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the  R isk -benefi t R a tio  o f  the  P ropo sed  d SM -5  
A ttenua ted  P sycho sis  Synd rom e

To the Editor: We commend Dr. Weiser’s editorial on early 
intervention in patients at risk for schizophrenia in the Au-
gust 2011 issue of the Journal (1) and in particular his conclu-
sion that current evidence does not support the practice of 
routinely offering such patients clinical treatment with anti-
psychotic medication. However, we must take issue with the 
hypothetical clinical case patient who displays the attenuated 
positive symptoms used to identify risk. Because the attenu-
ated positive symptoms cause the patient no distress and his 
sole reason for seeking treatment is unrelated to the specific 
symptoms, his risk is presumably low.

As Dr. Weiser notes, such a patient might meet research cri-
teria for ultra high risk (2) or a psychosis risk syndrome (3) if 
the nondistressing attenuated positive symptoms were rated 
as sufficiently severe to pass threshold, but this hypothetical 
case would not meet the proposed DSM-5 criteria for attenu-
ated psychosis syndrome. The criteria currently being tested 
in field trials do not permit such presumably low-risk patients 
to receive the diagnosis because criterion D requires that 
the attenuated positive symptoms themselves must be “suf-
ficiently distressing and disabling to the patient and/or par-
ent/guardian to lead them to seek help” (4, 5). The field trials 
should help determine whether these criteria can be applied 
with reliability in the clinical setting.
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This letter (doi: 10.1176/appi.ajp.2011.11081276) was accepted 
for publication in October 2011.

Re spon se  to  W ood s and  M cG la shan  le tte r

To the Editor: I thank Drs. Woods and McGlashan for read-
ing and commenting on the editorial. Their letter examines 
the hypothetical case of a young man with attenuated psy-
chotic symptoms who has “an emotional crisis when his girl-
friend leaves him.” Their understanding is that the symptoms 

“cause the patient no distress” and hence would not meet the 
proposed DSM-5 criteria for attenuated psychosis syndrome.

In the editorial, our hypothetical patient “might be upset, 
have difficulty sleeping at night, have difficulties concentrat-
ing, have decreased functioning at school or at work, and have 
more attenuated psychotic symptoms. If this person goes to 
a psychiatrist presenting with this clinical picture, he might 
very well meet criteria for the prodromal phase.” 

This is clearly a description of a distressed person who 
seeks the help of a psychiatrist. Since criterion D of the pro-
posed DSM-5 criteria for attenuated psychotic syndrome 
requires that the attenuated positive symptoms themselves 
must be “sufficiently distressing and disabling to the patient 
and/or parent/guardian to lead them to seek help,” our pa-
tient would meet the criteria.

I join Drs. Woods and McGlashan in their hope that the 
DSM-5 field trials will help determine whether these criteria 
can be applied with reliability in the clinical setting.

M ARK W EISER , M .D.
Ram at-Gan , Israe l

The author’s disclosures accompany the original editorial.

This reply (doi: 10.1176/appi.ajp.2011.11081276r) was accept-
ed for publication in September 2011.

neuro cogn itive  Re spon se  to  d eep  b ra in  
S tim u la tion  fo r O b se ssive -Com pu lsive  d iso rde r

To the Editor: When obsessive-compulsive disorder 
(OCD) symptoms are severe and refractory to both cognitive-
behavioral therapy (CBT) and medication, deep brain stimu-
lation (DBS) may be of value (1). Although OCD research has 
examined the effects of DBS on cognition (2), few studies 
have used translational computerized paradigms capable of 
fractionating dissociable aspects of cognition and their neu-
ral substrates. Neurocognitive assessments have the potential 
to help elucidate the underlying mechanisms of action of DBS 
in OCD and the optimal brain target.

Ca se  Repo rt

“M r. t ”  is  a  3 0 -year-o ld  m an  w ith  a  5 -year h isto ry  o f  
O Cd  w ith  p rim ary  con tam ina tion  ob se ssion s and  w ash ing  
com pu lsion s. H e  had  stopped  so c ia liz in g , had  d ropped  
ou t o f  schoo l, and  w as unem p loyed  be cau se  o f  h is  O Cd. 
Past adequa te  tria ls  o f  a ll se ro ton in  reup take  inh ib ito rs , 
bo th  a s m ono the rapy  and  w ith  m u ltip le  augm en ta tion  
stra te g ie s , and  2 0  w eeks o f  Cbt  u sing  e xpo su re  re spon se  
p re ven tion  p ro v ided  on ly  lim ited  benefi ts.

A fte r e th ica l re v iew  board  app rova l, M r. t  unde rw en t 
b ila te ra l im p lan ta tion  o f  e le c trode s ta rge ting  the  nuc leu s 
accum bens. A t the  tim e  o f su rge ry, h is  ya le -b row n  O b -
se ssive  Com pu lsive  Sca le  sco re  w as 3 2  w h ile  tak ing  the  
fo llow ing  m ed ica tion s: c lom ip ram ine , 2 5 0  m g /day ; z ip ra -
s idone , 1 2 0  m g /day ; and  c lonazepam , 1  m g  t.i.d . H is  
m ed ica tion  do sage s w e re  unchanged  be fo re  and  a fte r the  
co gn itive  te stin g .

W e  pe rfo rm ed  co gn itive  a sse ssm en ts a t b ase line  (p re -
stim u la tion ) and  aga in  8  m on th s a fte r dbS  be gan . task s 
from  the  Cam brid ge  neu rop sycho lo g ica l te st A u tom ated  
ba tte ry  in c luded  the  stop -signa l te st (a sse ssing  ab ility  to  
supp re ss p repo ten t m o to r re spon se s), the  in trad im en -
siona l/e x trad im ensiona l se t sh ift ta sk  (e xam in ing  ru le  


