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Bereavement

This category can be used when the focus of clinical attention is a reaction to the death of a loved one. As part of their reaction to the loss, some grieving individuals present with symptoms characteristic of a Major Depressive Episode (e.g., feelings of sadness and associated symptoms such as insomnia, poor appetite, and weight loss). The bereaved individual typically regards the depressed mood as "normal," although the person may seek professional help for relief of associated symptoms such as insomnia or anorexia. The duration and expression of "normal" bereavement vary considerably among different cultural groups. The diagnosis of Major Depressive Disorder is generally not given unless the symptoms are still present 2 months after the loss.
However, the presence of certain symptoms that are not characteristic of a "normal" grief reaction may be helpful in differentiating bereavement from a Major Depressive Episode. These include.

i. guilt about things other than actions taken or not taken by the survivor at the time of the death; 

ii. thoughts of death other than the survivor feeling that he or she would be better off dead or should have died with the deceased person; 

iii. morbid preoccupation with worthlessness;

iv. marked psychomotor retardation; 

v. prolonged and marked functional impairment; and 

vi. hallucinatory experiences other than thinking that he or she hears the voice of, or transiently sees the image of, the deceased person (occur in 10% of bereaved persons)

 

Factitious Disorder

Diagnostic criteria;

A. Intentional production or feigning of physical or psychological signs or symptoms. The presentation may include fabrication of subjective complaints (e.g., complaints of acute abdominal pain in the absence of any such pain), self-inflicted conditions (e.g., the production of abscesses by injection of saliva into the skin), exaggeration or exacerbation of preexisting general medical conditions (e.g., feigning of a grand mal seizure by an individual with a previous history of seizure disorder), or any combination or variation of these.
B. The motivation for the behaviour is to assume the sick role.

C. External incentives for the behaviour (such as economic gain, avoiding legal responsibility, or improving physical well-being, as in Malingering) are absent.

Subtypes;

· With Predominantly Psychological Signs and Symptoms - It is characterized by the intentional production or feigning of psychological (often psychotic) symptoms that are suggestive of a mental disorder.

· With Predominantly Physical Signs and Symptoms - This subtype describes a clinical presentation in which signs and symptoms of an apparent general medical condition predominate. The individual's entire life may consist of trying to get admitted to, or stay in, hospitals (known as "Munchausen syndrome").

· With Combined Psychological and Physical Signs and Symptoms. 

 

Factitious Disorder Not Otherwise Specified e.g. factitious disorder by proxy: the intentional production or feigning of physical or psychological signs or symptoms in another person who is under the individual's care for the purpose of indirectly assuming the sick role

 

Malingering

The essential feature of Malingering is the intentional production of false or grossly exaggerated physical or psychological symptoms, motivated by external incentives such as avoiding military duty, avoiding work, obtaining financial compensation, evading criminal prosecution, or obtaining drugs. Under some circumstances, Malingering may represent adaptive behaviour--for example, feigning illness while a captive of the enemy during wartime.

Malingering should be strongly suspected if any combination of the following is noted:

i. Medicolegal context of presentation (e.g., the person is referred by an attorney to the clinician for examination)

ii. Marked discrepancy between the person's claimed stress or disability and the objective findings

iii. Lack of cooperation during the diagnostic evaluation and in complying with the prescribed treatment regimen

iv. The presence of Antisocial Personality Disorder
Malingering differs from Factitious Disorder in that the motivation for the symptom production in Malingering is an external incentive, whereas in Factitious Disorder external incentives are absent. Evidence of an intrapsychic need to maintain the sick role suggests Factitious Disorder. Malingering is differentiated from Conversion Disorder and other Somatoform Disorders by the intentional production of symptoms and by the obvious, external incentives associated with it. In Malingering (in contrast to Conversion Disorder), symptom relief is not often obtained by suggestion or hypnosis.
