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The last 30 years have seen adramatic increase in clinical research on a group of mental conditions
labeled “anxiety disorders’ in the Diagnostic and Satistical Manual of Mental Disorders (DSM)
nomenclature. While the term “anxiety” has been applied to diverse phenomenain the psychoanalytic,
learning-based, and neurobiological literature, the term “anxiety” in the clinical psychopathological
literature refers to the presence of fear or apprehension that is out of proportion to the context of the life
situation. Hence, extreme fear or apprehension can be considered “clinical anxiety” if itis
developmentally inappropriate (e.g., fear of separation in a 10-year-old child) or if it isinappropriate to
an individual's life circumstances (e.g., worries about unemployment in a successful business executive).
The last 30 years of clinical research has led to progressive refinement of the nosology for clinical
anxiety disorders. While these disorders were broadly conceptualized in the early twentieth century,
narrower definitions have arisen, partialy stimulated by Donald Klein's observations on
pharmacological distinctions between panic and nonpanic anxiety.

Consensus has emerged on the view of anxiety disorders as afamily of related but distinct mental
disorders. This consensusis reflected in the relatively minor changes to the broad categorization of
anxiety disorders over the last 15 years, between the third edition of DSM (DSM-I11) and the fourth
edition (DSM-1V). Both DSM-1V and the 10th revision of International Statistical Classification of
Diseases and Related Health Problems (ICD-10) recognize similar groups of syndromes as discrete
diagnostic entities. There is some disagreement, however, on whether all of these syndromes are most
properly considered anxiety disorders. While DSM-IV considers a group of nine disorders to be the
primary anxiety disorders, |CD-10 adopts a broader category of neurotic, stress-related, and somatoform
disorders that includes each of the conditionsin DSM-IV, aswell as a number of disorders not



considered anxiety disordersin DSM-IV. Prior to DSM-I11, which brought arelatively major revision to
the nosology of mental disordersin the United States, anxiety disorders were classified in a group of
conditions that included many of the disorders currently listed in DSM-IV along with a set of disorders
that have been reclassified. These reclassified disordersincluded affective disorders (formerly classified
as “depressive neurosis’), somatoform and dissociative disorders (formerly classified as “hysterical
neurosis’), and neurasthenia, a disorder that was eliminated with the writing of DSM-I11.

DSM-I11, with its emphasis on empiricism and the validity of nosological categories, reclassified anxiety
disordersinto categories that were quite similar to the disorders included in the current anxiety section

of DSM-1V, which include panic disorder with and without agoraphobia, agoraphobia with and without
panic disorder, specific phobia, socia phobia, obsessive-compulsive disorder (OCD), posttraumatic
stress disorder (PTSD), acute stress disorder, and generalized anxiety disorder. This chapter reviews the
clinical features of these nine conditions, as conceptualized in DSM-IV. This includes the primary
symptomatology, history, epidemiology, differential diagnosis, and course of each disorder, along with a
clinical vignette designed to capture the essential features of each disorder asit typically presentsin the
clinic.

PANIC DISORDER AND AGORAPHOBIA

The panic attack isthe key feature of panic disorder, which is characterized by a pattern of recurrent
panic attacks. The panic attack is defined as an episode of abrupt intense fear that is accompanied by at
least four autonomic or cognitive symptoms listed in Table 15.6-1. Such episodes of abrupt fear occur in
many situations. For example, a healthy person might experience a panic attack when confronted with
sudden extreme danger, and an individual with a phobia of heights might experience a panic attack when
confronted with the feared situation.
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DSM-1V recognizes three types of panic attacks. The unexpected or spontaneous panic attack occurs
without cue or warning; the situationally bound panic attack occurs upon exposure to, or in anticipation
of, exposure to afeared stimulus; and the situationally predisposed panic attack is more likely to occur,
but does not necessarily have to occur, on exposure to a Situational trigger. In panic disorder, panic
attacks occur spontaneously, arising without any trigger or environmental cue. As shown in Table 15.6-



2, panic disorder requires at least two spontaneous panic attacks, at least one of which is associated with
either concern with additional attacks, worry about attacks, or changes in behavior.

Table 15.6-2 DSM-IV Criteriafor Agoraphobia

Patients with panic disorder present with a number of comorbid conditions, but there has been
considerable interest in the relationship between panic disorder and agoraphobia, which refersto fear or
anxiety of places from where escape might be difficult (Table 15.6-2). There has in fact been some

debate about whether agoraphobiais best conceptualized as a complication of panic disorder or asa
separate condition. This controversy centers on the frequency with which patients develop agoraphobia
in the absence of panic disorder or panic attacks (Table 15.6-3) DSM-IV suggests that such patients do

exist, noting the existence of panic disorder with agoraphobia (Table 15.6-4) and without agoraphobia
(Table 15.6-5). However, even in agoraphobia without history of panic disorder, agoraphobiais
considered related to the fear of developing paniclike symptoms.
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Table 15.6-4 DSM-1V Diagnostic Criteria for Panic Disorder With Agoraphobia
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Table 15.6-5 DSM-IV Diagnostic Criteriafor Panic Disorder
Without Agoraphobia
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Aswith most anxiety disorders, panic disorder often co-occurs with a number of mental conditions
beyond agoraphobia, particularly anxiety and depressive disorders. These include specific and social
phobia, generalized anxiety disorder, and major depressive disorder. Some data al so suggest associations
with substance use disorders, bipolar disorder, and suicidal behavior. While the high comorbidity seenin
the clinic partialy reflects referral bias, considerable comorbidity with these anxiety and depressive
disordersis aso found in epidemiological studies, which suggests that panic disorder in the community
is frequently compounded by comorbid mental conditions.

History and Compar ative Nosology While the term “panic disorder” wasfirst coined in DSM-I11, a
syndrome characterized by recurrent episodes of spontaneous fear has been recognized for more than
100 years. This syndrome has been given various labels throughout history, including DaCosta's
syndrome in the late nineteenth century, and effort syndrome or neurocirculatory astheniain the earlier
part of the twentieth century. Even Freud's descriptions of “anxiety neurosis’ invoked many of the key
features of panic disorder.

A major change to the DSM conceptualization of anxiety occurred in 1980, with DSM-I111, where panic
disorder wasfirst recognized as a distinct entity. Between 1980 and 1994 one significant change to the
conceptualization of the disorder involved refining the view of panic disorder and agoraphobia as tightly
linked constructs. As conceptualized in DSM-IV, agoraphobiainvariably involves at least some form of
spontaneous crescendo anxiety, even if such episodes do not meet formal criteriafor panic attacks
(Table 15.6-3 and Table 15.6-4). In the earlier versions of the DSM and in ICD-10, agoraphobiais

considered less closely linked to panic disorder. Indeed, |CD-10 classifies agoraphobia as one of many




phobic disorders and does not emphasi ze the relationship with panic disorder to the same degree as
DSM-1V. Table 15.6-6 presents the ICD-10 diagnostic criteriafor phobic anxiety disorders, including

agoraphobia. Table 15.6-7 presents the ICD-10 criteriafor other anxiety disorders, including panic
disorder.
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Differential Diagnosis Panic disorder with or without agoraphobia must be differentiated from a
number of medical conditions that produce similar symptomatology. Panic attacks are associated with a
variety of endocrinological disorders, including both hypo- and hyperthyroid states,
hyperparathyroidism, and pheochromocytomas. Episodic hypoglycemia associated with insulinomas can
also produce paniclike states, as can primary neuropathological processes. These include seizure
disorders, vestibular dysfunction, neoplasms, or the effects of both prescribed and illicit substances on
the central nervous system. Finally, disorders of the cardiac and pulmonary systems, including
arrhythmias, chronic obstructive pulmonary disease, and asthma, can produce autonomic symptoms and
accompanying crescendo anxiety that can be difficult to distinguish from panic disorder. Clues of an
underlying medical cause for paniclike symptoms include atypical features during panic attacks, such as
ataxia, alterations in consciousness, or bladder dyscontrol; onset of panic disorder relatively latein life;
or physical signs or symptoms indicating a medical disorder.

Panic disorder also must be differentiated from a number of psychiatric disorders, particularly other
anxiety disorders. Since panic attacks occur in many anxiety disorders, including social and specific
phobia, posttraumatic stress disorders, or even obsessive-compulsive disorder, the key to correctly



diagnosing panic disorder involves documenting recurrent spontaneous panic attacks at some point in
theillness. Differentiation with generalized anxiety disorder can aso be difficult. Classically, panic
attacks are characterized by their rapid onset, within minutes, and short duration, usually less than 10 to
15 minutes, in contrast to the anxiety associated with generalized anxiety disorder, which emerges and
dissipates more slowly. This distinction can be difficult, however, as the anxiety surrounding panic
attacks can be more diffuse and dissipate more slowly. Since anxiety is a frequent concomitant of many
other psychiatric disorders, including the psychoses and affective disorders, distinctions between panic
disorder and a multitude of disorders can also be difficult.

Cour se Panic disorder typically hasits onset in late adolescence or early adulthood, although cases of
childhood-onset and |ate adulthood—onset disorder have been described. Only tentative data exist on the
natural course of panic disorder. The best evidence on the course of any disorder, including panic
disorder, derives from prospective epidemiological research, since both retrospective and clinically
based studies are vulnerable to biases that preclude firm conclusions on course. Unfortunately, few such
studies exist. Retrospective or clinical studies suggest that panic disorder tends to exhibit a fluctuating
course, with varying levels of persistence over the life span. Approximately one third to one half of
patients are psychiatrically healthy at follow-up, with most living relatively normal lives, despite either
fluctuating or recurrent symptoms. Typically, patients with chronic disorders exhibit a pattern of
exacerbation and remissions rather than chronic disability.

Ms. S. was a 25-year-old student who was referred for a psychiatric evaluation from the medical
emergency room at alarger university-based medical center. Ms. S. had been evaluated three
times over the preceding 3 weeks in this emergency room. Her first visit was prompted by a
paroxysm of extreme dyspnea and terror that occurred while she was working on aterm paper.
The dyspnea was accompanied by pal pitations, choking sensations, sweating, shakiness, and a
strong urge to flee. Ms. S. thought that she was having a heart attack, and she immediately went to
the emergency room. She received afull medical evaluation, including an electrocardiogram
(ECG) and routine blood work, which revealed no sign of cardiovascular, pulmonary, or other
ilIness. Although Ms. S. was given the number of alocal psychiatrist, she did not make afollow-
up appointment, since she did not think that her episode would recur. She developed two other
similar episodes, one while she was on her way to visit afriend and a second that woke her up
from sleep. She immediately went to the emergency room after experiencing both paroxysms,
receiving full medical workups that showed no sign of illness.

SPECIFIC AND SOCIAL PHOBIAS

The term “phobia’ refers to an excessive fear of a specific object, circumstance, or situation. Phobias are
classified on the basis of the feared object or situation, and DSM-1V recognizes three distinct classes of
phobia: agoraphobia (discussed above asit is considered closely related to panic disorder), specific
phobia, and socia phobia. Criteriafor specific and social phobia are shown in Table 15.6-8 and Table
15.6-9. Both specific and socia phobia require the development of intense anxiety, to the point of even
situationally bound panic, upon exposure to the feared object or situation. Both conditions also require




that fear either interferes with functioning or causes marked distress. Finally, both conditions require
that an individual recognizesthe fear as excessive or irrational and that the feared object or situation is
either avoided or endured with great difficulty.

CEESSSSEES Table 15.6-8 DSM-IV Diagnostic Criteria for Specific Phobia

Table 15.6-9 DSM-IV Diagnostic Criteriafor Social Phobia

Specific phobiais divided into four subtypes (animal type, natural environment type, blood-injection-
injury type, situational type, and other type), with aresidual category for phobias that do not clearly fall
into any of these four categories. The key feature in each type of phobiais that the fear is circumscribed
to a specific object, both temporally and with respect to other objects. Hence, an individual with specific
phobia becomes immediately frightened when presented with a feared object. This fear may relate to
concern about harm from a feared object, concern about embarrassment, or fear of consequences related
to exposure to the feared object. For example, individuals with blood-injury phobia may be afraid of
fainting on exposure to blood, and individuals with fear of heights may be afraid of becoming dizzy.

Specific phobia often involves fears of more than one object, particularly within a specific subcategory
of phobia. For example, it is common for an individual with a phobia of thunderstormsto also have a
phobia of water, both phobias being classified as natural environment type phobias. Further, in the
clinical setting, specific phobia often occurs with other anxiety or mood disorders. Sinceit israre for
patients to seek treatment for an isolated phobia, some of the comorbidity seen in the clinic reflects
referral bias. Community-based studies also suggest that specific phobiais associated with other anxiety
disorders, although at lower rates than seen in the clinic. Quantifying the impairment associated with a
specific phobiais sometimes difficult, since the comorbid disorders typically tend to cause more



impairment than specific phobia and since individuals with isolated specific phobia are rarely seen in the
clinic. Impairment associated with specific phobiatypically restricts the social or professional activities
of theindividual.

Socia phobiainvolves fear of social situations, including situations that involve scrutiny or contact with
strangers. Individuals with social phobiatypically fear embarrassing themselvesin social situations (e.g.,
social gatherings, oral presentations, or meeting new people). This can involve specific fears about
performing certain activities, such aswriting, eating, or speaking in front of others. It can also involve a
vague, nonspecific fear of embarrassing oneself. DSM-1V provides a specifier for the diagnosis of social
phobia. Individuals with social phobia who fear most situations are considered to suffer from
generalized social phobia. Such individuals are fearful of initiating conversations in many situations,
about dating or participating in most group activities or social gatherings, and about speaking with
authority figures.

The clinician should recognize that many patients exhibit at least some social anxiety or self-
consciousness. In fact, community studies suggest that roughly athird of all people consider themselves
to be far more anxious than other people in social situations. Such anxiety only becomes socia phobia
when the anxiety either prevents an individual from participating in desired activities or causes marked
distressin such activities. Individuals with the more specific form of social phobia possess fear of
specific, circumscribed social situations. For example, extreme anxiety about public speaking that
interferes with an individual's job performance is a common type of specific social phobia; it would not
be considered generalized social phobia unless it was associated with fears related to many other social
situations besides public speaking.

Aswith other anxiety disorders, social phobia frequently co-occurs with other mood and anxiety
disorders. The association of social phobiawith both panic disorder and major depression has received
considerable attention in recent literature. Associations with substance use disorders and childhood
conduct problems have aso been documented.

History and Compar ative Nosology Phobias have been recognized as incapacitating mental disorders
for more than 100 years. The prominent place of phobiain the history of modern mental health science
Isindicated by the major role case histories of phobic patients played in the development of both
psychoanalytic and cognitive therapies. The category of phobia has undergone progressive refinement
over the past 20 years, as research has focused on each of the specific classes of phobia described above.
Much of this refinement crystallized in DSM-II1, which was based on emerging evidence that phobias
represent a group of related but distinct conditions, rather than one heterogenous disorder. Such
evidence included Isaac Mark's work on differentiating social and specific phobias. The refinement in
DSM-I11 categorized agoraphobia as a condition closely related to panic disorder and distinguished
social and simple phobia, which was relabeled specific phobiain DSM-1V.

The view of phobias has changed since the writing of DSM-I11. While discussion of agoraphobia has
emphasized the role of panic since DSM-I11I, DSM-1V also contains descriptions of paniclike phenomena



in both the specific and social phobia sections, as well as in the discussion of agoraphobia. Beyond this
change, the most significant other change for specific phobia between DSM-111 and DSM-IV involved
inclusion of the above subcategories of phobia, based on research noting distinct physiology and
demographics of the subtypes. For social phobia, the most significant other change occurred with the
revised third edition (DSM-I11-R), which distinguished between generalized and more specific forms of
socia phobia. This change was based on descriptive phenomenology, epidemiology, and pharmacol ogy
studies that validated the two variants of the condition.

The approach to categorization of phobiasin the ICD system is quite similar to that in DSM-IV. ICD-10
recognizes specific phobia as a distinct category, including the subtypesin DSM-1V. Socia phobiais
also classified in ICD-10, although without the qualifier in DSM-1V. Perhaps the major difference
between DSM-IV and ICD-10 in the consideration of phobia relates to agoraphobia. While DSM-1V
emphasi zes the relation between panic disorder and agoraphobia, in ICD-10 the term “panic disorder” is
restricted to cases without phobia, and the term “agoraphobia’ is applied to all cases that meet criteria,
regardless of the presence of absence of panic attacks (Table 15.6-6 and Table 15.6-7).

Differential Diagnosis Specific phobiais usually quite easily distinguished from anxiety stemming
from primary medical problems by the focused nature of the anxiety, which is not typical of anxiety
disorders related to medical problems. The most difficult diagnostic issues involve differentiating
specific phobia from other anxiety disorder. As DSM-IV emphasizes the presence of paniclike
symptoms with specific phobia, including situationally bound panic attacks, specific phobia must be
differentiated from panic disorder, in which panic attacks occur without a cue. Specific phobia can
occasionally be confused with PTSD, as both conditions can involve focused fears of specific objects or
situations. The two disorders are most easily differentiated by the marked other features of PTSD, such
as reexperiencing the trauma, avoidance, and enhanced startle, which are absent in specific phobia.
Similarly, specific phobia can occasionally be confused with generalized anxiety disorder, as both
conditions may involve worry about exposure to specific situations. The two disorders are differentiated
on the basis of the focused nature of the fear, both over time and with respect to objects, in specific
phobia.

Like specific phobia, socia phobiaisrarely confused with anxiety that is the primary result of medical
disorders. However, the number of psychiatric disorders that are associated with social withdrawal make
it difficult to diagnose socia phobia correctly. Perhaps the most difficult distinction involves
differentiating social phobia and agoraphobia, since both conditions involve fears of situations where
people typically gather. The key distinction between the disorders centers on the nature of the feared
object. Patients with social phobia are specifically afraid of encountering people; individuals with
agoraphobia are afraid of situations from which escape would be difficult but do not specifically fear
people. Hence, an individual with agoraphobia might be reassured in the presence of other people,
provided the physical properties of the location are suitable, while an individual with social phobia flees
other people. The clinician might also encounter difficulty in distinguishing social phobiafrom the
social isolation that accompanies a number of psychiatric disorders, including major depression and the
early stages of psychosis. Two factors are essential in making this distinction. First, the individual with
social phobia must experience anxiety or fear in social situations; individuals who are isolated due to



depression or indolent psychosis often isolate themselves for other reasons. Second, with social phobia,
symptomatology is restricted to the fears of social situations; with other disorders socia isolation is
accompanied by abroad array of symptoms that are not found in social phobia.

Cour se Specific phobia exhibits a bimodal age of onset, with a childhood peak for animal phobia,
natural environment phobia, and blood-injury phobia and an early adulthood peak for other phobias,
such as situational phobia. Aswith other anxiety disorders, limited prospective epidemiological data
exist on the natural course of specific phobia. Because patients with isolated specific phobias rarely
present for treatment, research on the course of the disorder in the clinic is limited. The information that
Is available suggests that most specific phobias that begin in childhood and persist into adulthood
continue to persist for many years. The severity of the condition is thought to remain relatively constant,
without the waxing and waning course seen with other anxiety disorders.

Mr. A. was a successful businessman who presented for treatment following a changein his
business schedule. While he had formerly worked largely from an office near his home, a
promotion led to a schedule of frequent out-of-town meetings, requiring weekly flights. Mr. A.
reported being “deathly afraid” of flying. Even the thought of getting on an airplane led to
thoughts of impending doom as he envisioned his airplane crashing to the ground. These thoughts
were associated with intense fear, palpitations, sweating, clammy feelings, and stomach upset.
While the thought of flying was terrifying enough, Mr. A. became nearly incapacitated when he
went to the airport. Immediately before boarding, Mr. A. often had to turn back from the plane
and run to the bathroom to vomit.

Social phobiatendsto have its onset in late childhood or early adolescence. Social phobiatendsto be a
chronic disorder, although as with the other anxiety disorders, prospective epidemiological data are
limited. Both retrospective epidemiological studies and prospective clinical studies suggest that the
disorder can profoundly disrupt the life of an individual over many years. This can include disruption in
school or academic achievement, interference with job performance, and social development.

Ms. M. was a successful secretary working in alaw firm. While she reported along history of
feeling uncomfortable in social situations, Ms. M. came for treatment when she began to feel that
her uneasiness was interfering with her social life and job performance. Ms. M. reported that she
noticed herself feeling increasingly nervous whenever she met a new person. For example, upon
meeting a new member of the law firm, she described feeling suddenly tense and sweaty, noticing
that her heart was beating very fast. She had the sudden thought that she would say something
foolish in these situations or commit aterrible socia gaffe that would make people laugh at her.
At socia gatherings she described similar feelings that led her to either leave the gathering early
or decline invitations to attend.

OBSESSIVE-COMPULSIVE DISORDER



Obsessions and compulsions are the essential features of OCD. As shown in Table 15.6-10, an

individual must exhibit either obsessions or compulsionsto meet DSM-IV criteria. DSM-IV recognizes
obsessions as “ persistent ideas, thoughts, impulses, or images that are experienced as intrusive and
inappropriate,” causing distress. Obsessions are anxiety provoking, accounting for the categorization of
OCD as an anxiety disorder; they must be differentiated from excessive worries about real life problems;
and they must be associated with either efforts to ignore or suppress the obsessions. Typical obsessions
associated with OCD include thoughts about contamination (“my hands are dirty”) or doubts (“1 forgot
to turn off the stove”).

Table 15.6-10 DSM-1V Diagnostic Criteriafor Obsessive-
Compulsive Disorder

Compulsions are defined as repetitive acts, behaviors, or thoughts that are designed to counteract the
anxiety associated with an obsession. A compulsion reduces the anxiety associated with the obsession.
While many compulsions are acts associated with specific obsessions, such as hand-washing or
checking, other compulsions can be thoughts. For example, patients may have the obsession that they
have committed a sin and might relieve the resultant anxiety by repetitively saying asilent prayer to
themselves.

Obsessions and compulsions must cause marked distress, consume at least 1 hour aday, or interfere with
functioning to be considered above the diagnostic threshold. At least during some point in the illness,
symptoms of OCD must be recognized as unreasonable for adults, though this varies greatly both across
individuals and in a given individual over time. For example, early in the course of the disorder patients
may recognize their hand washing is excessive or irrational but, over a number of years, lose this
recognition. DSM-IV recognizes a poor insight subtype of OCD when an individual fails to recognize
theirrational or unreasonable nature of the obsessions. This subtype of OCD has been |abeled the
psychotic subtype in some of the clinical literature, prompting trials of antipsychotic pharmacotherapy.
The criterion related to insight does not apply to children, who may either not possess the insight to
recognize the unreasonabl eness of their condition or may be too embarrassed to discuss the condition as
unreasonable.

OCD frequently co-occurs with other disorders. The association with major depression is particularly
prominent, although comorbidity with panic disorder, phobias, and eating disordersis also not
uncommon. Finally, OCD exhibits a particularly interesting association with Tourette's disorder.
Approximately half of all patients with Tourette's disorder meet criteriafor OCD, athough less than 10



percent of patients with OCD meet criteriafor Tourette's disorder. Thereis also evidence of
cotransmission of Tourette's disorder, OCD, and chronic motor tics within families.

History and Compar ative Nosology Descriptions of patients with a syndrome of recurrent obsessions
and compulsions are found in the nineteenth century, when these conditions were viewed as a form of
“depressive state.” Descriptions of OCD aso played a prominent role in Freud's writings, as captured in
the case history of the Rat Man, and in early learning-based theories that attempted to apply treatments
developed among patients with phobias to patients with OCD. Research on OCD changed with the ECA
study in the early 1980s. Prior to this study, OCD was recognized as a discrete but rare entity,
stimulating a modest degree of research. The Epidemiologic Catchment Area (ECA) Study noted that
OCD had a prevalencein excess of 1 percent in the population and was associated with marked
impairment. This stimulated extensive research on all aspects of OCD, including its phenomenology.

The major change in OCD from DSM-I111 to DSM-1V involved the conceptualization of compulsions.
While DSM-I111-R viewed compulsions as behaviors, DSM-IV recognized compulsions as either
behaviors or mental acts designed to reduce the anxiety-provoking nature of the obsession. The
conceptualization of OCD inthe ICD and DSM systemsis generally similar with afew exceptionsin the
emphasis on specific features of the condition. For example, |CD-10 emphasizes that a compulsive act
must not be pleasurable. ICD-10 also stipulates that obsessions or compulsions must be present most
daysfor 2 weeks, arequirement not included in DSM-1V, and ICD-10 does not stipulate the amount of
time a patient must spend on compulsions. Perhaps the major difference between the DSM-1V and ICD-
10 view of the disorder relates to the categorization of the disorder with respect to other anxiety
disorders. DSM-1V recognizes OCD as one of the nine anxiety disorders discussed in the current
chapter. There has been some debate in the United States and Europe about whether OCD is more
properly classified in adistinct category. |CD-10 has adopted such a scheme, using OCD to designate a
group of syndromes considered distinct from anxiety disorders (Table 15.6-11).

Table 15.6-11 ICD-10 Diagnostic Criteriafor Obsessive-
Compulsive Disorder

Differential Diagnosis A number of primary medical disorders can produce syndromes bearing a
striking resemblance to OCD. In fact, the current conceptualization of OCD as a disorder of the basal
ganglia derives from the phenomenological similarity between idiopathic OCD and OCD-like disorders
that are associated with basal ganglia diseases, such as Sydenham's chorea and Huntington's disease.
Hence, neurological signs of such basal ganglia pathology must be assessed when considering the



diagnosis of OCD in a patient presenting for psychiatric treatment. OCD frequently develops before age
30, and new-onset OCD in an older individual should raise questions about potential neurological
contributions to the disorder. Finally, some evidence suggests an association between an immune
reaction to streptococcal infections and either initial manifestations or dramatic exacerbation of OCD in
children. This syndrome appears to emerge relatively acutely, in contrast to the more indolent onset of
other cases of childhood OCD. Hence, in children with such presentations, the role of such an infectious
process should be considered.

Obsessive-compulsive behavior is also found in a host of other psychiatric disorders, and the clinician
must also rule out these conditions when diagnosing OCD. OCD exhibits a superficial resemblance to
obsessive-compulsive personality disorder, which is associated with an obsessive concern for details,
perfectionism, and similar personality traits. The conditions are easily distinguished by the fact that only
OCD isassociated with a true syndrome of obsessions and compulsions, as described above.

Psychotic symptoms often lead to obsessive thoughts and compulsive behavior that can be difficult to
distinguish from OCD with poor insight, in which obsessions border on psychosis. The key to
distinguishing OCD from psychosis involves the fact that patients with OCD can almost always
acknowledge the unreasonabl e nature of their symptoms and the fact that psychotic ilinesses are
typically associated with a host of other features that are not characteristic of OCD. Similarly, OCD can
be difficult to differentiate from depression since it is often associated with comorbid major depression
and since major depression is often associated with obsessive thoughts that can at times border on true
obsessions, as conceived in OCD. The two conditions are best differentiated by their course. Obsessive
symptoms associated with depression are only found in a depressive episode; true OCD persists despite
remission of depression.

Finally, OCD isclosely related to Tourette's disorder; the two conditions frequently co-occur, both in an
individual over time and within families. Inits classic form, Tourette's disorder is associated with a
pattern of recurrent vocal and motor tics that bears only a dight resemblance to OCD. However, the
premonitory urges that precede tics often bear a striking resemblance to obsessions, and many of the
more complicated motor tics can bear a close resemblance to compulsions.

Cour se OCD typically beginsin late adolescence, though onset in childhood is not uncommon. The
disorder tends to exhibit a waxing and waning course over the life span, with periods of relative good
functioning and limited symptoms punctuated by periods of symptomatic exacerbation. A small minority
of subjects exhibit either complete remission of their disorder or a progressive, deteriorating course.



Ms. B. presented for psychiatric admission after being transferred from a medical floor where she
had been treated for malnutrition. Ms. B. had been found unconscious in her apartment by a
neighbor. When brought to the emergency room by ambulance, she was found to be hypotensive
and hypokalemic. At psychiatric admission, Ms. B. described along history of recurrent
obsessions about cleanliness, particularly related to food items. She reported that it was difficult
for her to eat any food unlessit had been washed by her three to four times, since she often
thought that a food item was dirty. She reported that washing her food decreased the anxiety she
felt about the dirtiness of food. While Ms. B. reported that she occasionally tried to eat food that
she did not wash (e.g., in arestaurant), she became so worried about contracting an illness from
eating such food that she could no longer dine in restaurants. Ms. B. reported that her obsessions
about the cleanliness of food had become so extreme over the past 3 months that she could eat
very few foods, even if she washed them excessively. She recognized the irrational nature of these
obsessive concerns, but either could not bring herself to eat or became extremely nervous and
nauseous after eating.

POSTTRAUMATIC STRESS AND ACUTE STRESS DISORDERS

Symptomatology Both PTSD and acute stress disorder are characterized by the onset of psychiatric
symptoms immediately following exposure to a traumatic event. As noted in Table 15.6-12, DSM-1V

specifies that the traumatic event involves either witnessing or experiencing threatened death or injury or
witnessing or experiencing threat to physical integrity. Further, the response to the traumatic event must
involve intense fear or horror. Such traumatic experiences might include being involved in or witnessing
aviolent accident or crime, military combat, assault, being kidnapped, being involved in natural
disasters, being diagnosed with a life-threatening illness, or experiencing systematic physical or sexual
abuse. Both PTSD and acute stress disorder also require characteristic symptoms following such trauma.
Thereis evidence of arelation between the degree of trauma and the likelihood of symptoms. The
proximity to, and intensity of, the trauma relate to the probability of devel oping symptomatology.

Table 15.6-12 DSM-1V Diagnostic Criteriafor Posttraumatic
Stress Disorder

In PTSD, theindividual develops symptoms in three domains: reexperiencing the trauma, avoiding
stimuli associated with the trauma, and experiencing symptoms of increased autonomic arousal, such as
an enhanced startle. Flashbacks represent the classic form of reexperiencing: the individual may act and



feel asif the traumawere recurring. Other forms of reexperiencing include distressing recollections or
dreams and either physiological or psychological stress reactions upon exposure to stimuli linked to the
trauma. An individual must exhibit at |east one symptom of reexperiencing to meet criteriafor PTSD.
Symptoms of avoidance associated with PTSD include efforts to avoid thoughts or activities related to
the trauma, anhedonia, reduced capacity to remember events related to the trauma, blunted affect,
feelings of detachment or derealization, and a sense of aforeshortened future. An individual must
exhibit at |east three such symptoms. Symptoms of increased arousal include insomnia, irritability,
hypervigilance, and exaggerated startle. An individual must exhibit at least two such symptoms. Finally,
the diagnosis of PTSD is only made when these symptoms persist for at least 1 month; the diagnosis of
acute stress disorder is made in the interim. DSM-1V acknowledges three subtypes of PTSD that
differentiate syndromes with varying time courses. Acute PTSD refers to an episode that lasts less than 3
months. Chronic PTSD refers to an episode lasting 3 months or longer. PTSD with delayed onset refers
to an episode that develops 6 months or more after exposure to the traumatic event

The diagnosis of acute stress disorder is applied to syndromes that resemble PTSD but last lessthan 1
month after atrauma. Acute stress disorder is characterized by reexperiencing, avoidance, and increased
arousal, much like PTSD. Acute stress disorder is also associated with at |east three of the dissociative
symptoms listed in Table 15.6-13.

Table 15.6-13 DSM-1V Diagnostic Criteriafor Acute Stress
Disorder

Because individuals often exhibit complex biological and behavioral responses to extreme trauma, the
clinician must recognize other medical and psychiatric conditions in the traumatized patient. Particularly
after traumatic events that involve physical injury, the clinician must always consider neurol ogical
causes of symptoms that develop after trauma. Traumatized patients also can develop mood disorders,
including dysthymia and major depression, as well as other anxiety disorders, such as generalized
anxiety disorder or panic disorder, and substance use disorders. Finally, recent research suggests that
some psychiatric features of posttraumatic syndromes can relate to the state of a patient before the
trauma. For example, patients with premorbid anxiety or affective syndromes may be more likely to
develop posttraumatic symptoms than individuals who are free of mental illness before the trauma.
Thus, the clinician should consider the premorbid mental state of the traumatized patient to enhance
understanding of symptoms that develop following atraumatic event.

History and Compar ative Nosology Astute clinicians have recognized the juxtaposition of acute



mental syndromes to traumatic events for more than 200 years. Observations of trauma-related
syndromes were documented following the Civil War, and early psychoanalytic writers, including
Freud, noted the relation between neurosis and trauma. Considerable interest in posttraumatic mental
disorders was stimulated by observations of “battle fatigue,” “shell shock,” and “soldier's heart” in
World War | and World War 1. Moreover, increasing documentation of mental reactionsto the
Holocaust, to a series of natural disasters, and to assault contributed to the growing recognition of a
close relationship between trauma and psychopathol ogy.

The syndrome of PTSD was first recognized in the DSM nosology in DSM-111 in 1980; acute stress
disorder was first recognized in DSM-1V in 1994. The recognition of acute stress disorder followed
observations suggesting that many individuals exhibit mental syndromes immediately following trauma;
such individuals might face an elevated risk for PTSD. The original DSM-I11 definition of PTSD
required only one symptom of reexperiencing, two symptoms of “psychic numbing,” and one symptom
from alist of miscellaneousitems, with no duration criteria. DSM-111-R added a number of symptoms to
the DSM-I11 definition and removed the DSM-I11 symptom of guilt. DSM-I11-R aso adopted the
symptom groupings found in DSM-1V, where symptoms are classified as manifestations of either
reexperiencing, avoidance, or hyperarousal. The maor change to the definition in DSM-IV involved the
definition of trauma. While DSM-111-R emphasized trauma as an event that was “ outside of normal
experience,” anumber of field studies suggested that the typical traumatic precipitants of PTSD were
relatively common events. Asaresult, DSM-IV emphasizes the threat and fear-provoking nature of a
trauma, without reference to “normal experience.”

Some variation exists in the definitions of PTSD and acute stress disorder in DSM-IV and ICD-10.
While ICD-10 acknowledges the same core group of symptoms as DSM-IV for PTSD, including
exposure to a trauma, reexperiencing, avoidance, and increased arousal, |CD-10 provides considerably
less detail than DSM-1V for each of the criteria. For example, unlike DSM-IV, ICD-10 provides only
brief examples of reexperiencing or avoidance symptoms. The broader view of PTSD and acute stress
disorder also differsin the DSM and ICD systems. Aswith OCD, ICD-10 groups PTSD and acute stress
reaction in adistinct category rather than including them with other anxiety disorders (Table 15.6-14).

Table 15.6-14 ICD-10 Diagnostic Criteriafor Reactionsto
Severe Stress

Differential Diagnosis Because patients often exhibit complex reactions to trauma, the clinician must be
careful to exclude syndromes other than PTSD and acute stress disorder when evaluating patients



presenting in the wake of trauma. Recognizing potentially treatable medical contributors to
posttraumatic symptomatology is particularly important. For example, neurological injury following
head trauma can contribute to the clinical picture, as can psychoactive substance use disorders or
withdrawal syndromes, either in the period immediately surrounding the trauma or many weeks after the
trauma. Medical contributors can usually be detected through a careful history and physical examination,
if the clinician remembers to consider such factors.

Symptoms of PTSD can be difficult to distinguish from those of either panic disorder or generalized
anxiety disorder, as all three syndromes are associated with prominent anxiety and autonomic arousal.
Keysto correctly diagnosing PTSD involve a careful review of the time course relating the symptoms to
atraumatic event. Further, PTSD is associated with reexperiencing and avoidance of atrauma, features
typically not present in panic or generalized anxiety disorder. Major depression is a frequent
concomitant of PTSD. While the two syndromes are generally readily distinguishable

phenomenol ogically, comorbid depression should be noted because it may affect treatment of PTSD.
Finally, PTSD must be differentiated from a series of related disorders that can exhibit
phenomenological similarities, including borderline personality disorder, dissociative disorders, and
factitious disorders.

Cour se Much recent research on the course of psychological reactions to traumafocused on the time
course of symptoms immediately following atrauma. The likelihood of developing symptoms, the
severity of such symptoms, and the duration of the symptoms are each proportional to the proximity,
duration, and intensity of the trauma. Many individuals develop acute stress reactions when faced with
close, persistent, intense trauma. Moreover, many individuals who develop PTSD exhibit features of the
acute stress syndrome prior to developing PTSD, although many individuals with acute stress syndromes
do not develop PTSD. Finally, the full syndrome of PTSD also exhibits a variable course, with some
evidence that this also relates to the nature of the trauma. A large minority of patients experience
complete remissions, while another large group exhibits only mild symptoms. Approximately 10 percent
of patients with PTSD exhibit a persistent or chronic course to their disorder.

Mr. F. sought treatment for symptoms that he devel oped in the wake of an automobile accident
that had occurred about 6 weeks prior to his psychiatric evaluation. While driving to work on a
mid-January morning, Mr. F. lost control of hiscar on anicy road. His car swerved out of control
Into oncoming traffic in another lane, collided with another car, and then hit a nearby pedestrian.
Mr. F. was trapped in his car for 3 hours while rescue workers cut the door of his car. Upon
referral, Mr. F. reported frequent intrusive thoughts about the accident, including nightmares of
the event and recurrent intrusive visions of his car slamming into the pedestrian. He reported that
he had altered his driving route to work to avoid the scene of the accident, and he found himself
switching the television channel whenever a commercial for snow tires appeared. Mr. F. described
frequent difficulty falling asleep, poor concentration, and an increased focus on his environment,
particularly when he was driving.

GENERALIZED ANXIETY DISORDER



Generalized anxiety disorder is characterized by a pattern of frequent, persistent worry and anxiety that
Isout of proportion to the impact of the event or circumstance that is the focus of the worry (Table 15.6-

15). For example, while college students often worry about examinations, a student who persistently

worries about failure despite consistently outstanding grades displays the pattern of worry typical of
generalized anxiety disorder. Patients with generalized anxiety disorder may not acknowledge the
excessive nature of their worry, but they must be bothered by their degree of worry. This pattern must
occur “more days than not” for at least 6 months. The patients must find it difficult to control this worry
and must report at least three of six somatic or cognitive symptoms, including feelings of restlessness,
fatigue, muscle tension, or insomnia. Worry is a ubiquitous feature of many anxiety disorders. patients
with panic disorder often worry about panic attacks, patients with social phobia worry about social
encounters, and patients with OCD worry about their obsessions. The worries in generalized anxiety
disorder must be beyond the those that characterize these other anxiety disorders. Children exhibiting
characteristic symptoms are also considered to meet criteriafor generalized anxiety disorder, but they
need only meet one of the six somatic or cognitive symptom criteria rather than three.

Table 15.6-15 DSM-IV Diagnostic Criteriafor Generalized
Anxiety Disorder

History and Compar ative Nosology Like those of other anxiety disorders symptoms of generalized
anxiety disorder have been noted for more than 100 years. Many syndromes considered to be related to
panic disorder (e.g., DaCosta's syndrome or neurocirculatory asthenia) also closely resemble generalized
anxiety disorder. In fact, prior to DSM-I11, panic disorder and generalized anxiety disorder were both
subsumed under the broader category of anxiety neurosis.

The conceptualization of generalized anxiety disorder has changed gradually from DSM-I11 to DSM-IV.
The disorder was originally considered aresidual category in DSM-I11 for anxiety disorders that did not
fulfill criteriafor another disorder. DSM-I11 required only 1-month duration of symptoms, and concerns
arose about the low reliability of the diagnosis. DSM-I111-R increased the duration criterion to 6 months,
placed more emphasis on the symptom of worry, and added alist of 18 symptoms, from which patients
had to exhibit at least 6. DSM-111-R aso removed some of the hierarchical rules that had limited the
diagnosis to individuals who were free of specific disordersin DSM-III. Finally, DSM-IV further
revised the diagnosis. The list of associated symptoms was narrowed from 18 to 6, from which patients
had to exhibit at least 3, and more emphasis was placed on the pervasiveness of the worry. DSM-1V
attempted to integrate the approach to worry across development. While DSM-I11-R possessed the



diagnosis of overanxious disorder for use among children, DSM-1V integrated this DSM-I11-R diagnosis
into generalized anxiety disorder, with some minor threshold differences in making the diagnosisin
children.

|CD-10 includes the diagnosis of generalized anxiety disorder and emphasizes the distinction between
generalized anxiety and panic disorders (Table 15.6-7). While ICD-10 places an emphasis on worry that
iIssimilar to the emphasisin DSM-1V, ICD-10 adopts an approach to the other symptoms of generalized
anxiety disorder that is closer to the approach in DSM-I11-R than that in DSM-IV. For example, in ICD-
10 the diagnosis requires 4 associated symptoms from alist of 22.

Differential Diagnosis Like other anxiety disorders, particularly panic disorder, generalized anxiety
disorder must be differentiated from both medical and psychiatric disorders. Neurological,
endocrinological, metabolic, and medication-related disorders similar to those considered in the
differential diagnosis of panic disorder must be considered in the differential diagnosis of generalized
anxiety disorder. Common co-occurring anxiety disorders must also be considered, including panic
disorder, phobias, OCD, and PTSD. A patient must exhibit the full syndrome of generalized anxiety
disorder that cannot be explained by the presence of such a comorbid anxiety disorder. Diagnosing
generalized anxiety disorder in the presence of such other anxiety disorders requires documenting
anxiety or worry related to circumstances or topics that are either unrelated or only minimally related to
other disorders. Hence, proper diagnosis involves both definitively establishing the diagnosis and
properly diagnosing other anxiety disorders. Patients with generalized anxiety disorder also frequently
develop major depressive disorder; thus this condition must also be recognized and distinguished. Again,
the key feature to making a correct diagnosis is documenting anxiety or worry that is unrelated to the
depressive disorder.

Course The lack of prospective epidemiological studies precludes firm conclusions about the course of
generalized anxiety disorder. Prospective research, even among clinical samples, is aso insufficient. The
most complete data on the course of the disorder derive from retrospective epidemiologically based
studies. These studies suggest that generalized anxiety disorder is a chronic disorder, as most patients
report symptoms for many years prior to assessment. Given the possible biases in such studies, no
definitive statement on the course of the disorder can be made.

Ms. X. was a successful, married, 30-year-old attorney who presented for a psychiatric evaluation
to treat growing symptoms of worry and anxiety. For the preceding 8 months, Ms. X. had noted
increased worry about her job performance. For example, while she had always been a superb
litigator, she increasingly found herself worrying about her ability to win each new case she was
presented. Similarly, while she had always been in outstanding physical condition, she
increasingly worried that her health had begun to deteriorate. Ms. X. noted frequent somatic
symptoms that accompanied her worries. For example, she often felt restless while she worked
and while she commuted to her office, thinking about the upcoming challenges of the day. She
reported feeling increasingly fatigued, irritable, and tense. She noted that she had increasing
difficulty falling asleep at night as she worried about her job performance and impending trials.



SUBSTANCE-INDUCED ANXIETY AND ANXIETY DUE TO A GENERAL
MEDICAL CONDITION

These conditions are characterized by prominent anxiety that arises as the direct result of some
underlying physiological perturbation. Hence, for patients with substance-induced anxiety disorder
(Table 15.6-16), clinically significant symptoms of panic, worry, phobia, or obsessions emergein the
context of prescribed or illicit substance use. For example, both prescribed and illicit sympathomimetic
substances can often produce relatively marked degrees of anxiety. Similarly, for anxiety dueto a
genera medical condition (Table 15.6-17), symptoms develop in the context of an identifiable medical
syndrome. For example, panic attacks have been tied to various medical conditions, including
endocrinologic, cardiac, and respiratory illnesses.

Table 15.6-16 DSM-1V Diagnostic Criteriafor Substance-
Induced Anxiety Disorder
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Thefirst step in identifying anxiety disorder due to a general medical condition or substance-induced
anxiety disorder isto confirm the presence of one or the other complicating factor. Clearly, practitioners
should routinely document the medical and substance use status of all patients. However, the clinician
should be particularly wary when encountering a patient with an unusual symptomeatic presentation. For
example, changes in consciousness or neurological function almost never occur in acute anxiety states
unlessthere is aso an underlying medical component to the syndrome. In patients where thereisa
suspicion of such complicating factors, the presence of substance use or medical problems first must be
definitively confirmed by obtaining the necessary medical history or evaluative procedures. Next, the



clinician must determine that this underlying problem is the cause of the ongoing anxiety symptoms.
While there is no definitive test to establish such a causal relationship, severa factors can help confirm
the diagnosis. These include the timing of the symptoms, the existing literature pertaining to the strength
of the association between anxiety and the potential complicating factor, and signs or symptoms (e.g.,
changes in consciousness) that are atypical for an anxiety disorder. Finally, even more suggestive
evidence can be provided if aleviation of the complicating medical factor produces an amelioration of
the anxiety symptoms.

ANXIETY DISORDER NOT OTHERWISE SPECIFIED

Anxiety represents one of the most common psychiatric symptoms encountered in various settings,
including primary care settings, and it is relatively common to encounter patients who exhibit
impairment from anxiety but who do not meet criteria for one of the specific anxiety disorders. These
patients are appropriately classified as suffering from anxiety disorder not otherwise specified (Table

15.6-18).
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Two clinical features of this disorder must be recognized to properly identify the condition. First, the
anxiety described by the patients must be distressing and interfere with some aspect of functioning.
Second, the anxiety must not be attributable to another psychiatric condition. For example, patients with
generalized anxiety disorder may not initialy report sufficient associated symptoms to meet criteriafor
this condition. However, on further probing such symptoms may be identified. Particularly in patients
with long standing anxiety, it is important to establish that another anxiety disorder does not account for
the complaints. Anxiety concerning an embarrassing medical problem or scenario is another frequently
encountered form of anxiety disorder not otherwise specified. For example, patients who exhibit
excessive concern regarding a dermatological condition might exhibit symptoms of this syndrome.

Perhaps the most consistent research on this condition examines patients with mixed anxiety-depressive
disorder, a condition described in an Appendix of DSM-1V (Table 15.6-19). Patients with mixed anxiety-
depressive disorder exhibit symptoms both of depression and anxiety that do not meet criteriafor
another mood or anxiety disorder. Such patients must show signs of consistent low mood for at least a
month, accompanied by additional symptoms that include prominent worries. Longitudinal studiesfind a




relatively high risk for later mood or anxiety disorders with this condition, particularly major depressive
disorder. Due to the paucity of data on treatment for the condition, clinicians often use approaches that
are effective in other mood or anxiety disorders.

Table 15.6-19 DSM-1V Research Criteriafor Mixed Anxiety-
Depressive Disorder
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Table 15.6-1 DSM-IV Ciriteriafor Panic Attack

Note: A panic attack is not a codable disorder. Code the specific
diagnosis in which the panic attack occurs (e.g., panic disorder with
agoraphobia).

A discrete period of intense fear or discomfort, in which four (or
more) of the following symptoms developed abruptly and reached a
peak within 10 minutes:

(1) palpitations, pounding heart, or accelerated heart rate
(2) sweating
(3) trembling or shaking
(4) sensations of shortness of breath or smothering
(5) feeling of choking
(6) chest pain or discomfort
(7) nausea or abdominal distress
(8) feeling dizzy, unsteady, lightheaded, or faint
(9) derealization (feelings of unreality) or depersonalization (being
detached from oneself)
(10) fear of losing control or going crazy
(11) fear of dying
(12) paresthesias (numbness or tingling sensations)
(13) chills or hot flushes

Reprinted with permission from American Psychiatric Association:
Diagnostic and Statistical Manual of Mental Disorders, ed 4. © American
Psychiatric Association, Washington, DC, 1994,
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Table 15.6-2 DSM-IV Criteriafor Agoraphobia

Note: Agoraphobia is not a codable disorder. Code the specific disor-
der in which the agoraphobia occurs (eg, panic disorder with agora-
phobia or agoraphobia without history of panic disorder).

A. Anxiety about being in places or situations from which escape
might be difficult (or embarrassing) or in which help may not be
available in the event of having an unexpected or situationally
predisposed panic attack or panic-like symptoms. Agoraphaobic
tears typically involve characteristic clusters of situations that in-
¢lude being outside the home alone; being in a crowd or standing
in a line; being on a bridge; and traveling in a bus, train, or
automobile.

Note: Consider the diagnosis of specific phobia if the avoidance
is limited to one or only a few specific situations, or social phobia
if the avoidance is limited to social situations.

B. The situations are avoided (e.g., travel is restricted) or else are
endured with marked distress or with anxiety about having a panic
attack or panic-like symptoms, or require the presence of a com-
panion.

C. The anxiety or phobic avoidance is not better accounted for by
another mental disorder, such as social phobia (e.g., avoidance
limited to social situations because of fear of embarrassment),
specific phobia (e.g., avoidance limited to a single situation like
elevators), obsessive-compulsive disorder (e.g., avoidance of dirnt
in someone with an obsession about contamination), postirau-
matic stress disorder (e.g., avoidance of stimuli associated with
a severe stressor), or separation anxiety disorder (e.g., avoidance
of leaving home or relatives).

Reprinted with permission from American Psychiatric Association:
Diagnostic and Statistical Manual of Mental Disorders, ed 4. © American
Psychiatric Association, Washington, DC, 1994,
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Table 15.6-3 DSM-IV Diagnostic Criteriafor Agoraphobia Without History of Panic Disorder

A. The presence of agoraphobia related to fear of developing panic-
like symptoms (e.g., dizziness or diarrhea).

Criteria have never been met for panic disorder.

C. 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.

D. If an associated general medical condition is present, the fear

described in criterion A is clearly in excess of that usually associ-
ated with the condition.

=

Reprinted with permission from American Psychiatric Association:
Diagnostic and Statistical Manual of Mental Disorders, ed 4. © American
Psychiatric Association, Washington, DC, 1994,
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Table 15.6-4 DSM-IV Diagnostic Criteriafor Panic Disorder With Agoraphobia

A. Both (1) and (2):
(1) recurrent unexpected panic attacks
(2) at least one of the attacks has been followed by 1 month (or
more) of the following:
(a) persistent concern about having additional attacks
(b) worry about the implications of the attack or its conse-
quences (e.g., losing control, having a heart attack, ““going
crazy”)
(c) a significant change in behavior related to the attacks

. The presence of agoraphabia.

The panic attacks are not due to the direct physiological efiects

of a substance (e.g., a drug of abuse, a medication or a general

medical condition (e.g., hyperthyroidism).

D. The panic attacks are not better accounted for by another mental
disorder, such as social phobia (e.g., occurring on exposure to
feared social situations), specific phobia (e.g., on exposure to a
specific phobic situation), obsessive-compulsive disorder (e.g.,
on exposure to dirt in someone with an obsession about contami-
nation), posttraumatic stress disorder (e.g., in response to stimuli
associated with a severe stressor), or separation anxiety disorder
(e.g., in response to being away from home or close relatives).

g"ﬁm
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Table 15.6-5 DSM-IV Diagnostic Criteriafor Panic Disorder Without Agoraphobia

A. Both (11 and (2):
(1) recurrent unexpected panic attacks
(2) at least one of the attacks has been followed by at least 1
month (or more) of the following:
(a) persistent concern about having additional attacks
(b) worry about the implications of the attack or its conse-
quences (e.g., losing control, having a heart attack, “going
crazy”’)
(c) a significant change in behavior related to the attacks

B. Absence of agoraphobia.

C. The panic attacks are not 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).

D. The panic attacks are not better accounted for by another mental
disorder, such as social phobia (e.g., occurring on exposure to
feared social situations), specific phobia (e.g., on exposure to a
specific phobic situation), obsessive-compulsive disorder (e.g.,
on exposure to dirt in someone with an obsession about contami-
nation), postiraumatic stress disorder (e.g., in response to stimuli
associated with a severe stressor), or separation anxiety disorder
(e.g., in response to being away from home or close relatives).

Reprinted with permission from American Psychiatric Association:
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Table 15.6-6 ICD-10 Diagnostic Criteriafor Phobic Anxiety Disorders

Agoraphobia Social phobias
A. There is marked and consistently manifest fear in, or avoidance of, A. Either of the following must be present:

at least two of the following situations:
(1) crowds;
(2) public places;
(3 ':Jr:velinl:; alone;
(4) traveling away from home.

B. At least two symptoms of anxicty in the feared situation must have
been present together, on at least one occasion since the onset of
the disorder, and one of the symptoms must have been from items
(1) to (4) listed below:

Autonomic arousal symptoms
(1) palpitations or pounding heart, or accelerated heart rate;
(2) sweating:
(3) trembling or shaking:
(4) dry mouth (not due 1o medication or dehydration);
Symptoms involving chest and abdomen
(5) difficulty in breathing:
(6) feeling of choking;
(7) chest pain or discomfort;
(8) mausea or abdominal distress (e.g., churning in stomach);
Symptoms involving mental state
{9) feeling dizzy, unsteady, faint, or light-headed;
{10) feelings that objects are unreal (derealization), or that the self
is distant or “not really here” (depersonalization);
(11) fear of losing control, “going crazy,” or passing out;
{12) fear of dying;
General symptoms
113) hot flushes or cold chills;
(14) numbness or tingling sensations.

. Significant emotional distress is caused by the avoidance or by the
anxiety symptoms, and the individual recognizes that these are
excessive or unreasonable.

. Symptoms are restricted to, or predominate in, the feared situations
or contemplation of the feared situations.

. Most commonly used exclusion clause. Fear or avoidance of silua-

tions (criterion A) is not the result of delusions, hallucinations, or
other disorders such as organic mental disorders, schizophrenia
and related disorders, mood [affective] disorders, or obsessive-
compulsive disorder, and is not secondary to cultural beliefs.
The presence or absence of panic disorder in a majority of agora-
phobic situations may be specified by using a fifth character:
Without panic disorder
With panic disorder
Options for rating severity -
Severily in agoraphobia may be rated by indicating the degree of
avoidance, taking into account the specific cultural setting. Severity
in social phobias may be rated by counting the number of panic
attacks.

(1) marked fear of being the focus of atlention, or fear of behaving
in a way that will be embarrassing or humiliating:

12) marked avoidance of being the focus of attention, or of situa.
tions in which there is fear of behaving in an embarrassing or
humiliating way.

These fears are manifested in social situations, such as eating or

speaking in public, encountering known individuals in public, or

entering or enduring small group situations (e.g., parties, meetings,
classrooms).

. Al least two symptoms of anxiety in the feared situation as defined

in agoraphobia, criterion B, must have been manifest at some lime
since the onset of the disorder, topether with at least one of the
following symptoms:

(1) blushing or shaking;

(2) fear of vomiting:

{3) wrgency or fear of micturilion or defecation.

. Significant emotional distress is caused by the symptoms or by the

avoidance, and the individual recognizes that these are excessive
or unrcasonable,

. Symptoms are restricted to, or predominate in, the feared situations

or contemplation of the feared situations.

. Most commonly used exclusion clause. The symploms listed in

criteria A and B are not the result of delusions, hallucinations, or
other disorders such as organic mental disorders, schizophrenia
and related disorders, mood |aifective] disorders, or obsessive-
compulsive disorder, and are not secondary to cultural beliefs.

Specific (isolated) i
A. Either of the following must be present:

(1) marked fear of a specific object or situation not included in
agoraphobia or social phobia;

12) marked avoidance of a specific object or situation not included
in agoraphobia or social phobia,
Among the most common objects and situations are animals,
birds, insects, heights, thunder, flying, small enclosed spaces,
the sight of blood or injury, injections, dentists, and hospitals.

. Symptoms of anxiety in the feared situation as defined in agorapho-

bia, criterion B, must have been manifest at some time since the
onset of the disorder,

. Significant emotional distress is caused by the symptoms or by the

avoidance, and the individual recognizes that these are excessive
or unreasonable.

. Symptoms are restricted to the feared situation or contemplation

the feared siluation.
If desired the specific phobias may be subdivided as follows:
—animal type (e.g., insects, dogs)
—nature-forces type (e.g., storms, water)
—blood, injection, and injury type
—situational type (e.g., elevators, tunnels)
—other type

Other phobic anxiety disorders
Phobic anxiety disorder, unspecified

Reprinted with permission from World Health Organization: The ICD-10 Classification of Mental and Behavioral Disorders: Diagnostic Criteria for Research.
© World Health Organization, Geneva, 1993,
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Table 15.6-7 ICD-10 Diagnostic Criteria for Other Anxiety Disorders

Pamt disorder [episodic paroxysmal anxiety]
. The individual experiences recurrent panic attacks that are not con-
sistently associated with a specific situation or object and that often
occur spontaneously ie, the episodes are unpredictablel. The panic
attacks are not associated with marked exertion or with exposure
to dangerous or life-threatening situations,

B. A panic attack is characterized by all of the following;
(1) it is a discrete episode of intense fear of discomion;
(2) it starts abruptly;
(3) it reaches a maximum within a few minutes and lasts at least
some minutes;
{4) atleast four of the symptoms listed below must be present, one
of which must be from items () to (d):
Autonomic arousal symploms
(a) palpitations or pounding heart, or accelerated heart rate;
{b) sweating;
ic) wembling or shaking;
{d) dry mouth (not due to medication or dehydration);
Symptoms involving chest and abdomen
(e} difficulty in b?ﬁalhing;
{0 feeling of choking;
(g) chest pain or discomfort;
ih) nausea or abdominal distress (e.g., chuming in stomach);
Symptoms involving mental state
(i} feeling dizzy, unsteady, faint, or light-headed;
{j) feelings that objects are unreal (derealization), or that the
self is distant or “not really here” (depersonalization);
(k) fear of losing control, “going crazy,” or passing out;
() fear of dying
General symptoms
{m) hot flushes or cold chills;
in) numbness or tingling sensations.

C. Most commonly used exclusion clause. Panic attacks are not due
to a physical disorder, organic mental disorder, or other mental
disorders, such as schizophrenia and related disorders, mood [af-
fective] disorders, or somatoform disorders.

The range of individual variation in both content and severity is so
great that two grades, moderate and severe, may be specified, if
desired, with a fifth character,

Panic disorder, moderate

Al least four panic attacks in a 4-week period.
Panic disorder, severe
At least four panic attacks per week over a 4-week period.

Generalized anxiety disorder
Note: In children and adolescents the range of complaints by which
the general anxiety is manifest is often more limited than in adults,
and the specific symptoms of autonomic arousal are often less
prominent. For these individuals, an alternative set of criteria is
provided for use in (generalized anxiety disorder of childhood) if
preferred.

A. There must have been a period of at least 6 months with prominent
tension, worry, and feelings of apprehension about everyday events
and problems.

B. At least four of the symploms listed below must be present, at least
one of which must be from ftems (1) to (4

Autonomic arousal symploms

(1) palpitations or pounding heart, or accelerated heart rate;

(21 sweating;

(3) trembling or shaking;

(4) dry mouth (not due to medication or dehydration);
Symptoms involving chest and abdomen

{51 difficulty in breathing;

6) feeling of choking;

(71 chest pain or discomfort;

(8) nausea or abdominal distress (e.g., chuming in stomach);

Symptoms involving mental state

(9) feeling dizzy, unsteady, faint, or light-headed
(10) feelings that objects are unreal (derealization), or that the self
is distant or “not really here” (depersonalization);
{(11) fear of losing control, “poing crazy,” or passing oul;
12} fear of dying;

General s
(13) hot flushes or cold chills;

{14) numbness or tingling sensations;

Symploms of fension
{15) muscle tension or aches and pains;

(16) restlessness and inability to relax;
{17) feeling keyed up, on edge, or mentally tense;
{18) a sensation of a lump in the throat, or difficulty in swallowing:

Other nonspecific symploms
(19) exaggerated response 1o minor surprise or being startled;
(200 difficulty in concentrating, or mind “going blank,” because

of worrying or anxiety;
(21) persistent irritability;
(22) difficulty in getting to sleep because of worrying.

C. The disorder does not meet the criteria for panic disorder, phobic
anxiety disorders, obsessive-compulsive disorder, or hypochon-
driacal disorder.

D. Most commonly used exclusion clause. The anxiety disorder is not
due to a physical disorder, such as hyperthyroidism, an organic
mental disorder, or a psychoactive substance-related disorder, such
as excess consumption of amphetamine-like substances or with-
drawal from benzodiazepines.

Mixed anxiety and depressive disorder
There are so many possible combinations of comparatively mild
symptoms for these disorders that specific criteria are not given,
other than those already in Clinical descriptions and dragnasm
guidelines. It is suggested that researchers wishing to study patients
with these disorders should arrive at their own criteria within the
guidelines, depending upon the setting and purpose of their studies.

Other mixed anxiety disorders

Other specified anxiety disorders

Anxiety disorder, unspecified

nied with permission from World Health Organization: The ICD-10 Classification of Mental and Behavioral Disorders: Diagnostic Criteria for Research,
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Table 15.6-8 DSM-IV Diagnostic Criteriafor Specific Phobia

. Marked and persistent fear that is excessive or unreasonable, cued
by the presence or anticipation of a specific object or situation
(e.g., flying, heights, animals, receiving an injection, seeing
blood).

. Exposure to the phobic stimulus almost invariably provokes an
immediate anxiety response, which may take the form of a situa-
tionally bound or sitvationally predisposed panic attack. Note:
in children, the anxiety may be expressed by crying, tantrums,
freezing, or clinging.

. The person recognizes that the fear is excessive or unreasonable.
Mote: in children, this feature may be absent.

. The phobic situation(s) is avoided, or else endured with intense
anxiety or distress.

. The avoidance, anxious anticipation, or distress in the feared situ-
ation(s) interferes significantly with the person’s normal routine,
occupational (or academic) functioning, or social activities or re-
lationships with others, or there is marked distress about having
the phobia.

. Inindividuals under age 18 years, the duration is at least 6 months.

. The anxiety, panic attacks, or phobic avoidance associated with
the specific object or situation are not better accounted for by
another mental disorder, such as obsessive-compulsive disorder
(e.g., fear of dirt in someone with an obsession about contamina-
tion), posttraumatic stress disorder (e.g., avoidance of stimuli as-
sociated with a severe stressor), separation anxiety disorder (e.g.,
avoidance of school), social phobia (e.g., avoidance of social
situations because of fear of embarrassment), panic disorder with
agoraphobia, or agoraphobia without history of panic disorder.

Specify type:

Animal type

Natural environment type (e.g., heights, storms, and water)

Blood-injection-injury type

Situational type (e.g., planes, elevators, enclosed places)

Other type (e.g., phobic avoidance of situations that may lead
to choking, vomiting, or contracting an illness; in children,
avoidance of loud sounds or costumed characters)

Reprinted with permission from American Psychiatric Association:
Diagnostic and Statistical Manual of Mental Disorders, ed 4. © American
Psychiatric Association, Washington, DC, 1994,
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Table 15.6-9 DSM-IV Diagnostic Criteriafor Social Phobia

A. A marked and persistent fear of one or more social or performance
situations in which the person is exposed to unfamiliar people or
to possible scrutiny by others. The individual fears that he or
she will act in a way (or show anxiety symptoms) that will be
humiliating or embarrassing. Note: in children, there must be
evidence of capacity for age-appropriate social relationships with
familiar people and the anxiety must occur in peer settings, not
just in interactions with adults.

B. Exposure to the feared social situation almost invariably provokes
anxiety, which may take the form of a situationally bound or
situationally predisposed panic attack. Note: In children, the anxi-
ety may be expressed by crying, tantrums, freezing, or shrinking
from social situations with unfamiliar people.

C. The person recognizes that the fear is excessive or unreasonable,
Note: in children, this feature may be absent.

D. The feared social or performance situations are avoided, or else
endured with intense anxiety or distress.

E. The avoidance, anxious anticipation, or distress in the feared so-
cial or performance situation(s) interferes significantly with the
person’s normal routine, occupational (academic) functioning, or
social activities or relationships with others, or there is marked
distress about having the phobia.

F. Inindividuals under age 18 years, the duration is at least 6 months.

G. The fear or avoidance is not due to the direct physiological effects
of a substance (e.g., a drug of abuse, a medication) or a general
medical condition, and is not better accounted for by another
mental disorder (e.g., panic disorder with or without agoraphobia,
separation anxiety disorder, body dysmorphic disorder, a perva-
sive developmental disorder, or schizoid personality disorder).

H. If a general medical condition or other mental disorder is present,
the fear in criterion A is unrelated to it, e.g., the fear is not of
stuttering, trembling in Parkinson's disease, or exhibiting abnor-
mal eating behavior in anorexia nervosa or bulimia nervosa.

Specify if:

Generalized: if the fears include most social situations (also con-
sider the additional diagnosis of avoidant personality disorder).

Reprinted with permission from American Psychiatric Association:
Diagnostic and Statistical Manual of Mental Disorders, ed 4. © American
Psychiatric Association, Washington, DC, 1994,
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Table 15.6-10 DSM-1V Diagnostic Criteriafor Obsessive-Compulsive Disorder

A. Either obsessions or compulsions:

Obsessions as defined by (1), (2), (3), and (4):

(1) recurrent and persistent thoughts, impulses, or images that are
experienced, at some time during the disturbance, as intrusive
and inappropriate and that cause marked anxiety or distress

(2) the thoughts, impulses, or images are not simply excessive
worries about real-life problems

(3) the person attempls to ignore or suppress such thoughts, im-
pulses, or images, or to neutralize them with some other
thought or action

(4) the person recognizes that the obsessional thoughts, impulses,
or images are a product of his or her own mind (not imposed
from without as in thought insertion)

Compulsions as defined by (1) and (2):

(1) repetitive behaviors (e.g., handwashing, ordering, checking)
or mental acts (e.g., praying, counting, repeating words si-
lently) that the person feels driven to perform in response
to .E'In obsession, or according to rules that must be applied
rigidly.

(2) the behaviors or mental acts are aimed at preventing or reduc-
ing distress or preventing some dreaded event or situation;
however, these behaviors or mental acts either are not con-
nected in a realistic way with what they are designed to neu-
tralize or prevent, or are clearly excessive.

B. At some point during the course of the disorder, the person has
recognized that the obsessions or compulsions are excessive or
unreasonable. Note: this does not apply to children.

C. The obsessions or compulsions cause marked distress; are time-
consuming (take more than an hour a day); or significantly inter-
fere with the person’s normal routine, occupational (or academic)
functioning, or usual social activities or relationships.

. It another Axis | disorder is present, the content of the obsessions
or compulsions is not restricted to it (e.g., preoccupation with
food in the presence of an eating di r; hair pulling in the
presence of trichotillomania; concern with appearance in the
presence of body dysmorphic disorder; preoccupation with drugs
in the presence of a substance use disorder; preoccupation with
having a serious illness in the presence of hypochondriasis; preoc-
cupation with sexual urges or fantasies in the presence of a para-
philia; or guilty ruminations in the presence of major depressive
disorder).

E. The disturbance is not due to the direct effects of a substance (e.g.,
a drug of abuse, a medication) or a general medical condition.
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philia; or guilty ruminations in the presence of major depressive
disorder).
E. The disturbance is not due to the direct effects of a substance (e.g.,
a drug of abuse, a medication) or a general medical condition.
Specify if:
* With poor insight: if, for most of the time during the current epi-
sode, the person does not recognize that the obsessions and

compulsions are excessive or unreasonable.

Reprinted with permission from American Psychiatric Association:
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Table 15.6-11 ICD-10 Diagnostic Criteriafor Obsessive-Compulsive Disorder

A. Either ohsessions or compulsions (or both) are present on most
days for a period of at least 2 weeks,

B. Obsessions (thoughts, ideas, or images) and compulsions tacts)
share the following features, all of which must be present:

(1) They are acknowledged as originating in the mind of the pa-
tient and are not imposed by outside persons or influences,

(2) They are repetitive and unpleasant, and at least one obsession
or compulsion that is acknowledged as excessive or unrea-
sonable must be present.

(3) The patient tries to resist them (but resistance to very long-
standing obsessions or compulsions may be minimal). At least
one obsession or compulsion that is unsuccessiully resisted
must be present,

(4) Experiencing the obsessive thought or carrying out the com-
pulsive act is not in itsell pleasurable. (This should be distin-
guished from the temporary relief of tension or anxiety.)

C. The obsessions or compulsions cause distress or interfere with
the patient’s social or individual functioning, usually by wasting
time.

D. Most commonly used exclusion clause. The obsessions or com-

pulsions are not the result of other mental disorders, such as schiz-
ophrenia and related disorders or mood laffective] disorders.

The diagnosis may be further specified by the following four-charac-
ter codes:
Predominantly obsessional thoughts and ruminations
Predominantly compulsive acts [obsessional rituals)
Mixed obsessional thoughts and acts
Other obsessive-com e disorders

Obsessive-compulsive disorder, unspecified
Reprinted with permission from World Health Organization: The ICD-10

Classification of Mental and Behavioral Disorders: Diagnostic Criteria for
Research, © World Health Organization, Geneva, 1993,
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Table 15.6-12 DSM-1V Diagnostic Criteriafor Posttraumatic Stress Disorder

A. The person has been exposed to a traumatic event in which both
of the following were present:

(1) the person experienced, witnessed, or was confronted with
an event or events that involved actual or threatened death
or serious injury, or a threat to the physical integrity of self
or others

(2) the person’s response involved intense fear, helplessness, or
horror, Note: in children, this may be expressed instead by
disorganized or agitated behavior

B. The traumatic event is persistently reexperienced in one (or more)
of the following ways:

(1) recurrent and intrusive distressing recollections of the event,
including images, thoughts, or perceptions. Note: in young
children, repetitive play may occur in which themes or as-
pects of the trauma are expressed

(2) recurrent distressing dreams of the event. Note: in children,
there may be frightening dreams without recognizable con-
tent

(3) acting or feeling as if the traumatic event were recurring (in-
cludes a sense of reliving the experience, illusions, hallucina-
tions, and dissociative flashback episodes, including those
that occur upon awakening or when intoxicated). Note: in
young children, trauma-specific reenactment may occur.

(4) intense psychological distress at exposure to internal or exter-
nal cues that symbolize or resemble an aspect of the traumatic
event

(5) physiologic reactivity on exposure to internal or external cues
that symbolize or resemble an aspect of the traumatic event

C. Persistent avoidance of stimuli associated with the trauma and
numbing of general responsiveness (not present before the
trauma), as indicated by three (or more) of the following:

(1) efforts to avoid thoughts, feelings, or conversations associated
with the trauma

(2) efforts to avoid activities, places, or people that arouse recol-
lections of the trauma

(3) inability to recall an important aspect of the trauma

(4) markedly diminished interest or participation in significant
activities

(5) feeling of detachment or estrangement from others

(6) restricted range of affect (e.g., unable to have loving feelings)

(7) sense of a foreshortened future (e.g., does not expect to have
a career, marriage, children, or a normal life span)

D. Persistent symptoms of increased arousal (not present before the
trauma), as indicated by two (or more) of the following:
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(7) sense of a foreshortened future (e.g., does not expect to have
a career, marriage, children, or a normal life span)
D. Persistent symptoms of increased arousal (not present before the
trauma), as indicated by two (or more) of the following:
(1) difficulty falling or staying asleep
(2) irritability or outbursts of anger
(3) difficulty concentrating
(4) hypervigilance
(5) exaggerated startle response

E. Duration of the disturbance (symptoms in criteria B, C, and D)
is more than 1 month.

F. The disturbance causes clinically significant distress or impair-
ment in social, occupational, or other important areas of func-
tioning.

Specify if:
Acute: if duration of symptoms is less than 3 months
Chronic: if duration of symptoms is 3 months or more
Specify if:
With delayed onset: onset of symptoms at least 6 months after
the stressor

Reprinted with permission from American Psychiatric Association:
Diagnostic and Statistical Manual of Mental Disorders, ed 4. © American
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Table 15.6-13 DSM-1V Diagnostic Criteriafor Acute Stress Disorder

A. The person has been exposed 1o a traumatic event in which both
of the following were present:

(1) the person experienced, witnessed, or was confronted with
an event or events that involved actual or threatened death
or serious injury, or a threat to the physical integrity of self
or others.

(2} The person’s response involved intense fear, helplessness, or
horror

B. Either while experiencing or after experiencing the distressing
event, the individual has three (or more) of the following dissocia-
tive symptoms:

(1) a subjective sense of numbing, detachment, or absence of
emotional responsiveness

(2) a reduction in awareness of his or her surroundings (e.g.,
“being in a daze”)

(3) derealization

(4) depersonalization

(5) dissociative amnesia (e.g., inability to recall an important as-
pect of the trauma)

C. The traumatic event is persistently reexperienced in at least one of
the following ways: recurrent images, thoughts, dreams, illusions,
flashback episodes, or a sense of reliving the experience; or dis-
tress on exposure to reminders of the traumatic event.

D. Marked avoidance of stimuli that arouse recollections of the
trauma (e.g., thoughts, feelings, conversations, activities, places,
people).

E. Marked symptoms of anxiety or increased arousal (e.g., difficulty
sleeping, irritability, poor concentration, hypervigilance, exag-
gerated startle response, and motor restlessness).

F. The disturbance causes clinically significant distress or impair-
ment in social, occupational, or other important areas of function-
ing, impairs the individual’s ability to pursue some necessary
tasks, such as obtaining necessary assistance or mobilizing per-
sonal resources by telling family members about the traumatic
experience.

G. The disturbance lasts for a minimum of 2 days and a maximum
of 4 weeks and occurs within 4 weeks of the traumatic event.

H. Not due to the direct physiological effects of a substance (e.g., a
drug of abuse, a medication) or a general medical condition, is
not better accounted for by brief psychotic disorder, and is not
merely an exacerbation of a preexisting Axis | or Axis Il disorder.

Benrinted with permicsion fram American Povehiatrie Accoeiation:
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not better accounted for by brief psychotic disorder, and is not
merely an exacerbation of a preexisting Axis | or Axis Il disorder.
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Table 15.6-14 1CD-10 Diagnostic Criteriafor Reactions to Severe Stress

Acute stress reaction

A. The patient must have been exposed to an exceptional mental or
physical stressor.

B. Exposure to the stressor is followed by an immediate onset of symp-
toms (within 1 hour).

C. Two groups of symptoms are given: the acule siress reaction is
graded as:

Mild
Only criterion (1) below is fulfilled.
Moderate
Criterion (1) is met, and there are any two symptoms from criterion
(2).
Severe
Either criterion (1) is met, and there are any four symptoms from
criterion (2); or there is dissociative stupor.
(1) Criteria B, C, and D for generalized anxiety disorder are met.
{2) (a) Withdrawal from expected social interaction.
{b) Narrowing of attention.
(c) Apparent disorientation.
(d) Anger or verbal aggression.
(e} Despair or hopelessness.
{f) Inappropriate or purposeless overactivity.
(g) Uncontrollable and excessive grief (judged by local cultural
standards).

D. If the stressor is transient or can be relieved, the symptoms must
begin to diminish after not more than 8 hours. If exposure to the
stressor continues, the symptoms must begin to diminish after not
more than 48 hours.

E. Most commonly used exclusion clause. The reaction must occur

in the absence of any other concurrent mental or behavioral disor-
der in ICD-10 (except generalized anxiety disorder and personality
disorders) and not within 3 months of the end of an episode of any
other mental or behavioral disorder.

Posttraumatic stress disorder
A. The patient must have been exposed 1o a stressful event or situation

(either short- or long-lasting) of exceptionally threatening or cata-
strophic nature, which would be likely to cause pervasive distress
in almost anyone.

. There must be persistent remembering or “reliving” of the siressor

in intrusive “flashbacks,” vivid memories, or recurring dreams or
in experiencing distress when exposed to circumstances resembling
or associated with the stressor.

. The patient must exhibit an actual or preferred avoidance of circum-

stances resembling or associated with the stressor, which was not
present before exposure to the stressor.

. Either of the following must be present:

(1) inability to recall, either partially or completely, some impor-
tant aspects of the period of exposure to the stressor;

(2) persistent symptoms of increased psychological sensitivity and
arousal (not present before exposure to the stressor), shown by
any two of the following:

(a) difficulty in falling or staying asleep;
{b) irritability or outbursts of anger;

(c) difficulty in concentrating;

(d) hypervigilance;

(e) exaggerated startle response.

. Criteria B, C, and D must all be met within & months of the stressful

event or of the end of a period of stress. (For some purposes, onset
delayed more than & months may be included, but this should be
clearly specified.)

inted with

permission from World Health Organization: The ICD-10 Classification of Mental and Behavioural Disorders: Diagnostic Criteria for Research. ©
World Health Organization, Geneva, 1993,
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Table 15.6-15 DSM-1V Diagnostic Criteriafor Generalized Anxiety Disorder

A. Excessive anxiety and worry (apprehensive expectation), occur-
ring more days than not for at least & months, about a number
of events or activities (such as work or school performance).

The person finds it difficult to control the worry.

The anxiety and worry are associated with three (or more) of the

following six symptoms (with at least some symptoms present for

more days than not for the past 6 months). Note: Only one item

is required in children.

(1) restlessness or feeling keyed up or on edge

(2) being easily fatigued

(3) difficulty concentrating or mind going blank

(4) irritability

(3) muscle tension

(6) sleep disturbance (difficulty falling or staying asleep, or rest-
less unsatisfying sleep)

D. The focus of the anxiety and worry is not confined to features of

an Axis | disorder, e.g., the anxiety or worry is not about having

a panic attack (as in panic disorder), being embarrassed in public

(as in social phobia), being contaminated (as in obsessive-com-

pulsive disorder), being away from home or close relatives (as

in separation anxiety disorder), gaining weight (as in anorexia

nervosa), having multiple physical complaints (as in somatization

disorder), or having a serious illness (as in hypochondriasis), and

the anxiety and worry do not occur exclusively during post-trau-

matic stress disorder.

E. The anxiety, worry, or physical symptoms cause clinically signifi-
cant distress or impairment in social, occupational, or other im-
portant areas of functioning,

F. 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 (e.g., hyperthyroidism), and does not occur
exclusively during a mood disorder, psychotic disorder, or a per-
vasive developmental disorder.

N =

Reprinted with permission from American Psychiatric Association:
Diagnostic and Statistical Manual of Mental Disorders, ed 4. © American
Psychiatric Association, Washinglon, DC, 1994,
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Table 15.6-16 DSM-1V Diagnostic Criteriafor Substance-Induced Anxiety Disorder

A. Prominent anxiety, panic attacks, obsessions or compulsions pre-
dominate in the clinical picture.
B. There is evidence from the history, physical examination, or labo-
ratory findings of either (1) or (2):
(1) the symptoms in criterion A developed during, or within 1
month of, substance intoxication or withdrawal
(2) medication use is etiologically related to the disturbance

C. The disturbance is not better accounted for by an anxiety disorder
that is not substance induced. Evidence that the symptoms are
better accounted for by an anxiety disorder that is not substance
induced might include the following: the symptoms precede the
onset of the substance use (or medication use); the symptoms
persist for a substantial period of time (e.g., about a month) after
the cessation of acute withdrawal or severe intoxication or are
substantially in excess of what would be expected given the type
or amount of the substance used or the duration of use; or there
is other evidence suggesting the existence of an independent non-
substance-induced anxiety disorder (e.g., a history of recurrent
non-substance-related episodes).

D. The disturbance does not occur exclusively during the course of
a delirium.

E. The disturbance causes clinically significant distress or impair-
ment in social, occupational, or other important areas of func-
tioning.

Note: This diagnosis should be made instead of a diagnosis of sub-
stance intoxication or substance withdrawal only when the anxiety
symptoms are in excess of those usually associated with the intoxica-

tion or withdrawal syndrome and when the anxiety symptoms
are sufficiently severe to warrant independent clinical attention,

Code [Specific substance]-induced anxiety disorder (alcohol; am-
phetamine {or amphetamine-like substance); caffeine; cannabis;
cocaine; hallucinogen; inhalant; phencyclidine (or phencyclidine-
like substance); sedative, hypnotic, or anxiolytic; other [or un-
known| substance)

Specify if:

With generalized anxiety: if excessive anxiety: if excessive anxiety
or worry about a number of events or activities predominates in
the clinical presentation

With panic attacks: if panic attacks predominate in the clinical
presentation

With obsessive-compulsive symptoms: if obsessions or compul-
sions predominate in the clinical presentation
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presentation

With obsessive-compulsive symptoms: if obsessions or compul-
sions predominate in the clinical presentation

With phobic symptoms: if phobic symptoms predominate in the
clinical presentation

Spﬂ'.'f.f]r if:

With onset during intoxication: if the criteria are met for intoxica-
tion with the substance and the symptoms develop during the
intoxication syndrome

With onset during withdrawal: if criteria are met for withdrawal

from the substance and the symptoms develop during or shortly
after, a withdrawal syndrome

Reprinted with permission from American Psychiatric Association:
Diagnostic and Statistical Manual of Mental Disorders, ed 4. © American
Peychiatric Associalion, Washington, DC, 1994,
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Table 15.6-17 DSM-1V Diagnostic Criteriafor Anxiety Disorder Due to a General Medical Condition

A. Prominent anxiety, panic attacks, or obsessions or compulsions
predominate in the clinical picture.

B. There is evidence from the history, physical examination, or labo-
ratory findings that the disturbance is the direct physiological con-
sequence of a general medical condition.

C. The disturbance is not better accounted for by another mental
disorder (e.g., adjustment disorder with anxiety, in which the
stressor is a serious general medical condition).

D. The disturbance does not occur exclusively during the course of
a delirium.

E. The disturbance causes clinically significant distress or impair-
ment in social, occupational, or other important areas of func-
tioning.

Specify if;

With generalized anxiety: if excessive anxiety or worry about a
number of events of activities predominates in the clinical pre-
sentation

With panic attacks: if panic attacks predominate in the clinical
presentation

With obsessive compulsive symptoms: if obsessions or compul-
sions predominate in the clinical presentation

Reprinted with permission from American Psychiatric Association:
Diagnostic and Statistical Manual of Mental Disorders, ed 4. © American
Psychiatric Association, Washington, DC, 1994,
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Table 15.6-18 DSM-1V Diagnostic Criteriafor Anxiety Disorder Not Otherwise Specified

This category includes disorders with prominent anxiety or phobic
avoidance that do not meet criteria for any specific anxiety, disorder,
adjustment disorder with anxiety, or adjustment disorder with mixed
anxiety and depressed mood. Examples include

1. Mixed anxiety-depressive disorder: clinically significant symp-
toms of anxiety and depression, but the criteria are not met for
either a specific mood disorder or a specific anxiety disorder.

2. Clinically significant social phobic symptoms that are related
to the social impact of having a general medical condition or
mental disorder (e.g., Parkinson’s disease, dermatological con-
ditions, stuttering, anorexia nervosa, body dysmorphic dis-
order).

3. Situations in which the clinician has concluded that an anxiety
disorder is present but is unable to determine whether it is pri-
mary, due to a general medical condition, or substance in-
duced.

Reprinted with permission from American Psychiatric Association:
Diagnostic and Statistical Manual of Mental Disorders, ed 4. © American
Psychiatric Association, Washington, DC, 1994,
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Table 15.6-19 DSM-1V Research Criteriafor Mixed Anxiety-Depressive Disorder

A. Persistent or recurrent dysphoric mood lasting at least 1 month,

B. The dysphoric mood is accompanied by at least 1 month of four
(or more) of the following symptoms:
(1) difficulty concentrating or mind going blank
(2) sleep disturbance (difficulty falling or staying asleep, or rest-
less unsatisfying sleep)
(3) fatigue or low energy
(4) irritability
(5) worry
(6) being easily moved to tears
(7) hypervigilance
(8) anticipating the worst
(9) hopelessness (pervasive pessimism about the future)
(10) low self-esteem or feelings of worthlessness

C. The symptoms cause clinically significant distress or impairment
in social, occupational, or other important areas of functioning.

D. The symptoms are not due to the direct physiological effects of
a substance (e.g., a drug of abuse, a medication) or a general
medical condition.

E. All of the following:

(1) criteria have never been met for major depressive disorder,
dysthymic disorder, panic disorder or generalized anxiety
disorder

(2) criteria are not currently met for any other anxiety or mood
disorder (including an anxiety or mood disorder, in partial
remission)

(3) the symptoms are not better accounted for by any other men-
tal disorder

Reprinted with permission from American Psychiatric Association:
Diagnostic and Statistical Manual of Mental Disorders, ed 4. © American
Psychiatric Association, Washington, DC, 1994,
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