PAGE  
DSM-5 REFLECTION, ANALYSIS, AND SYNTHESIS 
1

DSM-5 Reflection, Analysis, and Synthesis
Erica Rhoads
Department of Counselor Education and Family Studies, Liberty University

Author Note
Correspondence concerning this paper should be addressed to Erica Rhoads, 9235 State Highway 35, Mt Pleasant Mills, PA 17853. Email: erhoads@liberty.edu

Abstract

The revisions in the DSM-5 have implications for counselors. Exploring the implications of both diagnoses and treatment proposed by Dailey et al. and Gabbard allows counselors to be better prepared to use evidence-based practices when working towards the improvement of clients’ mental health. Understanding the history and evolving work to develop the current version of the DSM can give clarity for both current practice and future advocacy. Some changes such as the order of diagnoses and categorization have split out previously paired disorders. Depressive disorders have been pulled out into their own chapter and each type of depressive disorder is described and recommended treatments are discussed. Anxiety disorders are another area with changes in the DSM-5. These disorders are also arranged by similarity of symptoms. Descriptions and treatment options are delineated with counselors in mind. Obsessive-compulsive disorders can also cause distress to clients in different ways. These types of disorders are broken down and recommended treatments are covered. Posttraumatic stress disorder is another disorder that is difficult to treat and is included in the discussion of trauma- and stressor-related disorders. Dissociative disorders are addressed, highlighting the difficulties in treatment and possible means to find better outcomes. Lastly, looking ahead to possible revisions in the section on personality disorders highlights new models for assessment along with descriptions and possible current treatments. To finish, the implications for counselors in practice and those in supervision and education require an understanding of the DSM and advocacy for future progress.
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DSM-5 Reflection, Analysis, and Synthesis
Understanding the DSM-5 (APA, 2013) as the standard of reference for mental health diagnoses, helps to ensure awareness of best practices and effective treatment. To prepare for addressing the variety of disorders that may present in my clients, being well acquainted with the information from Gabbord (2014) and Dailey et al. (2014) from a counseling perspective is important. As such, the information in the following paper is taken from Gabbord (2014) and Dailey et al. (2014) unless otherwise noted. Building on my previous experience with DSM-5 and expanding my understanding through the counseling lens provided by these authors, I hope to provide excellent personalized care that each individual deserves.
Reflections from Dailey et al., Chapter One

Recognizing that the DSM-5 is the standard has numerous implications including applicability across settings. To provide continuity of care among teams of professionals, a common diagnostic nomenclature allows for meaningful collaboration between team members. Further, providing an accurate diagnosis allows for the application of current evidence-based treatments. While the use of third party payments, reporting, and record keeping are facilitated through the use of the diagnostic codes provided by the DSM-5. Finally, practicing these standards upholds ethical expectations required by counseling professionals. 

As an emerging counselor, I have not had much exposure to prior versions of the DSM including the previous DSM-IV-TR. However, there is still pertinent literature that may reference those previous versions, so having an understanding of the evolving changes will help me have a better sense of applying the information to current situations. It is also important to understand the work and processes involved in making the revisions and updates to recognize the science and rationale of the current version. I do feel that it is unfortunate that the revision process was not open to including those in the professional counseling field since the second-largest group regularly utilizing the DSM is licensed professional counselors. However, I appreciate the efforts made towards advocacy by many leaders in the counseling field to represent counselors and continue to advocate for the opportunity to make a greater contribution in future revisions.
As Dailey et al. (2014) recognized that not all aspects of the DSM-5 are as relevant to counselors, highlighting those changes and new information that are most relevant to our practice will be a significant help in application in both diagnosing and treatment planning. Breaking down the descriptions and reviewing changes will help me to both apply and have awareness of diagnoses that are either made by myself or other professionals. The grouping of diagnostic categories by similarity as well as the descriptions of essential features in specific disorders that are most commonly seen by counselors will assist me as I seek to make sense of clients' concerns. 
Reflections from Dailey et al., Chapter Two

The changes made from the previous version to the current version include major structural modifications, most notably the removal of the multiaxial system. Personally, having not used the prior versions that included the multiaxial system, the current system seems to me to be more parsimonious and less cumbersome. Having a more comprehensive understanding of the history and background of the DSM development will enable a better understanding of the revision process and philosophy.

The history in developing standardization of mental disorder classification that focused more on psychodynamic formulations served to offer an alternative to the medical interpretation of mental disorders. The first version was based on the understanding of mental disorders as personality reactions to aspects of biological, psychological, and social facets. The next version moved the focus from causality to psychoanalysis, removing speculative and unverified diagnoses. The third revision emphasized the medical model including descriptive diagnoses while introducing the biopsychosocial model. There was also a shift to move to empirical information rather than psychoanalytic roots in diagnostic assessments. Further, the third attempt hoped to be neutral in theoretical aspects to eliminate clinician subjectivity through operational definitions of symptomology and the use of checklists rather than narrative descriptions. The emergence of the multiaxial system came with this revision. This research-based model that brought empirically-based treatments led to the more commonplace use of the DSM. 
After additional revisions and reworking, the DSM had other iterations. As the flaws in these were brought to attention, the newest version became available in 2013. With the new DSM-5, cultural considerations were given special attention through the inclusion of cultural syndromes, cultural distress idioms, and cultural explanations. While the non-axial system was a significant change, it seems to offer more simplicity for new counselors, but some frustration for those accustomed to the previous model. Additional changes included the organization of chapters to use a more developmental philosophy, the elimination of the not otherwise specified label, philosophical approaches, and the addition of cross-cutting assessments. As with prior versions the changes have brought about concerns that remain to be evaluated as research either supports or refutes the current implementation, possibly leading to the next revision.

Reflections from Dailey et al., Chapter Three and Gabbard, Chapter 12

Because I am relatively new to the game, I have never used the previous versions of the DSM and as such are less concerned about the changes, and more concerned about the implications for counselors. With this in mind, I will focus the majority of my reflections in that direction.

Looking at depressive disorders and their impact on the regular day to day functioning, it is important to distinguish between the various disorders to find the one that is the best match for each individual. The current DSM classifies mood disorders into either depressive or bipolar with distinct differences. Using DSM criteria to recognize depressive disorders is important due to the large numbers of adults affected and more importantly, the high percentage of clients that present with depression for mental health care. Additionally, recognizing the prevalence of comorbidity, it’s important to dig for other issues that might be causing underlying symptoms rather than jump to conclusions and only treat the mood or adjustment problems. 

Throughout the rest of the chapter Daily et al. (2014) provide numerous tips to distinguish between the various disorders. As a counselor working with children, I appreciate the inclusion of information for disruptive mood dysregulation disorder (DMDD). Children who have consistent temper outbursts, persistent irritability, or anger that is disproportionate to the situation should be evaluated for DMDD. Those with an elevated or expansive mood in addition to the other problems should be evaluated for possible bipolar disorder. Attention should be given to comorbid diagnoses such as oppositional defiant disorder, etc.; while also recognizing that some behaviors may be better explained by an alternative diagnosis that would not coexist with DMDD. 

Because major depressive disorder (MDD) has been included in the DSM for most versions, it is historically one of the most frequent diagnoses given, including to even some of my younger clients. In children and adolescents, this can appear as an irritable mood rather than the typical depressed mood found in adults. However, many of the other symptoms such as feelings of worthlessness and low self-esteem are also prevalent for all age ranges. MDD can also lead to both emotional and physical problems and may require medical attention. Depression screening and suicide assessment for clients at greater risk for depression are imperative as the rate of mortality is higher in those diagnosed with MDD. 

Recognizing the cultural impact on depression is another area of attention, as many cultures have different ways of presenting with depression including physical symptoms and different ways of expressing their sadness as well as the language used to describe their symptoms. Once all of these factors are taken into consideration, choosing the best treatment should be given significant thought. Some recommended treatments include cognitive therapy (CT) or cognitive behavioral therapy (CBT), psychodynamic therapy, family focused therapy (FFT), and group psychotherapy. Each of these has been used with similar success rates. Pharmacotherapy may be also used in conjunction with any of these other therapies. Determining which of the options best suits each situation is generally dependant on clinical experience. 

Using CT or CBT generally includes educating clients by working actively and collaboratively within an organized structure including giving homework to incorporate therapy outside of the office. These strategies are aimed at addressing dysfunctional cognitive processes of biased attention. While CT therapists may be more focused on techniques, it is important that they not overlook the therapeutic alliance as issues between client and therapist should be addressed. 

Alternatively, psychodynamic therapy offers clients an increased therapeutic alliance as this relationship is often the focus of therapy. The therapist attempts to use the patterns in the therapeutic relationship as a springboard for understanding past relationships that may be impacting current behaviors. Through awareness of transference, countertransference, resistance, and interpretation; a therapist seeks to provide links to the patterns, conflicts, and defenses. Client improvement follows the exploration of these patterns and insights lead to patients evaluating behaviors that may be helpful or ineffective.

When the client’s symptoms are found within a dysfunctional family dynamic, the use of FFT may provide more effective treatment. FFT regards the family as the expert on the disorder and encourages involvement in developing strategies for change. The communication skills that are needed include being able to express emotions and behavior changes in a positive way, active listening, and how to give constructive negative feedback. Using modeling and rehearsal, these skills are practiced with the therapist and assigned as homework. The final phase involves addressing problems by breaking them down into workable parts, brainstorming, looking at the costs and benefits, choosing an option to try, and then developing a plan for implementation. As treatment ends, gains are consolidated and relapse prevention plans are reviewed and adjusted along with an evaluation of medications and optional further treatment. 

Finally, group psychotherapy can have different purposes: treatment adherence, group CBT, or psychoeducation. Many of these groups have overlapping concepts, the CBT focused group adapts concepts for psychoeducation and cognitive strategies while some psychoeducation groups provide similar information to both clients and caregivers. Limited evidence is available to support group-based therapy over individual therapy, but some outcome studies have shown some success for group participants. 

Reflections from Dailey et al., Chapter Five and Gabbard, Chapter 19

Those who suffer from anxiety, fear anticipated future threats that disrupt their normal functioning both physically and psychologically. With a high prevalence and often comorbid with depressive disorder, anxiety diagnoses are often seen by counselors. For my clients who deal with anxiety, it is helpful to know that they generally respond well to treatment. Using a clear framework for identifying anxiety disorders from depressive disorders, clinicians should distinguish if there is worry over future events or general sadness, while also considering comorbidity to make accurate diagnoses. Effective treatment can be provided through CBT, but understanding the differences in the disorder subtypes will help counselors differentiate and provide clarity for individualized treatment. 


When distinguishing between the disorders, each has its unique aspects. For separation anxiety, fears usually involve potential harm to loved ones or caregivers. However, for this diagnosis, it is especially important to consider cultural factors, as some collectivist cultures expect more closeness both physically and emotionally. Similarly, selective mutism involves a more voluntary behavior in only speaking to close family members or caregivers which again requires attention to cultural contexts as language acquisition can play a role in communication. Another anxiety disorder that has significant cultural considerations is panic disorder which can present as fears that trigger physiological responses. Understanding the ways that different cultures display these physical symptoms is necessary to make an accurate diagnosis. 


Another disorder that might present with intense physical arousal is specific phobia. In this disorder, a specific object or situation is disproportionately feared. Additionally, a phobic type reaction occurs in social anxiety disorder, where the fear centers around social situations; in contrast, generalized anxiety disorder (GAD) is fear that occurs across multiple settings. Alternately agoraphobia is characterized by the fear of being unable to escape from bad events or situations, often leaving sufferers with the inability to leave their homes.

Some individuals develop anxiety due to substance, medication, or medical conditions. These disorders are distinct in that they can only be diagnosed when intoxication, in withdrawal, or during an existing medical condition. This type of reaction highlights the need for medical attention before diagnosing conditions. When none of the previously mentioned conditions are met, other specified or unspecified anxiety disorder can be used, especially when anxiety is present, but full criteria have not been met. 
While most anxiety disorders respond well to treatment, GAD seems to be a different story. Hypervigilance to maintain control can distract them from the present, ignoring information that could correct their distorted view leading to emotional distress and somatic symptoms. Targeting the core symptoms along with the associated features through CBT alone can be effective in about half the cases, adding other psychological and pharmacological treatments are shown to be more successful in increasing remission rates. The use of CBT includes psychoeducation in hopes of restructuring faulty cognitive patterns. Adding in relaxation techniques and building adaptive responses to harmless situations help to enhance positive outcomes. 

Because difficulties in interpersonal relationships are often seen in GAD sufferers, integrating supportive listening and therapies involving interpersonal/emotional processing can increase the efficacy of CBT leading to improved results. Additionally, psychodynamic psychotherapy targets those with attachment deficits, seeking to build more secure attachments improving their ability to cope. Preliminary results support these types of treatment pointing to significant improvement with both GAD symptoms and interpersonal relationships.

When comparing pharmacological solutions for GAD, results are mixed but seem to point to greater tolerance for CBT than most medications which often cause unwanted side effects and require ongoing treatment. Most of the empirical information on alternate GAD treatments require greater investigation before solid recommendations can be made. While CBT seems to be the most widely documented with relative success, more research is needed to explore treatments and mechanisms of change in GAD. 

Reflections from Dailey et al., Chapter Six and Gabbard, Chapter 21

Obsessive preoccupation and repetitious behaviors characterize obsessive-compulsive and related disorders. These mental rituals are unwanted and often drive their irrational compulsive behaviors. One of my clients has difficulty with obsessive thinking and though she rationally knows it does not make sense, she has great difficulty letting go of the thoughts. While many people experience some obsessive thoughts or compulsive behaviors, those with obsessive-compulsive disorders (OCD) are significantly distressed or impaired by their symptoms. Awareness of a client’s level of insight, as well as cultural context, should be taken into consideration before a diagnosis is made. Other factors may be the cause of OCD, so medical rule out is and differential diagnoses need to be considered. 

Preoccupation with one’s own body is a common concern for those with body dysmorphic disorder. Obsessing about particular appearance or size of body parts can lead to impairments in everyday living as well as hospitalization and suicide attempts. These symptoms must be disproportionate with norms for cultural and developmental expectations. Further, this diagnosis is limited to a focus only on appearance. 


Those who have excessive difficulty in parting with possessions, fearing that they might lose some important information or something of emotional value often fall into the category of hoarding disorder. Distress is caused for these individuals and those close to them when living spaces become so cluttered, they can’t be used as intended. When determining this diagnosis, one must observe the individual acquiring items of little value that are never discarded and not kept in an organized fashion. In this case, health and safety can become an increased concern due to the clutter and chaos in the home. 


Two other related disorders include trichotillomania and excoriation, in which individuals are compelled to either pull their hair or pick at their skin. Those engaged in pulling hair or skin-picking, often note a sense of relief to mounting tension. While pulling hair may lead to noticeable hair loss and distress, skin-picking can also cause scarring, tissue damage, disfigurement, or serious infections.


As with other disorders, obsessive disorders can be caused by substances, medication, or medical conditions. For this diagnosis, the symptoms must be apparent during intoxication, withdrawal, or due to a medical condition as determined by a medical professional. When full criteria are not met but clinically significant impairment is caused, the diagnosis of other specified or unspecified obsessive-compulsive and related disorder can be given. 


In treating OCD, behavioral therapy seems to have the most support for effectiveness, while cognitive therapy has been beneficial for some. The positive benefits of psychodynamic psychotherapy including the therapeutic alliance can help to enhance other treatments. Greater benefits can often be derived from the combination of therapy and medication. When these strategies fail, neurosurgery, or deep brain stimulation have shown potential. I have found CBT to help change the thoughts and work towards new behaviors for my client with OCD.
Reflections from Dailey et al., Chapter Seven and Gabbard, Chapter 27

When an overwhelming situation impairs a person’s ability to cope, the emotional response can often lead to trauma- and stressor-related disorders. These stressors can be a one-time traumatic event or a series of events that accumulate distress over time. Disorders in this category are grouped more by underlying causes and identified to a lesser degree by the experienced symptoms. Assessing for trauma as opposed to anxiety will allow counselors to differentiate these similar disorders. 

Children who experience trauma at an early age that have an inability to form attachments are often at risk for reactive attachment disorder (RAD). These children are usually unable to initiate or reciprocate appropriately in social interactions. Because attachment issues are the basis for this disorder, the treatment also centers around attachment and creating healthy attachments with a primary caregiver. With similar attachment deficits, individuals with disinhibited social engagement disorder (DSED) are unable to develop appropriate ways of interacting with strangers. Their internal model for interacting with others, as in RAD has been skewed often by insecure attachment to their original caregivers. Similarly, working with DSED requires treatment for both the child and caregivers to form healthy attachments.


For those suffering from posttraumatic stress disorder (PTSD), the experience of past traumas continues to intrude on daily life producing significant distress. The presentation of symptoms varies from person to person as each has a unique way of responding to stressors, which can also be influenced by culture. When distinguishing between PTSD and acute stress disorder the timeline of the trauma is an important measure. Acute stress disorder symptoms occur within the first three days to a month following a trauma, while PTSD symptoms last a month or greater sometimes with a delay in the onset. With acute stress disorder, the reaction to trauma must present with worse symptoms than what would be considered a normal reaction to a difficult situation. When life stressors are difficult but not traumatic, adjustment disorders can explain the impairment and distress of some individuals who find themselves with impaired relationships or other inflated reactions that usually have noticeable reduction within six months.


The prolific research on treating PTSD provides constant growth in the field with some well-established methods and various new techniques. However, it also means that remaining current with new advances can be challenging. The most empirical evidence has been collected for CBT as an effective treatment. As part of CBT, the traumatic memories are confronted by using exposure therapy and dysfunctional cognitive patterns are addressed with techniques such as Socratic questioning to help process trauma. 


Similarly, eye movement desensitization and reprocessing (EMDR) offers trauma-focused methods using some type of bilateral stimulation along with cognitive components. This method has been proven to be highly effective for PTSD treatment. In my practice, using EMDR in conjunction with CBT with a client with complex PTSD has proven very helpful. Other forms of CBT have less research to support their use but are still promising alternatives. 


For those who do not respond well to CBT, medication can be an option, although it is generally not as effective. Antidepressants, other psychotropic drugs, atypical antipsychotics, and antiadrenergics have all be tried with mixed results as alternatives to therapy for PTSD. A combination of medication and psychotherapy, early interventions, psychological debriefing, alternative delivery methods, virtual reality exposure, telemedicine, and other similar novel approaches are all being tried as options for clients to find relief from PTSD symptoms.

Reflections from Dailey et al., 14 and Gabbard, Chapter 24

When the brain attempts to protect itself from distress often after a traumatic experience, the disconnection that occurs is an adaptive form of escape. If a person feels disconnected from their body, it is known as depersonalization. In contrast, derealization involves the feeling that things are not real. Loss of memory or inability to access it appears as amnesia, whereas loss of sense of self is identity confusion. When the sense of a person’s self changes, they may be experiencing identity alteration. These disorders can be easily overlooked because some people are unaware of what is happening and to a lesser extent, the experiences are a normal part of life, highlighting the importance of using screening tools when trauma is indicated. Symptoms may also be explained by other disorders, medical conditions, or use of substances that impact identity and connection with self. 

There is a high incidence of suicidal behavior in those with dissociative identity disorder, especially those with depression and anxiety, so counselors must look carefully at each client to look for differential and/or comorbid diagnoses. As trauma is generally at the root of the disorder, numerous other conditions can trigger dissociation such as PTSD and borderline personality disorder. Having noted that the majority of my clients present with some type of trauma, it is important for me to be aware of this condition. Other causes such as substance use or neurological disorders, can also cause dissociative symptoms pointing to the importance of medical examination. Regardless of symptoms, the underlying components appear to be both environmental and biological highlighting the need to investigate both external experiences that may have impacted the individual along with the neurological impact these experiences created. Treating dissociative disorders earlier in life often produces more effective treatment. This treatment is aimed at helping the individual integrate all parts of the self in a safe environment. 


Dissociative identity disorder (DID) was once known as multiple personality disorder and must cause distress or impairment accompanied by gaps in memory as the identity is disrupted by other personality states or possession. This disorder can worsen with unmodified exposure treatment, so using stabilization and a phasic model of treatment is recommended. While emphasizing the need for a strong therapeutic alliance as key, using stages has led to client improvement. Beginning with safety and stabilization is critical to help the client avoid returning to the need to dissociate and look to the multiple self-states for understanding. Another important stage is processing trauma and grieving to express avoided emotions and facilitate mastery over the memories, leading to decreased PTSD symptoms. Finally, those who are able, proceed to integration, fusion, and reconnection, bringing continuity to their self-states or merging self-states to increase well-being, insight, and self-regulation. The emphasis is to help clients master coping skills to live with greater resilience and less pathology.

Other treatments that have been studied include medications targeting symptoms, hypnosis, EMDR, hospital treatment, group psychotherapy, and family and marital therapy each with varying results. Those with the most specialized treatment saw cost savings when clients are correctly diagnosed and given an adequate number of sessions. This is important as the severity of symptoms, dysfunction, and costs are high for those with DID. More research is needed to further clarify best practices for those with DID.

Reflections from Dailey et al., Chapter 16


Exploring the possibility of changes to personality disorders, a discussion of reasoning for this change, and the implications for counselors is addressed. Personality disorders are often genetically determined and as such are chronic and slow to change. Cultural aspects are important to consider by understanding the unique norms and expectations of the culture for each client; while also being observant of the lifelong prevalence of the disorder rather than causes from temporary medical or substance use changes. 


Clients with paranoid personality disorder are often mistrusting and suspicious, requiring more time to develop a trusting relationship and strong therapeutic rapport in treatment as they have great difficulty in relationships. In contrast, schizoid personality disorder is evidenced by a lack of interest in relationships, including family. These individuals prefer to be alone, find little pleasure in activities, and appear indifferent emotionally. In treatment, the relationship with the therapist is a model for their other interpersonal relationships highlighting the importance of the therapeutic rapport. Similarly, schizotypal personality disorder includes paranoia, difficulty with relationships, and flat affect. Along with those symptoms, bizarre ideation and an eccentric appearance can be confused with schizophrenia, but when lacking hallucinations or delusions, schizophrenia would not be diagnosed. Although it is not a precursor for schizophrenia, if a later diagnosis does occur, the schizotypal personality disorder is considered premorbid. Treatment with medication has led to some improvement, but CBT is more commonly used to help with dysfunctional thinking. 


Those with antisocial personality disorder take their symptoms of social difficulties to a harmful level often finding pleasure in destructive behavior. This diagnosis is preceded by symptoms of conduct disorder in childhood. Although they can be charming and self-assured, their manipulation and reckless choices lead to hazardous behavior and often criminal activity. Most often these individuals are mandated for counseling and are not able to recognize their need for change. This challenge can be met with motivational interviewing or cognitive treatments, while keeping in mind their instability and risk for violence and suicide. 

Instability is a similar trait of those with borderline personality disorder, prominent from early adulthood. This instability is evidenced in relationships, identity patterns, self-damaging activities, and moods. An awareness of the severe consequences for these individuals is important for counselors as they address emotional, financial, and interpersonal relationships affected by borderline personality disorder. Additionally, noting that suicide attempts and completion are high, counselors should continuously monitor for risk. While treatment options with early intervention, including dialectical behavior therapy have improved, the emotional toll on counselors treating these clients can be high necessitating good self-care. 


Histrionic personality disorder has pervasive deviant behavior through excessive emotional displays and grandiose behaviors seeking to be the center of attention. The difficulty in treating this disorder comes through the demands placed on the counselor for attention or unfounded claims of change for counselor approval. Some success has been seen with CBT and psychodynamic therapy helping them to refute polarized thinking. When these symptoms are accompanied by a lack of empathy, the diagnosis is generally turned to narcissistic personality disorder. These individuals see themselves as superior, expecting others to agree and comply with their wishes. When denied this attention or praise, depression may result which is often the only reason they would present for counseling. Their belief in their superiority makes it difficult to treat these individuals, especially in receiving feedback or developing the empathy needed for change. While there is little empirical support, CBT and psychodynamic therapy have been used. However, transference-focused psychotherapy using attachment and object relations has some evidence-based support. 

On the opposite side, those with pervasive life-long inferiority and fear of rejection are diagnosed as having avoidant personality disorder. Their fears of criticism lead to avoidance impairing both work and social relationships. Looking for acceptance may bring them to counseling, so building trust is necessary for them to continue with treatment while keeping cultural context in mind. When the need to be taken care of is accompanied by a fear of separation, a dependent personality disorder may be the cause. These individuals believe they can not be on their own and struggle to make decisions, needing constant reassurance, and willing to tolerate extreme conditions to gain support. Counselors must take care as these individuals believe the counselor is responsible for their outcomes, making them willing to comply, but not understand the actual problem. Developing independence and problem-solving skills will help to build confidence and prevent dependence on the counselor. Age and culture are considerations to keep in mind when evaluating for this disorder.


If rules and orderliness lead to perfectionist behaviors, details may be lost for those with obsessive-compulsive personality disorder. They lose sight of the big picture making task completion and maintaining relationships difficult. Treatment seeking is unusual unless there is a different primary reason for treatment. With limited research and validation, this disorder has been considered for elimination. Some possible directions for treatment include psychodynamic therapy, CBT, or rational emotive therapy. This disorder should not be confused with obsessive-compulsive disorder though there are overlaps, it is a separate condition. 


Although the previous ideas are taken from the DSM-5, the alternative model for diagnosing has been proposed as a possible future direction for personality disorders. Having an understanding of the proposed changes will inform counselors of the need for advocacy and clarity in future discussions. The workgroup spent six years reviewing literature and desired to create a dimensional assessment for personality disorders. It was rejected due to a lack of both clinical utility and empirical evidence, which opponents believed made it difficult for professionals to use without additional training. 


The proposed model offered a three-step process: first, assess interpersonal and personality function concerning self, second, assess 25 pathological personality traits, and finally, identify one of six personality disorders ensuring that the patterns are pervasive and lifelong while allowing for some variability in presentation. 

Reflections from Dailey et al., Chapter 17


 Within the counseling profession, a wellness model is preferred over the medical model, seeking to understand normal development and how to remediate deficits. One change of note is the move toward neurobiological foundations pursuing biological explanations of disorders while understanding that environment impacts behavior as well. Conceptualization of client information will remain consistent even without the use of the multiaxial system as counselors have always looked at strength-based, empowering approaches for wellness. Rather than continue to rely on NOS diagnosis, the flexibility of specified and unspecified diagnosis allows counselors to specify particular concerns and their reasoning for the diagnosis. Another change involves coding and recording to help transition in billing and allowing for subtypes and specifiers as an added dimension. 


To help with diagnosis, assessment tools were added. These emerging measures were designed to help in decision making, offering cross-cutting options and various levels for gathering clinical information. Ongoing research will provide further information on the validity and reliability of these general screening tools. Further, the importance of cultural considerations brought about the Cultural Formation Interview as a means to bring multicultural awareness to counselors. These enhancements along with many others will continue to evolve as research brings more information to light that broadens our understanding of mental health. Staying current and well informed while advocating for positive change in the DSM manual to come is the responsibility of every counselor. 
Implications for Counseling, Supervision, Counselor Education, Research and Scholarship, and Leadership and Advocacy in the Field of Professional Counseling

The implications are vast in such a diverse field where hundreds of different diagnoses are possible and numerous treatments must be matched to individuals with unique circumstances. Knowing and understanding the DSM-5 as a reference book for the counseling profession allows counselors to be prepared to help clients, interact with peers and other professionals, and participate as contributors and consumers of research. When adding the dimensions of supervision and education, the importance is multiplied as the responsibility for passing on the information to the next generation of counselors is part of the legacy of leaders. No less important is the impact of advocacy. Knowing the current state of both society and what the counseling profession has to offer, counselors have a responsibility to advocate for the advances in treatment and all that ethical and just practices entail. 


Familiarity with assessments, disorders, and treatments allow counselors to put forth accurate case conceptualizations and effective treatment plans in the best interest of their clients. Growing in professional understanding and personal insight can help build rapport with clients in a way that does not interfere with their autonomy while allowing counselors to personalize care for each individual. Staying current with research, evidence-based treatments, and professional networks will also enhance the professional counselor’s efficacy. Providing opportunities for consultation, support, and interaction among peers, leading to better outcomes for clients. 


To be able to pass these skills on to supervisees or students, the counselor educator must first be confident in their own skills and knowledge, while also aware of weaknesses and when to reach out for assistance. Further, an understanding of society and current trends will help counselors relate their knowledge to real-world problems. This application may come in the form of treatment for clients or advocacy for under-represented groups. Recognizing the responsibility and weight of the counseling profession can be heavy, but also seeing the benefits not just to society as a whole, but for that one client who is free to live a better life is what makes this field rewarding and worth my hard work to achieve more.
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