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Much of this information has been adapted from 
Dziegielewski (2014) and DSM-5 (2013). The DMS-5 is often 

quoted for accuracy. Due to the large amount of quoted 
material, quotes should be assumed even if not present. 

 
 



   DSM-I (1952) was psychobiological. 
   DSM-II (1968) was criticized for being  
     unscientific and encouraging negative  
     labeling. 
   DSM-III (1980) claimed to be more  
     scientific. Responded to demand for  
     diagnoses for reimbursement. 
   DSM-III-R (1987) used data from field  
     trials. Many questions on reliability.  
   DSM-IV (1994) included cultural  
     information, diagnostic tests, and 500 field  
     tests. 
   DSM-IV-TR (2000) supplemented diagnoses  
      with additional research studies and field tests. 
   DSM-5 (2013) reorganization of diagnoses, major      
      updates, and clarifications.  In October 2014 the  
      codes changed to the ICD-10 (WHO) codes. 
 



Last year I sent my brother a birthday card 
that was returned to me—they had changed 
the numbers on his street.  Same house, 
same brother, same street, different number. 

 
Last year the numbers changed from DSM 

coding to WHO cording.  Same diagnoses 
(for the most part), same differentials, 
different addresses, numbers.  ICD 11 is in 
the wings but not decided upon; it is 
different. 



   Disease-a known pathological process with  
     an etiology, path, and conclusion. 

 
   Assessment-gathering of data to reach a  
     diagnosis 

 
   Disorder-a less well-defined (compared  
     with disease) collection of symptoms;  “a  
     disadvantage to an organism that  
     interferes or reduces the quality of life     
     span or fitness” (Dziegielewski,  p.  23). 



    Clients give you good information. 
 

    You are able to hear without distracting bias.  
 

    You can recognize when new information is  
      introduced.  
 

    You can record what you are seeing/  
      hearing along with your impressions. 
 
 

    You know the diagnostic categories. Learn the  
      extremes of the diagnosis, the most and  
      intense symptoms and the fewest and least  
      intense symptoms, then clarify the middle. 

 
 



  Problem must interfere with daily functioning. 
 
  Problem must be clearly identified. 

 
  Goals (general) and objectives (measurable)  
    must be given for interventions. 
 
  Assessments for treatment need to be  
    included. 



   Diagnosis alone cannot be used to  
     determine, competence, criminal  
     responsibility, or disability—detailed  
     descriptions of behaviors need to be  
     included. 
 

   An individual who exhibits symptoms  
     but is not impaired in individual, social,  
     or occupational functioning should NOT  
     be given a diagnosis. 
 

   Decisions need to be made about the impact of     
     ethnicity, race, gender,  culture, subculture, and age  
     that may or may not impact the diagnosis. 



  Defining a mental disorder: 
 
   ALWAYS: Presence of previous psychosocial difficulties  
      that are related to medical, trauma, or  
      neurodevelopmental disorder. 
 
 

   ALWAYS: Consider the possible influence of substance  
      use. Get history of substance abuse.  
 

   A family history of similar symptoms/diagnosis. 
 

   Chronic unrelated complains that are not medical. 
• A history of help-rejecting behavior or co-dependency. 
• Lack of concern about behaviors or their consequences. 
• Presence of some reinforcement for problem behavior (secondary 

gain, e.g., gets parent’s attention). 
 

 Cognitive or physical complaints that are more severe  
      than one would expect. 



 

Disorders considerations: 
•   Is it a medical problem, particularly with visual  
     hallucinations? 
•   Is it a substance problem, particularly with visual  
     hallucinations? 
•   Are symptoms occurring  in response to a stressor? 
 
 
 



Physical 

•  Could a physical condition be causing the 
symptoms? 

Substance 

•  Could a perscribed or non-perscribed substance be 
causing the symptoms? 

Mental 
Health 

•  What might be the differential MH 
diagnosis/diagnoses? 

•  Do substance and MH symptoms persist? 



   The client information you 
gather and document lives on 
and on and on . . .  
 

Ethical consideration 
 
 
 
 



Diagnosis 

Establish 
Treatment 

Goals 

Treatment 
Plan 

Do 
Intervention 

Reassessment of  
Diagnosis, Goals, 
Treatment Plan, & 

Intervention 



Axis I:      Clinical disorders 
Axis II:     Personality disorders/mental     
                       retardation 
Axis III:    General medical conditions 
Axis IV:    Psychosocial and environmental  
                       problems 
Axis V:      Global assessment of functioning  
                       (GAF)  



Substance 
Induced 

• Street 
substances 

• Medical 
treatments 

Substance 
Created 

•  Substances 
cause MH issues 

•  Substances 
influence 
predispositions 

Comorbid 

•  Detox unmasks    
MH issue 

•  Self-medicating 
MH issue 

  



 
 

In neurodevelopmental disorders, a failure to meet the 
anticipated developmental performance (e.g., mental, 
emotional, or social) is noted.  

     
     If the cause of the negative behavior is intellectual 

(retardation), emotional, or social (ADHD or autism 
spectrum), then the neurodevelopmental codes are 
used. 

 
In impulse,  oppositional, and conduct disorders, a social 

injunction has been breached.  
 
Rarely would a child be diagnosed with both of these, even 

though the symptoms might be very similar.  



Impulse 
and 

Conduct 
D/O  

o o 

Neurodevelopmental 
D/O 



    Intellectual Developmental Disorder- deficits in reasoning,  
         problem solving, planning, and abstract thinking 

 

    Communication Disorders-deficits in language, speech sound,     
         and  fluency   

•  Language Disorder-difficulties in the acquisition and us of language 

•  Speech-Sound Disorder-knowledge of sounds and mechanics to produce sounds 
•  Childhood Onset Fluency Disorder-stuttering 
•  Social  (Pragmatic) Communication Disorder-difficulty following the rules of social verbal nad 

nonverbal communication 
 

    Autism spectrum-Asperger’s syndrome is now autism spectrum   
       without language or intellectual impairment 

 

    Attention-Deficit/Hyperactivity Disorder-pattern of inattention and/or  
        hyperactivity-impulsivity 
 

    Specific Learning Disorder-difficulty learning and using academic  
        skills 
    Motor Disorders-acquisition and execution of motor skills 

DSM5, pp. 31ff 



   The assessment process and treatments  
     need to be developmentally appropriate. 
 

   Social factors have more impact on  
     them, particularly family systems. 
 

   Be careful with medication applications. 
 

   Consider cultural lenses. 



   Neurocognitive Disorders-are about loss of cognitive abilities not their  
          failure to develop. 
   Communication and Specific Learning Disorders-not necessarily about  
          intellectual issues. 
   Autism Spectrum Disorders-assessment is difficult because of  
          compliance issues. 
 
Comorbidity 
   Often related to mental disorders, cerebral palsy, and epilepsy   
   ADD/ADHD 
   depressive/bipolar disorders 
   anxiety disorders 
   stereotypic movement disorders 



A.  Persistent deficits in social interaction across multiple contexts  
      manifested by current or historic functioning (e.g.,  lack of reciprocity in  
      conversation, abnormal eye contact and other body expressions,  
      difficulty in developing, maintaining, and understanding relationships) 
B.   Restricted or repetitive patterns of behaviors, interests, or activities   
      including 2+ of the following : 
      1.  Stereotypical or repetitive motor movements, use of objects, or  
           speech (echolalia or idiosyncratic phrases) 
      2.  Insistence on sameness, inflexible adherence to routine, or ritualized  
           patterns in food, routes, or processes. 
      3.  Highly restricted, fixated interests that are abnormal in intensity (e.g.,  
           preoccupation or perseveration). 
      4.  Hyper- or hypo-reactivity to sensory input or unusual interest in  
           sensory aspects of the environment (e.g., smelling, touching,  
           fascinated with lights or movement) 
C.  Symptoms are present in early developmental period (but may not be   
      apparent until later). 
D.  Clinical impairment in social, occupational, or other important areas. 
E.  Disturbances are not better explained by intellectual or global 

developmental delay. 



A.   Either 1 or 2  
 1.  6 or more Inattention issues for at least 6 months (7 in adolescents and  
          adults): 
  a.  Fails to give close attention to details; careless mistakes 
      b.  Difficulty sustaining attention in tasks or play 
  c.  Often does not seem to listen when spoken to directly 
  d.  Does not follow through on instructions and fails to finish school  
   work, chores, or duties  (not oppositional) 
  e.  Difficulty organizing tasks and activities 
  f.   Avoids, dislikes, or is reluctant to engage in tasks that require  
   mental effort 
  g.  Loses things necessary for tasks or activities 
  h.  Easily distracted by extraneous stimuli 
  i.   Forgetful in daily activities 



   Adhere to daily medication monitored  
     by parents. 
   Parents and teachers will develop a  
     system for immediately alerting client  
     of impulsive or off-task behaviors. 
   Develop consequences for non-compliance. 
   Apply verbal praise and encouragement. 
   Increase clients’ frequency of positive self- 
     statements/rational disputes and corrections  
   Clients will identify things that they do well. 



Oppositional defiant disorder-negative mood, hostility, and defiance 
are different from distractibility, forgetting, or avoiding demanding tasks.  

Intermittent explosive disorder-has an aggressive quality and can 
work without getting distracted. Rare in childhood. 

Reactive attachment disorder-may show social inhibition but is not 
interested in relationships compared with ADHD. 

Anxiety disorders-inattention is not the search for novel or 
preoccupation with something but due to worry or rumination. 

Depressive disorders-cannot concentrate but (like anxiety) involves 
intrusive thoughts  

Bipolar disorders-is rare in preadolescents; mood does not change 
Disruptive mood dysregulation disorder-distraction and impulsivity 

are minor issues 
Personality disorders-of narcissistic and borderline PD have fear of 

abandonment, self-injury, and extreme ambivalence as features.   
Psychotic disorders-cannot co-exist with ADHD. One or the other. 

 



F91.3  Oppositional Defiant Disorder (ODD) 
F63.81 Intermittent Explosive Disorder Conduct 

Disorder (CD) 
F91.1  Childhood-onset type 
F91.2  Adolescent-onset type 
F91.9  Unspecified onset 
F63.81 Intermittent Explosive Disorders 
F63.1  Pyromania 
F63.2  Kleptomania 
F91.8  Other Specified and F91.9 Unspecified 

Disruptive, Impulse-Control, and Conduct Disorder 

DSM5, pp. 461ff 



Other Symptoms: 
 

Failure to consider consequences of 
actions, taking inappropriate risks, and 
engaging in thrill-seeking behavior. 

 

Little or no remorse for past misbehavior. 
 

Lack of sensitivity to the thoughts, feelings, 
and needs of other people. 

 



   Where does the problem originate? 
 

   Is the child’ problem a reaction to a  
     specific and identifiable stressor? 
 

   What are the basic areas affected and  
     impaired by the problem? 
 

   Do the symptoms interfere with  
     functioning, and are they reflective of  
     long-standing difficulties? 



Students with CD show lower intelligence, lower achievement,   
  and poor school adjustment. 
Reading difficulties are prominent. 
Overlap with ADHD (comorbidity):  display more severe 

symptoms  
More likely to have fathers who display antisocial  

psychopathology. 
Relatives of CD students are likely to be depressed. 
Poor relationships with teachers and peers. 
 
Onset prior to age 10 has poorer prognosis (childhood onset). 
More common in males. 
At 18 CD is often changed to antisocial personality disorder 

but can be retained through the 20s. 
Not all children with CD will later be diagnosed with antisocial  
 personality disorders.  
 

 



The client will demonstrate: 
  performance as a responsible member of a  
     family,  school, community or compliance with rules  
    and expectations at home, school, and community; 
    the elimination of  illegal and antisocial behaviors.  
  sensitivity to the feelings and rights of others; no  
    acts of violence and cruelty toward animals and  
    people. 
  respect for others and their possessions; no    
    destruction or theft of property of others. 
  improvement in impulse control. 
  work to resolve core conflicts that contribute to  
    conduct issues. 
                            See Dziegielewski, 2010,  pp. 167-171 
                                                       for more interventions.      

 



A.  Deliberate and purposeful fire setting on 1+ occasions 
B.  Tension or affective arousal before the act. 
C.  Fascination with, interest in, curiosity about, or  
      attraction to fire and its situational contexts (e.g.,  
      paraphernalia, uses, consequences) 
D.  Pleasure, gratification, or relief when setting fires or  
      when witnessing or participating in their aftermath. 
E.  Not done for monetary gain, sociopolitical ideology, to  
     concern criminal concerns, to express anger or  
     vengeance, to improve one’s living circumstances, in  
     response to a delusion/hallucination, or as a result of  
     impaired judgment. 
F.   Fires are not better explained by conduct disorder, a manic 

disorder, or antisocial PD. 



A.  Recurrent failure to resist impulses to steal objects  
      that are not needed for personal use or for the  
      monetary value. 
 

B.   Tension or affective arousal before the act. 
 

C.  Pleasure, gratification , or relief immediately before  
      committing the theft. 
 

D.  Not done to express anger or vengeance and is not in 
      response to a delusion/hallucination. 
 

E.  Stealing are not better explained by conduct disorder,  
     a manic disorder, or antisocial PD. 
 
 
 



In schizophrenia spectrum and psychotic 
disorders, a deficit in addressing reality occurs; 
whereas, bipolar D/Os introduce mood 
disorders, which can have psychotic extremes. 
The affect in schizophrenia/psychosis is usually 
flat; bipolar is anything but flat.  If altered reality 
episodes come with changes in mood, the 
question is:  Are the reality distortions causing 
the moods (schizoaffective D/O) or are the mood 
changes so extreme as to depart from reality 
(bipolar I)? If the moods are a lifestyle rather 
than episodes, then cyclothmic personality 
disorder is probably the better diagnosis—and 
probably do not have psychotic (non-reality) 
issues  



Schizophrenia/ 
Psychotic D/O 

Depression 
D/O 

       Bipolar    
       D/O 

Schizophrenia D/O with 
Depressive Features 

Schizoaffective 
Disorder 

Depressive Disorder 
with Psychotic Features 

Bipolar I Disorder 
Bipolar II Disorder 

Cyclothmic Disorder 

Bipolar Disorder with 
Psychotic Features 

Schizophrenia D/O with 
Bipolar Features 



F22      Delusional Disorder- 1+ delusion of 1+ months and 
schizophrenia have not been met 

F23      Brief Psychotic Disorder- 1+ of delusions, hallucinations, or 
disorganized speech and possibly grossly disorganized or 
catatonic behavior 

F20.81  Schizophreniform Disorder-2+ for significant time over 1 
month including: delusions, hallucinations, or disorganized 
speech and possibly grossly disorganized or catatonic behavior 
or diminished emotion 

F20.9  Schizophrenia- 2+ for significant time during 1 month 
including: 2+ for significant time over 1 month and persists for 6+ 
including: delusions, hallucinations, or disorganized speech and 
possibly grossly disorganized or catatonic behavior or 
diminished emotion  

F25.x  Schizoaffective Disorder-major mood episode and Criterion 
A of schizophrenia 

F06.1  Catatonia Associated with Another Mental Disorder 

DSM5, pp. 87ff 



   A-Pathy/Avolition 

   A-Logia 

      Affect flattening  
(A-Nhedonia) 

   A-Ttention impairment 
   A-Sociality 

 
(adapted from Robinson, 1998, p. 50) 



No cure exists. 
Hallucinations, delusions, bizarre or 

inappropriate behavior. Visual 
hallucinations are less frequent than 
auditory.  Seek organic cause with non-
auditory. 

Often appear as a thought disorder: poor 
reality testing, social isolation, poor self-
image, problems relating with family, and 
problems at work. 



   First onset is usually late adolescence  (15+)or  
      early adulthood. A little later for females (20-40). 
 

   Early onset schizophrenia (COS) presents  
      at 12 or younger and is rare and more difficult. 
 

   Always seek a physical examination. 
 

   Symptoms overlap with other diagnoses,  
      particularly mood disorders. 
 

   Connection between schizophrenia and  
      the neurochemical dopamine. 
 

   A genetic issue seems to be involved. 
 

   A hostile family environment, nonsupportive  
      or over-controlling, will create relapses. 
 



Antipsychotic (Neuroleptic) Drugs: 
• Chlorpromaine/Thorazine 
• Thioridazine/Mellaril 
• Trifluoperazine/Stelazine 
• Phenazine/Haldol 
• Loxapine/Loxitane 
• Thiothixene/Navane 

 
Some Anti-Parkinson (EPS) Medications: 

• Benzotripine/Cogentin 
• Biperiden/Akineton 
• Trihexyphenidyl/Artane 
• Diphenhydramine/Benadryl 

 
 
 
 



   Have been separated from depressive  
     disorders. 
   Seem to be a bridge between  
     schizophrenia spectrum/psychotic  
     disorders and depressive disorders.  
   Similar classes of symptoms, family  
     history, and genetics.  
 

DSM5, pp. 123ff 





F unctioning is severely impaired 
A ctivities pursued to painful consequences 
S ubstance-related disorders excluded 
T alkative—both rate and amount are increased 
 
D istractibility 
I   deas racing (flight of ideas) 
G randiose 
G oal-directed activity is increased 
E  levated or Expansive mood (can be irritable) 
R  ule out general medical conditions 
S  leep requirement is lessened 
 

(Robinson, 1998, p.  63) 



manic episode (at least 1 week)-leads to 
impairment 

  elevated mood, expansive, irritable  + 
  (at least 3 of): goal-related activities, agitation, distractibility, pressured 

speech, flight of ideas, decreased need for sleep, grandiosity.  
  spending, sexing 
 
hypomanic episode-(4 days, not 1 week) not lead 

to impairment but diminish functioning 
  similar to manic 
 
 
mixed episode-(1 week) 
  alternating moods of sadness, irritability, euphoria 
  meet criteria for depression and manic episodes 



   Cyclothymic disorder has numerous cycles  
         of hypomania and depression.  
   Bipolar II if no past episodes of mania 
   Schizophrenia spectrum/psychotic disorders  
         have psychotic symptoms and lack mood  
         symptoms. 
   GAD, panic disorder, PTSD, or other  
       anxiety disorders 
   Substance/medication induced mania 
   ADHD 
   Personality Disorders 
 
Can be comorbid with anxiety disorders and eating 

disorders.  



Non-compliance with medication is directly 
related to how clients perceive taking 
medication, the social stigma of the diagnosis, 
and the side-effects of the medication. 

 
Not taking the medication allow people to feel 

like they have taken a stimulant like cocaine 
or amphetamine.  Taking the medication 
makes them feel normal.  



1.  Learn to diagnose hypomania and mania prior to   
     client taking medications. 
2.  Use genetic component to normalize the use of   
     medication and reduce moralization. 
3.  Therapy involves treating the specific episode while  
     maintaining overall treatment goals. 
4.  Medications are important for bipolar disorder. 
5.  Helping the client understand the disorder is  
     important.  
6.  Counselors should work closely with prescribing  
     physicians. 
7.  Life events, coping skills, and family issues may play a  
     part in mood episodes. 
8.  Cognitive therapy can help clients to understand  
     aspects of manic and depressive episodes. 



    When depression occurs in children, it is  
      almost always related to agitation and     
      irritable mood rather than sad mood. 
 

    Lithium and depakote are used with  
      children but are used with caution for the  
      manic features. 
 

    Traditional antidepressants, e.g., Prozac,  
    Paxil, Celexa, Welbutrin, are used with  
      children but are used with caution.  
 

    Counseling and medication work better  
      together than alone. 
 
 



In mood disorders, a person may just be 
depressed or have times of depression 
and high energy (mania; called bipolar I 
(more severe) or bipolar II).  Depression 
is frequently connected to anxiety: it can 
be just depression by itself, it can be 
comorbid with anxiety (treating one, 
treats the other; notice the same meds 
are often used for both), anxiety can 
become depressing, and anxiety can be 
free-standing.  

 



              
ANXIETY 

         with Depression 

 
 
BIPOLAR 
Mania + Depression 

 

 

 

 
DEPRESSION 

with Anxiety 

    



    F32.x Major Depressive  
       Disorders (2 weeks) 
 

    F34.1 Persistent Depressive  
       Disorder (Dysthymia)-at least 2 years in adults; 1  
           year in adolescents) 
 

    F34.8 Disruptive Mood  
       Dysregulation Disorder   
 

    N94.3 Premenstrual Dysphoric  
        Disorder 
 

    Substance/Medication-Induced  
       Depressive Disorder 

DSM5, pp. 155ff 



   Grief has a predominant affect of emptiness and loss,  
       while depression is persistent depressed mood and  
       inability to anticipate happiness or pleasure. 
 
   Grief may be accompanied by positive emotions and  
      humor that are uncharacteristic of the pervasive  
      unhappiness and misery characteristic of MDE. 
 
   Grief centers on a preoccupation with the deceased  
      while MDE often is self-critical and ruminates on  
      worthlessness and self-loathing.  
 
   Grief might consider joining the deceased: whereas,  
      depression would consider death to end the suffering  
      or to eliminate one’s worthless life. 
 
   Do not consider depression for at lest 2 months and maybe  
      even a year or two. 



   Higher risk of depression occurs  in families  
     where a relative also has the disorder. 

 
   Stress-related events can cause 50% of all  
    depression in early life and increase the risk  
    for the development in later life. 
 
   Traumatic events can increase the risk the  
     major depressive disorder or post-traumatic     
     stress disorder. 
 
 



T  remors 
H  eadaches 
E  euphoria—can induce manic episodes 
 
N  evousness—agitation, dizziness,  restlessness, 

insomonia 
E  ndocrine—SIADH and gatactorrhea have been 

reported 
W eight change (often loss; chronic use may cause 

weight gain 
 
A  norgansmia and other sexual side effects 
G  astrointestinal upset  
E   xcretions; sweating and rhinitis 
 

(Robinson, 1998, p. 132) 



E- words 
 
 
 
D-words 



E- words: energized, elevated, elated, 
entertaining, exalted, extreme, expansive, 
extraordinary, ecstatic, effervescent, 
excited, effusive, ebullient 

 

D-words: down, dejected, despondent, 
demoralized, dysphoric, despairing, dour, 
dispirited, drained, doleful, downcast, 
down-in-the-dumps, desperate, defeated, 
dreary,  disappointed, disillusioned, 
dissatisfied disaffected, disconsolate, 
downhearted 

 

(Robinson, 1998, p. 67) 



Panic Attack-(Not a codable disorder) palpitations, sweating, 
trembling or shaking sensations of shortness of breath, chest pain or 
discomfort, abdominal pain, nausea, dizziness, lightheadedness, 
paresthesias, chills or hot flashes. Cognitive: smothered or choked, 
derealization, depersonalization, fear of losing control or going crazy, and 
fear of dying. 

 
F93.0  Separation Anxiety 
F94.0  Selective Mutism 
Specific Phobias 
Social Anxiety Disorder (Social Phobia) 
Panic Disorder (and Specifiers) 
Agoraphobia 
Generalized Anxiety Disorder 
Substance/Medication-Induced Anxiety Disorder 
Anxiety Disorder Due to Medical Condition 
Other Specified Anxiety Disorder 
Unspecified Anxiety Disorder 
 
 
 
 

DSM5, pp. 461ff 



Differ from developmentally normal responses and 
stress-induced in that they are more intense out of 
proportion and last long (than roughly 6 months).  
Typically begin in childhood and 2:1 female to 
male occurrence rate. 

 
Fear is the emotional response to real or 

perceived imminent threat. 
 
Anxiety is anticipation of future threat. 
 
Panic attacks are a particular type of fear 

response.  Can occur with other 
diagnoses.  



   Childhood and adolescent onset occurs;  onset continues  
       into young adulthood. Mean age is 18-19.  
 

    Family history of mood or anxiety disorders suggests      
       predisposition for.  
 
 

    Transient tachycardia, moderate elevation of systolic blood  
       pressure, or mitral valve prolapse and thyroid disease  
       might be involved. 
 

    Dysfunctions in the amygdala and frontal stiatal lobe.  
       Exaggerated reactivity of the amygdala to facial expression. 
 
 

    In some cultures panic attacks occurs with witchcraft or magic.  
       Emigrants from  areas with social unrest are more at-risk. 
  
    Comorbidity with Major Depression Disorder over 50% of  
       the time. 
 

    Meta-cognitions are related to anxiety;  involve the processing of  
        emotional and situational states that provide for individual’s trust  
        and  safety. Impairment  in medial prefrontalcortex. 



T  rembling 
H  ot flashes 
I   ncreased heart rate 
S   weating 
 
I   nspiration—intake of air feels obstructed, choking 
S  mothering, Shortness of breath  
N’umbness or tingling in the limbs (paresthesias) 
T  ightness in the chest 
 
F  ear of losing control, going crazy, or dying 
U  nreal sense of self (depersonalization) or the 

environment (derealization) 
N  ausea or abdominal distress 
 

(Robinson, 1998, p. 69)          



F40.218  Animal (e.g., spiders, insects, dogs) 

F40.228  Natural environment (e.g., heights, storms, water) 

F40.23x  Blood-injection-injury (e.g., needles, invasive medical  
                          procedures) 

F40.248  Situational (e.g., airplanes, elevators, enclosed places) 

F40.298  Other  (e.g., situations that may lead to choking or   
                          vomiting;  in children, loud sounds or costumed  
                          characters) 
 



  The person finds it difficult to control worry. 
  
  3+ of the following: 

 1.  restlessness or feeling keyed up or on edge 
 2.  begin easily fatigued   
 3.  difficulty concentrating or mind going blank 
 4.  irritability 
 5.  muscle tension 
 6.  sleep disturbance, i.e., difficulty falling or staying asleep, or restless  
         unsatisfying sleep. 

 

  If another disorder is present, the content of the anxiety is  
  not restricted to Panic Attack (Panic Attack Disorder),  public  
     embarrassment (Social Phobia), preoccupation with gaining  
     weight (Eating Disorder) that do not occur in GAD. 

 



Replace ritualized or avoidance behavior with: 
•  Identify trigger stimuli and situations 
•  Desensitize with deep breathing and relaxation 
•  Rating of anxiety from 0-10 (pre-and-post) 
•  Healthier ritual; disputing self-talk (CBT) 
•  Self-regulation (S-REF model):  selective attention  
    attention switching 
•  Education around related issues 
 

Medication 
 

Education to family and/or friends 
 
 
 
 



Anxiety is at the core of several disorders—and 
maybe personality formation itself.  What are the 
dominant symptoms that are being presented:  if 
it is the emotions (anxiety spectrum D/O), then 
they need to be treated; if it is the thoughts and 
behaviors to overcome the anxiety (OC spectrum 
D/O), then they need to be treated; if the 
emotions and/or thoughts and behaviors are 
caused by trauma (trauma-related D/O or 
dissociation spectrum D/O, then they need 
special treatment; and if the anxiety focuses on 
the body or bodily functions, then the treatment 
should focus on the body issue(s)? 

 



• Dx & Tx 
Threatening 
Events 

• Dx & Tx of 
the Specific 
Body Issue 

• Dx & Tx the 
Thoughts & 
Behaviors 

• Dx & Tx the 
Emotions 

Anxiety 
Disorders 

 
OCD 

 

      
  Trauma- 

related 
   Disorders 

Body 
Issues 



  Obsessive-Compulsive Disorder (OCD) 
   Body Dysmorphic Disorder 
   Hoarding Disorder 
   Trichotillomania (hair pulling disorder) 
   Excoriation (skin-picking) Disorder 
   Substance/medication-induced Disorder 
   OCD due to Another Medical Condition 
   Other Specified OCD and Related Disorder 
   Unspecified OCD and Related Disorder 
 

DSM5, pp. 235ff 



   Muscle dysmorphia is a type of body  
       dysmorphic  disorder exclusively occurring  
     in males that consists of a preoccupation with  
       the idea that one’s body is too small or  
     insufficiently lean  or muscular. Majority are  
       involved in diet,  exercise, and/or lift  
       weights—possibly to excess.  Could include  
       skin and hair; could  lead to anabolic- 
       androgenic steroid use. 
 



Major depressive disorder is most typical  
       comorbid with onset after BDD. 
  Social anxiety disorder is most common  
       anxiety disorder. 
  OCD 
  Substance-related disorders 
 



Persistent difficulties discarding (any form) or parting with possessions, 
regardless of their actual value.  Saving of things is intentional and clutter 
living space to prevent intended usage. Third party intervention does not 
change the diagnosis.  Must cause significant impairment in social, 
occupational, or other important areas of functioning.  

 
  Indecisiveness, perfectionism, avoidance,  procrastination, 

difficulty planning and organizing tasks. 
  Can create unsanitary conditions. 
  Animal hoarding involves accumulation of a large number of 

animals and failure to provide minimal care creating 
deteriorating conditions for animals and environment.  

  3Xs more likely in older (55-94) than younger adults (34-44). 
  50% report a relative who hoards. 



   75% of individuals with hoarding  
        disorder have mood or anxiety disorders. 
   Major depressive disorders, social anxiety  
        disorder, and generalized anxiety  
        disorder are the typical co-diagnoses.  
   20% also met criteria for OCD.  
   These may cause the referral and the  
        hoarding be unreported. 



Substance/Medication-Induced Obsessive-
Compulsive and Related Disorder & 
Obsessive-Compulsive and Related 
Disorder Due to Another Medical Condition  

 
Specifier added: “with obsessive-compulsive 

symptoms”  
 
 

   o Used for anxiety disorders due to a general 
medical condition and substance-induced 
anxiety disorders  

 
 

   o Acknowledges that that substances, 
medications, and medical conditions can 
include symptoms  

 



Replace ritualized or avoidance behavior with: 
•  Identify trigger stimuli and situations 
•  Desensitize with deep breathing and relaxation 
•  Rating of distress from 0-10 (pre-and-post) 
•  Healthier ritual; disputing self-talk (CBT) 
•  Self-regulation (S-REF model):  selective attention  
    attention switching 
•  Education around related issues 
 

Medication 
 

Education to family and/or friends 
 
 
 
 



F94.1    Reactive Attachment Disorder.  
 
F94.2    Disinhibited Social Engagement Disorder 
 
F43.10  Posttraumatic Stress Disorder 
 
F43.0  Acute Stress Disorder  
 
F43.2    Adjustment Disorders 
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1. Directly experiencing the event (same) 
2. Witnessing in person the event as it occurred to others (especially with 

caregivers) 
3.  Learning of a violent or accidental event that happened to family/friend. 

(same) 
4.  Repeated or extreme exposure to aversive details of trauma (not apply to 

media exposure). (same) 
 

B.  1+ intrusion symptoms associated with the event: 
1. Recurrent, involuntary, and intrusive distressing memories. (May be  non-stressful 

reenactments) 
2. Recurrent distressing dreams with content and/or affect are related to the 

traumatic event. (In children content may be obscure) 
4. Intense or prolonged psychological distress at exposure to internal or 

external cues that symbolize the event. 
5. Marked physiological reaction to  internal/external cues. 
6. (Children may dissociate on a continuum from complete loss of awareness to normal play.) 

 
 
 



C.  Persistent avoidance  of stimuli associated with the traumatic event—
beginning after the event occurred as evidenced by the following:     

1. Avoidance or efforts to avoid distressing memories, thoughts, or 
        feelings about or closely associated with the event. (same) 
2. Avoidance of or efforts to avoid distressing memories, thoughts, or feeling 

about people, places, conversations, activities, objects, or situations that 
arouse distressing memories, thoughts, or feelings about the event. (same) 

 

D.  Negative alterations in cognition and mood associated with the event as 
evidenced by 2+ of the following: 

1. Inability to remember an important aspect of the traumatic event (typically 
due to dissociative amnesia and not other factors).  

2.  Persistent and exaggerated negative beliefs or expectations about ones self 
(e.g., “I am bad” or “No one can be trusted.”) (same) 

3. Persistent, distorted cognitions about the cause or consequences of the event  
4. Persistent negative emotional state (e.g., fear, horror, anger, guilt, or shame). 
5. Feelings of detachment or estrangement from others. (Socially withdrawn from 

others) 
6. Persistent inability to experience positive emotions (e.g., happiness, 

satisfaction, or loving feelings). (same) 
7. (Marked diminished interest or participation in significant activities including play.) 

 



E.   Marked alterations in arousal and reactivity associated with the event 
beginning and worsening after the event as evidenced by 2+: 

1. Irritable behavior and angry outburst with little or no provocation as 
verbal or physical aggression toward people or objects.  (same and temper 
tantrums) 

2. Reckless or self-destructive behavior.   
3. Hypervigilance. (same) 

4. Exaggerated startle response. (same) 

5. Problems with concentration. (same) 

6. Sleep disturbance (same)  

 
F.    1+ month of B, C, D, and E (same) 

 
G.   Significant impairment in social, occupational, or other important area of 

functioning.  (with parents, caregivers, and/or school personnel) 

 
H.    Not attributable to substance/medication (same) 



With dissociative symptoms if symptom’s meet the criteria for 
PTSD, and in response to the stressor, one of the following 
symptoms  occurs but not be related to a physiological effect 
(same) : 

 

1. Depersonalization-persistent and recurrent feelings of being 
an observer of one’s mental processes or body (e.g.,  in a 
dream, unreality of self, or time moving slowly). (same) 

 
2. Derealization-persistent and recurrent feelings of unreality  
      of surroundings (e.g., the world is distant, distorted, or 

dreamlike). (same) 
 

Specify if with delayed expression-full diagnostic criteria are no  
met until 6+ months after the event. (same) 

 
 



   Pretraumatic 
•  Tempermental- emotional issues prior to age 6 and mental disorders (e.g., panic   
      depressive, OC disorders) 
•  Environmental-lower SES, education, adversity, IQ; cultural characteristics;   
      minority/ethnic status;  family psychiatric. 
•  Genetic/physiological-female and younger age;  genotypes. 

   Peritraumatic 
•   Severity, perceived life threat, personal injury, trauma by caregiver, 
•   Military-perpetrator, witness, killing enemy 
•   Dissociation during and after event 

   Posttraumatic 
•   Tempermental-negative appraisal, inappropriate coping strategies,  acute stress  
       disorder.  
•  Environmental-repeated upsetting reminders, adverse life events, financial or  
       other  losses, and social support. (Family stability moderates outcome after  
        trauma.) 



   Adjustment Disorders-PTSD response to stressor that does  
        not meet PTSD standards. 
   Other posttraumatic disorders 
   Acute stress disorder-3 days to 1 month 
   Anxiety and OC disorders-OCD has reoccurring intrusive  
        thoughts; separation anxiety do not have a traumatic event. 
   Major depressive disorder-irritability w/o other issues 
   Personality disorders-have relationship issues w/o other  
   Dissociative disorders-can occur w/o trauma 
   Conversion disorder-somatic symptoms w/o trauma 
   Psychotic disorder-flashbacks must be distinguished from  
         illusions/hallucinations. 
   Traumatic brain injury 



   80% more likely to have another  
         diagnosis than non-PTSD. 
   Substance abuse is more common in  
         males with PTSD than females.   
   PTSD is different when adults have  
         oppositional defiant or separation  
         anxiety issues. 
   Major neurocognitive disorders 



  [same as PTSD; just does not last as long] 
   May engage in catastrophic thoughts  
        and  extremely negative thoughts  
        about their role in the event.  
   Interpret event symptoms negatively  
        (e.g.,  flashbacks and numbing may be  
        viewed as diminished mental capacity). 
   Display chaotic or impulsive behavior. 
   When grieving, ASD includes acute grief  
        reaction. 
   May include somatic issues like dizziness,  
        shortness of breath, and heat sensations. 
   (Children may display separation anxiety.) 



   Adjustment disorder-stressor is not life-threatening  
        or other extreme event. 
   Panic disorders-common with acute stress; panic  
        attacks must be unexpected and anxiety about  
        future attacks or maladaptive changes in behavior. 
   Dissociative disorders-symptoms is absence of   
        necessary stressor. 
   PTSD-1 month of symptoms while ASD is less than 1  
        month 
   OCD-symptoms are not related to a traumatic event. 
   Psychotic disorders-hallucinations/illusions are not  
        trauma related. 
   Traumatic brain injury-may present like ASD. 



   Common occurrences (e.g., relationship  
       break-up,  business or marital problems,  
       becoming a parent, retiring) 
   After the death of a loved-one, it could be  
       different from bereavement when  
       intensity, quality, and persistence  
       exceeds cultural, religious, age- 
       appropriate norms. Persistent complex  
       bereavement disorder. 



Major depressive disorder- if symptoms meet, use major 
depressive  

Posttraumatic Stress Disorder and Acute Stress Disorder-
have a psychosocial stressor, but that stressor is more 
intense (life threatening) than Adjustment Disorders  

Personality disorders-have a life-time rather than event 
quality to them. Stressors exacerbate symptoms. 

Bereavement-is usually diagnosed when the response is 
to the death of a family member. 

Psychological factors affecting other medical conditions- 
    can precipitate, exacerbate, and create risk for 

medical conditions. Adjustment disorder can occur 
when a person has a medical a medical condition. 

Normative stress reactions-when bad things happen, 
people get upset. Not adjustment disorder. 



Address behavior by: 
•  Identifying challenging stimuli and situations.  
•  Enacting  appropriate mood, anxiety,  vocational,    
    and relational treatments.  
•  Disputing negative self-talk (CBT) 
•  Education around related issues 
 

Medication 
 

Education to family and/or friends 



F44.81 Dissociative Identity Disorder (DID)-(formerly Multiple Personality 
Disorder) characterized by the presence of 2 or more distinct identities or 
personality states that recurrently take control of  the individual’s 
behavior accompanied by an inability to recall important personal 
information.  Might  seem like possession. 

 
F44.0 Dissociative Amnesia-inability to recall important autobiographical 

information that 1) should be stored in memory and 2) should ordinarily 
be remembered; usually after traumatic or stressful event; more than 
ordinary forgetfulness. 

 
F48.1 Depersonalization/Derealization Disorder-a feeling of unreality or 

detachment from or unfamiliarity with one’s whole self or aspects of the 
self or the world. 

 
F44.89 Specified or F44.9 Unspecified Dissociative Disorders-coding for 

disorders where the predominant  feature is a dissociative symptom, but 
they do not meet the standard for any other dissociative disorder. 
Unspecified is situations where the clinician chooses not to specify the 
reasons the criteria are not met (ER doctor).  
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  Unbidden intrusions into awareness and behavior with  
        accompanying loss of continuity in subjective  
        experience i.e., “positive” dissociative symptoms like  
        fragmentation of identity, depersonalization, and  
        derealization. 
 
  Inability to access information or to control mental  
       function that normally are readily accessible (i.e.,  
       “negative” dissociative symptoms such as amnesia). 



   Dissociative Disorders are common in some  
     cultures. 
   They should not be considered inherently  
     pathological and do not lead to significant  
     distress, impairment, or help-seeking. 
   Traumatic events can increase the risk the  
     major depressive disorder or post-traumatic     
     stress disorder. 
   Rule out seizure disorders or neurological  
     problems. 



A.  Presence of 2 or more distinct identities or personality states or possession, each 
with its own relatively  enduing patterns that may include name, clothing and  
objects (books,  movies), hobbies,  vocabulary, facial expressions, and even skills. 

    1.   sudden alterations or discontinuities is sense of self 
    2.   recurrent dissociative amnesia 
B.   Three major symptoms: 
 1.    gaps in remote memory of personal life events (e.g.,  
           childhood or adolescence, marriage, death of family members)—too extensive  
           to be explained by ordinary forgetfulness. 
     2.   lapses in dependable memory (e.g., what happened today, regular skills like  
           computer or driving a car). 
     3.   evidence of behavior they do not recall (e.g., shopping bags,  injuries, travel,  
           other locations without memory of ) 
C.   Symptoms cause clinically significant disturbance in social, vocational,  
           or  other significant functioning. 
D.   Not a normal part of cultural or religious practice. Possession by “spirit”/”ghost”  

in some cultures should not be considered abnormal. 
E.  The disturbance is not due to a substance or medical condition. 

 



  Can present at any age from childhood to older adulthood. 
   Sudden changes in adolescence may  appear to be  
          adolescent turmoil. 
   Changes may occur as a result of 1) removal from  
          traumatizing situation (leaving home), 2)  individuals’  
          children reaching the age when their abuse started, 3)  
          later even minor trauma such as an auto accident, and 4)  
         death of or fatal illness in abuser. 
   90% relationship to physical and sexual abuse 
   70% have attempted suicide—assessment  of risk is  
          complicated amnesia. 
   Males resent with more violence and criminal behavior. 



   Illness anxiety disorder 
   Major depressive disorder-has numbness, deadness,  
        apathy,  and being in a dream but not the other d/d  
        symptoms. 
  Obsessive-compulsive disorder-can develop rituals  
        dealing with symptoms but not meet OCD issues. 
   Other dissociative disorders 
   Anxiety disorders-Look for d/d before and after; not  
        dissociation causing anxiety. 
   Psychotic disorders-has poor reality testing where d/d  
        has good reality testing. 
   Substances such as marijuana, hallucinogens, ketamine,  
        ecstasy, and salvis can induce d/d symptoms but should not  
        be diagnosed as d/d disorder. 
 



  Depressive disorders 
  Anxiety disorders 
  Personality disorders: avoidant, borderline, and  
        obsessive-compulsive 
  Almost no PTSD [By dissociating in this manner,  
        the individual distances from the trauma and  
        avoids the stress of the events.] 
            
 
  



 Somatic Symptom and Related Disorders  
 
 Feeding and Eating Disorders  
 
 Elimination Disorders  
 
 Sleep-Wake Disorders  
 
 Sexual Dysfunctions  
 
 Gender Dysphoria  
 

DSM5, pp. 309ff 

DSM5, pp. 329ff 

DSM5, pp. 355ff 

DSM5, pp. 361ff 

DSM5, pp. 423ff 

DSM5, pp. 451ff 
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F45.1 Somatic Symptom and Related Disorders 
F45.2 Illness Anxiety Disorder 
F44.x Conversion Disorder 
68.10 Factitious Disorder 
F54    Psychological Factors Affecting Other Medical  
              Conditions 
F45.8 Specified & F45.9 Unspecified Somatic Symptom  
              and Related Disorders 



  Other medical conditions (e.g., irritable bowel syndrome or  
         fibromyalgia)  
  Anxiety disorders 
  Depressive disorders 
  Illness anxiety disorder-if they have no physical symptoms. 
  Conversion disorder-presenting physical symptom is loss of function  
          like an arm not working. 
  Delusional disorder-intensity issue; delusion is more profound 
  Body dysmorphic disorder-focused on appearance and not health 
  OCD-has more intrusive thoughts than somatic disorder. 

 
Comorbid with: 
  Medical conditions 
  Anxious and depressive disorders 
(Need to substantiate details for this diagnosis when a reoccurrence 

occurs.) 



Pica 
Rumination Disorder 
Avoidant/Restrictive Food Intake Disorder 
Anorexia Nervosa 
Bulimia Nervosa 
Binge-Eating Disorder 
Specified & Unspecified Feeding or Eating 

Disorder 



F98.0 Enuresis 
F98.1 Encopresis 
N38.498 or R15.9 Other Specified and R32 

or R15.19 Unspecified Elimination 
Disorders 



G47.00  Insomnia Disorder 
G47.10  Hypersomnolence Disorder 
G47.4xx Narcolepsy 
G47.33  Obstructive Sleep Apnea Hypopnea 
G47.21  Central Sleep Apnea 
G47.3x  Sleep-Related Hypoventilation 
G47.2x  Circadian Rhythm Sleep-Wake 

Disorders [includes shift work] 
G51.x    Parasomnias [sleep walking, sleep-

related eating, sexsomnia, sleep terror] 



A.  Predominant complaint of dissatisfaction with sleep quantity or quality 
associated with 1+ of the following; 

    1.  Difficulty initiating sleep (in children it may require intervention by a  
            caregiver to go to sleep)-more than 20-30’ 
    2.  Difficulty maintaining sleep-frequent awakenings  and problem going  
            back to sleep (without caregiver) 
    3.  Early morning awakening and difficulty going back to sleep-30’  
            before desired time 
B.  Disturbance causes significant distress in social, occupational/school, 

and other significant areas of functioning. 
C.  3+ nights/week 
D.  3+ consecutive months 
E.  Occurs despite adequate opportunity to sleep 
F.   Insomnia is not better explained by other sleep-wake disorder 
G.  Not attributable to substance/medication 
H.  Not attributable to coexisting psychological or medical condition 



Non-Rapid Eye Movement Sleep Arousal Disorders (NREM)-most common 
in deep sleep 

 
F51.3  Sleepwalking type  
       Specify: 
       With sleep-related eating 
    With sleep-related sexual behavior, sexomnia 
     
F51.4 Sleep terror type 
     
F51.5 Nightmare Disorder; specify: 
        Acute-<1 month                 Mild-<1 episode/week on average 
        Subacute-1-6months         Moderate-1+/week but not nightly 
        persistent-6+ months        Severe-episodes nightly 
 
     
        



F52.32  Delayed Ejaculation 
F52.31  Female Orgasmic Disorder 
F52.22  Female Sexual Arousal/Interest Disorder 
F52.6    Genito-Pelvic Pain/Penetration Disorder 
F52.0    Male Hypoactive Sexual Desire Disorder 
F52.4    Premature (Early) Ejaculation 
F1x.181 Substance/Medication-Induced Sexual Dysfunction 
F52.8   Other Specified and F52.9 Unspecified Sexual 

Dysfunction 
 
 
 
 



F64.2 Gender Dysphoria in Children 
     A.  Incongruence between one’s expressed gender and assigned gender 

manifested by 6+ of the following: 
         1.  Strong desire to be the other gender or insistence one is the other  
                  gender. 
          2.  In boys, cross-dressing or simulating female attire; in girls, wearing  
                  male. 
          3.  Strong preference for cross-gender roles in play and fantasy. 
          4.  Strong preference for toys associated with the other gender. 
          5.  Strong preference for playmates of the other gender. 
          6.  In boys, avoidance of rough’n’tumble play; in girls, rejection of  
                  feminine play. 
          7.  Strong dislike of one’s anatomy. 
          8.  Strong dislike of assigned secondary sex characteristics. 
. 



302.85 Gender Dysphoria in Adolescents and Adults 
   A.  Incongruence between one’s expressed gender and assigned gender 

manifested by 2+ over 6 months: 
          1.  Incongruence between self and anticipated/actual  
                   secondary sex characteristics. 
          2.  Strong desire to be rid of primary and/or secondary sex  
                  characteristics. 
          3.  Strong desire for other primary/secondary sex characteristics. 
          4.  Strong desire to be of the other gender. 
          5.  Strong desire to be treated as the other gender. 
          6.  Strong conviction that one has the feelings and reactions of the  
                  other gender. 
   B.  Significant distress or impairment in social, occupational, or other 

important areas of functioning. 
Specify: 
      With a disorder of sex development (e.g., congenital adrenogenital) 
 
      Post transition-has undergone or preparing for 1+ gender  
           reassignment; hormones/surgery 
 
 



Personality Disorders have many of the same symptoms 
as other diagnoses, but rather than events with the 
symptoms, the person's entire life is colored by the 

symptoms.   
 

Clusters A & C 
Odd/Excentric       &       Anxious/Fearful 
  

 Paranoid Personality    
Disorder 
Schizoid Personality 
Disorder 
Schizotypal Personality 
Disorder 

Avoidant Personality  
Disorder 
Dependent Personality   
Disorder 

Obsessive-Compulsive 

Personality Disorder  

 

Cluster B      
(more difficult) 

 

Dramatic/Erratic 

  
Antisocial Personality 
Disorder 

Borderline Personality 
Disorder 

Histrionic Personality 
Disorder 

Narcissistic  Personality 
Disorder 



Cluster A (odd & eccentric)  

•  Paranoid Personality Disorder 
•  Schizoid Personality Disorder 
•  Schizotypal Personality Disorder 

Cluster B (dramatic, erratic, & emotional; deferred to the next ppt) 

•  Antisocial Personality Disorder 
•  Borderline Personality Disorder 
•  Histrionic Personality Disorder 
•  Narcissistic Personality Disorder 

Cluster C (anxious or fearful) 

•  Avoidant Personality Disorder 
•  Dependent Personality Disorder 
•  Obsessive-Compulsive Personality Disorder 
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  For a personality disorder to be given to someone 
under the age of 18, the personality pattern has to 
be established for at least 1 year. 

 

 Men are more frequently diagnosed as Antisocial 
PD; women are more likely to be Borderline, 
Histrionic, and Dependent PDs. 

 

  Borderline and antisocial disorders tend to 
improve as the people age; obsessive-compulsive 
and schizotypal do not.   

 

 Antisocial should not be diagnosed for people 
under 18 (terms psychopath and sociopath are 
descriptors here). 

 
 



Cluster A-the odd and eccentric PDs could be 
schizophrenic and psychotic disorders. 
Bipolar/depressive or neurodevelopmental 
disorders should also be considered. 

 
Cluster C-the anxious or fearful could be 

anxiety or trauma-related.  OCD and OC PD 
can occur concurrently. 



Replace ritualized or avoidance behavior with: 
•  Identify trigger stimuli and situations 
•  Desensitize with deep breathing and relaxation 
•  Rating of Personality from 0-10 (pre-and-post) 
•  Healthier ritual; disputing self-talk (CBT) 
•  Self-regulation (S-REF model):  selective attention  
    attention switching 
•  Education around related issues 
 

Medication 
 

Education to family and/or friends 



A pervasive pattern of disregard for and  violation of the rights of others 
occurring since age 15, as indicated by 3+ of the following: 

    1.  failure to conform to social norms with respect to lawful behaviors as  
         indicated by repeatedly performing acts that are grounds for arrest 
    2.  deceitfulness as indicated by repeatedly lying, use of aliases, or  
         conning others for personal profit or pleasure  
    3.  impulsivity or failure to plan ahead 
    4.  irritability and aggressiveness as indicated by repeated  physical  
         fights and assaults 
    5.  reckless disregard for safety of self or others 
    6.  consistent irresponsibility as indicated y by repeated failure to sustain  
         consistent work behavior or honor financial obligation 
    7.  lack of remorse as indicated by being indifferent to or rationalizing  
         having hurt, mistreated, or stolen from another   
No onset before 18 
 

Symptoms did not occur during Schizophrenia or Manic Episodes. 

 



  When the terms psychopath and sociopath are  
        used, the antisocial PD is what is referred to. 
   Conduct disorder in the history of the individual  
        would be typical. 
   Lack empathy for the rights and feelings of others.  
        Can be superficially charming. 
   70% of males from substance abuse clinics  
        prisons, and similar environments tend to have   
        this PD.  
   Males from antisocial PD environments have anti- 
        social PD and substance abuse while females  
        have somatic disorders.  Females might be  
        underdiagnosed since they may not have overt  
        aggressive features. 
   Criminal behavior can occur that is not associated  
         with antisocial PD. 



A pervasive pattern of  instability of interpersonal relationships, self-image, and affects marked 
by impulsivity, beginning by early adulthood in a variety of contexts as indicated by 4+  of 
the following 

    1.  frantic efforts to avoid real or imagined abandonment. (Do not include 
         include suicidal or self-mutilating behavior.) 
    2.  a pattern of unstable and intense interpersonal relationships  
         characterized by alternating between extremes of idealization and  
         devaluation 
    3.  identity disturbance markedly and persistently unstable self-image or  
         sense of self  
    4.  impulsivity in at least 2 areas that are potentially self-damaging  
         (spending, sex, substance abuse, reckless driving, binge eating) 
    5.  recurrent suicidal behavior, gestures or threats, or self-mutilating 
    6.  affective instability due to marked reactivity of mood, e.g.,  intense  
         dysphoria, irritability, or anxiety usually lasting a few hours and only  
         rarely more than a few days 
    7.  chronic feelings of emptiness 
    8.  inappropriate, intense anger or difficulty controlling anger, e.g., frequent  
         displays of temper, constant anger, recurrent physical fights 
    9.  transient, stress-related paranoid ideation or sever dissociative symptoms 
 
Frequently co-occurs with Bipolar/Depressive Disorders 
  



  Idealize lovers and then switch to negative. 
  Can be empathetic and nurturing with the expectation that  
        the other person will be there for them. 
  Often have sudden changes in who they are and what they  
        want. 
  Do not function as well n non-structured situations as  
        structured. 
  Undermining themselves as they are about to accomplish a  
        goal like finishing school can occur. 
  Most instability occurs in the young adult years with  
        relative stability in the 30s and 40s. 
  Become bored easily and seek to fill an internal emptiness. 
  10% of outpatient and 20% of inpatient psychiatric groups  
        meet borderline PD criteria. 

 



I  dentity disturbance 
 
R  elationship are unstable 
A  banonment frantically avoided (real or imagined) 
I   impulsivity 
S  uicidal gestures (attempts, threats, mutilations) 
E  mptiness 
D  issociative symptoms 
 
A  ffective instability 
 
P  aranoid ideation (stress-related and transient) 
A  nger is poorly controlled 
I   dealization followed by devaluation 
N  egativistic (undermine themselves with self-

defeating behavior) 



A pervasive pattern of  emotionality and attention seeking, beginning by 
early adulthood in a variety of contexts as indicated by 5+ of the 
following: 

    1.  is uncomfortable in situations in which s/he is not the center of  
         attention 
    2.  interaction with others is often characterized by inappropriate sexually    
         seductive or provocative behavior   
    3.  displays rapidly shifting and shallow expression of emotions 
    4.  consistently uses physical appearance to draw attention to self 
    5.  has a style of speech that is excessively impressionistic and lacking in  
         detail 
    6.  shows self-dramatization, theatricality, and exaggerated expression of  
         emotion 
    7.  is suggestible, i.e., easily influenced by others or circumstances 
    8.  considers relationships to be more intimate than they actually are 

 



  They have a tendency to play hunches and form opinions  
          quickly and over-emphasize relationships with “my dear  
           friend”  for a casual acquaintance. 
  They may have difficulty achieving emotional intimacy in  
           romantic or sexual relationships. 
  Seek to control the other person while remaining dependent  
           on them. 
  Not tolerant of delayed gratification. 
  Norms for genders, seductiveness, charm, and other related  
           issues are culturally driven and should be considered. 
  Suicide data is not clear but attention seeking through a  
           suicidal gesture is possible. 
  Being dependent in order to be important can work as well  
           as having titles or associating with the rich and famous. 



A pervasive pattern of grandiosity (in fantasy and behavior), need for admiration, and  
      lack of empathy,  beginning by early adulthood in a variety of contexts as indicated  
      by 5+ of the following: 
    1.  has grandiose sense of self-importance, e.g., exaggerates  
         achievements and talents, expects to be recognized as superior  
         without commensurate achievements 
    2.  is preoccupied with fantasies of unlimited success, power brilliance,  
         beauty, or ideal love 
    3.  believe that s/he is “special” and unique and can only be understood 
         by or should associate with other special or high-status people (or  
         institutions) 
    4.  requires excessive admiration 
    5.  has a sense of entitlement, i.e., takes advantage of others to achieve 
         his/her expectations 
    6.  is interpersonally exploitive, i.e.,  takes advantage of others to achieve  
         his/her own ends 
    7.  lacks empathy: is unwilling to recognize or identify with the feelings  of  
         others 
    8.  is often envious of others or believes that others are envious of him/her 
    9.  shows arrogant, haughty behaviors or attitudes 
 
Many highly successful people display personality traits that might be considered 

narcissistic. Only when these traits are inflexible, maladaptive, and cause significant 
functional impairment or subjective distress do they constitute Narcissistic  

      Personality Disorder. 
 



  Since they are the best (grandiosity), they want to be seen by  
        the best and drive the best, and associate with the best. 
  They  expect to receive whatever they need/want— 
         entitlement. 
  Expect extreme devotion from others. 
  Maybe be envious of others/believe others are envious of  
         them. 
  May be harsh regarding the contributions of others and  
           speak patronizingly or disdainfully about them. 
   Since they feel vulnerable, they may react or counterattack  
           when they perceive criticism. 
   Can have periods of hypomania when they are on a roll.  
   Narcissism is related to anorexia and cocaine abuse. 



Replace ritualized or avoidance behavior with: 
•  Identify trigger stimuli and situations 
•  Desensitize with deep breathing and relaxation 
•  Rating of Personality from 0-10 (pre-and-post) 
•  Healthier ritual; disputing self-talk (CBT) 
•  Self-regulation (S-REF model):  selective attention  
    attention switching 
•  Education around related issues 
 

Medication 
 

Education to family and/or friends 



   Personality Disorders should occur by  
     early adulthood.  Later emergence should be  
     carefully examined. 
 
   When children and adolescents have  
     maladaptive personality traits that appear  
     to be pervasive, persistent (at least 1 year),  
     and unlikely to be limited to a development  
     stage, Personality Disorders could be  
     considered, except for Antisocial PD (18+). 
 
 
 

 
 



Use 

2+/1 
year  

Intoxication 

l 

Withdrawal 



Evidence collected includes history, physical 
examination including smell for alcohol or 
marijuana, or toxicological analysis of body fluids 
(urine & blood). 

 
 

Symptoms of using vary widely by person, substance, 
tolerance, and circumstances.  

 
 

Substances can be imbibed, inhaled,  injected. 
 

Speed of induction is correlated to amount used and 
potential for intoxication. 

 

Dependence is related to duration substance effect. 
 

Use of another substance after one substance has 
been established should be analyzed on its own.  

 



  Substance-drugs of abuse. Can be a toxin or a medication. While  
      they are grouped into 10 separate classes, most can be  
      organized into 3 groups [my organization]: 

• Depressants/Sedatives (downers)-alcohol, barbiturates, 
benzodiazepines (BZs), hypnotics, opiates, anxiolytics (anti-anxiety), 
marijuana (with some hallucinogenic properties) 

• Stimulants (uppers)-amphetamines, cocaine,  nicotine, caffeine,  

• Hallucinogens (side-to-side)-LSD, PCP, MDMA 
 

   Substance Use Disorders  and Substance-Induced  
       Disorders (Substance Intoxication, Substance Withdrawal,  
       Substance-induced Delirium/Dementia/Amnesia. 
 
Substance abuse can be applied to every class of substance except caffeine. 

DSM5, pp. 481ff 



 Substance Use 
•  Impaired control-pathological pattern of behaviors; larger amounts over  
          longer times than intended, expressed desire to cut down and  
          unsuccessful efforts to do so, great deal of time seeking/using,/reflecting  
          on use,  and craving 
•  Social Impairment-   from failure to fulfill major role obligation at work,  
          school, or  home. 
•  Risky use-continues to use despite the difficulty it is causing 
•  Pharmacological category-tolerance, withdrawal; should not be the only 
          criteria 
Addiction is not used in this classification; rather use mild, moderate, severe 

are used. 
 

  Substance-Induced Disorders  
• Substance Intoxication and Withdrawal-problematic behavior associated  
          with use  
          Disturbance in perception, wakefulness, thinking, judgment,  
               psychomotor behavior, and interpersonal behavior. 
          May persist after detectable amounts are no longer in the blood stream 
• Substance/Medication-Induced Mental Disorders-see Table 1 on p. 482. 

  



1.   The substance is often taken in larger amounts or over a longer period  
      that was intended.   
2.   A persistent desire or unsuccessful efforts to cut down or control use. 
3.   Great deal of time spent in activities necessary to obtain, use, or recover  
       from its effects. 
4.   Craving, or strong desire or urge to use the substance. 
5.   Recurrent usage resulting in a failure to maintain major role obligations  
      at work, school, or home. 
6.   Continued use despite having persistent or recurrent social or  inter- 
       personal problems caused by or exacerbated by the effects of  using. 
7.    Important social, occupational, or recreational activities are given up or  
       reduced because of using. 
8.    Recurrent use in situations in which it is physically hazardous. 
9.    Continued use despite knowledge that a physical or psychological     
       problem has been caused or exacerbated by using. 
10. Increase tolerance:  need for increased amounts for desired effect or  
      diminished effect using the same amount. 



Alcohol 
 
Cannabis 
 
Opioids 
 
Barbituates 
 
Benzodiazipines 
 
 



F10.10 Mild: Presence of 2-3 symptoms 
F10.20 Moderate: Presence of 4-5     
            symptoms 
F10.20 Severe: Presence of 6+         
           symptoms 
     Alcohol Intoxication  
 

     Alcohol Withdrawal 



 1 ounce of alcohol 
 
 
 
 

about  
5% 

alcohol 

  about  
      7% 
alcohol 

 

    about  
     12%     
alcohol 

    about  
    17% 
alcohol 

    about  
      24% 
alcohol 

    about  
     40%   
alcohol 

  about  
40% 

alcohol 

12 fl oz of 
regular beer 

= 8-9 fl oz of 
malt liquor 
(shown in a 
12-oz glass) 

= 5 fl oz of 
table wine 

= 3-4 oz of 
fortified 

wine 
(such as 
sherry or 

port; 3.5 oz 
shown) 

= 2-3 oz of 
cordial, 

liqueur, or 
aperitif 
(2.5 oz 
shown) 

= 1.5 oz of 
brandy 

(a single 
jigger or 

shot) 

= 1.5 fl oz 
shot of 

80-
proof 
spirits 
("hard 

liquor") 



   Alcohol use disorder runs in families with 40-60% of the variance  
          of risk explained by genetic influence. 
   Symptoms of conduct problems, depression, anxiety, and  
          insomnia frequently accompany heavy drinking and  
          sometimes precede it. 
   Majority of people who develop problems do so by their  
          late 30s. 
   Polymorphisms of the genes related to processing alcohol   
          produces negative effects that reduce risks for Japanese,  
         Chinese, Korean, and other Asians. 
   Less than 20% of the people who drink, even to the  
         level of feeling intoxicated, have an alcohol use disorder.  
   On average the body is able to digest 1 oz of alcohol  
          per hour. 
   30K alcohol-related deaths occur each year. 
   Alcohol-induced disorder must persist 1+ after  alcohol is 
          withdrawn. 



A.  Recent ingestion of alcohol. 
B.   Problematic behavior (e.g.,  inappropriate sexual or  
      aggressive behavior, mood lability, impaired judgment) 
      that occur during or shortly after alcohol ingestion. 
C.  1+ of  the following: 

•  Slurred speech 
•  Incoordination 
•  Unsteady gait 
•  Nystagmus (involuntary movement of the eye balls, usually from side-to-side) 
•  impaired attention or memory 
•  stupor or coma 

 
D.  Not better explained by something else 



A.  Cessation or reduction in alcohol use that has been heavy  
      and prolonged. 
B.   2+ of the following:  

• Autonomic hyperactivity (e.g., sweating or pulse rate greater than 100 bpm) 
•  Increased hand tremor  
•  Insomnia 
•  Nausea/vomiting  
•  Transient visual, tactile, or auditory hallucinations or illusions 
•  Psychomotor agitation 
•  Anxiety 
•  Generalized tonic-clonic seizure (formerly known as grand mal) 

C.  Significant distress or impairment in social, occupations, or  
      other areas of functioning. 
D.  Not better explained by something else 



 F10.10 …… uncomplicated 
 Alcohol related disorders F10- > 
 Use Additional code for blood alcohol level, if applicable (Y90.-) 
 Clinical Information Disorders related to or resulting from abuse or mis-use of 

alcohol. 
 F10 Alcohol related disorders 
 F10.1 Alcohol abuse 
 F10.12 Alcohol abuse with intoxication 
 F10.120 …… uncomplicated 
 F10.121 …… delirium 
 F10.129 …… unspecified 
 F10.14 …… with alcohol-induced mood disorder 
 F10.15 Alcohol abuse with alcohol-induced psychotic disorder 
 F10.150 …… with delusions 
 F10.151 …… with hallucinations 
 F10.159 …… unspecified 
 F10.18 Alcohol abuse with other alcohol-induced disorders 
 F10.180 Alcohol abuse with alcohol-induced anxiety disorder 
 F10.181 Alcohol abuse with alcohol-induced sexual dysfunction 
 F10.182 Alcohol abuse with alcohol-induced sleep disorder 
 F10.188 Alcohol abuse with other alcohol-induced disorder 
 F10.19 …… with unspecified alcohol-induced disorder 
 F10.2 Alcohol dependence 
 F10.20 …… uncomplicated 
 F10.21 …… in remission 
 F10.22 Alcohol dependence with intoxication 
 F10.220 …… uncomplicated 
 F10.221 …… delirium 
 F10.229 …… unspecified 
 F10.23 Alcohol dependence with withdrawal 
 F10.230 …… uncomplicated 
 F10.231 …… delirium 
 F10.232 …… with perceptual disturbance 
 F10.239 …… unspecified 
 F10.24 …… with alcohol-induced mood disorder 
 F10.25 
 F10.25 Alcohol dependence with alcohol-induced psychotic disorder 
 F10.250 …… with delusions 

 

 F10.251 …… with hallucinations 
 F10.259 …… unspecified 
 F10.26 …… with alcohol-induced persisting amnestic disorder 
 F10.27 …… with alcohol-induced persisting dementia 
 F10.28 Alcohol dependence with other alcohol-induced disorders 
 F10.280 Alcohol dependence with alcohol-induced anxiety disorder 
 F10.281 Alcohol dependence with alcohol-induced sexual dysfunction 
 F10.282 Alcohol dependence with alcohol-induced sleep disorder 
 F10.288 Alcohol dependence with other alcohol-induced disorder 
 F10.29 …… with unspecified alcohol-induced disorder 
 F10.9 Alcohol use, unspecified 
 F10.92 Alcohol use, unspecified with intoxication 
 F10.920 …… uncomplicated 
 F10.921 …… delirium 
 F10.929 …… unspecified 
 F10.94 …… with alcohol-induced mood disorder 
 F10.95 Alcohol use, unspecified with alcohol-induced psychotic 

disorder 
 F10.950 …… with delusions 
 F10.951 …… with hallucinations 
 F10.959 …… unspecified 
 F10.96 …… with alcohol-induced persisting amnestic disorder 
 F10.97 …… with alcohol-induced persisting dementia 
 F10.98 Alcohol use, unspecified with other alcohol-induced disorders 
 F10.980 Alcohol use, unspecified with alcohol-induced anxiety 

disorder 
 F10.981 Alcohol use, unspecified with alcohol-induced sexual 

dysfunction 
 F10.982 Alcohol use, unspecified with alcohol-induced sleep disorder 
 F10.988 Alcohol use, unspecified with other alcohol-induced disorder 
 F10.99 …… with unspecified alcohol-induced disorder 
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F12.10 Mild: Presence of 2-3 symptoms 
F12.20 Moderate: Presence of 4-5     
            symptoms 
F12.20 Severe: Presence of 6+         
           symptoms 
     292.89 Cannabis Intoxication  

        292.0 Cannabis Withdrawal  



  Most widely abused illicit substance in the United States. 
   Rates of use are fairly equal among ethnic groups and  
          sexes, although more observed for males. 
   Adolescent users experience changes in mood, energy 
          level, and eating patterns as well as school problems. 
   Onset prior to 15 is associated with conduct and mental  
          health disorders. 
   Genetic influences are inherited between 30-80% of the time  
   Amotivational syndrome, a reduction in goal-directed activity,  
          is associated with cannabis usage. 
   Carcinogens in cannabis smoke increases the risk for cancer  
          and mental disorders. 



A.  Recent use of cannabis. 
B.   Problematic behavior (e.g.,  impaired motor coordination. 

Euphoria, anxiety, sensation of slowed time, impaired 
judgment, social withdrawal,) that occur during or shortly 
after cannabis use. 

C.  2+ of  the following: 
•  Conjunctival injection (red eye)  
•  Increased appetite 
•  Dry mouth 
•  Tachycardia 

 
D.  Not better explained by something else 



A.  Cessation or reduction in cannabis use that has been heavy  
      and prolonged. 
B.   3+ of the following:  

•  Irritability, anger, or aggression 
•  Nervousness or anxiety 
•  Sleep difficulty (e.g., insomnia, disturbing dreams) 
•  Restlessness 
• Depressed mood 
•  1+ of the following physical symptoms causing significant discomfort: 

abdominal pain, shakiness/tremors, sweating, fever, chills, or headaches. 
 

C.  Significant distress or impairment in social, occupations, or  
      other areas of functioning. 
D.  Not better explained by something else 
 
Can only occur in the presence of moderate or severe 

substance use. 



F11.10 Mild: Presence of 2-3 symptoms 
F11.20 Moderate: Presence of 4-5     
            symptoms 
F11.20 Severe: Presence of 6+         
           symptoms 
     F11.929 Opioid Intoxication  
 

     F11.93   Opioid Withdrawal  



   Opiates 
 
 
 

 
   Synthetic Opiates 

 

  Codeine/Tylenol/Fiorinal (Schedule II & IV) 
 

  Heroin  (Schedule I)  
 

  Hydrocodone (Schedule II) 
 

  Dilaudid (Schedule II) 
 

  Morphine/MS Contin (Schedule II) 
 
 

 

  White China (Schedule I) 
  Fentanyl (Schedule II) 
  Lortab, Vicodin (Schedule III) 
  LAAM (Schedule II) 
  Demerol (Schedule II) 
  Talwin (Schedule IV) 
  Darvon, Davocet-N (Schedule IV) 
  MPPP (Schedule I) 

 



A.  Recent use of an opioid. 
B.   Problematic behavior (e.g.,  initial euphoria followed by  
      apathy, dysphoria (emotional unease), psychomotor  
      agitation or retardation, impaired judgment) 
      that occur during or shortly after alcohol ingestion. 
C.  1+ of  the following: 

•  drowsiness or coma (on the nod) 
•  slurred speech 
•  impaired attention or memory 

 
D.  Not better explained by something else 



A.  Either of the following: 
      1.  Cessation or reduction in opioid use that has been heavy/prolonged. 
       2.  Administration of an opioid antagonist after a period of  opioid use. 
B.  2+ of the following:  

• Dysphoric mood (uneasiness) 
• Nausea/vomiting  
•   Muscle aches 
•   Lacrimation (excessive tears) or rhinorrhea (runny nose) 
•   Pupil dilation, piloerection (hair standing on end), or sweating  
•   Diarrhea 
•   Yawning 
•   Fever 
•   Insomnia 

C.  Significant distress or impairment in social, occupations, or  
      other areas of functioning. 
D.  Not better explained by something else 
Can only occur in the presence of moderate or severe substance 

use. 
 



F13.10 Mild: Presence of 2-3 symptoms 
F13.20 Moderate: Presence of 4-5 symptoms 
F13.20 Severe: Presence of 6+  symptoms 
 
            Sedative, Hypnotic, or Anxiolytic Intoxication 
 
            Sedative, Hypnotic, or Anxiolytic Withdrawal  



Include: 
  benzodiaepine-zolpiden, zalplon 
  carbamates-glutethimide, meprobamate 
  barbituates-secobarbital 
  barbituate-like hypnotics-glutethimide,  
         methaqualone 
  nonbenzodiazepine antianxiety agents- 
         buspirone, gepirone 



Valium 
(Diazepam) 

Xanax 
Librium 
Klonopin 
Dalmane 

• Tranxene 
•  Ativan 
•  Versed 
•  Resoril  
•  Halcion 
 

 

BZs are all Schedule IV psychoactive chemicals primarily used as “anti-
anxiety and sleeping aids” (p. 37). These anxiolytics reduce anxiety 
without inducing sedation. They have a “greater margin of safety when 
taken in large doses” (p. 37).  



  Amobarbital (Amytal; Schedule II) 
  Aprobarbital (Alurate; Schedule III) 
  Phenobarbital (Barbita, Luminal,  
     Solofton; Schedule IV) 
  Secobarbital (Seconal; Schedule II) 
 

These substances are often used as anticonvulsants for 
seizure disorders or sedatives to induce sleep. They 
can be “combined with aspirin and codeine to make 
a analgesic for the treatment of tension and 
migraine headaches” (p. 32). Pentothal (Nembutal) is 
used as an anesthetic because it immediately 
induces unconsciousness. 



  Often take with other substances. 
 

  When combined with other substances, sudden onset of  
          respiratory depression and hypotension can occur, which  
          may result in death. 
 

  Two courses:  teen/early 20s uses in social setting and  
          progresses to daily user or appropriate prescription leads  
          to increase in frequency and use including multiple  
          doctors. 
 

  Withdrawal depends on the half-life of the substance usually  
          something around 6-10 hours. Withdrawal is often 4-5 days  



A.  Recent use of sedative, hypnotic, or anxiolytic . 
B.   Problematic behavior (e.g.,  inappropriate sexual or  
      aggressive behavior, mood lability, impaired judgment) 
      that occur during or shortly after substance ingestion. 
C.  1+ of  the following: 

•  Slurred speeh 
•  Incoordination 
•  Unsteady gait 
•  Nystagmus (involuntary movement of the eye balls, usually from side-to-side) 
•  Impaired attention or memory 
• Sstupor or coma 

 
D.  Not better explained by something else 



A.  Cessation or reduction in sedative, hypnotic, or anxiolytic  
      use that has been heavy and prolonged. 
B.   2+ of the following:  

•  Autonomic hyperactivity (e.g., sweating or pulse rate greater than 100 bpm) 
•  Increased hand tremor  
•  Insomnia 
•  Nausea/vomiting  
•  Transient visual, tactile, or auditory hallucinations or illusions 
•  Psychomotor agitation 
•  Anxiety 
•  Generalized tonic-clonic seizure (formerly known as grand mal) 

C.  Significant distress or impairment in social, occupations, or  
      other areas of functioning. 
D.  Not better explained by something else 



   Amphetamine 
 
   Cocaine 
 
   Amphetamine-like Substances 



   Recent use of amphetamine or cocaine 
   Maladaptive behavioral or psychological changes,  
          e.g., euphoria or affective blunting, changes in  
          sociability, hypervigilance, anxiety, tension, impaired  
          judgment, impaired social or occupational functioning 
 
   2 or more of the following: 

•  tachycardia or bradycardia 
•  pupillary dilation 
•  elevated or lowered blood pressure 
•  perspiration or chills 
•  nausea/vomiting 
•  evidence of weight loss 
•  psychomotor agitation or retardation 
•  muscular weakness, respiratory depression, chest pain, or cardiac      
          arrhymias  



Benzedrine (Schedule II) 

Dexedrine (Schedule II) 

Ritalin (Schedule II) 

Methadrine (Schedule II) 

  

• Cylert (Schedule IV) 

• Provigil (Schedule IV) 

• Adderall (Schedule II) 

A group of psychoactive substances “called ‘uppers’ and do just 
that—they all increase alertness, excitation. And euphoria with the 
individual” (p. 42). They have “several approved medical uses such 
as narcolepsy, weigh loss, attention deficit disorder (ADD) in 
children, edema (fluid retention and swelling of the extremities” (p. 
42). 



A.  Recent use of a stimulant. 
B.   Problematic behavior (e.g.,  inappropriate sexual or  
      aggressive behavior, mood lability, impaired judgment) 
      that occur during or shortly after a stimulant use. 
C.  1+ of  the following: 

•  Tachycardia (100+ heart rate) or bradycardia (<60) 
•  Pupil dilation 
•  Elevated or lowered blood pressure 
•  Perspiration or chills 
•  Nausea or vomiting 
•  Evidence of weight loss 
•  Psychomotor agitation or retardation 
•  Muscular weakness , respiratory depression, chest pain, or cardiac  
         arrhythmias (upper heart rhythm changes) 
•  Confusion, seizures, dyskinesias (involuntary movements), dystonias (body  
         twisting), or coma 

 
D.  Not better explained by something else 



A.  Cessation or reduction in stimulant use that has been heavy  
      and prolonged. 
B.   2+ of the following:  

•  Fatigue 
•  Vivid, unpleasant dreams 
•  Increased appetite 
•  Insomnia or hypersomnia 
•  Psychomotor retardation or agitation 
 

C.  Significant distress or impairment in social, occupations, or  
      other areas of functioning. 
D.  Not better explained by something else 
 
Specify the substance that causes the withdrawal. 



305.1  (Z72.0) Mild: Presence of 2-3 symptoms 

305.1  (F17.200) Moderate: Presence of 4-5 symptoms 

305.1  (F17.200) Severe: Presence of 6+ symptoms 
 

        N/A  Tobacco Intoxication  
 

            292.0 (F17.203) Tobacco Withdrawal  



No Use category 
 

F15.929  Caffeine Intoxication  
A.  Recent consumption of caffeine in excess of 250 mg/1 cup). 
B.   5+ of the following developing during, or shortly after 

caffeine use: 
      1.   Restlessness 
      2.   Nervousness 
      3.   Excitement 
      4.   Insomnia 
      5.   Flushed face 
      6.   Diuresis  (excessive urination) 
      7.   Gastrointestinal disturbance 
      8.   Muscle Twitching 
C.  Significant distress or impairment in social, occupations, or  other areas of functioning. 
D.  Not better explained by something else 

292.0 (F15.93)  Caffeine Withdrawal 
 

 
 

9.     Rambling flow of thought &  
           speech 
10. Tachycardia or cardiac arrhythmia 
11. Periods of inexhaustibility 
12. Psychomotor agitation 

 



  Phencyclindine  (PCP, angel dust and less potent similar 
compounds like ketamine, cyclohexamine, dizociline) 

 

  phenylalkylamines (mescaline, DOM, MDMA/ecstacy);      

      idoleamines (psilocin and DMT); 

     ergolines (LSD and morning glory seeds); 

     ethnobotanical compounds (salvia divinorum and jimsonweed) 
 

  Not cannabis (THC) because of its other effects; discussed  
       elsewhere 



Specify particular hallucinogen. 
Phencyclidine Use Disorder: 
F16.10 Mild: Presence of 2-3 symptoms 
 

F16.20 Moderate: Presence of 4-5 symptoms 
 

F16.20 Severe: Presence of 6+ symptoms 
 

     F16.9xx Phencyclidine Intoxication 
 

     NA   Phencyclidine Withdrawal  [Hallucingens do   
          not typically have withdrawal distress.] 



A.  Recent use of  phencyclidine. 
B.   Problematic behavior (e.g., belligerence, assultiveness, 

impulsiveness, unpredictability, psychomotor agitation, 
impaired judgment) that occur during or shortly after 
phencyclidine use. 

C.  1+ of  the following: 
•  vertical or horizontal (up-and down as well as side-to-side) nystagmus 
•  Hypertension or tachycardia 
•  Numbness or diminished responsiveness to pain 
•  Dysarthria (lack of ability to control muscles of mouth and speech) 
•  Muscle rigidity 
•  Seizurs or coma 
•  Hyperacusis (reduced tolerance for sound) 

 
D.  Not better explained by something else 



A.  Cessation or reduction in phencyclidine use that has been  
      heavy and prolonged. 
B.   2+ of the following:  

• Autonomic hyperactivity (e.g., sweating or pulse rate greater than 100 bpm) 
•  Increased hand tremor  
•  Insomnia 
•  Nausea/vomiting  
•  Transient visual, tactile, or auditory hallucinations or illusions 
•  Psychomotor agitation 
•  Anxiety 
•  Generalized tonic-clonic seizure (formerly known as grand mal) 

C.  Significant distress or impairment in social, occupations, or  
      other areas of functioning. 
D.  Not better explained by something else 



Specify particular hallucinogen (other than 
phencyclidine). 

305.30  (F16.10) Mild: Presence of 2-3 symptoms 

304.50  (F16.20) Moderate: Presence of 4-5 symptoms 

304.50  (F16.20) Severe: Presence of 6+ symptoms 
 

     292.89 Other Hallucinogen Intoxication  
            

     NA Other Hallucinogen Withdrawal   
                  [Hallucinogens do not  typically have withdrawal distress.] 



A.  Recent use of some other hallucinogen other than  
      phenclyclidine 
B.   Problematic behavior (e.g., marked anxiety or depression,  
      ideas of reference (paranoid personalizing of nonpersonal statements), fear of losing  
      one’s mind, paranoid ideation, impaired judgment) that occur 
      during or shortly after substance use. 
C.   Perceptual changes occurring in a state of full wakefulness and  
      alertness (e.g., subject vie intensification of perceptions,    
      depersonalization, derealization, illusions, hallucination, synesthesias  
      (hearing pretty colors))  
D.  2+ of  the following: 

•  Pupillary dialation 
•  Tachycardia 
•  Sweating 
•  Palpitations 
•  Blurred vision 
•  Tremors 
•  Incoordination 

 

E.  Not better explained by something else 



A.   Recent use of an inhalant 
B.   Problematic behavior (e.g., belligerence,  assultiveness,  
      apathy, impaired judgment) that occur during or shortly  
      after inhalant use. 
C.   2+ of  the following: 

•  Dizziness 
• Nystagmus 
• Incoordination 
• Slurred speech 
• Unsteady gait 
• Lethargy 

 
D.  Not better explained by something else 



A.  1+ of the following reexperienced 
      geometric hallucinations, false perceptions of movement in peripheral  
       visual fields, flashes of color, intensified colors, tails of images of  
       moving objects, positive afterimages, haloes around objects,  
       macropsia  (things seem bigger) and micropsia (seem smaller). 
 

B.   Symptoms in A cause clinically significant distress or  
      impairment in social, occupational, or other important  
      areas of functioning. 
 

C.  Symptoms are not better attributable to something else. 



F63.0) Gambling Disorder 
            [normal 0-3] mild: 4-5 criteria; moderate 6-7; severe 8-9 
 

These behavior patterns are being studied but 
have not met the “disorder” standards yet: 

        Work-related  
        Sexual-related 
        Relationship-related 
        Food-related 
        Exercise-related 

Anything worth doing, is worth doing to excess.  



  Substance Use or Withdrawal Symptoms 
  Unmasking pre-existing or exacerbating Mental  
         Disorders 
  Identifying psychoses, depression, anxiety, and  
         behaviors that have been caused by the  
         substances rather than comorbid with them. 



Replace use/abuse/addiction behavior with: 
•  New play-grounds & playmates-identify trigger stimuli  
            and situations  
•  CBT to address “stinking thinking” 
 

Utilize: 
•  Motivational Interviewing 
•  Education around related issues 
•  Family Counseling 
 

Medication 
 

Education to/support groups for family and/or      
        friends 
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