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Treating a patient who has ‘everything’

Scott A. Simpson, MD, MPH, and Eric Strachan, PhD

atients who endorse multiple psychi-

atric symptoms and meet criteria for

several DSM diagnoses pose diagnos-
tic and therapeutic challenges. In commu-
nity samples, approximately 40% of patients
with a DSM diagnosis have >1 illness, and
comorbidity is more frequent in clinical tri-
als.! We highlight things to consider when
managing a patient who has “everything.”

Endorsing ‘everything’ means something
in itself. Patients with borderline personal-
ity disorder often present with myriad, dis-
parate diagnoses and urgent requests for
care? Also consider primary or secondary
gain, particularly if the patient’s descriptions
of symptoms are unusual. Saying “yes” to
every question or endorsing highly unusual
symptoms described by the interviewer may
represent suggestibility related to catatonia
or confabulation.

Focus on the most impairing symptom.
This may help put other symptoms in con-
text and focus treatment.

Find acommon goal. If you can’t pick a sim-
ple symptom, move on to helping the patient
identify his or her goals by asking questions
such as, “Four weeks from now, what would
you like to be doing?” Picking an achievable,
measurable goal may be therapeutic.

Are the symptoms valid? Examine individ-
ual symptoms for validity using the SAFER
criteria (Table).?

-

SAFER criteria for symptom
validity

State vs trait: has the symptom lasted <12
weeks?

Assessable: can the symptom be measured?

Face validity: does the symptom clearly affect
the patient’s behavior and functioning?

Ecological validity: is the symptom valid with
our knowledge of its occurrence?

Rule of the 3Ps: is the symptom Persistent;
Pathologically disruptive and different than
usual; and Pervasive across normal domains?

Source: Reference 3

Multiple diagnoses may be in play,
but start by treating one. Many patients
meet criteria for multiple diagnoses. There
is little evidence about which diagnosis
should be treated first. Use your judgment
in picking “the best first step” and treat
accordingly.

Resist polypharmacy. Target specific symp-
toms or goals until a clear diagnostic picture
emerges.
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