higher scores mean

better functioning

Anchor bands 91 to 100 superior functioning, no symptoms;

81 to 90 absent or minimal symptoms; 71 to

80 transient, expectable reactions and slight

impairment; 61 to 70 mild symptoms or some

difficulty; 51 to 60 moderate symptoms or

difficulty; 41 to 50 serious symptoms or seri‐

ous impairment; 31 to 40 some impairment in

reality testing or major impairment in several

areas; 21 to 30 conduct strongly influenced by

psychosis or serious impairment in judgment;

11 to 20 some danger to self or others or gross

impairment; 1 to 10 persistent danger or per‐

sistent inability to maintain hygiene; 0 inade‐

quate information

Total out of a possible 100 (higher is better

functioning)

A.19 The Global Assessment of Functioning (GAF). The DSM-IV Axis V single-number rating of overall

psychological, social and occupational functioning on a 1 to 100 scale, read in ten anchored decile bands where

higher means better functioning, out of a possible 100. It derives from the Global Assessment Scale (Endicott et

al., 1976); the American Psychiatric Association no longer licenses or endorses it and it was dropped from DSM-5,

so its band structure is typeset here in our own words rather than lifted from the manual.
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WHODAS 2.0 (TYPESET, NOT REPRODUCED) VERIFIED STRUCTURE AND SCORING

Instrument WHO Disability Assessment Schedule 2.0, a

generic measure of functioning and disability

across any health condition (WHO, 2010)

Versions a 36-item full version and a 12-item short ver‐

sion; self-administered, interviewer-adminis‐

tered and proxy forms

Domains six domains: cognition (understanding and com‐

municating), mobility (getting around), self-care,

getting along with people, life activities (house‐

hold and work or school) and participation in

society

Scoring each item rated none, mild, moderate, severe,

or extreme or cannot do; a summary score is

computed from 0 to 100, out of a possible

100, where 0 is no disability and 100 is full

disability

A.20 The WHO Disability Assessment Schedule 2.0 (WHODAS 2.0). The WHO generic measure of functioning

and disability, in a 36-item full version and a 12-item short version, covering six domains (cognition, mobility,

self-care, getting along, life activities and participation); items are rated from none to extreme and summarised on

a 0 to 100 metric, out of a possible 100, where 0 is no disability and 100 is full disability. The WHODAS 2.0 is

WHO copyright and free for clinicians to use with their own patients, but any other or electronic use requires

written WHO permission, so it is typeset from the published structure rather than reproduced (WHO, 2010).

CGI (TYPESET) VERIFIED ANCHORS

Instrument Clinical Global Impression, a brief global clini‐

cian rating of illness severity and change (Guy,

1976)

CGI-Severity rated 1 to 7: 1 normal, not ill; 2 borderline ill; 3

mildly ill; 4 moderately ill; 5 markedly ill; 6 se‐

verely ill; 7 among the most extremely ill

CGI-Improvement rated 1 to 7: 1 very much improved; 2 much im‐

proved; 3 minimally improved; 4 no change; 5

minimally worse; 6 much worse; 7 very much

worse

Scoring the two scales are rated separately, each out of

a possible 7; the instrument does not yield a

single summed total

A.21 The Clinical Global Impression (CGI). The brief global clinician rating used across trials and clinics: CGI-

Severity rates current illness from 1 (normal, not ill) to 7 (among the most extremely ill) and CGI-Improvement

rates change from 1 (very much improved) through 4 (no change) to 7 (very much worse), each out of a possible 7

and rated separately rather than summed. The CGI is in the public domain (Guy W, ECDEU Assessment Manual

for Psychopharmacology, 1976).
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