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REPLY ARGUMENT
Plaintiff responds to defendant's response in order of issues stated in plaintiff's
appeal brief.
I.

THE DISTRICT COURT ERRED OR ABUSED ITS DISCRETION BY DENYING
PLAINTIFF'S "MOTION FOR LEAVE TO AMEND COMPLAINT AND
MOTION TO AMEND COMPLAINT" BECAUSE PLAINTIFF'S MOTION TO
AMEND WAS "NOT VERY TIMELY" AND DID NOT ADDRESS "ANY NEW
ISSUES IN THIS MATTER."
A

The trial court erred or abused its discretion by denying Plaintiff's motion
to amend the complaint because the motion was not timely.

Appellee's argument that Appellant's Motion to Amend the complaint was not
timely fails under Nunez v. Albo, 2002 UT App 247, and supporting cases.
While Appellee cites Neztsosie v. Meyer. 883 P.2d 920, 922, in his "Standard of
Review" section (Appellee brief, p. 1), Appellee's argument on this issue relies on no
case law. Aplee brief, pp. 7.
Even so, Neztsosie is consistent with Nunez and other supporting cases in
plaintiff's appeal brief. Aplt Brief, pp. 23-26.
First, plaintiff Neztosies' first motion to amend was granted by the trial court 6
months and 3 days after the original complaint had been filed.
Second, plaintiff Nextosies' second motion to amend was filed more than 3 years
after they filed the complaint — after the court had granted summary judgment.
In the case now before this court, plaintiff's motion to amend was filed 7 months
7 days after the original complaint — before the district court heard arguments on the
motion to dismiss, and yet plaintiff's motion to amend was dismissed immediately and
then excluded from consideration of the motion to dismiss. Aplt. Add. 177.
It is clear in the record that the disabled plaintiff intended to include in the
original complaint facts concerning the connection between defendants' actions in this
case and the discovery of damages after plaintiff began treatment by Dr. Michael
2

Lambert on November 21, 1998 lit numerous pleadings before the motion to amend was
filed, plaintiff's pleadings referred to the connection between defendants' actions and
the discovery of damages. Aplt. Brief, pp. 26-28. Plaintiff also stated that medical
testimony at trial would verify the discovery. Aplt. Brief, 27; Aplt. Add. 138.
Evidence of that medical testimony is included here in an affidavit by plaintiff's
primary doctor, Dr. Michael Lambert. Aplt. Reply Add., p. 1-2.
Appellee's conspiracy theory alleging disingenuity in plaintiffs motion to amend
(Aplee. Brief, pp. 7-8) is contrary to the evidence in the pleadings (Aplt. Brief, pp. 7-8) as
are appellee's attempts to deceive the court by misstating many of the facts < *•• case.
For example, plaintiff never worked full time for BYU (Aplee. Brief, 2) but worked
intermittently under discrete part time contracts, as stated in the complaint. Aplt. Add.,
26, J 4, Aplt. Reply Add., 3-10.
Plaintiff's longest part time contract was a BYU/Utah State vocational
rehabilitation program, which was terminated on November 1, 2000 by BYU because the
progran 1.1 lad 1 ailed. Aplt. Add., 3-10 Plaintiff was never again ei i: iplo> eel by BYU,
contrary to appellee's statements of facts. Aplt. Add., pp. 5-10. Appellee's counsel is a
crook who attempts to decieve the court.
The Court of Appeals should reverse the district court's denial of plaintiff s
motion to amend the complaint because plaintiffs motion to amend was timely. The
Court of Appeals should also order the district court to allow plaintiff to file an amended
complaint.
B.

The trial court erred or abused its discretion by denying plaintiffs motion
to amend the complaint because the amendment did not address "any new
issues in this matter."

Appellee's argument that plaintiffs amended complaint "did not
substantially or procedurally affect the pending Motioi i to Dismiss" also fails.
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On this issue, appellee cites HCA Health Services v. St. Mark's Charities,
846 P.2d 476, at 480, in support of argument (Aplee brief, 7, footnote 1), but the
case does not in fact provide support. The district court in HCA, after it "carefully
reviewed St. Mark's Motion for Leave to Amend," "specifically found that St.
Mark's amended answer failed to effect any change in the issues before the court
as to defeat the pending motion for summary judgment." Id., 480.
In the case before this court, the district court refused plaintiff 30 days to
respond to defendant's response to the motion to amend the complaint, which 30
days had been granted by the district court in plaintiff's motion for reasonable
modification of rules 5 months prior, Aplt. Add., p. 75,. and then deliberately
excluded the issue of plaintiff's motion to amend in the court's consideration of
the motion to dismiss. Aplt. Add. 177.
Appellee cites Myers v. McDonald, 635 P.2d 84, 86, to suggest that
plaintiff's case lacks evidence due to the disappearance of witnesses and faded
memories. Aplee. Brief, p. 8. But this case is supported by primary documentary
evidence and testimony in the court's possession.
Appellee then swiftly glosses over the specific exceptions to the Myers
general rule on statute of limitations in an to attempt to advance his conspiracy
theory. Id., 8-9
But Meyers's three exceptions — the discovery rule, concealment by the
defendant, and exceptional circumstances — apply to the plaintiff, the motion to
amend, and other pleadings in support, which demonstrate that plaintiff qualifies
for the discovery rule as well as the concealment rule and the special
circumstances rule given the preponderance of the evidence about his illness.
Aplt. Brief Add., 96-100.
Also see Sinclair v. Brill, 857 RSupp 132, 136-137 (Discovery rule
available to plaintiff who, after the statute of limitations had run, discovered the
4

causal relationship IxMwren the lortfeasor's actions ami damage to plaintiff as
well as the fraudulent concealment by the tortfeasors.) The statute of limitations
applies only if the plaintiff is "aware of the causal relationship between her
injuries and the defendants' conduct."
Nowhere in any of the testimony cited by the defendants does the
plaintiff assert or infer that she knew in 1972 or any otl iei time
before October 1988 that the defendant's actions caused her
blindness or her seizures.
Id.
Contrary to appellee's argument, nowhere in the initial or amended
complaint does plaintiff assert that he knew before "On or about November 21,
1998" (August 1999) that the defendants' actions caused his injury, just as the
plaintiff in Sinclair didn't. Aplt. Brief Add. p. 165.
The court finds there is a genuine issue of material fact as to
whether the acts of abuse "notified" the plaintiff that the
defendants violated her rights. Implicitly, the dicovery rule requires
that the plaintiff understand that her injury was caused by the
wrongdoing of the defendant.
Sinclair. 140.
Sinclair also addressed fraudulent concealment as a material fact to be
litigated, id., which arguments plaintiff included in his pleadings. Aplt. Add., pp.
32-33; 96-99.
Plaintiff's discovery, which is the substance of the i i lotion to ai nend the
complaint, tllaf defendant's actions at least in part caused plaintiff's psychotic
break (Aplt. Brief Add., 170) "substantially and procedurally affectfed] the
pending Motion to Dismiss," contrary to defendant's argumei it A,plee Brief, 7.
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In his motion to amend, Plaintiff stated a discovery date of "On or about
November 21, 1998," the date he began treatment by Dr. Lambert, only because
he could not establish the date of discovery himself, which Dr. Lambert was able
to do.
Appellee's argument that plaintiff "provides no explanation for why he
did not file [the complaint] until almost four years [sic]" after the discovery of
damages (Aplee brief, 11) is refuted by plaintiffs motion to amend the complaint
supported by numerous previous pleadings by plaintiff during the course of the
litigation in the district court (Aplt. Brief, 26-28; Aplt. Brief Add., 137-138, 73-74,
93, 170) and by the affidavit of Dr. Lambert. Aplt. Reply Add., 1-2.
Plaintiff did not file this action until March 2002, well within the statute of
limitations begun at the time of discovery, because he was seriously ill and was
engaged in a two-year divorce case.
Since the time of plaintiffs August 1999 discover of the causal
relationship between defendants' actions and damages, plaintiff has been unable
to manage his business affairs and was treated and cared for by his wife until
September of 1999 when his parents took him in and have cared for him since.
Aplt. Add., 89-90.
Defendant's anachronistic argument that plaintiff filed lawsuits during the
statute of limitations in this case (Aplee. Brief, 11) is abjectly false by admission of
defendant. Aplee. Brief, 14.
Plaintiff's first lawsuit, to divorce his wife for abandonment, was filed July
30, 2000, as defendant states in appellee's brief at page 14, more than a year after
the statute of limitations expired and 2 years and 1 month after plaintiff began
treatment and psychotropic medications for his illness. Aplt. Brief Add., 86.
Defendant's argument that plaintiff's other lawsuits connected to the May
1997 breakdown were repeatedly dismissed is deceptive. The lawsuits were
6

dismissed without prejudice due to faulty pleadings, which were or will be
followed with new complaints until plaintiff can get healthy enough to get them
right, until plaintiff can find counsel for representatioi 1. :: i i u: ttil plaintiff dies fron i
the damages caused by defendants.
After the statute of limitations for this case had expired, plaintiff discovered
that defendant's actions at le ast in pai t cat ised plaintiff's psycl lotic breakdow i i
of May 20, 1997, which is a material issue to be decided in this case.
The trial court erred or abused its discretion by denying plaintiff's motion to
ai nend the coi i iplaint because the amendment did i; lot; address "any i lew issues lit i tl lis
matter."
The Court of Appeals should also order the district court to allow plaintiff to file
an amended complaint.
n.

THE DISTRICT COURT ERRED, ABUSED ITS DISCRETION, FAILED
CORRECTNESS, AND/OR DENIED PLAINTIFF'S CONSTITUTONAL RIGHT
TO ACCESS TO DUE PROCESS.
Defendai it failed to address this issue ii i appellant s bi ief.
The Court of Appeals should reverse the trial court's order denying the motion to

dismiss. The Court of Appeals should also assign plaintiff a serious, respectful, and professional
judge o

• case, as it is absolutely impossible f or plaintiff to go before Judge

Dever's court again, as Judge Dever was brutally cruel to the plaintiff, who suffered severely
from Judge Dever's abuse, which experience makes impossible further experience with Judge
Dever. The Court of Appeals should also reprimand Judge Dever foi his cruelty and arrogance
to the plaintiff, take measures to prevent such cruelty to others seeking due process in Judge
Dever's court, and impose strong sanctions against Judge Dever if the Court of Appeals finds
that Judge Dever has breached or betrayed his trust with the public, for he has certainly
betrayed his trust with the plaintiff by his arrogant cruelty.
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m.

THE DISTRICT COURT ERRED, ABUSED ITS DISCRETION, OR FAILED
CORRECTNESS BY EXCLUDING "OUTSIDE MATERIALS" [SIC] IN
DECIDING DEFENDANT'S MOTION TO DISMISS.
Defendant failed to address this issue in appellant's brief.
The Court of Appeals should reverse the order of the district court dismissing

plaintiff's case.
IV.

THE TRIAL COURT ERRED, ABUSED DISCRETION, OR FAILED
CORRECTNESS BY GRANTING DEFENDANT'S MOTION TO DISMISS IN
THE FACE OF A PREPONDERANCE OF EVIDENCE SUPPORTING THE
CONTRARY.
Defendant's arguement that plaintiff is not entitled to a tolling of the statute of

limitations is based on a time line of plaintiff's part time employment at BYU, including
the false statement that "Beginning in January 2000 through and including February
16,2001, plaintiff worked at BYU in an administrative staff position." Aplee. Brief, p. 14.
In fact, plaintiff's "work" was a BYU/Utah State Office of Vocational
Rehabilitation program that BYU terminated early because it had failed. Aplt. Reply
Add., 3-10. Aplt. Brief Add., 90,25-26.
It is pitiful that the Utah judicial system might tolerate such deception by lawyers
with such lack of integrity.
Defendant admits that plaintiff was not being treated for his illness in March of
1995 and did not begin treatment for his illness until May 1997. Aplee brief, 14.
But defendant ignores the complaint's reference to Judge William Bohling's
ruling that plaintiff's mental illness was "certainly" manifested "early in Mr. Lowery's
life." Aplt. Brief Add., 83; 25-26.
Defendant also ignores the medical testimony of three expert witnesses, upon
which Judge Bohling based his Findings of Fact and Conclusions of Law, which state
that plaintiff had suffered from his illness since before the 1980s and that his disability is
not physical or intellectual but emotional, which constantly interferes with his mental
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and thus physical function. Aplt. Brief Add., 83-94. See DSM IV symptoms for dilusional
disorder, bipolar disorder, and parnoid personality disorder, Aplt. Reply Add., 11-40.
Defendant also ignores the fact that plaintiff was fired from his only full-time job,
at Southern Virginia College, since 1988. Aplt. Brief Add., 88-89, 25-26.
Defendant's arguments that plaintiff's successful divorce case, conducted by
attorney Mary Corporon, and plaintiff's Workers Compensation case, conducted by
attorney David Holdsworth, and plaintiff's own failed lawsuits are evidence that plaintiff
was able to conduct his legal and business affairs are specious at best and very
anachronistic. Aplt. Reply Add., 15.
Defendant's argument that a purported ability for plaintiff to earn "some
income" does not support a conclusion that plaintiff's disability did not impede him
from conducting his business affairs, particularly after his discovery of the causal
relationship between defendants' actions and damage to plaintiff.

CONCLUSION AND STATEMENT OF RELIEF SOUGHT
The district court erred or abused its discretion by denying plaintiff's motion
to amend the complaint; by commiting error and prejudice, abusing its discretion,
failing correctness, and/or dening plaintiff access to due process by repeatedly
dismissing the complaint before allowing the mentally disabled plaintiff to make
scheduled oral argument and then attempting to shift blame for his prejudicial error to
the ill plaintiff, thereby triggering depressive-manic cycling and hypermanic paranoia
in plaintiff's brain chemistry; by committing error and prejudice, abusing its
discretion, or failing correctness by excluding "outside materials" [sic] from
consideration on the motion to dismiss in order to "cover his ass"; and by failing
correctness on his decision on the motion to dismiss by ignoring the preponderance
of the evidence.
Plaintiff asks the Court of Appeals to reverse the district court's denial of
plaintiff's motion to amend the complaint because plaintiff's motion to amend was
9

timely, the amendment to the complaint contained material facts, and the amendment
would not cause unjustified delay nor prejudice the defendant.
Plaintiff asks the Court of Appeals to also direct the district court to allow plaintiff
to file an amemded complaint with the district court that includes an affidavit by
plaintiff's primary doctor verifying the discovery of the accrual of the cause of action.
Plaintiff asks the Court of Appeals to reverse the district court's grant of the
motion to dismiss based on the district court's violation of the Americans with
Disabilities Act and the court's "cover-his-ass" behavior, which practice is contrary to
the requirements the rule of law, the Americans with Disabilities Act, and human
decency.
Plaintiff asks the Court of Appeals to reverse the district court's grant of the
motion to dismiss based on incorrectness by the district court, which ignored the
preponderance of the evidence in the pleadings.
Plaintiff asks the Court of Appeals to also assign plaintiff a serious, respectful,
and professional judge on remand of the case, as it is absolutely impossible for
plaintiff to go before Judge Dever's court again, as Judge Dever was brutally cruel to
the plaintiff, who suffered severely at Judge Dever's hand, which experience
precludes further experience with Judge Dever. The Court of Appeals should
reprimand Judge Dever for his cruelty and arrogance to the plaintiff, take measures to
prevent such cruelty to others seeking due process in Judge Dever's court, and
impose strong sanctions against Judge Dever if the Court of Appeals finds that Judge
Dever has breached or betrayed his trust with the public, for he has certainly
betrayed his trust with the plaintiff by his arrogant cruelty.

DATED this 22nd day of July, 2003,

Thomas J. lx>wery
10
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Addendum -

PtyonotoQtet
030 NORTH 1Z60 EAST
PfcOVO, UTAH $4604
(801) 422-0480 * (801) 375-1763

AFFIDAVrT
Dr. Michael Lambert, being first duly sworn, deposes and states as follows:
!•

I am over the age of 18 years, a resident of Utah County and am competent to

testify in this matter.
2.
I have a bachelor*s degree in psychology and master's and Ph.D< degrees in
counseling psychology, all from the University of Utah.
3.
I have been practicing psychology/psychotherapy for 31 years,
4.
I am a professor of psychology at Brigham Young University and have been
teaching, researching, and/or publishing for 31 years.
5.
I have been treating Thomas J. Lowery with psychotherapy at least weekly for 4.5
years for a psychotic breakdown that happened on May 20, 1997 at B YU where Mr.
Lowery was employed part time.
6.
After unsuccessful treatment of Mr Lowery by other medical providers, I began
treating Mr. Lowery on November 21,1998 at the request of Dr. David Weight and have
continued the treatment to the present.
7.
Mr. Lowery suffers from a severe and persistent mental disorder.
8.
During my weekly psychotherapy with Mr. Lowery in August 1999, Mr. Lowery
recounted to me an experience he had in April 1^95 after writing a confidential letter of
recommendation to BYU in behalf of an applicant named Allen Thomason.
9.
Mr, Lowery said that after BYU had received this letter of recommendation in
behalf of Thomason, BYU employees gave copies oi the letter to Thomason, which
Thomason then read, and that Thomason subsequently confronted Mr. Lowery at Mr.
Lowery* s family home about the negative comments in Mr. Lowery* s letter.
10.

Mr. Lowery said that at the time of the incident, he felt like BYU's mistake was

of little consequence to him.
11.
When I discussed with Mr. Lowery his experience with BYU and the Thomason
letter, Mr. Lowery became very angry and animated, and expressed a sense of betrayal of
him by BYU employees for releasing his confidential letter to Thomason.
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12.

Mr.Lowery's mental casorder makes him particularly sensitive to the incident
. Lowery tends to see such errors as distressful,
including having nightmares.
13.
Mr. Lowery continues to experience this distress and considerable agitation about
this incident.
14.
It is not clear to me how much of Mr. Lowery's current suffering is related to his
past perceived injustices, separation and divorce, or a possible biologically based mental
disorder.
DATED this jZ&'8£y of June, 2003,

Dr. Michael
ACKNOWLEDGED, SUBSCRIBED, AND SWORN to before me this S^LTday of
June, 2003,

.BEVERLY I t BLATTER
Horwpwc-sujum
1190N.900E.STE204
PROVO, UT 84604
OOMM.EXP 8-7-2004

\^^^Uft\. minted
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BRIGHAM YOUNG UNIVERSITY
C-40A ABRAHAM 5MOOT BUILDING
? 0 BOX 1X003
?*OVO, UTAH 84602-IOO3

(80l) 37S-3563 * * AX (80l) 3/S-5969

January 6,1999

L>°^o]

Rafe Homan
Rehabilitation Counselor
Utah State Vocational Rehabilitation
150 East Center Street, Suite 3300
Provo,UT 84601
Dear Mr, Homan:
fty.Join IyQWerY - Retraining .Program
Further to our telephone conversation today, please find outlined below the particulars of the
proposed retraining program for Tom Lowery.
Tom will receive his training in the Center for Instructional Design here at Bngham Young
University, The training will extend over a twelve month period, as follows:
Jan - Mar
Apr - Jun
Jul - Sept
Oct - Dec

Instructional design: design strategies, layout, editing
HTML
Programming, video,flash,3D, etc.
Projects: campus online, independent studies, classroom technologies

The total cost of the training program is $10,000.00 to be paid in quarterly increments of
$2,500.00 in January, April, July and October. The checks should be made payable to "Brigham
Young University" and mailed c/o Scott Howell, Director, Center for Instructional Design,
130 B-34, Brigham Young University, Provo, UT, 84602.
If you have any questions, please call me at 378-6925. Thank you for your assistance in this
matter.
Sincerely

Peg^achmidt
Employment Specialist
cc:«Ftnn Lowery
Noel Reynolds
Scott Howell

Apjpcllaiil Ailili-mli'

I
Utah f l a l v OHIc#
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&«cutiv«0(ftctor
DIVIIQn Of
atAftM^^Mafe^lfMl

October 26,1999

WFVlwOT
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Dr. Thomas J. Lowery
4938 West Panorama Drive

Highland, Utah 84003
DM*

novo Dittotat O M M
ni.OMMrtiMet,«»M0
bWO,VTM40*-Jl»7

ttloe/TOO
(•3DW4.7734
IJOM&tttt
MX

(ion an* mi
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This letter is being sent to inform you that you have been determined eligible for
vocational rehabilitation services through the Utah State Office of Rehabilitation
(USOR). If you remain interested in USOR's services, please contact me at your
earliest convenience but no later than Thursday, November 11,1999, otherwise,
your case will be prepared for closure.
You may contact me by calling 374-7724 in the Provo area or 1 -800-662-6539 long
distance. Thank you for your time and I will await your response.
Sincerely,

Rafe B. Homan, M.Ed.
Rehabilitation Counselor
RH
pc: case file

Uoh State Board
of Educalton ond
Utt M l Board for
taMtschnotosy
•ducoUon
tttv*nO.UNnQ

R. BLAIR C O N D I E
Assistant Admintstrative

Vic? President

Human R£soH7<,e fiervwes

BRIGHAM YOUNG UNIVERSITY
O-238 ASB
PO BOX 2I2Z6
PROVO, UTAH 84602-H26
(801) 378-3S6J / FAX ( 8 O J ) 378-5320

November 2, 2000

Thomas Jay Lowery
615 E. 4075 S.
Salt Lake City, Utah 84107

i

1

c l i n i c aoctcxr -fb^ m y

Dear Tom:
Thank you for taking the time yesterday to visit with myself and Delora relative to your
employment situation at BYLL I am sorry the experience was upsetting to you and so emotional
We are truly sorry that you find yourself with such terrible health problems and that you feel no
one is trying to be helpful to you. We were especially saddened to hear you say that Dr. Lambert
has determined you to be 80 to 100 % disabled.
Thank you for sending your letter asking for details of our conversation yesterday. As I
mentioned at the beginning of the meeting, our agreement to employ you will come to closure at
the end of December 2000. I told you that we would like to discuss options of how we might
help in the transition. One option we discussed was the possibility of providing you with
professional outplacement. In light of Dr. Lambert's conclusion that you are nearly totally
disabled, this doesn't seem like a viable option to pursue. We discussed paying you through the
end of December, although not requiring any further servicefromyou. We also discussed the
possibility of a severance package to assist you in the transition. Since this is such an emotional
topic, I offered and you consented to allow me to contact Dr. Mike Lambert so that he might
provide some assistance in clarifying what would and would not be helpful to you. You also
reiterated that we should simply approve your worker's compensation claim. You indicated this
would provide you with vindication and also medical coverage.
I was able to visit with Dr. Lambert today, following our meeting of yesterday. I asked if he
would be available to assist us in determining what we might do to be helpful to you. He
declined to participate in this effort, fearing that it might complicate his role as your therapist. I
also consulted with several colleagues about your worker's compensation claim. At this point,
your best option in regards to this topic may be to consult an attorney with worker's
compensation experience and pursue your claim through legal means. I don't have the authority
to offer you any other alternative.

6 — Appenan.
Yesterday we discussed the option of applying for social seciuity disability, 1 am enclosing some
documents that explain the process, and I would strongly encourage you to pursue this avenue. If
you are accepted, this would likely provide you with an income and medical benefits We ai
hopeful that you will present this idea to your attorney for his review and assistance. We would
also be happy to work directly with him to facilitate your application if you so desire. It is my
understanding that this is a complicated process and is facilitated by someone with legal!
experience in this area of the law
Based on Dr. Lambert's conclusion that you are "markedly disabled,"*"' it appears that our current
employment arrangement is not accomplishing the purpose for which it was designed, namely, to
give you a rehabilitation opportunity and prepare you for other employment.. With this in mind, I
propose that we conclude your employment here as of this Monday, November 6, freeing you up
to focus on your health and pursue social security benefits if you desire. I am in the process of
instructing our Payroll Office to issue you a check for the gross amount of $25,000.00 minus
normal withholdings. This should fairly compensate you for any work you would have clone
between now and the end of the year, as well as provide you with a source of money while you
pursue other options (i.e., social security disability). We will pa> you for 'any work that has been
or will be accomplished between now and November 6.
Tom, please feel free to call me if you have questions. I am sorry I am. unable to provide you with
what you requested (approval of your worker's compensation claim), and again encourage you to
seek whatever legal redress you feel appropriate. We sincerely hope that you are able to find
solutions to your distress and health problems and regain some of what you have lost.
—^incerely,

R, Blair Condie
enclosures

Appellant 'Addendum/^-- 7?-&£>
ICE O F T H E G E N E R A L C O U N S E L
HAEL R. ORME
late {SetteratCounsel

^^SStS^^

BRIGHAM YOUNG UNIVERSITY

fjB^^^W&
{&(? ^0=^*$**

A-357 ASB
PO BOX 21333
PROVO, UTAH 84602-1555

December 11, 2000

David J. Holdsworth, Esq.
Suite C
9125 South Monroe Plaza Way
Sandy, UT 84070
RE:

Dr. Thomas J. Lowery

Dear Mr, Holdsworth:
I am in receipt of your correspondence of November 16, 2000 and have
reviewed it with the applicable BYU personnel. In response, you should
understand that BYU administrators made the decision at the outset not to
submit vouchers to Vocational Rehabilitation. It was believed that the University
could work directly with Dr. Lowery and make the necessary salary contribution
to his transition position; consequently, BYU assumed the financial responsibility
for his hourly earnings. No reimbursement vouchers have been completed or filed
with the Vocational Rehabilitation Office. Under the University's benefits plan, Dr.
Lowery was ineligible for benefits because of the temporary part-time nature of his
employment
An amount of less than $26,000 remains from the amount of $36,000 that
President Bateman made available to pay in salary for services rendered as Dr.
Lowery has been unable to work sufficient hours to deplete the original amount.
Payroll records indicate that his earnings for the year 2000 amount to $10,344.60
and that the last payroll check was issued October 20, 2000. We believe,
however, that at least one more check should be issued to cover the work he did
after October 13. CID personnel have not received a time card from Dr. Lowery,
and, as a result, they have not submitted hours for him. Dr. Lowery may receive
an additional pay check if you will provide me with a record of Dr. Lowery's hours
worked for which he has not yet been paid.

8 — Appellant Addendum
David J, Holdsworth, Esq.
December 11, 2000
Page 2
*
The $25,000 offer was made as a transition package to allow Dr. w^
o
have funding available to pay existing bills, including medical, a n d to prov,
income for him while he was in the process of applying for Social Security
disability. The University for its part will assist in providing a n d developing
information a s reasonably necessary to help move this process forward. From the
University's perspective, the payment would be a severance package a n d a s such
would be taxable income, subject to withholding. Dr. Lowery is encouraged to
consult with a tax, accountant or attorney to obtain appropriate tax advice.
With, the conclusion of the one-year employment commitment to December
3 1 , 2000, the University will terminate Dr. Lowery's employment a t BYU and he
will have no promise or entitlement to future employment at the University.
Nevertheless, BYU is willing to issue the transition payment after the first oi the
year in order to assist Dr. Lowery in addressing tax consequences
S,

X Outplacement \v
advantage of this, he wou
d to work with an a, 4
>/iuii team.
University normally works and h a s gooc success w:th a Salt Lake-based grou^
This service usually costs the University around $3,000 to $3,500 and gives the
client an opportunity to learn about the local job market and ways of accessing
jobs. Counselors assist with resume preparation and job search skills and they
provide job counseling.
In addition, BYU does not contemplate challenging Dr. Lowery's eligibility
for unemployment compensation and the severance assistance will not be
conditioned on Dr. Lowery releasing BYU'from any claims, including Dr. Lower} 's
claim for workers' compensation. With respect to employment references., we
. would not be r comfortable in providing prospective employers with information
beyond Dr.-Lowery's d a t e s .of employment and job descriptions. . ..
In conclusion, BYU is willing to develop'a severance package that is fail to
Dr.. Lowery, as well as to the University. Both parties have an interest in making
this process as stress free a s possible. My sense is that Dr. Lowery should hav<- -•
good case for Social Security disability and with, proper guidance, he can, succeed..
Your assistance to him is appreciated. • He does have some personal items in the
CID office he was using. Please instruct me as to how he would like to ha ndle
returning these items to him.
I hope that 'this letter supplies you witn o ^ ,
After yoi i have h a d .an. opportunity to discuss " " ^

>n you requested.
*"? '~- vr hap- -•-.-
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could call me so that we could finalize our understanding and identify the logistics
necessary to implement it.
Sincerely,

Michael R. Orme
jb.
cc:

Thomas Griffith
Blair Condie
Delora Bertelsen
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Ma r< :h 5 2001

David J. Holds » or fill, Esq.
Suite C
9125 South Monroe Plaza Way
Sandy, IJT 34070
RE:

Dr. Thomas J. Lowery

Dear Mr". Holdsworth:
I am in receipt of and have reviewed with the applicable BYU personnel your
correspondence to me which was faxed last week. In this correspondence, you
requested that deductions on Mr. Lowery's severance pay be made according to an
annual pay period tax withholding table rather upon than a biweekly pay period. In
reviewing Mr. Lowery's employment situation, we have noted that he has not received
any regular wages for the year 2001 from BYU.. Moreover, we contemplate making
only one payment to Mr. Lowery in the year 2001 as he is no longer in the
employment of BYU, As a result, we believe it would be appropriate to adjust Mr.
Lowery's tax withholdings to reflect an annualized rather than a biweekly pay period
deduction calculation,
I am, 'therefore, enclosing with tins correspondence BYU check #247166 dated
0 3 / 0 5 / 2 0 0 1 payable to Thomas J. Lowery in the amount of $8489.56 which
constitutes an adjustment of federal and state tax withholdings to reflect the
annualized withholding period. Also, attached to this correspondence is a statement
of calculation reflecting this adjustment.
I trust your client will find this adjustment to be satisfactory, I would
appreciate it if you would see to it that Mr. Lowery is promptly advised of 'these
changes and the availability of these additional sums. We wish Mr. Lowery every
success as he pursues his claim, for social security disability benefits.
Suuxnclv,

Michael R. Orme
Ena
cci

Blair Condie
Delora Bertelsen

PHONF: ('Am'
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• Diagnostic criteria for 295.70 Schizoaffective Disorder
{continued)
B During the same period of illness, there have been delusions or
hallucinations for at least 2 weeks in the absence of prominent mood
symptoms.
C. Symptoms that meet criteria for a mood episode are present for a
substantial portion of the total duration of the active and residual periods
of the illness.
D. The disturbance is not due to the direct physiological effects of a
substance (e.g., a drug of abuse, a medication) or a general medical
condition.
Specify typeBipolar Type: if the disturbance includes a Manic or a Mixed Episode (or
a Manic or a Mixed Episode and Major Depressive Episodes)
Depressive Type: if the disturbance only includes Major Depressive
Episodes

297.1 Delusional Disorder
Diagnostic

Features

The essential feature of Delusional Disorder is the presence of one or more nonbizarre
delusions that persist for at least 1 month (Criterion A). A diagnosis of Delusional Disorder
is not given if the individual has ever had a symptom presentation that met Criterion A
for Schizophrenia (Criterion B). Auditory or visual hallucinations, if present, are not
prominent. Tactile or olfactory hallucinations may be present (and prominent) if they
are related to the delusional theme (e.g., the sensation of being infested with insects
associated with delusions of infestation, or the perception that one emits a foul odor
from a body orifice associated with delusions of reference). Apart from the direct impact
of the delusions, psychosocial functioning is not markedly impaired, and behavior is
neither obviously odd nor bizarre (Criterion C). If mood episodes occur concurrently
with the delusions, the total duration of these mood episodes is relatively brief compared
to the total duration of the delusional periods (Criterion D). The delusions are not due
to the direct physiological effects of a substance (e.g., cocaine) or a general medical
condition (e.g., Alzheimer's disease, systemic lupus erythematosus) (Criterion E).
Although the determination of whether delusions are bizarre is considered to be
especially important in distinguishing between Delusional Disorder and Schizophrenia,
"bizarreness" may be difficult to judge, especially across different cultures. Delusions are
deemed bizarre if they are clearly implausible, not understandable, and not derived from
ordinary life experiences (e.g., an individual's belief that a stranger has removed his or
her internal organs and replaced them with someone else's organs without leaving any
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wounds or scars). In contrast, nonbizarre delusiox is involve situatioi is that cai; ujua-i\ably occur in real life (e.g., being followed, poisoned, infected, loved at a distance, or
deceived by one's spouse or lover).
Psychosocial functioning is variable. Some individuals may appear to be relatively
unimpaired in their interpersonal and occupational roles. In others, the impairment may
be substantial and include low or absent occupational functioning and social isolation.
When poor psychosocial functioning is present in Delusional Disorder, it arises directly
from the delusional beliefs themselves. For example, an individual who is convinced
that he will be murdered by "Mafia hit men" may quit his job and refuse to leave his
house except late at night and only when dressed in clothes quite different from his
normal attire. All of this behavior is an understandable attempt to prevent being identified
and killed by his presumed assassins. In contrast, poor functioning in Schizophrenia
may be due to both positive and negative symptoms (particularly avolition). Similarly,
a common characteristic of individuals with Delusional Disorder is the apparent
normality of their behavior and appearance when their delusional ideas are not being
discussed or acted on. In general, social and marital functioning are more likely to be
impaired than intellectual and occupational functioning.

Subtypes
The type of Delusional Disorder may be specified based on the predominant delusional
theme;
ErotomanicType. This s;
*p[ >lies when the central theme of the delusion
is that another oerson is in i ,\ L. Y>> ith the individual. The delusion often concerns
idealized romantic love and spiritual union rather than sexual attraction. The
person about whom this conviction is held is usually of higher status (e.g., a
famous person or a superior at work), but can be a complete stranger. Efforts to
contact the object of the delusion (through telephone calls, letters, gifts, visits,
-.*ven surveillance and stalking) are common, although occasionally the
r _._on keeps the delusion secret. Most individuals with this subtype in clinical
samples are female; most individuals with this subtype in forensic samples are
'<- Some individuals with this subtype, particularly males, come into conflict
die law in their efforts to pursue the object of their delusion or in a misguided
effort to "rescue" him or her from some imagined danger.
~ • ndiose Type. This subtype applies when the central theme of the delusion
e conviction of having some great (but unrecognized) talent or insight or
having made some important discovery. Less commonly, the individual may have
1
• delusion of having a special relationship with a prominent person (e.g., an
j« j. iser to the President) or being a prominent person (in which case the actual
person may be regarded as an impostor). Grandiose delusions may have a
"-li«-ious content (e.g., the person believes that he or she has a special message
< deity).
: * ; * "I 'ype. This subtype applies when-the central theme of the person's
delusion is that his or her spouse or lover is unfaithful. This belief is arrived at
without due cause and is based on incorrect inferences supported by small bits
of "evidence" (e.g., disarrayed clothing or spots on the sheets), which are
collected and used to justify the delusion. The individual with the delusion usually
confronts the spouse or lover and attempts to intervene in the imagined inf i iel'lty
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(e g , restricting the spouse's autonomy, secretly following the spouse, investigating the imagined lover, attacking the spouse)
Persecutory Type* This subtype applies when the central theme of the delusion
involves the person s belief that he or she is being conspued against, cheated,
^pied on, followed, poisoned or drugged, maliciously maligned, harassed, or
obstructed in me pursuit of long-term goals Small slights may be exaggerated
and become the focus of a delusional system The focus of the delusion is often
on some injustice that must be remedied by legal action ("querulous paianoia"),
ana the affected person may engage in repeated attempts to obtain satisfaction
by appeal to the courts and other government agencies Individuals with
persecutory delusions are often resentful and angry and may resort to violence
against those they believe are hurting them
Somatic Type. This subtype applies when the central theme of the delusion
involves bodily functions or sensations Somatic delusions can occur in several
forms Most common are the person's conviction that he or she emits a ioul odor
fiom the skin, mouth, lectum, or vagina, that there is an infestation of insects on
or in the skm, that there is an internal parasite, that certain parts of the body are
definitely (contrary to all evidence) misshapen or ugly, or that parts of the body
(e g , the large intestine) are not functioning
Mixed Type. This subtype applies when no one delusional theme predominates
Unspecified Type. This subtype applies when the dominant delusional belief
cannot be clearly determined or is not described m the specific types (e g,
leferential delusions without a prominent persecutory or grandiose component)

Associated Features and Disorders
Social, marital, or work problems can result from the delusional beliefs of Delusional
Disorder Ideas of reference (e g , that random events are of special significance) are
common in individuals with fins disorder Their interpretation of these events is usually
consistent with the content oj their delusional beliefs Many individuals with Delusional
Disorder develop irritable or dvsphonc mood, which can usually be understood as a
reaction to their delusional beliefs Especially with the Persecutory and Jealous Types,
marked anger and violent behavior can occur The individual may engage m litigious
behavior, sometimes leading to hundreds of letters of protest to government and judicial
officials and many court appearances Legal difficulties can occur in Delusional Disorder,
Jealous Type and Erotomanic Tvpe Individuals with Delusional Disorder, Somatic Type,
may be subject to unnecessaiy medical tests and procedures Hearing deficiency, severe
psychosocial stressors (e g , immigration), and low socioeconomic status may predispose
an individual to the development of Delusional Disordei Major Depressive Episodes
probably occur in individuals with Delusional Disorder more frequently than in the
general population Typically, the depression is relatively mild and begins after the onset
of prominent delusional beliefs Delusional Disorder may be associated with ObsessiveCompulsive Disoidea, Body Dysmoiphic Disorder, and Paranoid> Schizoid, or Avoidant
Personality Disorders

Specific Culture and Gender Features
An individuals cultural and religious backgiound must be taken into account in
evaluating the possible presence of Delusional Disorder Some cultures have widely
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held and culturally sanctioned beliefs that might be considered delusional in other
cultures. The content of delusions also varies in different cultures and subcultures.
Delusional Disorder, Jealous Type, is probably more common in men than in women,
but there appears to be no major gender difference in the overall frequency of Delusional
Disorder.

Prevalence
Delusional Disorder is relatively uncommon in clinical settings, with most studies
suggesting that the disorder accounts for 1%~2% of admissions to inpatient mental health
facilities. Precise information about the population prevalence of this disorder is lacking,
but the best estimate is around 0.03%. Because of its usually late age at onset, the lifetime
morbidity risk may be between 0.05% and 0.1%.

Course
The age at onset of Delusional Disorder is generally middle or late adult life, but can
be at a younger age. The Persecutory Type is the most common subtype. The course is
quite variable. Especially in the Persecutory Type, the disorder may be chronic, although
a waxing and waning of the preoccupation with the delusional beliefs often occurs. In
other cases, full periods of remission may be followed by subsequent relapses. In yet
other cases, the disorder remits within a few months, often without subsequent relapse.
Some evidence suggests that the Jealous Type may have a better prognosis than the
Persecutory Type.

Familial

Pattern

Some studies have found that Delusional Disorder is more common among relatives of
individuals with Schizophrenia than would be expected by chance, whereas other
studies have found no familial relationship between Delusional Disorder and Schizophrenia. There is limited evidence that Avoidant and Paranoid Personality Disorders may
be especially common among first-degree biological relatives of individuals with
Delusional Disorder.

Differential Diagnosis
The diagnosis of Delusional Disorder is made only when the delusion is not due to the
direct physiological effects of a substance or a general medical condition. A delirium,
a dementia, and Psychotic Disorder Due to a General Medical Condition may
present with symptoms diat suggest Delusional Disorder. For example, simple persecutory delusions (e.g., "someone comes into my room at night and steals my clothes") in
the early phase of Dementia of the Alzheimer's Type would be diagnosed as Dementia
of the Alzheimer's Type, With Delusions. A Substance-Induced Psychotic Disorder,
especially due to stimulants such as amphetamines or cocaine, cross-sectionally may be
identical in symptomatology to Delusional Disorder, but can usually be distinguished
by the chronological relationship of substance use to the onset and remission of the
delusional beliefs.
Delusional Disorder can be distinguished from Schizophrenia and Schizophreni-
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form Disorder by the absence of the other characteristic symptoms of the active phase
of Schizophrenia (e.g., prominent auditory or visual hallucinations, bizarre delusions,
disorganized speech, grossly disorganized or catatonic behavior, negative symptoms).
Compared with Schizophrenia, Delusional Disorder usually produces less impairment
in occupational and social functioning.
It can be difficult to differentiate Mood Disorders With Psychotic Features from
Delusional Disorder, because the psychotic features associated with Mood Disorders
usually involve nonbizarre delusions without prominent hallucinations, and Delusional
Disorder frequently has associated mood symptoms. The distinction depends on the
temporal relationship between the mood disturbance and the delusions and on the
severity of the mood symptoms. If delusions occur exclusively during mood episodes,
the diagnosis is Mood Disorder With Psychotic Features, Although depressive symptoms
are common in Delusional Disorder, they are usually mild, remit while the delusional
symptoms persist, and do not warrant a separate Mood Disorder diagnosis. Occasionally,
mood symptoms that meet full criteria for a mood episode are superimposed on the
delusional disturbance. Delusional Disorder can be diagnosed only if the total duration
of all mood episodes remains brief relative to the total duration of the delusional
disturbance. If symptoms that meet criteria for a mood episode are present for a
substantial portion of the delusional disturbance (i.e., the delusional equivalent of
Schizoaffective Disorder), then a diagnosis of Psychotic Disorder Not Otherwise
Specified accompanied by either Depressive Disorder Not Otherwise: Specified or
Bipolar Disorder Not Otherwise Specified is appropriate.
Individuals with Shared Psychotic Disorder can present with symptoms that are
similar to those sem in Delusional Disorder, but the disturbance has a characteristic
etiology and course. In Shared Psychotic Disorder, the delusions arise in the context of
a close relationship with another person, are identical in form to the delusions of that
other person, and diminish or disappear when the individual with Shared Psychotic
Disorder is separated from the individual with the primary Psychotic Disorder. Brief
Psychotic Disorder is differentiated from Delusional Disorder by the fact that the
delusional symptoms last less than 1 month. A diagnosis of Psychotic Disorder Not
Otherwise Specified may be made if insufficient information is available to choose
between Delusional Disorder and other Psychotic Disorders or to determine whether
the presenting symptoms are substance induced or the result of a general medical
condition.
It may be difficult to differentiate Hypochondriasis (especially With Poor Insight)
from Delusional Disorder. In Hypochondriasis, the fears of having a serious disease or
the concern that one has such a serious disease are held with less man delusional
intensity (i.e., the individual can entertain the possibility that the feared disezse is not
present). Body Dysmorphic Disorder involves a preoccupation with some imagined
defect in appearance. Many individuals with this disorder hold their beliefs with less
than delusional intensity and recognize that their view of their appearance is distorted.
However, a significant proportion of individuals whose symptoms meet criteria for Body
Dysmorphic Disorder hold their beliefs with delusional intensity. When criteria for both
disorders are met, both Body Dysmorphic Disorder and Delusional Disorder, Somatic
Type, may be diagnosed. The boundary between Obsessive-Compulsive Disorder
(especially With Poor Insight) and Delusional Disorder can sometimes be difficult to
establish. The ability of individuals with Obsessive-Compulsive Disorder to recognize
that the obsessions or compulsions are excessive or unreasonable occurs on a continuum In some individuals, reality testing may be lost, and the obsession may reach
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delusional proportions (e g , the belief that one has caused the death of another person
by having willed it) If the obsessions develop into sustained delusional beliefs that
represent a major part of the clinical picture an additional diagnosis of Delusional
Disorder may be appropriate
In contrast to Delusional Disorder, there are no clear-cut or persisting delusional
beliefs m Paranoid Personality Disorder. Whenever a person with a Delusional
Disorder has a preexisting Personality Disorder, the Personality Disorder should be listed
on Axis II, followed by "Piemorbid" in parentheses

• Diagnostic criteria for 297A Delusional Disorder
A Nonbizaire delusions (I e , involving situations that occur in real life,
such as being followed, poisoned, infected, loved at a distance, or
deceived by spouse or lover, or having a disease) oJt at least 1 month's
duration
B Criterion A for Schizophrenia has never been met Note: Tactile and
olfactorv hallucinations may be present in Delusional Disorder if they
are related to the delusional theme
C Apart from the impact of the delusion(s) oi its ramifications, functioning
is not markedly impaired and behavior is not obviously odd or bizarre
D If mood episodes have occurred concurrently with delusions, their total
duration has been brief relative to the duiation of the delusional periods
E The disturbance i«> not due to the direct physiological effects of a
substance (e g , a drug of abuse, a medication) or a general medical
condition
Specify type (the following types are assigned based on the predominant
delusional theme)
ErotomanicType: delusions that another person, usually of higher status,
is in love with the individual
Grandiose Type: delusions of inflated worth, power, knowledge, identity
or special relationship to a deity or famous person
Jealous Type: delusions that the individual's sexual partner is unfaithful
Persecutory Type: delusions that the person (or someone to whom the
person is close) is being malevolently treated in some way
Somatic Type: delusions that the person has some physical defect or
general medical condition
Mixed Type: delusions characteristic of more than one of the above types
but no one theme predominates
Unspecified Type

350

M o o d Disorders

17

311 Depressive Disorder Not Otherwise Specified
The Depressive Disorder Not Otherwise Specified category' includes disorders with
depressive features that do not meet the criteria for Major Depressive Disorder,
Dysthymic Disorder, Adjustment Disorder With Depressed Mood (see p. 623), or
Adjustment Disorder With Mixed Anxiety and Depressed Mood (see p. 624). Sometimes
depressive symptoms can present as part of an Anxiety Disorder Not Otherwise Specified
(see p. 4 $4). Examples of Depressive Disorder Not Otherwise Specified include
1. Premenstrual dysphoric disorder in most menstrual cycles during the past year,
symptoms (e g , markedly depressed mood, marked anxiety, marked affective
lability, decreased interest in activities) regularly occurred during the last week
of the luteal phase (and remitted within a few days of the onset of menses)
These symptoms must be severe enough to markedly interfere with work, school,
or usual activities and be entirely absent for at least 1 week postmenses (see
p 715 for suggested research criteria)
2. Minor depressive disorder: episodes of at least 2 weeks of depressive symptom*
but with fewer than the five items required for Major Depressive Disorder (see
p 719 for suggested research criteria).
3 Recurrent brief depressive disorder, depressive episodes lasting from 2 days up
to 2 weeks, occurring at least once a month for 12 months (not associated with
the menstrual cycle) (see p. 721 for suggested research criteria).
4. Postpsychotic depressive disorder of Schizophrenia: a Major Depressive Episode
that occurs during the residual phase of Schizophrenia (see p. 7 I t for suggested
research criteria)
5 A Major Depressive Episode superimposed on Delusional Disorder, Psychotic
Disorder Not Otherwise Specified, or the active phase of Schizophrenia
6 Situations in which the clinician has concluded that a depressive disordei is
present but is unable to determine whether it is primary, due to a general medical
condition, or substance induced

This section includes Bipolai I Disorder, Bipolar II Disorder, Cyclothymia, and Bipolar
Disorder Not Otherwise Specified. There are six separate criteria sets for Bipolar I
Disorder Single Manic Episode, Most Recent Episode Hypomanic, Most Recent Episode
Manic, Most Recent Episode Mixed, Most Recent Episode Depressed, and Most Recent
Episode Unspecified Bipolar I Disorder, Single Manic Episode, is used to describe
individuals who are having a first episode of mania. The remaining criteria sets are used
to specify the nature of the current (or most recent) episode in individuals who have
had recurrent mood episodes

Bipolar I Disorder
Diagnostic Features
The essential feature of Bipolar I Disorder is a clinical course that is characterized by
the occurrence of one or more Manic Episodes (see p. 328) or Mixed Episodes (see
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p 333) Often individuals have also had one or more Major Depressive Episodes (see
p 320) Episodes of Substance-Induced Mood Disorder (due to the direct effects of a
medication, other somatic tieatments for depression, a daig of abuse, or toxin exposure)
oi of Mood Disorder Due to a General Medical Condition do not count toward a diagnosis
of Bipolar I Disorder In addition the episodes are not better accounted for by
Schizoaffective Disorder and *re not superimposed on Schizophrenia, Schizophreniform
Disorder, Delusional Disorder, or Psychotic Disorder Not Otherwise Specified Bipolar
I Disorder is subclassified m the fourth digit of the code according to whether the
individual is experiencing a first episode (1 e Single Manic Episode) or whether the
disoidei is recurrent Recurrence is maicated by either a shift m the polatity of the episode
or da interval between episodes of at least 2 months v, ahout manic symptoms A shift
in polarity is defined as a clinical course in whicn a Majot Depressive Episode evolves
tnto a Mime Episode oi a Mixed Episode or in which a Manic Episode or a Mixed Episode
evolves into a Major Depressive Episode In contrast, a Hypomanic Episode that evolves
into a Mime Fpisode or a Mixed Episode, or a Manic Episode that evolves into a Mixed
Episode (pr vice versa), is considered to be oniv a single episode For recurrent Bipolar
I Disorders, the nature of the cunent (or most lecent) episode can be specified (Most
Recent Episode Hypomanic Most Recent Episode Manic, Most Recent Episode Mixed,
Most Recent Episode Depressed, Most Recent Episode Unspecified*)

Specifiers
The following specifiers for Bipolar I Disorder can be i lsed to describe the current Manic,
Mixed, or Major Depressive Episode (or, if catena are not currently met for a Mamc
Mixed, or Major Depressive Episode, the most recent Manic, Mixed, or Major Depressive
Episode)
Mild, Moderate, Severe Without Psychotic Features, Severe With Psychotic
Features, In Partial Remission, In Full Remission (see p 376)
With Catatonic Features (see p 382)
With Postpartum Onset (see p 386)
The following specifiers apply only to the cuirent (oi most recent) Major Depressive
Episode only if it is ihe most recent type of mood episode
Chronic (see p 382)
With Melancholic Features (see p 383)
With Atypical Features (see p 584)
The following specifiers can be used to indicate the pattern of episodes
Longitudinal Course Specifiers (With or Without Full Interepisode
Recovery) (see p 387)
With Seasonal Pattern (applies only to the pattern of Major Depressive
Episodes) (see p 389)
With Rapid Cycling (see p 390)

Recording

Procedures

The diagnostic codes for Bipolar I Disorder are selected as follows
I

The first three digits are 296
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2, The fourth digit is 0 if there is a single Manic Episode. For recurrent episodes,
the fourth digit is 4 if the current or most recent episode is a Hypomanic Episode
or a Manic Episode, 6 if it is a Mixed Episode, 5 if it is a Major Depressive Episode,
and 7 if the current or most recent episode is Unspecified.
3. The fifth digit (except for Bipolar I Disorder, Most Recent Episode Hypomanic,
and Bipolar I Disorder, Most Recent Episode Unspecified) indicates the following: I for Mild severity, 2 for Moderate severity, 3 for Severe Without Psychotic
Features, 4 for Severe With Psychotic Features, 5 for In Partial Remission, 6 for
In Full Remission, and 0 if Unspecified. Other specifiers for Bipolar I Disorder
cannot be coded. For Bipolar I Disorder, Most Recent Episode Hypomanic, the
fifth digit is always 0. For Bipolar Disorder, Most Recent Episode Unspecified,
there is no fifth digit.
In recording the name of a diagnosis, terms should be listed in the following order:
Bipolar I Disorder, specifiers coded in the fourth digit (e.g., Most Recent Episode Manic),
specifiers coded in the fifth digit (e.g., Mild, Severe With Psychotic Features, In Partial
Remission), as many specifiers (without codes) as apply to the most recent episode (e.g.,
With Melancholic Features, With Postpartum Onset), and as many specifiers (without
codes) as apply to the course of episodes (e.g., With Rapid Cycling); for example, 296,54
Bipolar I Disorder, Most Recent Episode Depressed, Severe With Psychotic Features,
With Melancholic Features, With Rapid Cycling.
Note that if the single episode of Bipolar I Disorder is a Mixed Episode, the diagnosis
would be indicated as 296 Ox Bipolar I Disorder, Single Manic Episode, Mixed.

Associated Features and Disorders
Associated descriptive features and mental disorders. Completed suicide occurs
in 10%~15% of individuals with Bipolar I Disorder. Child abuse, spouse abuse, or other
violent behavior may occur during severe Manic Episodes or during those with psychotic
features. Other associated problems include school truancy, school failure, occupational
failure, divorce, or episodic antisocial behavior. Other associated mental disorders
include Anorexia Nervosa, Bulimia Nervosa, Attention-Deficit/Hyperactivity Disorder,
Panic Disorder, Social Phobia, Substance-Related Disorders,
Associated laboratory landings. There appear to be no laboratory features that
distinguish Major Depressive Episodes found in Major Depressive Disorder from those
in Bipolar I Disorder.
Associated physical examination findings and general medical conditions.
An age at onset for a first Manic Episode after age 40 years should alert the clinician to
the possibility that the symptoms may be due to a general medical condition or substance
use. There is some evidence that untreated thyroid disease worsens the prognosis of
Bipolar I Disorder.

Specific Culture, Age, and Gender Features
There are no reports of differential incidence of Bipolar I Disorder based on race or
ethnicity. There is some evidence that clinicians may have a tendency to overdiagnose
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Schizophrenia (instead of Bipolar Disorder) in some ethnic groups and in younger
individuals.
Approximately 1096—15% of adolescents with recurrent Major Depressive Episodes
will go on to develop Bipolar I Disorder, Mixed Episodes appear to be more likely in
adolescents and young adults than in older adults.
Recent epidemiological studies in the United States indicate that Bipolar I Disorder
is approximately equally common in men and women (unlike Major Depressive
Disorder, which is more common in women) Gender appears to be related to the order
of appearance of Manic and Major Depressive Episodes. The first episode in males is
more likely to be a Manic Episode. The first episode in females is more likely to be a
Major Depressive Episode. Women with Bipolar I Disorder have an increased risk of
developing subsequent episodes (often psychotic) in the immediate postpartum period.
Some women have their first episode during the postpartum period, The specifier With
Postpartum Onset may be used to indicate that the onset of die episode is within 4 weeks
of delivery (see p. 386) The premenstrual period may be associated with worsening of
an ongoing Major Depressive, Manic, Mixed, or Hypomanic Episode.

Prevalence
The lifetime prevalence of Bipolar I Disorder in community samples has varied from
0.4% to 1.6%.

Course
Bipolar I Disorder is a recurrent disorder—more than 90% of individuals who have a
single Manic Episode go on to have future episodes. Roughly 60%~70% of Manic
Episodes occur immediately befoie or after a Major Depre^siva Episode. Manic Episodes
often precede or follow the Major Depressive Episodes in a characteristic pattern for a
particular person. The number of lifetime episodes (both Manic and Major Depressive)
tends to be higher for Bipolar T Disorder compared with Major Depressive Disorder,
Recurrent. Studies of the course of Bipolar I Disorder prior to lithium maintenance
treatment suggest that, on average, four episodes occur in 10 years The interval between
episodes tends to decrease as the individual ages. There is some evidence that changes
in sleep-wake schedule such as occur during time zone changes or sleep deprivation
may precipitate or exacerbate a Manic, Mixed, or Hypomanic Episode. Approximately
5%-15% of individuals with Bipolar I Disorder have multiple (four or more) mood
episodes (Major Depressive, Manic, Mixed, or Hypomanic) that occur within a given
year. If this pattern is present, it is noted by the specifier With Rapid Cycling (see p. 390).
A rapid-cycling pattern is associated with a poorer prognosis.
Although the majority of individuals with Bipolar I Disorder return to a fully
functional level between episodes, some (20%-30%) continue to display mood lability
and interpersonal or occupational difficulties. Psychotic symptoms may develop after
days or weeks in what was previously a noapsychotic Manic or Mixed Episode. When
an individual has Manic Episodes with psychotic features, subsequent Manic Episodes
are more likely to have psychotic features. Incomplete interepisode recovery is more
common when the current episode is accompanied by mood-incongruent psychotic
features.
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Familial

Pattern

First degree biological relatives of individuals with Bipolar I Disorder have elevated rates
of Bipolar I Disorder (4°/o-24%)} Bipolar II Disorder (l%-5%), and Major Depressive
Disorder (*%-24%') Twin and adoption studies provide strong evidence of a genetic
influence for Bipolar I Disordei

Differential

Diagnosis

Major Depressive, Manic, Mixed, and Hypomanic Episodes in Bipolar I Disorder must
be distinguished from episodes of a Mood Disorder Due to a General Medical
Condition, The diagnosis is Mood Disorder Due to a General Medical Condition foi
episodes that are judged to be the direct physiological consequence of a specific general
medical condition (e g , multiple sclerosis, stroke, hypothyroidism) (see p 366) This
determination is based on the history, laboratory findings, or physical examination
A Substance-Induced Mood Disorder is distinguished from Major Depressive,
Manic, or Mixed Episodes that occui in Bipolar I Disorder by the fact that a substance
(e g , a drug of abuse, a medication, or exposure to a toxin) is jqdged to be etiologically
related to the rrood disturbance {.see p 370) Symptoms like those seen in a Manic,
Mixed, or Hypomanic Episode may be part of an intoxication with or withdrawal from
a drug of abuse and should be diagnosed as a Substance-Induced Mood Disorder (e g ,
euphoric mood that occurs only in the context of intoxication with cocaine would be
diagnosed as Cocaine Induced Mood Disorder, With Mamc Features, With Onset During
Intoxication) Symptoms like those seen in a Manic or Mixed Episode may also be
precipitated by antidepressant treatment such as medication, electroconvulsive therapy,
or light therapy Such episodes may be diagnosed as a Substance-Induced Mood Disorder
(e g , Amitriptyline-Induced Mood Disorder, With Manic Features1, Electroconvulsive
Therapy-Induced Mood Disorder, With Manic Features) and would not count toward a
diagnosis of Bipolar I Disorder However, when the substance use or medication is
judged not to fully account for the episode (e g , the episode continues for a considerable
penod autonomously after the substance is discontinued), the episode would count
toward a diagnosis of Bipolar I Disorder
Bipolar I Disorder is distinguished from Major Depressive Disorder and Dysthymic Disorder by the lifetime history of at least one Manic or Mixed Episode Bipolar I
Disoider is distinguished from Bipolar n Disorder by the presence of one or more
Manic or Mixed Episodes Wrhen an individual previously diagnosed with Bipolar II
Disorder develops a Manic or Mixed Episode, the diagnosis is changed to Bipolar I
Disorder
In Cyclothymic Disorder, there are numerous periods of hypomanic symptoms
that do not meet criteria for a Manic Episode and periods of depressive symptoms that
do not meet symptom or duration catena for a Major Depressive Episode Bipolar I
Disorder is distinguished from Cyclothymic Disorder by the presence of one or more
Manic or Mixed Episodes If a Manic or Mixed Episode occurs after the first 2 years of
Cyclothymic Disorder, then Cyclothymic Disorder and Bipolar I Disorder may both be
diagnosed
The differential diagnosis between Psychotic Disorders (e g , Schizoaffective
Disorder Schizophrenia, and Delusional Disorder) and Bipolar I Disorder may be
difficult (especially in adolescents) because these disorders may share a number of
presenting symptoms (e g grandiose and persecutory delusions irritability, agitation,
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and catatonic symptoms), particularly cross-sectionally and early in their course. In
contrast to Bipolar I Disorder, Schizophrenia, Schizoaffective Disorder, and Delusional
Disorder are all characterized by periods of psychotic symptoms that occur in the absence
of prominent mood symptoms. Other helpful considerations include the accompanying
symptoms, previous course, and family history. Manic and depressive symptoms may
be present during Schizophrenia, Delusional Disorder, and Psychotic Disorder Not
Otherwise Specified, but rarely with sufficient number, duration,,and pervasiveness to
meet criteria for a Manic Episode or a Major Depressive Episode. However, when full
criteria are met (or the symptoms are of particular clinical significance), a diagnosis of
Bipolar Disorder Not Otherwise Specified may be made in addition to the diagnosis
of Schizophrenia, Delusional Disorder, or Psychotic Disorder Not Otherwise Specified.
If there is a very rapid alternation Cover days) between manic symptoms and
depressive symptoms (e.g., several days of purely manic symptoms followed by several
days of purely depressive symptoms) that do not meet minimal duration criteria for a
Manic Episode or Major Depressive Episode, the diagnosis is Bipolar Disorder Not
Otherwise Specified.

• Diagnostic criteria for 296*0x Bipolar I Disorder,
Single Manic Episode
A. Presence of only one Manic Episode (see p. 332) and no past Major
Depressive Episodes.
Note: Recurrence is defined as either a change in polarity from depression or
an interval of at least 2 months without manic symptoms.
B. The Manic Episode is not better accounted for by Schizoaffective
Disorder and is not superimposed on Schizophrenia, Schizophreniform
Disorder, Delusional Disorder, or Psychotic Disorder Not Otherwise
Specified.
Specify if:

Mixed: if symptoms meet criteria for a Mixed Episode (see p. 335)
Specify (for current or most recent episode)Severity/Psychotic/Remission Specifiers (see p 378)
With Catatonic Features (see p. 382)
With Postpartum Onset (see p. 386)
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• Diagnostic criteria for 296,40 Bipolar I Disorder,
Most Recent Episode Hypomanic
A. Currently (or most recently) in a Hypomanic Episode (see p. 338).
B. There has previously been at least one Manic Episode (see p. 332) or
Mixed Episode (see p. 335).
C. The mood symptoms cause clinically significant distress or impairment
in social, occupational, or other important areas of functioning.
D. The mood episodes in Criteria A and B are not better accounted for by
Schizoaffective Disorder and are not superimposed on Schizophrenia,
Schizophreniform Disorder, Delusional Disorder, or Psychotic Disorder
Not Otherwise Specified.
Specify:

longitudinal Cotirse Specifiers (With and Without Interepisode
Recovery) (see p. 387)
With Seasonal Pattern (applies only to the pattern of Major Depressive
Episodes) (see p. 389)
With Rapid Cycling (see p. 390)

• Diagnostic criteria for 296*4x Bipolar I Disorder,
Most Recent Episode Manic
A. Currently (or most recently) in a Manic Episode (see p. 332).
B. There has previously been at least one Major Depressive Episode (see
p. 327), Manic Episode (see p. 332), or Mixed Episode (see p. 335).
C. The mood episodes in Criteria A and B are not better accounted for by
Schizoaffective Disorder and are not superimposed on Schizophrenia,
Schizophreniform Disorder, Delusional Disorder, or Psychotic Disorder
Not Otherwise Specified.
Specify (for current or most recent episode)Severity/Psychotic/Remission Specifiers (see p. 378)
With Catatonic Features (see p. 382)
With Postpartum Onset (see p. 386)
Specify-

Longitudinal Course Specifiers (With and Without Interepisode
Recovery) (see p. 387)
With Seasonal Pattern (applies only to the pattern of Major Depressive
Episodes) (see p, 389)
With Rapid Cycling (see p. 390)
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• Diagnostic criteria for 296.6x Bipolar I Disorder,
Most Recent Episode Mixed
A Currently for most recently) in a Mhxed Episode (see p 335)
B There has previously been at le^st one Major Depressive Episode (see
p 327), Manic Episode (see p 332), or Mixed Episode (see p 335)
C The mood episodes in Criteria A and B aie not better accounted for by
Schizoaffective Disordei and are not superimposed on Schrzophienia,
Schizophreniform Disoider, Delusional Disorder, or Psychotic Disorder
Not Otherwise Specified
Specify (for current oi most recent episode)
Severity/Psychotic/Remission Specifiers fsee p 380)
With Catatonic Features (see p 382)
With Postpartum Onset (see p 386)
Specify

Longitudinal Course Specifiers (With and Without Interepisode
Recovery) (see p 387)
With Seasonal Pattern (applies only to the pattern of Major Depiessive
Episodes) (see p 389)
With Rapid Cycling (see p 390)

• Diagnostic criteria for 2963x Bipolar I Disorder,
Most Recent Episode Depressed
A Cunentry (or most recently) in a Major Depressive Episode (see p 327)
B There has previously been at least one Manic Episode (see p 332) or
Mixed Episode (see p 335)
C The mood episodes in Cntena A *nd B are not better accounted for by
Schizoaffective Disorder and are not superimposed on Schizophrenia,
Schizophreniform Disoider, Delusional Disoider, or Psychotic Disorder
Not Otherwise Specified
Specify (for current or most recent episode)
Severity/Psychotic/Remission Specifiers (see p 376)
Chronic (seep 382)
With Catatonic Features (see p 332)
With Melancholic Features (see p 3&3)
(continued)
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D Diagnostic criteria for 296.5x Bipolar I Disorder,
Most Recent Episode Depressed [continued)
With Atypical Features (see p 384)
With Postpartum Onset (see p 336)
j

Specify
Longitudinal Course Specifiers (With and Without Interepisode
Recovery) (see p. 387">
With Seasonal Pattern (applies only to the pattern of Major Depressive
Episodes) (see p 389)
With Rapid Cycling (see p 390)

• Diagnostic criteria for 296,7 Bipolar I Disorder,
Most Recent Episode Unspecified
A Criteria, except for duration, are currently (or most recently) met for a
Manic (see p 332), a Hypomanic (see p. 338), a Mixed (see p. 33c5), or
a Major Depressive Episode (see p 327),
B. There has pieviously been at least one Manic Episode (see p. 332) or
Mixed Episode (see p. 335).
C The mood symptoms cause clinically significant distress or impairment
in social occupational, or other important areas of functioning.
D. The mood symptoms m Criteria A and B are not better accounted for
by Schizoaffective Disorder and are not superimposed on Schizophrenia, Schizophreniform Disorder, Delusional Disorder, or Psychotic Disorder Not Otherwise Specified
E. The mood symptom** in Criteria A and B are not due to the direct
physiological effects of a substance (e.g , a drug of abuse, a medication,
or other treatment) or a general medical condition (e.g., hyperthyroidism).
Specify-

Longitudinal Course Specifiers (With and Without Interepisode
Recovery) (see p. 387)
With Seasonal Pattern (applies only to the pattern of Major Depressive
Episodes) (see p. 389)
With Rapid Cycling (see p. 390)

|
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296,89 Bipolar II Disorder
(Recurrent Major Depressive Episodes
With Hypomanic Episodes)

26
Diagnostic

Features

The essential feature of Bipolar II Disorder is a clinical course that is charaaerized by
the occurrence of one or more Major Depressive Episodes (Criterion A) accompanied
by at least one Hypomanic Episode (Criterion B). Hypomanic Episodes should not be
confused with the several days of eutliymia that may follow remission of a Major
Depressive Episode, The presence of a Manic or Mixed Episode precludes the diagnosis
of Bipolar II Disorder (Criterion C). Episodes of Substance-Induced Mood Disorder (due
to the direct physiological effects of a medication, other somatic treatments for
depression, drugs of abuse, or toxin exposure) or of Mood Disorder Due to a General
Medical Condition do not count toward a diagnosis of Bipolar II Disorder. In addition,
the episodes must not be better accounted for by Schizoaffective Disorder and are not
superimposed on Schizophrenia, Schizophreniform Disorder, Delusional Disorder, or
Psychotic Disorder Not Otherwise Specified (Criterion D). The symptoms must cause
clinically significant distress or impairment in social, occupational, or other important
areas of functioning (Criterion E). In some cases, the Hypomanic Episodes themselves
do not cause impairment. Instead, the impairment may result from the Major Depressive
Episodes or from a chronic pattern of unpredictable mood episodes and fluctuating
unreliable interpersonal oi occupational functioning.
Individuals with Bipolar II Disorder may not view the Hypomanic Episodes as
pathological, although others may be troubled by the individuals' erratic behavior. Often
individuals, particularly when in the midst of a Major Depressive Episode, do not recall
periods of hypomania without reminders from close friends or relatives. Information
from other informarts is often critical in establishing the diagnosis of Bipolar II Disorder.

Specifiers
The following specifiers for Bipolar fl Disorder should be used to indicate the current
or most recent episodeHypomanic, This specifier is used if the current (or most recent) episode is a
Hypomanic Episode
Depressed. This specifier is used if the current (or most recent) episode is a
Major Depressive Episode
The following specifiers may be used to describe the current Major Depressive
Episode in Bipolar II Disorder (or the most recent Major Depressive Episode if currently
:n remission only if it is the most recent type of mood episode):
Mild, Moderate, Severe Without Psychotic Features, Severe With Psychotic
Features, In Partial Remission, In Full Remission (see p. 376)
Chronic (see p. 382)
With Catatonic Features (see p. 382)
With Melancholic Features (see p, 383)
With Atypical Features (see p 384)
With Postpartum Onset (see p 386^
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The following specifiers may be used to indicate the pattern or frequency of
episodes
Longitudinal Course Specifiers (With and Without Interepisode Recovery)
(seep 387)
With Seasonal Pattern (applies only to the pattern of Major Depressive
Episodes) (see p 389)
With Rapid Cycling (see p 390)

Recording

Procedures

The diagnostic code for Bipolar II Disoider is 296 89, none of the specifiers are codable
In recording the name of the diagnosis, terms should be listed in the following ordei
Bipolar II Disoider, specifiers indicating current or most recent episode (e g , Hypomanic,
Depressed), as many specifiers ds apply to the current or most recent Major Depressive
Episode (e g Moderate, With Melancholic Features, With Postpartum Onset), and as
manv specifiers as apply to the course of episodes (e g , With Seasonal Pattern), foi
example, 296 89 Bipoiai II Disorder, Depressed, Seveie With Psychotic Features, With
Melancholic Features, With Seasonal Pattern

Associated Features and Disorders
Associated descriptive features and mental disorders. Completed suicide (usually during Major Depressive Episodes; is a significant risk, occurring in 10%~15% of
persons with Bipolar II Disoider School truancy, school failure occupational failure, or
divorce may be associated with Bipolar II Disordei Associated mental disorders include
Substance Abuse or Dependence Anorexia Nervosa, Bulimia Nervosa, Atteni ion-Deficit/
Hyperactivity Disorder, Panic Disordei, Social Phobia, and Borderline Personality
Disordei
Associated laboratory findings. There appeal to be no laboiatory features that
distinguish Major Depressive Episodes found in Major Depressive Disorder from those
in Bipolar II Disorder

Specific

Gender

Features

Bipoiai II Disorder mav be more common in women than in men Women with Bipolar
II Disorder maybe at increased risk of developing subsequent episodes in the immediate
postpartum period

Prevalence
Community studies suggest a lifetime pievalence of Bipolar II Disorder of approximately
0 5%

Course
Roughly 60%-70% of the Hypomanic Episodes m Bipolar II Disorder occai immediately
before oi after a Major Depressive Episode Hypomanic Episodes often precede or follow
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the Major Depressive Episodes in a characteristic pattern for a particular person. The
number of lifetime episodes (both Hypomamc Episodes and Major Depressive Episodes)
tends to be liigher for Bipolar II Disorder compared with Major Depressive Disorder,
Recurrent. The interval between episodes tends to decrease as the individual ages.
Approximately 5%-15% of individuals with Bipolar II Disorder have multiple (four or
more) mood episodes (Hypomamc or Major Depressive) that occur within a given year.
If this pattern is present, it is noted by the specifier With Rapid Cycling (see p. 390).
A rapid-cycling pattern is associated with a poorer prognosis.
Although the majority of individuals with Bipolar II Disorder return to a fully
functional level between episodes, approximately 15% continue to display mood lability
dad intei personal or occupational difficulties Psychotic symptoms do not occur in
Hypomanic Episodes, and they appear to be less frequent in the Major Depressive
Episodes in Bipolar II Disorder than is the case for Bipolar I Disorder. Some evidence
is consistent with die notion that marked changes in sleep-wake schedule such as occur
during time zone changes or sleep deprivation may precipitate or exacerbate Hypomanic
or Major Depressive Episodes. If a Manic or Mixed Episode develops in the course of
Bipolar II Disorder, the diagnosis is changed to Bipolar I Disorder. Over 5 years, about
5%-15% of individuals with Bipolar II Disorder will develop a Manic Episode.

Familial

Pattern

Some studies have indicated that firsl-degree biological relatives of individuals with
Bipolar II Disoider have elevated rates of Bipolar II Disorder, Bipolar I Disorder, and
Major Depressive Disoider compared with the general population.

Differential

Diagnosis

Hypomanic and Majoi Depressive Episodes in Bipolar II Disorder must be distinguished
from episodes of a Mood Disorder Due to a General Medical Condition. The
diagnosis is Mood Disorder Due to a General Medical Condition for episodes that are
judged to be the direct physiological consequence of a specific general medical condition
(e.g , rhultiple sclerosis, stroke, hypothyroidism) (see p. 366) This determination is based
on the history, laboratory findings, or physical examination.
A Substance-Induced Mood Disorder is distinguished from Hypomanic or Major
Depressive Episodes that occur in Bipolar II Disorder by the fact that a substance (e.g.,
a drug of abuse, a medication, or exposure to a toxin) is judged to be etiologically related
to the mood disturbance (see p. 370) Symptoms like those seen in a Hypomanic Episode
may be part of an intoxication with or withdrawal from a drag of abuse and should be
diagnosed as a Substance-Induced Mood Disorder (e.g., a major depressive-like episode
occurring only in the context of withdrawal from cocaine would be diagnosed as
Cocaine-Induced Mood Disorder. With Depressive Features, With Onset During Withdrawal). Symptoms like those seen in a Hypomanic Episode may also be precipitated
by antidepressant treatment such as medication, electroconvulsive therapy, or light
therapy. Such episodes may be diagnosed as a Substance-Induced Mood Disorder (e.g.,
Amitriptyline-Induced Mood Disorder, With Manic Features; Electroconvulsive TherapyInduced Mood Disorder, With Manic Features) and would not count toward a diagnosis
of Bipolar II Disorder. However, when the substance use or medication is judged not
to fully account for the episode (e.g., the episode continues for a considerable period
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autonomously after the substance is discontinued), the episode would count toward a
diagnosis of Bipolar II Disorder.
Bipolar II Disorder is distinguished from Major Depressive Disorder and Dysthymic Disorder by the lifetime history of at least one Hypomanic Episode. Bipolar II
Disorder is distinguished from Bipolar I Disorder by the presence of one or more
Manic or Mixed Episodes in the latter. When an individual previously diagnosed with
Bipolar II Disorder develops a Manic or Mixed Episode, the diagnosis is changed to
Bipolar I disorder.
In Cyclothymic Disorder, there are numerous periods of hypomanic symptoms
and numerous periods of depressive symptoms that do not meet symptom or duration
criteria for a Major Depressive Episode Bipolar II Disorder is distinguished from
Cyclothymic Disorder by the presence of one or more Major Depressive Episodes. If a
Major Depressive Episode occurs after the first 2 years of Cyclothymic Disorder, the
additional diagnosis of Bipolar II Disorder is given.
Bipolar II Disorder must be distinguished from Psychotic Disorders (e.g.,
Schizoaffective Disorder, Schizophrenia, and Delusional Disorder). Schizophrenia,
Schizoaffective Disorder, and Delusional Disorder are all characterized by periods of
psychotic symptoms that occur in the absence of prominent mood symptoms. Other
helpful considerations include the accompanying symptoms, previous course, and family
history.

• Diagnostic criteria for 296.89 Bipolar II Disorder
A. Presence (or history) of one or more Major Depressive Episodes (see
p. 327).
B. Presence (or history) of at least one Hypomanic Episode (see p. 338).
C. There has never been a Manic Episode (see p. 332) or a Mixed Episode
(see p. 335).
D. The mood symptoms in Criteria A and B are not better accounted for
by Schizoaffective Disorder and are not superimposed on Schizophrenia, Schizophreniform Disorder, Delusional Disorder, or Psychotic Disorder Not Otherwise Specified.
E. The symptoms cause clinically significant distress or impairment in
social, occupational, or other important areas of functioning.
Specify current or most recent episode.
Hypomanic: if currently (or most recently) in a Hypomanic Episode (see
p. 338)
Depressed: if currently (or most recently) in a Major Depressive Episode
(see p. 327)
(continued)

301.13 Cyclothymic Disorder
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Diagnostic criteria for 296,89 Bipolar II Disorder (continued)
Specify (for current or most recent Major Depressive Episode only if it is the
most recent type of mood episode)
Severity/Psychotic/Remission Specifiers (see p 376) Note: Fifthdigit codes specified on p 377 cannot be used here because the code
for Bipolar II Disorder already uses the fifth digit
Chronic (see p 382)
With Catatonic Features (see p 382)
With Melancholic Features (see p 383>
With Atypical Features (see p 384;
With Postpartum Onset (see p 386)
Specify

Longitudinal Course Specifiers (With and Without Interepisode
Recovery) (see p 387)
With Seasonal Pattern (applies only to the pattern of Major Depressive
Episodes) (see p 389)
With Rapid Cycling (see p 390)

301.13 Cyclothymic Disorder
Diagnostic

Features

The essential feature of Cvclothymic Disoidei is a chronic, fluctuating mood disturbance
involving numerous periods of hypomanic symptoms (see p 335) and numerous peuods
of depressive symptoms (see p 320) (Criterion A) The hypomanic symptoms are of
insufficient number severity pervasiveness, or duration to meet full catena for a Manic
Episode, and the depressive symptoms are of insufficient number, seventy, pervasive
ness, or duration to meet full criteria for a Major Depressive Episode Duung die 2-year
period (1 year for children or adolescents), any symptom-free intervals last no longer
than 2 months (Criterion B) The diagnosis of Cyclothymic Disorder is made only if the
initial 2-year period of cyclothymic symptoms is free of Major Depressive, Manic, and
Mixed Episodes (Criterion C) After the initial 2 years of the Cyclothymic Disorder, Manic
or Mixed Episodes may be superimposed on die Cyclothymic Disorder, m which case
both Cvclothymic Disorder and Bipolar I Disoider are diagnosed Similarly, after the
initial 2 years of Cyclothymic Disorder, Major Depressive Episodes may be superimposed
on the Cyclothymic Disorder, m which case both Cyclothymic Disorder and Bipolar II
Disorder are diagnosed The diagnosis is not made if the pattern of mood swings is
better accounted foi by Schizoaffective Disorder oi is superimposed on a Psychotic
Disorder, such as Schizophrenia, Schizophreniform Disorder, Delusional Disorder, or
Psychotic Disordei Not Otherwise Specified (Criterion D), in which case the mood
symptoms are considered to be associated features of the Psychotic Disorder The mood
disturbance must also not be due to the direct physiological effects of a substance (e g ,
a drug of abuse, a medication) or a general medical condition (e g , hyperthyroidism)
^Criterion E) Although some people may function particularly well during some of the
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T

his section begins with a general definition of Personality Disorder that applies to
each of the 10 specific Personality Disorders. A Personality Disordei is an enduring
pattern of inner experience and behavior that deviates markedly from the expectations
of the individuars culture, is pervasive and inflexible, has an onset in adolescence or
early adulthood, is stable over time, and leads to distress or impairment. The Personality
Disorders included in this section are listed below.
Paranoid Personality Disorder is a pattern of distrust and suspiciousness such
that others' motives are interpieted as malevolent.
Schizoid Personality Disorder is a pattern of detachment from social relationships
and a restricted range of emotional expression.
Schizotypal Personality Disorder is a pattern of acute discomfort in close
iclaticnships, cognitive or perceptual distortions, and eccentricities of behavior.
Antisocial Personality Disorder is a pattern of disregard for. and violation of, the
nghts of others.
Borderline Personality Disorder is a pattern of instability in interpersonal
iclationships. self-image, and affects, and marked impulsivity.
Histrionic Personality Disorder is a pattern of excessive emotionality and
attention seeking.
Narcissistic Personality Disorder is a pattern of grandiosity, need for admiration,
and lack of empathy.
Avoidant Personality Disorder is a pattern of social inhibition, feelings of
'n<idequacy, and hypersensitivity to negative evaluation
Dependent Personality Disorder is a pattern of submissive and clinging behavior
elated to an excessive need to be taken care of.
Obsessive-Compulsive Personality Disorder i.s a pattern of preoccupation with
^'derliness, perfectionism, and control.
Personality Disorder Not Otherwise Specified is a category provided for two
^'touons: 1) the individuals personality pattern meets the general ciiteria for a
c,
sonality Disorder and traits of se\eraJ different Personality Disorders are present, but
"^ oiteria for any specific Personality Disorder aie not met; or 2) the individual's
Personality pattern meets the general criteria for a Personality Disorder, but the individual
Jv
^nsidered to have a Personality Disorder that is not included in the Classification
c
& > passive-aggressive personality disorder).
The Personality Disorders are grouped into three clusters based on descriptive
^'Kuiifes. Cluster A includes the Paranoid, Schizoid, and Schizotypal Personality
°^orcei5. Individuals will? these disorders often appear odd or eccentric Cluster B
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includes tl e ^nt^ocia!, Boiderline, Histrionic, and Narcissistic Personality Disorders
Individual^ with these disordeis often appear dramatic, emotional, or enatic ClusterC
include^ tlk A\oidant, Dependent, ard Obsessive Compulsive Personality Disordeis
Indivduals vuth these disordeis often appear anxious 01 fearful It should be noted that
this clustering system although useful in some research and educational situations, his
senoii* luritarions and has not been consistently validated Moteover, individual
Leqnend > pitsent with co occunmg Personality Disordeis trom different clusteis

Diagnostic

Features

Pcrsuru day traits J re enduring pattei ns of perceiving, i elating to, and thinking about the
en ltcntrunt and oneselt that aie exhibited in a wide range of social and personal
contexts OnK when personality traits are inflexible and maladaptive and cause
Mgniftcint functional lmpanment or subjective distress do they constitute Personality
Disorders The essential feature of a Personality Disorder is an enduring pattern of innei
expenencc and behavioi that deviates markedly from the expectations of the individuals
cultuie and is manifested in at least two of the following areas cognition, affectivity,
inte»pei onal functioning, or impulse control (Criterion A") This enduring pattern is
inflexible and pervasive across a broad range of peisonal and social situations (Criterion
B) and leads to chnicallv significant distress or impaiiment in social, occupational, or
o*hei mpottam areas of functioning (Criterion C) The pattern is stable and of long
duiabon, and its onset can be traced back at least to adolescence or early adulthood
(Criterion D) The pattern is not better accounted foi as a manifestation or consequence
ot anothei mental disordei (Criterion E) and is not due to the direct physiological effects
ol a substance (e g a diug of abuse a medication, exposure to a toxin) or a genenl
medical condition (c g , head trauma) (Criterion F) Specific diagnostic criteria aie also
pro\ i Jed tor each of the Personality Disorders included m this section The items in the
cntena set* for each of the specific Personality Disorders are listed in order of decieasing
diagn< stic impottance as measured by relevant data on diagnostic efficiency (when
a\ a.hble \
Tne diagnosis of Personality Disorders requires an evaluation of the mdivtdu ll's
long term patterns of functioning, and the particular personality features must be evident
1
\ ectily adulthood The personality traits that define these disorders must also l)e
distinguished rrom chaiactenstics that emerge in response to specific situational stressors
oi more transient mental states ye g , Mood or Anxiety Disorders, Substance Intoxication)
The clinician should assess the stability of personality traits over time and across different
situations Although a single interview with the peison is sometimes sufficient for making
the diagnosis, it s often necessaiy to conduct more than one interview and to space
these ovei time Assessment can also be complicated by the fact that the charactemtic?
th«t define a Peisonalitv Disorder may not be considered problematic by the individual
d e the naits aie often ego svntonic) To help overcome this difficulty, supplement
information from other informants may be helpful

Recording

Procedures

Peisonahty Disordeis are coded on Axis II When (as is often the case) an mdividua
pattern of behavioi meets cnteria for more than one Personality Disorder, the cum
should *i>i ill telc\ *nt Personality Disorder diagnoses in ordei of importance wn^n<
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Axis I disorder is not the punnpal diagnosis or the reason foi visit, the clinician is
encouraged to indicate which Personahtv Disorder is the principal diagnosis 01 the
teason for visit by noting Principal Diagnosis or Reason for Visit" in parentheses In
most cases, the principal diagnosis 01 the reason foi visit is also the mam focus of
attention 01 treatment Personality Disordei Not Otherwise Specified is the apptopnate
diagnosis [or a "mixed presentation m ^hich criteria are not met for any single
Peisonahty Disoidei but featuics of several Peisonahty Disorders are piesent and involve
clinically significant impaument
Specific maladaptive personality traits that do not meet the threshold for a Personality
Disoidet may also be listed on Axis IJ In such instances, no specific code should be
used, for example, the clinician might record "Axis II V71 09 No diagnosis on Axis II,
histrionic peisonahty traits' The use of particular defense mechanisms may also be
indicated on Axis II For example a clinician might lecoid Axis II 301 6 Dependent
Personality Disorder, Fiequent use of denial Glossarv definitions for specific defense
mechanisms and the Defensive Functioning Scale appeal in Appendix B (p 7 5 D
When an individual has a chronic Axis I Psychotic Disoidei ( e g , Schizophrenia)
that was pieceded by a preexisting Petsonalitv Disoidei (e g Schizotypal Schizoid,
Paranoid), the Peisonahty Disoider should be lecoided on Axis II, followed by
Tiemoibid in paientheses For example Axis I 295 ^0 Schizophiema, Paianoid Type,
Axis II 301 20 Schi ?oid Personality Disorder (Premorbid)

Specific Culture, Age, and Gender Features
judgments about personality functioning must take into account the individual s ethnic,
cultural, and social backgtound Personality Disoiclets should not be confused with
problems associated with acculturation following immigration oi with the expression of
habits, customs, oi religious and political values prolessed by the individual s culture of
ongin Especially when evaluating someone fiom a different background, it is useful foi
tlie clinician to obtain additional information Irom informants who are familiar with the
person s cultural background
Personality Disoidei categories may be applied to childien oi adolescents in those
lelattvely unusual instances in which the individual's paiticular maladaptive personality
tiaiis appear to be pervasive persistent, md unlikely to be limited to a paiticulai
developmental stage or an episode of an Axis I disordei It should be recognized 'hat
the tiatts of a Personality Disordei that appear m childhood will often not persist
unchanged into adult life To diagnose a Personality Disordei in an individual undei
<*ge 18 yeais, the features must have been present for a^ least 1 yeai The one exception
to this is Antisocial Personality Disorder wnich cannot be diagnosed in individuals under
d
ge 1<S yeais (see p 645) Although, by definition, a Personality Disorder requites an
onset no latei than eaily adulthood, individuals may not come to clinical attention until
lelatively late in life A Peisonahty Disorder rnav be exacerbated following the loss of
s
*gnihcant suppoiting persons (e g , a spouse) or pieviously stabilizing social situations
^e 8, a p o ) Ilowevti, the development of a (hange m personality in middle adulthood
01
latet life wan ante a thotough evaluation to determine the possible presence of a
Peisonahty Change Due to a General Medical Condition or an vnrecogni7ed Substancep
ela.ed Disoidei
Ceitain Peisor ihtv Disoiders (e g , Antisocial Personality Disorder) are diagnosed
•nioie frequently in men Others ve g , Botdeihne, Histrionic and Dependent Personality
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Disorders) are diagnosed more frequently m women. Although these differences in
pievalence piobabi> terlect real gender dirrerences m the presence or such pattern^
clinicians must be cautious not to overdiagnose or underdiagnose certain Personality
Disorders in females or in males because of social stereotypes about typical gender roles
and behauois.

Course
The features of a Peisonahty Disorder usually become recognizable during adolescence
or earlv ?dthL lite By definition, a Personality Disorder is an enduring pattern of thinking,
feeling, and behaving that is lelatively stable over time. Some types of Personality
Disorder moiably, Antisocial and Borderline Personality Disorders) tend to become less
evident or to remit wath age, whereas this appears to be less true for some other types
(e.g , Obsessive-Compulsive and Schizotypal Personality Disorders).

Differential

Diagnosis

Many of the specific criteria for the Personality Disorders describe features (e.g,
suspiciousness, dependency, or insensitivity) that are also characteristic of episodes of
Axis I mental disorders. A Personality Disorder should be diagnosed only when the
defining characteiistics appeared before early adulthood, are typical of the individual's
long-term functioning, and do not occur exclusively during an episode of an Axis I
disotder It may be particularly difficult (and not particularly useful) to distinguish
Personality Disorders from those Axis I disorders (e.g., Dysthymic Disorder) that have
an early onset and a chronic relatively stable course. Some Personality Disorders may
have a "spectrum*' relationship to particular Axis I conditions (e.g., Schizotypal Personality Disorder with Schizophrenia; Avoidant Personality Disotder with Social Phobia)
based on phenomenological or biological similarities or familial aggregation.
For the thtee Personality Disorders that may be related to the Psychotic Disorders
(i e , Paranoid, Schizoid, and Schizotypal) there is an exclusion criterion stating that the
pattern of behavior must not have occurred exclusively during the course of Schizophrenia, a Mood Disordet With Psychotic Features, or another Psychotic Disorder. When an
individual has a chronic Axis I Psychotic Disordei (e,g,, Schizophrenia) that was preceded
by a preexisting Personality Disorder, the Personality Disorder should also be recorded,
on Axis II, followed by "PiemorbidM in parentheses.
The clinician must be cautious in diagnosing Personality Disorders during an episode
of a Mood Disorder or an Anxiety Disorder because these conditions may have
cross-sectiorji symptom features that mimic personality traits and may make it more
difficult to evaluate retrospectively the individual's long-term patterns of functioning
When personality changes emerge and persist after an individual has been exposed to
extreme stress, a diagnosis of Posttraumatic Stress Disorder should be considered
<see p. 424). When a person has a Substance-Related Disorder, it is important not to
make a Personality Disorder diagnosis based solely on behaviors that are consequences
of Substance Intoxication or Withdrawal or that are associated with activities in the
service of sustaining a dependency (e g., antisocial behavior). When enduring changes
in peisonahty arise as a result of the direct physiological effects of a general medical
condition (e g . hi a in tumor), a diagnosis of Personality Change Due to a General
Medical Condition (p 170 should be considered
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Personality Disorders must be distinguished from personality traits that do not
reach the threshold for a Personality Disorder. Personahtv traits are diagnosed as
a Peisonality Disoider only when they are inflexible maladaptive, and persisting and
cause significant functional impairment or subjecme Distress

General diagnostic criteria for a Personality Disorder
A An enduung partem of inner expeuence and behavioi that deviates
markedly from the expectations of the individual s cultuie This pattern
is manifested in two (01 more) ox the following areas
00 cognition Oe ways of perceiving and inteipreting self, other
people, and events)
(2"1 affectivity (1 e , the range, intensity lability, and appropriateness of
emotional response)
(3) interpersonal functioning
(4) impulse control
B I h e enduring pattern is inflexible and pervasive across a broad range
of peisonal and social situations
C The enduring pattern le?ds to chnicallv significant distress or impaiiment
m social, occupational, oi other important areas of functioning
D The pattern is stable and of long duration and its onset can be traced
bac k af least to adolescence oi € irly adulthood
E

The enduung pattern is not better accountea for as a manifestation or
consequence of another mental disotder

F The enduring pattern is not due to tne direct physiological effects of a
substance (e g , a drug of abuse, q medication) or a geneial medical
condition (e g head trauma)

Dimensional Models for Personality

Disorders

The diagnostic approach used in this manual lepiesents the categorical peispective that
Personahtv Disordeis represent qualitative!} distu cl clinical syndromes An alternative
to the categorical appioach is the dimensional peisoective that Personality Disorders
represent maladaptive variants of peisonmty traits that merge impeiceptiblv into
normalitv and into one another There have been manv different attempts to identify
the most fundamental dimensions that underlie the entue domain of noimal and
pathological personality functioning One mode* consists ol the following five dimension^ neurot'cism, introversion versus extroversion closedness versus openness to
experience, antagonism versus agreeableness and conscientiousness Anothei appioach
°l> to Jescnbe moie specific aieas of peisonalit/ dysfunction, including as man/ as 15-40
dimensions ("eg, affective leictrvity social apprehensiveness, cognitive distortion,
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impulsivity, insincerity, self centeredness) Other dimensions that have been studied
include novelty seeking, reward dependence, harm avoidance, dominance, affiliation
constraint, persistence, positive emotionality versus negative emotionality, pleasui
seeking versus pain avoidance, passive accommodation versus active modification and
self propagation versus other nurturance The DSM IV Personality Disorder clusteis G e
odd eccentric, dramatic emotional, and anxious fearful) may also be viewed as dimcn
sions representing spectra of personality dysfunction on a continuum with Axk> I merit il
disorders The relationship of the various dimensional models to the Personality Disoider
diagnostic categories and to various aspects of personality dysfunction remains under
active investigation

301.0 Paranoid Personality Disorder
Diagnostic

Features

The essential feature of Paianoid Personality Disorder is a pattern of pervasive distmst
and suspiciousness of others such that their motives are interpreted as malevolent This
pattern begins by early adulthood and is present in a variety of contexts
Individuals with this disorder assume that other people will exploit, harm 01 deceive
them, even if no evidence exists to support this expectation (Criterion Al) They suspect
on the basis of little or no evidence that others are plotting against them and may itt lck
them suddenly at any time and without reason They often feel that they have been
deeply and irreversibly injured by another person or persons even when theie is no
objective evidence for this They are preoccupied with unjustified doubts about the
loyalty or trustworthiness of their friends and associates, whose actions are minutelv
scrutinized for evidence of hostile intentions (Criterion A2) Any perceived de\ ution
from trustworthiness or loyalty serves to support their underlying assumptions They lie
so amazed when a friend or associate shows loyalty that they cannot trust or believe it
It they get into trouble, they expect that friends and associates will either attack 01 ignore
them
Individuals with this disorder are reluctant to confide in or become close to others
because they fear that the information they share will be used against them (Cntenon
A3) They may refuse to answer personal questions, saying that the information h
"nobody s business They read hidden meanings that are demeaning and thieatenmg
into benign remarks or events (Criterion A4) For example, an individual with this
disorder may misinterpret an honest mistake by a store clerk as a deliberate attempt to
shortchange or may view a casual humorous remark by a co worker as a serious ch iractcr
attack Compliments are often misinterpreted (e g , a compliment on a new acquisition
is misinterpreted as a criticism for selfishness, a compliment on an accomplishment i
misinterpreted as an attempt to coerce more and better performance) They m^ ^ ic
an offer of help as a criticism that they are not doing well enough on then own
Individuals with this disorder persistently bear grudges and are unwilling to rorg
the insults, injuries, or slights that they think they have received (Criterion A5) [ l
slights arouse major hostility, and the hostile feelings persist for a long time oeL
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they are constantly vigilant to the harmful intentions of others, they very often feel that
their character or reputation has been attacked or that they have been slighted in some
other way. They are quick to counterattack and react with anger to perceived insults
(Criterion A6) Individuals with this disorder may be pathologically jealous, often
suspecting that their spouse or sexual partner is unfaithful without any adequate
justification (Criterion A7). They may gather trivial and circumstantial "evidence" to
support their jealous beliefs. They want to maintain complete control of intimate
relationships to avoid being betrayed and may constantly question and challenge the
whereabouts, actions, intentions, and fidelity of their spouse or partner
Paranoid Personality Disorder should not be diagnosed if the pattern of behavior
occurs exclusively during the course of Schizophrenia, a Mood Disorder With Psychotic
Features, or another Psychotic Disorder or if it is due to the direct physiological effects
of a neurological (e.g., temporal lobe epilepsy) or other general medical condition
(Criterion B).

Associated

Features and

Disorders

Individuals with Paranoid Personality Disorder are generally difficult to get along with
and often have problems with close relationships. Their excessive suspiciousness and
hostility may be expressed in overt argumentativeness, in recurrent complaining, or by
quiet, apparently hostile aloofness. Because they are hypervigilant for potential threats,
they may act in a guarded, secretive, or devious manner and appear to be "cold" and
lacking in tender feelings. Although they may appear to be objective, rational, and
unemotional, they more often display a labile range of affect, with hostile, stubborn,
and sarcastic expressions predominating Their combative and suspicious nature may
elicit a hostile response in others, which then serves to confirm their original expectations.
Because individuals with Paranoid Personality Disorder lack trust in others, they
have an excessive need to be self-sufficient and a strong sense of autonomy. They also
need to have a high degree of control over those around them. They are often rigid,
critical of others, and unable to collaborate, although they have great difficulty accepting
criticism themselves. They may blame others for their own shortcomings. Because of
their quickness to counterattack in response to the threats they perceive around them,
they may be litigious and frequently become involved in legal disputes Individuals with
this disorder seek to confirm their preconceived negative notions regarding people or
situations they encounter, attributing malevolent motivations to others that are projections of their own fears. They may exhibit thinly hidden, unrealistic grandiose fantasies,
are often attuned to issues of power and rank, and tend to develop negative stereotypes
of others, particularly those from population groups distinct from their own. Attracted
by simplistic formulations of the world, they are often wary of ambiguous situations.
They may be perceived as "fanatics" and form tightly knit "cults" or groups with others
w
ho share their paranoid belief systems.
Particularly in response to stress, individuals with this disorder may experience very
buef psychotic episodes (lasting minutes to hours). In some instances, Paranoid
Pe
*sonality Disorder may appear as the premorbid antecedent of Delusional Disorder
01
Schizophrenia. Individuals with this disorder may develop Major Depressive Disorder
an
cl rnay be at increased risk for Agoraphobia and Obsessive-Compulsive Disorder.
Alcohol and other Substance Abuse or Dependence frequently occur. The most common
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co-occurring Personality Disorders appear to be Schizotypal, Schizoid, Narcissistic
Avoidant, and Borderline.

Specific Culture, Age, and Gender

Features

Some behaviors that are influenced by sociocultural contexts or specific life circumstances may be erroneously labeled paranoid and may even be reinforced by the process
of clinical evaluation. Members of minority groups, immigrants, political and economic
refugees, or individuals of different ethnic backgrounds may display guarded or
defensive behaviors due to unfamiliarity (e.g., language barriers or lack of knowledge
of rules and regulations) or in response to the perceived neglect or indifference of the
majority society. These behaviors can, in turn, generate anger and frustration in those
who deal with these individuals, thus setting up a vicious cycle of mutual mistrust, which
should not be confused with Paranoid Personality Disorder. Some ethnic groups also
display culturally related behaviors that can be misinterpreted as paranoid.
Paranoid Personality Disorder may be first apparent in childhood and adolescence
with solitariness, poor peer relationships, social anxiety, underachievement in school,
hypersensitivity, peculiar thoughts and language, and idiosyncratic fantasies. These
children may appear to be "odd" or "eccentric" and attract teasing. In clinical samples,
this disorder appears to be more commonly diagnosed in males.

Prevalence
The prevalence of Paranoid Personality Disorder has been reported to be 0.5%-2.5% in
the general population, 10%-30% among those in inpatient psychiatric settings, and
2%-10% among those in outpatient mental health clinics.

Familial

Pattern

There is some evidence for an increased prevalence of Paranoid Personality Disordei in
relatives of probands with chronic Schizophrenia and for a more specific familial
relationship with Delusional Disorder, Persecutory Type.

Differential

Diagnosis

Paranoid Personality Disorder can be distinguished from Delusional Disorder, Persecutory Type, Schizophrenia, Paranoid Type, and Mood Disorder With Psychotic
Features because these disorders are all characterized by a period of persistent psychotic
symptoms (e.g, delusions and hallucinations). To give an additional diagnosis or
Paranoid Personality Disorder, the Personality Disorder must have been present before
the onset of psychotic symptoms and must persist when the psychotic symptoms are in
remission. When an individual has a chronic Axis I Psychotic Disorder (e.g., Schizophie'
nia) that was preceded by Paranoid Personality Disorder, Paranoid
Personality Disorder
should be recorded on Axis II, followed by "Premorbid" in parentheses.
Paranoid Personality Disorder must be distinguished from Personality Change D11
to a General Medical Condition, in which the traits emerge due to the direct errecu
of a general medical condition on the central nervous system. It must also
distinguished from symptoms that may develop hi association with chro
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substance use (e.g., Cocaine-Related Disorder Not Otherwise Specified). Finally, it must
also be distinguished from paranoid traits associated with the development of
physical handicaps (e.g , a hearing impairment).
Other Personality Disorders may be confused with Paranoid Personality Disorder
because they have certain features in common. It is, therefore, important to distinguish
among these disorders based on differences in their characteristic features. However, if
an individual has personality features that meet criteria for one or more Personality
Disorders in addition to Paranoid Personality Disorder, all can be diagnosed. Paranoid
Personality Disorder and Schizotypal Personality Disorder share the traits of suspiciousness, interpersonal aloofness, and paranoid ideation, but Schizotypal Personality
Disorder also includes symptoms such as magical thinking, unusual perceptual experiences, and odd thinking and speech. Individuals with behaviors that meet criteria for
Schizoid Personality Disorder are often perceived as strange, eccentric, cold, and
aloof, but they do not usually have prominent paranoid ideation. The tendency of
individuals with Paranoid Personality Disorder to react to minor stimuli with anger is
also seen in Borderline and Histrionic Personality Disorders. However, these
disorders are not necessarily associated with pervasive suspiciousness. People with
Avoidant Personality Disorder may also be reluctant to confide in others, but more
because of a fear of being embarrassed or found inadequate than from fear of others'
malicious intent. Although antisocial behavior may be present in some individuals with
Paranoid Personality Disorder, it is not usually motivated by a desire for personal gain
or to exploit others as in Antisocial Personality Disorder, but rather is more often
due to a desire for revenge. Individuals with Narcissistic Personality Disorder may
occasionally display suspiciousness, social withdrawal, or alienation, but this derives
primal lly from fears of having their imperfections or flaws revealed.
Paranoid traits may be adaptive, particularly in threatening environments. Paranoid
Personality Disorder should be diagnosed only when these traits are inflexible, maladaptive, and persisting and cause significant functional impairment or subjective distress

I Diagnostic criteria for 301.0 Paranoid Personality
Disorder
A. A pervasive distrust and suspiciousness of others such that their motives
are interpreted as malevolent, beginning by early adulthood and present
in a variety of contexts, as indicated by four (or more) of the following:
(1) suspects, without sufficient basis, that others are exploiting, harming, or deceiving him or her
(2) is preoccupied with unjustified doubts about the loyalty or trustworthiness of friends or associates
(3) is reluctant to confide in others because of unwarranted fear that
the information will be used maliciously against him or her
(4) reads hidden demeaning or threatening meanings into benign
remarks or events
(5) persistently bears grudges, i.e., is unforgiving of insults, injuries, or
slights
(continued)
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Diagnostic criteria for 301.0 Paranoid Personality Disorder
(continued)
(6) perceives attacks on his or her character or reputation that aie not
apparent to others and is quick to react angrily or to counterattack
(7) has recurrent suspicions, without justification, regarding fidelity o(
spouse or sexual partner
B Does not occur exclusively during the course of Schizophrenia, a Mood
Disorder With Psychotic Features, or another Psychotic Disordei and is
not due to the direct physiological effects of a general medical condition
Note: If criteria are met prior to the onset of Schizophrenia, add ' Premorbid, e g
"Paranoid Personality Disorder (Premorbid) "

301.20 Schizoid Personality Disorder
Diagnostic

Features

The essential feature of Schizoid Personality Disorder is a pervasive pattern of detach
ment from social relationships and a restricted range of expression of emotions in
interpersonal settings This pattern begins by early adulthood and is present in a vatiety
of contexts
Individuals with Schizoid Personality Disorder appear to lack a desire for intimacy,
seem indifferent to opportunities to develop close relationships, and do not seem to
derive much satisfaction from being part of a family or other social group (Criterion AD
They prefer spending time by themselves, rather than being with other people They
often appear to be socially isolated or "loners" and almost always choose solitary
activities or hobbies that do not include interaction with others (Criterion A2) They
piefer mechanical or abstract tasks, such as computer or mathematical games They may
have very little interest in having sexual experiences with another person (Criterion A3)
and take pleasure in few, if any, activities (Criterion A4) There is usually a I educed
experience of pleasure from sensory, bodily, or interpersonal experiences, such as
walking on a beach at sunset or having sex These individuals have no close fnends oi
confidants, except possibly a first-degree relative (Criterion A5)
Individuals with Schizoid Personality Disorder often seem indifferent to the appio\ al
or criticism of others and do not appear to be bothered by what others may think of
them (Criterion A6) They may be oblivious to the normal subtleties of social mtei action
and often do not respond appropriately to social cues so that they seem socially inept
or superficial and self-absorbed They usually display a "bland" exterior without visible
emotional reactivity and rarely reciprocate gestures or facial expressions, such as smiles
or nods (Criterion A7) They claim that they rarely experience strong emotions such as
anger and joy They often display a constricted affect and appear cold and aiooi
However, in those very unusual circumstances in which these individuals become a
least temporarily comfortable in revealing themselves, they may acknowledge having
painful feelings, particularly related to social interactions
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