EDITORIAL

A President’ s Perspective:
The Human Face
of the Diagnostic Controversy

| sitwith 17-year-old Alanin my of fice and we chat about hiscol lege
plans, hisnew girl friend, and hisdesiretotakeup acareerinmedi cal
tech nol ogy. Fiveand ahalf yearsago | had di ag nosed Alan with DID
(dissociative identity disor der) af ter he was brought to me by hisbirth
mother and step father with whom hebe gantoliveat age 10. Af ter ten
years of neglect and abuse in the home of his birth father in another
state, hemoved to hisnew car ing family in Mary land. When hear rived
at hisnew home, Alan’ spar entsnoticed that hetalked to him self in dif -
fer ent voices, went into catatonic, unre spon sive stateswhen cor rected
for minor infractions, and had no memory for destructive episodes.
Whenangry, Alandestroyed fur ni ture, killed ahousehold pet, and set a
fireinatrash canin hisschool’ scef eteria

Four yearsago, Alan be came astu dent at the day school at Sheppard
Pratt Hospi tal wherehereceived gradelevel educationinsmall classes,
severa times a week therapy, family therapy, and benefitted from a
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structured school programwith clear consequencesandrewards. Hisin-
dividual treatment course followed from a theory about his behavior
that wasimplicitinhisdi agnosis. Hisbehavioral and psy chi at ric prob-
lemswereseen asadaptiveresponsesto adisturbed andtraumaticenvi-
ronmentinwhichthedevel opmentof integrativeemotional functioning
was precluded by inconsistent and abusive caregiving. His interna
voiceswere seen as hismind’ s cop ing mech anismwith the binds, con-
fusions and traumatic circumstances of his early years, symbolically
per soni fiedinaninter nal microscosmof theexter nal chaosand conflict.
Histher apy emphasizedlisteningtotheinter nal voicesthat heldintense
feel ingsabout hisaban don ment, neglect and abuseand helping himex-
press these feelings and conflicts directly. Alan’s betrayal by the cir -
cum stances of hisearly lifewerecontainedinavoicehecalled”Si lent
Rage.” “Si lent Rage” wasnot si lenced fur ther by psychotropic medi -
cine, but given avoicein histreat ment so that the be trayal of hisearly
years was shared and ac know!l edged with histreat ment team. He was
taught that his brain was adap tive and cre ative and he could learn now,
ashehad in the past, to adapt to the new cir cum stances of hislife. Cur -
rently, Alan has full memory for hisbehav ior, nolon ger hearsvoices
commanding him to do destructive things, and has developed attach-
ments to his new family. There havebeen no destructiveepi sodesfor
over twoyears, and Alaniseagerly embracing aproductivefuture.
Inanof ficetwo doorsaway, ather apistismeetingwith 17-year-old
Suzie, who at tendsthe same school, with ac cessto the same pleth oraof
special services. Shereceivestwiceaweek psy chother apy, family ther-
apy, speech and lan guage ser vices, and has the same small classes and
environment of structured consequences. Suzie was sexually abused
between the ages of 3 and 5 by afriend of her father, and be gan to dis-
play self-destructivebehavioratagell,includingself-cutting, which
resulted in three hospitalizations before the age of 16. Suzie hears
voices, amale voice com mand ing her to harm her self, and other voices
which argue about her. Occasionally, even at school, she enterscata-
tonicunresponsivestatesand hidesinacor ner suck ing her thumb. Suzie
has been diagnosed with major depression with psychotic features.
Suzi€' streat ment coursefol lowsfromthetheoreti cal model implicitin
her di agnosis, just asAlan’ shas. Whileher trau matic back groundisac-
know! edged, the prob lemisviewed aspri mar ily adisor derin Suzie's
brain. Her brain simply will not be haveit self, and her treat ment team
must help her control it. Therage and stormwithin her fromthebetrayal
of her early yearshasbeenreinter preted to Suzieas Suzie' sproblem, a
problem to be taken care of with chemical interventions and externa
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control. Most recently, Suzie was given her second ECT treatment to
help her with her intractable depression, and she takes an antidepres-
sant, antipsychotic and mood stabi lizer. How ever, the voices have not
stopped.

During her most recent hospitalization, the attending doctor sug-
gested that maybe the long term consequences of her traumatic back -
ground had been overlooked, and after a consult with the trauma
disorderprogram, aprovi sional di agnosisof DissociativeDisor der, Not
Otherwise Spec ified was sug gested. Now that Suzie hasanew pro vi -
sional di agnosis, itispossi blethat shetoowill find away to givevoice
toher “Si lent Rage” sothat itisnolon ger di rected against the self. Per -
haps shecanlearntoreinter pret her angry voicesasaprotectivestrat egy,
and to break away from her close identification with the perpetrator,
signified by the condemning, persecutory voice that she hears. Like
most abusevictims, Suzieblamesher self for her suf fer ing, and per haps
the new psychiatric response will no longer provide subtle collusion
with her own self-directed anger, but teach her to transcend her self-
blamingposture.

Alanand Suzieare prototypical of hundredsof cases| have seen over
thelasttenyears, whichil lustratethat the questionsraisedinthisimpor-
tant issue are not simply a pedantic ex er cise. Theway weresolvethe
controver siesabout di agnosishaveprofoundimpli cationsfor thelives
of thou sands of peo ple who are en trusted to the care of men tal health
professionals. Itisthepatient towhomweoweour al legianceanditis
for the patients that this diagnostic controversy has any relevance.
Storieslike Alan’ sand Suzie' scon vincemethat di agno sisprofoundly
af fectstheway theseyouthsaretreated in our psy chi at ric set tingsand,
inturn, theway theseyoung stersseethem selvesandtheir futurepoten-
tidl.

What if Suzie's therapist had found in a diagnostic and statistical
manual a way to describe Suzie's self-injury, catatonic states, regres-
sions, andvoices, inthesectionondissoci ation, under amajor dissociative
disor derdi agnosis, assuggestedby Dell (thisissue), or under pervasive
dissociative disor der, as sug gested by Coons (thisissue). What if, this
hy potheti cal DSM facil i tated away to see Suzietheway Alan had been
seen, ashavingdevel opedanadaptiveprocessthatledtofragmentation
of theself?Might Suzie’ streat ment havetakenatotally dif fer ent course
as Alan’ shas? Of course, one can never know for sure, but asacon sul -
tant to cases like Suzie's, | have seen important therapeutic changes
made after the treatment changed direction to frame the problem as a
posttraumatic ad ap tation. For at itsbest, adi ag nosisprovidesamutual
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language of therapeutic dialogue. This therapeutic dialogue provides
the frame work for the patient to see him self/her self in new ways that
canfacil i tatepow er ful changes.

Di agnosiscanbeseenasamutually agreedonnar rative,anabbrevi-
ated “ story” that distillsthe essence of aprob lem. Thisproblemandits
resolution can then be ex amined within acon text wherethether apist
and patient share mutual assumptions. While Dell acknowledges that
theclassi fi cation of even mammalsis*“fuzzy” at best, how muchmore
“fuzzy” areclassi fi cation schemesfor hu manbehaviors! Butanaddi-
tional irony separatespsy chi atricclassi fi cationfromitscousinsinthe
nat ural sci ences. Unlikeclassi fi cationsof mammals, theul ti mategoal
of our classi fi cationistofacil i tatechangesthat resultinthecat egory no
longer having any rel evance. In other words, asther apists, we seek to
namethethinginaway that the namesoon out livesitsuseful ness. Thus,
thereisaninher enttensionbetweensci entificclassi fi cation, whichbest
remainsstaticinor der tover ify andval i dateone’ sclassi fi cations, and
therapeutic classification, which implies an evolving and temporary
stateinwhichpotential changeisa wayspossi ble. Thechal lengefor us
isthat our namingand classi fi cation doesnot becometheendinit self,
and the “stories’ that we tell about our patients with our “naming” of
their disor dersareheal ingstoriesthat potenti ategrowthandrecov ery.
Withinthisper spective, themost accuratedi agnosisistheonethat tells
thestory inaway that po tenti atesthe great est change.

What “ story” doesthecur rent DID di agnosisasdescribedinDSM-1V
(AmericanPsy chi atricAssoci ation, 1994) tell usabout thepotential for
change? Surely thewords* presence of two or moredistinct identi ties’
(APA, 1994, p. 487) conveysthe sense of anim mutablecondi tion. For
Alan, | did not show him thesecri teria, or even com mu ni cate them to
hisfamily, astheway thisdi agno sisisdescribedin DSM-1V would not
assist Alanwith astory about him self that would move him to anew un-
der standing. Inmy educationtoAlanabout thenatureof hisdi agnosis, |
relied on my clinical and theoretical understanding of trauma and its
consequences, gleanedfromreading both sci entificandclini cal liter a-
ture,andfrommy clini cal ex peri ence. | cer tainly did not emphasizethat
hisdisor der wasaproblemof “distinct per sonal ity states’ (“eachwithits
ownuniqueway of per ceiv ing, relat ingtoand think ingabout theenvi -
ronmentand sel 7 [APA, 1994, p. 487]) astheDSM-1V def i ni tionwould
ad vise me. Thiswould be countertherapeutic to the messages| amtry -
ing to teach him, about hisown capacity for change and theim por tance
of integration of his disparate self-views. In fact, | worried that the
DSM-1V conceptual izationof DID wassopotentially misleadinginits
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emphasisthat | never told hisdi agnosisto histeach ersintheschool who
work with him daily, for fear they would start to ei ther look for “al ters”
orridi culehimor my self for our mutual under standingof thisdisor der.
Had thedi ag no sisbeen“major dissociativedisor der” assug gested by
Dell, might | havefeltmorecomfortablecommuni catingthis?Per haps.

The ultimate agreed-upon iteration of the diagnostic criteria of the
dissociativedisor ders, isnot yet clear, but Paul Dell hasmoved our field
forwardinurgingareconsider ationof theimpli cationsof our cur rent
diagnostic criteria. As Putnam (this issue) and Steinberg (this issue)
suggest our cri teriamust rely heavily on the re search that has al ready
been done, as well as venturing out in new di rections. AsCoonssug-
gests, these criteria must emphasize the polysymptomatic nature of
dissociativedisor ders, and as Spiegel sug geststhecri teriamust em pha-
sizeacareful descriptionof thephenomen ol ogy aswell asintensity of
thesymptoms.

This is sue has taken abold step for ward in help ing us de fine what
that ul ti mateit er ation might look like. We must not for get that our pa-
tientsaretheul ti matebenefi ciariesof our di agnosticclarifi cations. Itis
they whowill usetheseconceptual izationstodefinethemselvesandthe
natureof their strug glestowardshealth. Thedi agnosticcontroversy de-
batedinthisissueprovidesanim por tant stim ulusto spur thedevel op-
ment of anincreasingly refined shared |an guage. That shared lan guage
will likely encour agetheevolutionof increasingly morecompassionate
and com petent treat ments. | amgrateful toall of thecontri butorstothis
issuefor mov ing usalong thisim por tant path.

Joyanna L. Slberg, PhD

Sheppard Pratt Hospi tal
Bal ti more, MD
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