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CHAPTER I. ANXIETY DISORDERS 

1.1. Phobia 

Phobia is a type of anxiety disorder, usually defined as a persistent fear of an object or situation in which the sufferer commits to great 

lengths in avoiding, typically disproportional to the actual danger posed, often being recognized as irrational. In the event the phobia 

cannot be avoided entirely, the sufferer will endure the situation or object with marked distress and significant interference in social or 

occupational activities (Bourne, 2011).  

The terms distress and impairment as defined by the Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition (DSM-IV-

TR) should also take into account the context of the sufferer's environment if attempting a diagnosis. The DSM-IV-TR states that if a 

phobic stimulus, whether it be an object or a social situation, is absent entirely in an environment — a diagnosis cannot be made. An 

example of this situation would be an individual who has a fear of mice (Suriphobia) but lives in an area devoid of mice. Even though 

the concept of mice causes marked distress and impairment within the individual, because the individual does not encounter mice in the 

environment no actual distress or impairment is ever experienced. Proximity and the degree to which escape from the phobic stimulus is 

impossible should also be considered. As the sufferer approaches a phobic stimulus, anxiety levels increase (e.g. as one gets  closer to a 

snake, fear increases in ophidiophobia), and the degree to which escape of the phobic stimulus is limited has the effect of varying the 

intensity of fear in instances such as riding an elevator (e.g. anxiety increases at the midway point between floors and decreases when the 

floor is reached and the doors open), (APA, 1994).  

The term phobia is encompassing and usually discussed in the contexts of specific phobias and social phobias. Specific phobias are 

nouns, such as arachnophobia or acrophobia, which are specific, and social phobias are phobias within social situations, such as public 

speaking and crowded areas. Some phobias, such as xenophobia, overlap with many other phobias. 

1.1.1. Classification 

Most phobias are classified into two categories and, according to the Diagnostic and Statistical Manual of Mental Disorders, Fifth 

Edition (DSM-V), such phobias are considered to be sub-types of anxiety disorder. The two categories are: 

1. Specific phobias: Fear of particular objects or social situations that immediately results in anxiety and can sometimes lead to panic 

attacks. Specific phobia may be further subdivided into five categories: animal type, natural environment type, situational type, blood-

injection-injury type, and other (LeBeau et al. 2010)  

2. Agoraphobia: a generalized fear of leaving home or a small familiar 'safe' area, and of possible panic attacks that might follow. It may 

also be caused by various specific phobias such as fear of open spaces, social embarrassment (social agoraphobia), fear of contamination 

(fear of germs, possibly complicated by obsessive-compulsive disorder) or PTSD (post traumatic stress disorder) related to a trauma that 

occurred out of doors. 

Phobias vary in severity among individuals. Some individuals can simply avoid the subject of their fear and suffer relatively mild anxiety 

over that fear. Others suffer full-fledged panic attacks with all the associated disabling symptoms. Most individuals understand that they 

are suffering from an irrational fear, but are powerless to override their panic reaction. 

Specific phobias 

A specific phobia is a marked and persistent fear of an object or situation which brings about an excessive or unreasonable fear when in 

the presence of, or anticipating, a specific object; the specific phobias may also include concerns with losing control, panicking, and 

fainting which is the direct result of an encounter with the phobia. Specific phobias are defined in relation to objects or situations 

whereas social phobias emphasize social fear and the evaluations that might accompany them. 

http://en.wikipedia.org/wiki/Anxiety_disorder
http://en.wikipedia.org/wiki/Distress_%28medicine%29
http://en.wikipedia.org/wiki/DSM-IV-TR
http://en.wikipedia.org/wiki/DSM-IV-TR
http://en.wikipedia.org/wiki/Suriphobia
http://en.wikipedia.org/wiki/Ophidiophobia
http://en.wikipedia.org/wiki/Specific_phobias
http://en.wikipedia.org/wiki/Social_phobia
http://en.wikipedia.org/wiki/Arachnophobia
http://en.wikipedia.org/wiki/Acrophobia
http://en.wikipedia.org/wiki/Xenophobia
http://en.wikipedia.org/wiki/DSM-V
http://en.wikipedia.org/wiki/Specific_phobia
http://en.wikipedia.org/wiki/Agoraphobia
http://en.wikipedia.org/wiki/Panic_attack
http://en.wikipedia.org/wiki/Obsessive-compulsive_disorder
http://en.wikipedia.org/wiki/PTSD
http://en.wikipedia.org/wiki/Post_traumatic_stress_disorder
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The DSM breaks specific phobias into five subtypes: animal, natural environment, blood-injection-injury, situational, and other. In 

children, phobias involving animals, natural environment (darkness), and blood-injection-injury usually develop between the ages of 7 

and 9, and these are reflective of normal development. Additionally, specific phobias are most prevalent in children between ages 10 and 

13 (Bolton, 2006).  

Social phobia 

Unlike specific phobias, social phobias include fear of public situations and scrutiny which leads to embarrassment or humiliation in the 

diagnostic criteria. 

1.1.2. Causes 

Rachman proposed three pathways to acquiring fear conditioning: classical conditioning, vicarious acquisition and 

informational/instructional acquisition (Rachman, 1978):  

 Much of the progress in understanding the acquisition of fear responses in phobias can be attributed to the Pavlovian model, 

which is synonymous with classical conditioning. When an aversive stimulus and a neutral one are paired together, for 

instance when an electric shock is given in a specific room, the subject can start to fear not only the shock but the room as  

well. In behavioral terms, this is described as a conditioned stimulus (CS) (the room) that is paired with an aversive 

unconditioned stimulus (UCS) (the shock), which leads to a conditioned response (CR) (fear for the room) (CS+UCS=CR).  

For instance, in case of the fear of heights (acrophobia), the CS is heights such as a balcony on the top floors of a high rise 

building. The UCS originates from an aversive or traumatizing event in the person's life, such as almost falling down from a 

great height. The original fear of almost falling down is associated with being on a high place, leading to a fear of heights. In 

other words, the CS (heights) associated with the aversive UCS (almost falling down) leads to the CR (fear). 

This direct conditioning model, though very influential in the theory of fear acquisition, is not the only way to acquire a 

phobia. 

 Vicarious fear acquisition is learning to fear something, not by a subject's own experience of fear, but by watching others 

reacting fearfully (observational learning). For instance, when a child sees a parent reacting fearfully to an animal, the child 

can become afraid of the animal as well. Through observational learning humans and non-human primates are able to learn to 

fear potentially dangerous objects. This reaction has been found not only in humans, but also non-human primates. In a study 

focusing on non-human primates, results showed that the primates learned to fear snakes at a fast rate after observing parents’ 

fearful reactions. An increase of fearful behaviors was observed as the non-human primates continued to observe their 

parents’ fearful reaction. Even though observational learning has been proven to be affective in creating reactions of fear and 

phobias, it has also be shown that by physically experiencing an event, chances increase of fearful and phobic behaviors.  

A conditioned fear response to an object or situation is not always a phobia. To meet the criteria for a phobia there must also be 

symptoms of impairment and avoidance. Impairment is defined as being unable to complete routine tasks whether occupational, 

academic or social. In acrophobia an impairment of occupation could result from not taking a job solely because of its location at the top 

floor of a building, or socially not participating in a social event at a theme park. The avoidance aspect is defined as behavior that results 

in the omission of an aversive event that would otherwise occur with the goal of the preventing anxiety (Bolles, 1970). 

1.1.3. Treatments 

There are various methods used to treat phobias. These methods include: systematic desensitization, progressive relaxation, virtual 

reality, modeling, medications, and hypnotherapy. 

 

http://en.wikipedia.org/wiki/Pavlovian
http://en.wikipedia.org/wiki/Classical_conditioning
http://en.wikipedia.org/wiki/Conditioned_stimulus
http://en.wikipedia.org/wiki/Unconditioned_stimulus
http://en.wikipedia.org/wiki/Conditioned_response
http://en.wikipedia.org/wiki/Observational_learning
http://en.wikipedia.org/wiki/Systematic_desensitization
http://en.wikipedia.org/wiki/Virtual_reality
http://en.wikipedia.org/wiki/Virtual_reality
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1.1.4. Therapy 

Cognitive behavioral therapy (CBT) can be beneficial. Cognitive behavioral therapy allows the patient to challenge dysfunctional 

thoughts or beliefs by being mindful of their own feelings with the aim that the patient will realize their fear is irrational. CBT may be 

conducted in a group setting. Gradual desensitisation treatment and CBT are often successful, provided the patient is willing to endure 

some discomfort. In one clinical trial, 90% of patients were observed to no longer have a phobic reaction after successful CBT treatment 

(Wolpe, 1958; Foa et coll. 1977; Craske, 2006; Eysenck, 1977). 

CBT is also an effective treatment for phobias in children and adolescents, and it has been adapted to be appropriate for use with this 

age. One example of a CBT program targeted towards children is the Coping Cat. This treatment program can be used with children 

between the ages of 7 and 13 to treat social phobia. This program works to decrease negative thinking, increase problem solving, and to 

provide a functional coping outlook in the child. Another CBT program was developed by Ann Marie Albano to treat social phobia in 

adolescents. This program has five stages: Psychoeducation, Skill Building, Problem Solving, Exposure, and Generalization and 

Maintenance. Psycho education focuses on identifying and understanding symptoms. Skill Building focuses on learning cognitive 

restructuring, social skills, and problem solving skills. Problem Solving focuses on identifying problems and using a proactive approach 

to solving them. Exposure involves exposing the adolescent to social situations in a hierarchical approach. Finally, Generalization and 

Maintenance involves practicing the skills learned (Albano, 2003).  

Eye Movement Desensitization and Reprocessing (EMDR) has been demonstrated in peer-reviewed clinical trials to be effective in 

treating some pobias. Mainly used to treat Post-traumatic stress disorder, EMDR has been demonstrated as effective in easing phobia 

symptoms following a specific trauma, such as a fear of dogs following a dog bite (De Jongh, Ten Broeke & Renssen, 1999)  

Another method psychologists and psychiatrists use to treat patients with extreme phobias is prolonged exposure. Prolonged exposure is 

used in psychotherapy when the person with the phobia is exposed to the object of their fear over a long period of time. This technique is 

only tested when a person has overcome avoidance of or escape from the phobic object or situation. People with slight distress from their 

phobias usually do not need prolonged exposure to their fear. 

Systematic desensitization 

A method used in the treatment of a phobia is systematic desensitization, a process in which the patients seeking help slowly become 

accustomed to their phobia, and ultimately overcome it. Traditional systematic desensitization involves a person being exposed to the 

object they are afraid of over time, so that the fear and discomfort do not become overwhelming. One form of systematic desensitization 

involves, humor. It has been shown that humor is an excellent alternative to the traditional systematic desensitization, when it does not 

efficiently rid someone of a phobia. Humor systematic desensitization involves a series of treatment activities that consist of activities 

that elicit humor with the feared object. Previously learned progressive muscle relaxation procedures can be used as the activities 

become more difficult in a person’s own hierarchy level. Progressive muscle relaxation helps patients relax their muscles before and 

during exposures to the phobic object. 

Participant modeling has been proven to be effective for children and adolescents. Participant modeling comprises of a therapist 

modeling how the patients should respond to their fears. This encourages the patients to practice this behavior  and reinforces their 

efforts. Similar to systematic desensitization, patients are gradually introduced to the phobic objects. The main difference between 

participant modeling and systematic desensitization, involves observations and modeling. Participant modeling encompasses a therapist 

modeling positive behavior(s), observing the positive behavior(s), and gradual exposure to the phobic object (Love, Matson & West, 

1990).  

Virtual reality therapy is a type of therapy that combats difficulties that can sometimes occur during traditional treatment of phobias. 

Similar to systematic desensitization therapy, virtual reality therapy helps patients imagine scenes with the phobic object. Virtual reality 

therapy generates scenes that may not have been possible in the physical world. There are several advantages that virtual rea lity therapy 

has over systematic desensitization therapy: patients have the ability to control the scenes produced, patients can endure more phobic 

http://en.wikipedia.org/wiki/Cognitive_behavioral_therapy
http://en.wikipedia.org/wiki/Coping_Cat
http://en.wikipedia.org/wiki/Eye_Movement_Desensitization_and_Reprocessing
http://en.wikipedia.org/wiki/Post-traumatic_stress_disorder
http://en.wikipedia.org/wiki/Systematic_desensitization
http://en.wikipedia.org/wiki/Virtual_reality_therapy
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scenes (i.e. they may not be able to experience/handle these harsh scenes in real life), it is more realistic than simply imagining a scene, 

it occurs in a private room, and is very efficient (North et coll., 1997).  

Medications 

Medications can help regulate the apprehension and fear that comes from thinking about or being exposed to a particular fearful object or 

situation. Antidepressant medications such as SSRIs or MAOIs may be helpful in some cases of phobia. SSRIs (antidepressants) act with 

serotonin, a neurotransmitter in the brain. Since serotonin impacts mood, patients may be prescribed an antidepressant. Another type of 

medication used for treating patients with phobias are sedatives. Benzodiazepines are sedatives, which can help patients relax by 

reducing the amount of anxiety they feel Benzodiazepines may be useful in acute treatment of severe symptoms, but the risk-benefit ratio 

is against their long-term use in phobic disorders. Though once believed to be highly addictive, these prescriptions have been recently 

shown as addictive if used with negative behaviors (i.e. alcohol abuse). Despite this recent positive finding, benzodiazepines should be 

used with caution. Beta blockers are another medication that can be used as a treatment for phobias. Beta blockers stop the stimulating 

effects of adrenaline in a person’s body. These effects include: sweating, increased heart rate, elevated blood pressure, tremors, and the 

feeling of a pounding heart. By taking beta blockers before a phobic event, these symptoms are decreased, causing the event to be less 

frightening (Marshall, 1995 & Stein, 2004). 

Hypnotherapy 

Hypnotherapy can be used alone and in conjunction with systematic desensitization to treatment phobias. Hypnotherapy can help  people 

with phobias, resolve their issue, by uncovering the underlying cause of the phobia. The cause of phobias may be from a pas t event that 

the patient does not remember. When a traumatic event has occurred and the person who experienced it does not remember the event, the 

term is called repression. Repression is a mechanism our mind uses to keep the memory of the trauma out of our conscious mind until we 

are ready to deal with it. Hypnotherapy may also eliminate the conditioned responses that occur during different situations: the phobic 

object is within eyesight of the patient, the patient is placed in a phobic situation, or the patient is attempting to complete a phobic task. 

Patients are first placed into a hypnotic trance (i.e. an extremely relaxed state). The unconscious can be retrieved during the hypnotic 

trance. This state always for patients to be open to suggestion, which helps bring about a desired change. Addressing old memories 

consciously helps individuals understand the event and see the event in a way which is no longer threatening (Iglesias, 2013; Vickers & 

Payne, 1990). 

1.1.5. Epidemiology 

Phobias are a common form of anxiety disorders and distributions are heterogeneous by age and gender. An American study by the 

National Institute of Mental Health (NIMH) found that between 8.7 percent and 18.1 percent of Americans suffer from phobias, making 

it the most common mental illness among women in all age groups and the second most common illness among men older than 25. 

Between 4 percent and 10 percent of all children experience specific phobias during their lives, and social phobias occur in one percent 

to three percent of children and adolescents (Kessler et al., 2005). 

A Swedish study found that females have a higher incidence than males (26.5 percent for females and 12.4 percent for males). Among 

adults, 21.2 percent of women and 10.9 percent of men have a single specific phobia, while multiple phobias occur in 5.4 percent of 

females and 1.5 percent of males. Women are nearly four times as likely as men to have a fear of animals (12.1 percent in women and 

3.3 percent in men) — a higher dimorphic than with all specific or generalized phobias or social phobias. Social phobias are more 

common in girls than in boys, while situational phobia occurs in 17.4 percent of women and 8.5 percent of men (Fredrikson, Annas, 

Fisher & Wik, 1996; Essau, Conradt & Petermann, 1999).  

 

 

 

http://en.wikipedia.org/wiki/Selective_serotonin_reuptake_inhibitor
http://en.wikipedia.org/wiki/MAOIs
http://en.wikipedia.org/wiki/Benzodiazepines
http://en.wikipedia.org/wiki/Beta_blockers
http://en.wikipedia.org/wiki/Anxiety_disorder
http://en.wikipedia.org/wiki/United_States
http://en.wikipedia.org/wiki/National_Institute_of_Mental_Health
http://en.wikipedia.org/wiki/Mental_illness
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1.1.6. Society and culture 

Terminology 

The word phobia comes from the Greek: φόβος (phóbos), meaning "aversion", "fear", or "morbid fear". In popular culture, it is 

common for specific phobias to be given a name based on a Greek word for the object of the fear, plus the suffix -phobia. Creating these 

terms is something of a word game. Few of these terms are found in medical literature. 

The word phobia may also refer to conditions other than true phobias. For example, the term hydrophobia is an old name for rabies, 

since an aversion to water is one of that disease's symptoms. A specific phobia to water is called aquaphobia instead. A hydrophobe is a 

chemical compound which repels water. Similarly, the term photophobia usually refers to a physical complaint (aversion to light due to 

inflamed eyes or excessively dilated pupils), rather than an irrational fear of light. 

Terms for prejudice 

A number of terms with the suffix -phobia are used non-clinically in a manipulative way to imply that the labeled people have an 

irrational fear of said groups of people. Such terms are primarily understood as negative attitudes towards certain categories of people or 

other things, used in an analogy with the medical usage of the term. Usually these kinds of "phobias" are described as fear, dislike, 

disapproval, prejudice, hatred, discrimination, or hostility towards the object of the "phobia". Often this attitude is based on prejudices 

and is a particular case of most xenophobia. 

Below are some examples: 

 Biphobia – Negative attitudes and feelings towards bisexuality and bisexual people as a social group or as individuals. 

 Homophobia – Negative attitudes and feelings toward homosexuality or people who are identified or perceived as being 

lesbian, gay, bisexual or transgender (LGBT). 

 Christophobia – Negative attitudes and feelings towards Christianity or Christians. 

 Islamophobia – Negative attitudes and feelings towards Islam or Muslims. 

 Transphobia – Negative attitudes and feelings towards transsexualism and transsexual or transgender people, based on the 

expression of their internal gender identity. 

 Xenophobia – fear or dislike of strangers or the unknown, sometimes used to describe nationalistic political beliefs and 

movements. 

 Chemophobia – Negative attitudes and mistrust towards Chemistry and synthetic chemicals. 

1.2. Generalized Anxiety Disorder (GAD) 

“I always thought I was just a worrier. I’d feel keyed up and unable to relax. At times it would come and go, and at times  it would be 

constant. It could go on for days. I’d worry about what I was going to fix for a dinner party, or what would be a great prese nt for 

somebody. I just couldn’t let something go.” 

“I’d have terrible sleeping problems. There were times I’d wake up wired in the middle of the night. I had trouble concentrating, even 

reading the newspaper or a novel. Sometimes I’d feel a little lightheaded. My heart would race or pound. And that would make me worry 

more. I was always imagining things were worse than they really were. When I got a stomachache, I’d think it was an ulcer.” 

“I was worried all the time about everything. It didn't matter that there were no signs of problems, I just got upset. I was having trouble 

falling asleep at night, and I couldn't keep my mind focused at work. I felt angry at my family all the time.” 
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All of us worry about things like health, money, or family problems. But people with generalized anxiety disorder (GAD) are extremely 

worried about these and many other things, even when there is little or no reason to worry about them. They are very anxious about just 

getting through the day. They think things will always go badly. At times, worrying keeps people with GAD from doing everyday tasks. 

1.2.1. Causes 

GAD sometimes runs in families, but no one knows for sure why some people have it while others don't. Researchers have found that 

several parts of the brain are involved in fear and anxiety. By learning more about fear and anxiety in the brain, scientists may be able to 

create better treatments. Researchers are also looking for ways in which stress and environmental factors may play a role. 

1.2.2. Signs & Symptoms 

People with GAD can’t seem to get rid of their concerns, even though they usually realize that their anxiety is more intense than the 

situation warrants. They can’t relax, startle easily, and have difficulty concentrating. Often they have trouble falling asleep or staying 

asleep. Physical symptoms that often accompany the anxiety include fatigue, headaches, muscle tension, muscle aches, difficulty 

swallowing, trembling, twitching, irritability, sweating, nausea, lightheadedness, having to go to the bathroom frequently, feeling out of 

breath, and hot flashes. 

GAD develops slowly. It often starts during the teen years or young adulthood. Symptoms may get better or worse at different times, and 

often are worse during times of stress. 

When their anxiety level is mild, people with GAD can function socially and hold down a job. Although they don’t avoid certain 

situations as a result of their disorder, people with GAD can have difficulty carrying out the simplest daily activities if their anxiety is 

severe. 

Who Is At Risk? 

Generalized anxiety disorders affect about 3.1% American adults age 18 years and older (about 18%) in a given year, causing them to be 

filled with fearfulness and uncertainty. The average age of onset is 31 years old. 

GAD affects about 6.8 million American adults, including twice as many women as men. The disorder develops gradually and can begin 

at any point in the life cycle, although the years of highest risk are between childhood and middle age. 

1.2.3. Diagnosis 

GAD is diagnosed when a person worries excessively about a variety of everyday problems for at least 6 months. 

People with GAD may visit a doctor many times before they find out they have this disorder. They ask their doctors to help them with 

headaches or trouble falling asleep, which can be symptoms of GAD but they don't always get the help they need right away. It  may take 

doctors some time to be sure that a person has GAD instead of something else. 

First, talk to your doctor about your symptoms. Your doctor should do an exam to make sure that another physical problem isn' t causing 

the symptoms. The doctor may refer you to a mental health specialist. 
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1.2.4. Treatments 

GAD is generally treated with psychotherapy, medication, or both. 

Psychotherapy. A type of psychotherapy called cognitive behavior therapy is especially useful for treating GAD. It teaches a person 

different ways of thinking, behaving, and reacting to situations that help him or her feel less anxious and worried. 

Medication. Doctors also may prescribe medication to help treat GAD. Two types of medications are commonly used to treat GAD—

anti-anxiety medications and antidepressants. Anti-anxiety medications are powerful and there are different types. Many types begin 

working right away, but they generally should not be taken for long periods. 

Antidepressants are used to treat depression, but they also are helpful for GAD. They may take several weeks to start working. These 

medications may cause side effects such as headache, nausea, or difficulty sleeping. These side effects are usually not a problem for 

most people, especially if the dose starts off low and is increased slowly over time. Talk to your doctor about any side effects you 

may have. 

It's important to know that although antidepressants can be safe and effective for many people, they may be risky for some, especially 

children, teens, and young adults. A "black box"—the most serious type of warning that a prescription drug can have—has been added to 

the labels of antidepressant medications. These labels warn people that antidepressants may cause some people to have suicidal thoughts 

or make suicide attempts. Anyone taking antidepressants should be monitored closely, especially when they first start treatment with 

medications. 

Some people do better with cognitive behavior therapy, while others do better with medication. Still others do best with a combination of 

the two. Talk with your doctor about the best treatment for you. 

Living With 

If you think you have an anxiety disorder, the first person you should see is your family doctor. A physician can determine whether the 

symptoms that alarm you are due to an anxiety disorder, another medical condition, or both. 

If an anxiety disorder is diagnosed, the next step is usually seeing a mental health professional. The practitioners who are most helpful 

with anxiety disorders are those who have training in cognitive-behavioral therapy and/or behavioral therapy, and who are open to using 

medication if it is needed. 

You should feel comfortable talking with the mental health professional you choose. If you do not, you should seek help elsewhere. 

Once you find a mental health professional with whom you are comfortable, the two of you should work as a team and make a plan to 

treat your anxiety disorder together. 

Remember that once you start on medication, it is important not to stop taking it abruptly. Certain drugs must be tapered off  under the 

supervision of a doctor or bad reactions can occur. Make sure you talk to the doctor who prescribed your medication before you stop 

taking it. If you are having trouble with side effects, it’s possible that they can be eliminated by adjusting how much medication you take 

and when you take it. 

Most insurance plans, including health maintenance organizations (HMOs), will cover treatment for anxiety disorders. Check with your 

insurance company and find out. If you don’t have insurance, the Health and Human Services division of your county government may 

offer mental health care at a public mental health center that charges people according to how much they are able to pay. If you are on 

public assistance, you may be able to get care through your state Medicaid plan. 
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1.2.5. Ways to Make Treatment More Effective 

Many people with anxiety disorders benefit from joining a self-help or support group and sharing their problems and achievements with 

others. Internet chat rooms can also be useful in this regard, but any advice received over the Internet should be used with caution, as 

Internet acquaintances have usually never seen each other and false identities are common. Talking with a trusted friend or member of 

the clergy can also provide support, but it is not a substitute for care from a mental health professional. 

Stress management techniques and meditation can help people with anxiety disorders calm themselves and may enhance the effects of 

therapy. There is preliminary evidence that aerobic exercise may have a calming effect. Since caffeine, certain illicit drugs, and even 

some over-the-counter cold medications can aggravate the symptoms of anxiety disorders, they should be avoided. Check with your 

physician or pharmacist before taking any additional medications. 

The family is very important in the recovery of a person with an anxiety disorder. Ideally, the family should be supportive but not help 

perpetuate their loved one’s symptoms. Family members should not trivialize the disorder or demand improvement without treatment. 

1.3. Panic Disorder/Attacks 

"All of a sudden, I felt a tremendous wave of fear for no reason at all. My heart was pounding, my chest hurt, and it was getting harder to 

breathe. I thought I was going to die." 

"I'm so afraid. Every time I start to go out, I get that awful feeling in the pit of my stomach, and I'm terrified that another panic attack is 

coming or that some other, unknown terrible thing was going to happen." 

1.3.1. Panic attack facts 

 Symptoms of panic attack usually begin abruptly and include rapid heartbeat, chest sensations, shortness of breath, dizziness, 

tingling, and severe anxiousness.  

 While panic disorder can certainly be serious, it is not immediately organ-threatening.  

 A variety of treatments are available, including several effective medications, and specific forms of psychotherapy. 

 People who experience panic attacks can use a number of lifestyle changes like aerobic exercise, avoiding alcohol, caffeine, 

and illicit drugs, as well as stress-management techniques to help decrease anxiety. 

1.3.2. What are panic attacks? 

Panic attacks may be symptoms of an anxiety disorder. These attacks are a serious health problem in the U.S. At least 20% of adult 

Americans, or about 60 million people, will suffer from panic attacks at some point in their lives. About 1.7% of adult Americans, or 

about 3 million people, will have full-blown panic disorder at some time in their lives, twice as often for women than men. The peak age 

at which people have their first panic attack (onset) is 15-19 years of age. Panic attacks are strikingly different from other types of 

anxiety; panic attacks are so very sudden and often unexpected, appear to be unprovoked, and are often disabling. 

Childhood panic disorder facts include that about 0.7% of children suffer from panic disorder or generalized anxiety disorder  and that 

although panic is found to occur twice as often in women compared to men, boys and girls tend to experience this disorder at an equal 

frequency.  

Once someone has had a panic attack, for example, while driving, shopping in a crowded store, or riding in an elevator, he or  she may 

develop irrational fears, called phobias, about these situations and begin to avoid them. Eventually, the pattern of avoidance and level of 

anxiety about another attack may reach the point at which the mere idea of engaging in the activities that preceded the first  panic attack 

triggers future panic attacks, resulting in the individual with panic disorder being unable to drive or even step out of the house. At this 

http://www.medicinenet.com/shortness_of_breath/symptoms.htm
http://www.medicinenet.com/exercise/article.htm
http://www.medicinenet.com/phobias/article.htm
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stage, the person is said to have panic disorder with agoraphobia. Thus, there are two types of panic disorder, panic disorder with or 

without agoraphobia. Like other mental illnesses, panic disorder can have a serious impact on a person's daily life unless the individual 

receives effective treatment. 

Panic attacks in children may result in the child's grades declining, avoiding school and other separations from parents, as well as 

experiencing substance abuse, depression, and suicidal thoughts, plans, and/or actions 

1.3.3. What are panic attack symptoms and signs in adults, teenagers, and children? 

As described in the first example above, the symptoms of a panic attack appear suddenly, without any apparent cause. They may include 

 racing or pounding heartbeat (palpitations); 

 chest pains; 

 stomach upset; 

 dizziness, lightheadedness, nausea; 

 difficulty breathing, a sense of feeling smothered; 

 tingling or numbness in the hands; 

 hot flashes or chills; 

 trembling and shaking; 

 dreamlike sensations or perceptual distortions; 

 terror, a sense that something unimaginably horrible is about to occur and one is powerless to prevent it; 

 a need to escape; 

 nervousness about the possibility of losing control and doing something embarrassing; 

 fear of dying. 

Although the duration of a panic attack can vary greatly, it typically lasts for more than 10 minutes, is one of the most distressing 

conditions that a person can experience, and its symptoms can closely mimic those of a heart attack. Typically, most people who have 

one attack will have others, and when someone has repeated attacks with no other apparent physical or emotional cause, or feels severe 

anxiety about having another attack, he or she is said to have panic disorder. A number of other emotional problems can have panic 

attacks as a symptom. Some of these illnesses include posttraumatic stress disorder (PTSD), schizophrenia, and intoxication or 

withdrawal from certain drugs of abuse. 

Certain medical conditions, like thyroid abnormalities and anemia, as well as certain medications, can produce intense anxiety. Examples 

of such medications include stimulants like methylphenidate (Ritalin), diabetes medications like metformin (Glucophage) and insulin, 

antimalarial medications like quinine, as well as corticosteroid withdrawal, such as withdrawal from dexamethasone (Decadron). As 

individuals with panic disorder seem to be at higher risk of having a heart valve abnormality called mitral valve prolapse (MVP), this 

possibility should be investigated by a doctor since MVP may dictate the need for special precautions to be taken when the individual is 

being treated for any dental problem. While the development of panic attacks have been attributed to the use of food additives like 

aspartame, alone or in combination with food dyes, more research is needed to better understand the role such substances may have on 

this disorder. 

Anxiety attacks that take place while sleeping, also called nocturnal panic attacks, occur less often than panic attacks during the daytime 

but affect about 40%-70% of those who suffer from daytime panic attacks. This symptom is also important because people who suffer 

from panic symptoms while sleeping tend to have more respiratory distress associated with their panic. They also tend to experience 

more symptoms of depression and other psychiatric disorders compared to people who do not have panic attacks at night. Nocturnal 

panic attacks tend to cause sufferers to wake suddenly from sleep in a state of sudden fear or dread for no apparent reason. In contrast to 

people with sleep apnea and other sleep disorders, sufferers of nocturnal panic can have all the other symptoms of a panic attack. The 
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duration of nocturnal panic attacks tends to be less than 10 minutes, but it can take much longer to fully calm down for those who 

experience them. 

While panic disorder in adolescents tends to have similar symptoms as in adults, symptoms of panic disorder in younger children are less 

likely to include the thought-based or so-called cognitive aspects. Specifically, teenagers are more likely to feel unreal or as if they are 

functioning in a dream-like state (derealization) or be frightened of going crazy or of dying. 

Symptoms of panic attacks in women tend to include more avoidance of anxiety provoking situations, more frequent recurrence, and 

more often result in the use of medical care compared to panic attack symptoms in men. The frequency of panic attacks may increase, 

decrease, or remain unchanged during pregnancy. 

1.3.4. How is panic disorder diagnosed? 

Some practitioners will administer a self-test of screening questions to individuals whom they suspect may be suffering from panic 

disorder. In addition to looking for symptoms of repeated panic attacks by asking detailed questions about the sufferer's his tory and 

conducting a mental-status examination, mental-health professionals will explore the possibility that the individual's symptoms are 

caused by another emotional illness instead of or in addition to the diagnosis of panic disorder. For example, people with an addiction 

often experience panic attacks, but those symptom characteristics generally only occur when the person is either intoxicated or 

withdrawing from the substance. The practitioner will also likely ensure that a physical examination and any other appropriate tests have 

been done recently to explore whether there is any medical problem that could be contributing to the occurrence of panic attacks. 

1.3.5. What is the treatment for panic attacks? What medications treat panic attacks? 

Thanks to research, there are a variety of treatments available for controlling panic attacks, including several effective medical 

treatments, and specific forms of psychotherapy. In terms of medications, specific members of the selective serotonin reuptake inhibitor 

(SSRI), the selective serotonin and norepinephrine reuptake inhibitors (SSNRI), and the benzodiazepine families of medications are 

approved by the U.S. Food and Drug Administration (FDA) for effective treatment of panic disorder. Examples of such medications 

include sertraline (Zoloft), paroxetine (Paxil), escitalopram (Lexapro), and citalopram (Celexa) from the SSRI group, duloxetine 

(Cymbalta) and venlafaxine (Effexor) from the SSNRI group, and clonazepam (Klonopin) and lorazepam (Ativan) from the 

benzodiazepine group. Although alprazolam (Xanax) is often used to treat panic attacks, its short duration of action can sometimes result 

in having to take it several times per day. Medications from the beta-blocker family (for example, propranolol [Inderal]) are sometimes 

used to treat the physical symptoms, like racing heart rate associated with a panic attack. Some individuals who suffer from severe panic 

attacks may benefit from treatment with gabapentin (Neurontin), which was initially found to treat seizures, or benefit from a neuroleptic 

medication like risperidone (Risperdal), olanzapine (Zyprexa), quetiapine (Seroquel), aripiprazole (Abilify), paliperidone (Invega), 

asenapine (Saphris), iloperidone (Fanapt), or lurasidone (Latuda). 

Before SSRIs and SSNRIs became available, medications from the group known as the tricyclic antidepressants (TCAs) were often used 

to address panic disorder. Although TCAs have been found to be equally effective in treating panic attacks, SSRIs and SSNRIs have 

been proven to be safer and better tolerated. Therefore TCAs are used much less often. 

When used in the appropriate person with close monitoring, medications can be quite effective as part of treatment for panic disorder. 

However, as anything that is ingested carries a risk of side effects, it is important for the panic attack sufferer to work closely with the 

prescribing doctor to decide whether treatment with medications is an appropriate intervention and, if so, which medication should be 

administered. The person being treated should be closely monitored for the possibility of side effects that can vary from minor to severe, 

and in some cases even be life-threatening. Due to the possible risks to the fetus of a mother being treated for panic attacks with 

medication, psychotherapy should be the first treatment tried when possible in pregnant women. 

For individuals who may be wondering how to avoid panic attacks using treatment without prescribed medications, natural remedies 

may be an option. While herbal supplements that contain kava have been found to be helpful for some people with mild to moderate 

panic disorder, the research data is still considered to be too limited for many physicians to recommend treatment with other natural 

http://www.medicinenet.com/teenagers/article.htm
http://www.medicinenet.com/childrens_health/article.htm
http://www.medicinenet.com/pregnancy/article.htm
http://www.medicinenet.com/psychotherapy/article.htm
http://www.medicinenet.com/sertraline/article.htm
http://www.medicinenet.com/paroxetine/article.htm
http://www.medicinenet.com/escitalopram/article.htm
http://www.medicinenet.com/citalopram/article.htm
http://www.medicinenet.com/duloxetine/article.htm
http://www.medicinenet.com/venlafaxine/article.htm
http://www.medicinenet.com/clonazepam/article.htm
http://www.medicinenet.com/lorazepam/article.htm
http://www.medicinenet.com/alprazolam/article.htm
http://www.medicinenet.com/beta_blockers/article.htm
http://www.medicinenet.com/propranolol/article.htm
http://www.medicinenet.com/gabapentin/article.htm
http://www.medicinenet.com/risperidone/article.htm
http://www.medicinenet.com/olanzapine/article.htm
http://www.medicinenet.com/quetiapine/article.htm
http://www.medicinenet.com/aripiprazole/article.htm
http://www.medicinenet.com/antidepressants/article.htm
http://www.medicinenet.com/kava_piper_methysticum-oral/article.htm


18 
 

Catholic University of Rwanda   Mr. Emmanuel HAKIZIMANA 

remedies like valerian or passionflower. Also, care should be taken when taking any dietary supplements, since supplements are not 

regulated in terms of quality, content, or effectiveness. 

The psychotherapy component of treatment for panic disorders is at least as important as medication. In fact, research shows that 

psychotherapy alone or the combination of medication and psychotherapy treatment are more effective than medication alone in the 

long-term management of panic attacks. In overcoming anxiety, cognitive behavioral therapy is widely accepted as an effective form of 

psychotherapy treatment, for both adults and children. This form of therapy seeks to help those with panic disorder identify and decrease 

the irrational thoughts and behaviors that reinforce panic symptoms and can be administered either individually, in group therapy, in 

partner-assisted therapy, and even over the Internet. Behavioral techniques that are often used to decrease anxiety include relaxation 

techniques and gradually increasing exposure to situations that may have previously precipitated anxiety in the individual. Helping the 

anxiety sufferer understand how to handle the emotional forces that may have contributed to developing symptoms (panic-focused 

psychodynamic psychotherapy) has also been found to be effective in teaching an individual with panic disorder how to prevent  an 

anxiety attack or to decrease or stop a panic attack once it starts. 

There are also things that people with panic disorder can do to help make treatment more effective. Since substances like caffeine, 

alcohol, and illicit drugs can worsen panic attacks, those things should be avoided. Other tips to prevent or manage panic attacks include 

engaging in aerobic exercise and stress-management techniques like deep breathing, massage therapy, and yoga, since these self-help 

activities have also been found to help decrease the frequency and severity of panic attacks. Although many people breathe in to a paper 

bag when afflicted by the hyperventilation that can be associated with panic, the benefit received may be the result of the individual 

believing it will remedy the symptoms (placebo effect). Also, breathing into a paper bag when one is already having trouble breathing 

can make matters worse when the hyperventilation is the result of conditions of oxygen deprivation, like an asthma attack or a heart 

attack. 

People with panic disorder also may need treatment for other emotional problems. Depression has often been associated with panic 

disorder, as have alcohol and drug abuse. Fortunately, with proper treatment, these problems associated with panic disorder can be 

overcome effectively, just like panic disorder itself. 

1.3.6. What are complications of untreated panic attacks? 

Without treatment, panic attacks tend to occur repeatedly for months or years. While they typically begin in young adulthood,  the 

symptoms may arise earlier or later in life in some people. Complications, which are symptoms that can develop as a result of continued 

panic attacks and develop into other mental illnesses, may include specific irrational fears (phobias), especially of leaving home 

(agoraphobia), avoidance of social situations, depression, work or school problems, suicidal thoughts or actions, financial problems, and 

alcohol or other substance abuse. Panic disorder also predisposes sufferers to developing heart disease and of dying prematurely. 

If left untreated, anxiety may worsen to the point at which the person's life is seriously affected by panic attacks and by attempts to avoid 

or conceal them. In fact, many people have had problems with friends and family, failed in school, and/or lost jobs while struggling to 

cope with panic attacks. There may be periods of spontaneous improvement in the attacks, but panic attacks do not usually go away 

unless the person receives treatments designed specifically to help people with panic attacks. 

1.3.7. How are panic attacks prevented? 

Effective ways to prevent panic attacks for people who have had them include avoiding triggers for panic, like alcohol or stimulants like 

caffeine, diet pills, or cocaine.   
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1.4. Obsessive-Compulsive Disorder (OCD) 

 

1.4.1. Definition 

Obsessive-compulsive disorder (OCD) is characterized by unreasonable thoughts and fears (obsessions) that lead you to do repetitive 

behaviors (compulsions). It's also possible to have only obsessions or only compulsions and still have OCD. 

With OCD, you may or may not realize that your obsessions aren't reasonable, and you may try to ignore them or stop them. But that 

only increases your distress and anxiety. Ultimately, you feel driven to perform compulsive acts in an effort to ease your st ressful 

feelings. 

OCD often centers around themes, such as a fear of getting contaminated by germs. To ease your contamination fears, you may 

compulsively wash your hands until they're sore and chapped. Despite efforts to ignore or get rid of bothersome thoughts, the thoughts or 

urges keep coming back. This leads to more ritualistic behavior — and a vicious cycle that's characteristic of OCD. 

1.4.2. Symptoms 

Obsessive-compulsive disorder symptoms usually include both obsessions and compulsions. But it's also possible to have only obsession 

symptoms or only compulsion symptoms. About one-third of people with OCD also have a disorder that includes sudden, brief, 

intermittent movements or sounds (tics). 

Obsession symptoms 

OCD obsessions are repeated, persistent and unwanted urges or images that cause distress or anxiety. You might try to get rid of them by 

performing a compulsion or ritual. These obsessions typically intrude when you're trying to think of or do other things. 

Obsessions often have themes to them, such as: 

 Fear of contamination or dirt 

 Having things orderly and symmetrical 

 Aggressive or horrific thoughts about harming yourself or others 

 Unwanted thoughts, including aggression, or sexual or religious subjects 

Examples of obsession signs and symptoms include: 

 Fear of being contaminated by shaking hands or by touching objects others have touched 

 Doubts that you've locked the door or turned off the stove 

 Intense stress when objects aren't orderly or facing a certain way 

 Images of hurting yourself or someone else 

 Thoughts about shouting obscenities or acting inappropriately 

 Avoidance of situations that can trigger obsessions, such as shaking hands 

 Distress about unpleasant sexual images repeating in your mind 

Compulsion symptoms 

http://www.mayoclinic.org/diseases-conditions/ocd/basics/definition/con-20027827
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OCD compulsions are repetitive behaviors that you feel driven to perform. These repetitive behaviors are meant to prevent or reduce 

anxiety related to your obsessions or prevent something bad from happening. However, engaging in the compulsions brings no pleasure 

and may offer only a temporary relief from anxiety. 

You may also make up rules or rituals to follow that help control your anxiety when you're having obsessive thoughts. These 

compulsions are often not rationally connected to preventing the feared event. 

As with obsessions, compulsions typically have themes, such as: 

 Washing and cleaning 

 Counting 

 Checking 

 Demanding reassurances 

 Following a strict routine 

 Orderliness 

Examples of compulsion signs and symptoms include: 

 Hand-washing until your skin becomes raw 

 Checking doors repeatedly to make sure they're locked 

 Checking the stove repeatedly to make sure it's off 

 Counting in certain patterns 

 Silently repeating a prayer, word or phrase 

 Arranging your canned goods to face the same way 

Symptoms usually begin gradually and tend to vary in severity throughout your life. Symptoms generally worsen when you're 

experiencing more stress. OCD, considered a lifelong disorder, can be so severe and time-consuming that it becomes disabling. 

Most adults recognize that their obsessions and compulsions don't make sense, but that's not always the case. Children may not 

understand what's wrong. 

When to see a doctor 

There's a difference between being a perfectionist and having OCD. OCD thoughts aren't simply excessive worries about real problems 

in your life. Perhaps you keep the floors in your house so clean that you could eat off them. Or you like your knickknacks arranged just 

so. That doesn't necessarily mean that you have OCD. 

If your obsessions and compulsions are affecting your quality of life, see your doctor or mental health provider. People with  OCD may 

be ashamed and embarrassed about the condition, but treatment can help. 

1.4.3. Causes 

The cause of obsessive-compulsive disorder isn't fully understood. Main theories include: 

 Biology. OCD may be a result of changes in your body's own natural chemistry or brain functions. OCD may also have a 

genetic component, but specific genes have yet to be identified. 
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 Environment. Some environmental factors such as infections are suggested as a trigger for OCD, but more research is needed 

to be sure. 

1.4.4. Risk factors 

Factors that may increase the risk of developing or triggering obsessive-compulsive disorder include: 

 Family history. Having parents or other family members with the disorder can increase your risk of developing OCD. 

 Stressful life events. If you've experienced traumatic or stressful events or you tend to react strongly to stress, your risk may 

increase. This reaction may, for some reason, trigger the intrusive thoughts, rituals and emotional distress characteristic of 

OCD. 

1.4.5. Complications 

Individuals with obsessive-compulsive disorder may have additional problems. Some of the problems below may be associated with 

OCD — others may exist in addition to OCD but not be caused by it. 

 Inability to attend work, school or social activities 

 Troubled relationships 

 Overall poor quality of life 

 Anxiety disorders 

 Depression 

 Eating disorders 

 Suicidal thoughts and behavior 

 Alcohol or other substance abuse 

 Contact dermatitis from frequent hand-washing 

1.4.6. Tests and diagnosis 

To help diagnose OCD, your doctor or mental health provider may do exams and tests, including: 

 Physical exam. This may be done to help rule out other problems that could be causing your symptoms and to check for any 

related complications. 

 Lab tests. These may include, for example, a complete blood count (CBC), screening for alcohol and drugs, and a check of 

your thyroid function. 

 Psychological evaluation. A doctor or mental health provider asks about your thoughts, feelings, symptoms and behavior 

patterns. Your doctor may also want to talk to your family or friends, with your permission. 

1.4.7. Diagnostic criteria for OCD 

To be diagnosed with OCD, you must meet the criteria in the Diagnostic and Statistical Manual of Mental Disorders (DSM) published 

by the American Psychiatric Association. This manual is used by mental health professionals to diagnose mental illnesses and by 

insurance companies to reimburse for treatment. 

General criteria required for a diagnosis of OCD include: 

 You must have either obsessions or compulsions or both. 
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 You may or may not realize that your obsessions and compulsions are excessive or unreasonable. 

 Obsessions and compulsions are significantly time-consuming and interfere with your daily routine and social or work 

functioning. 

Your obsessions must meet these criteria: 

 Recurrent, persistent and unwelcome thoughts, impulses or images are intrusive and cause distress. 

 You try to ignore these thoughts, images or impulses or to suppress them with compulsive behaviors. 

Compulsions must meet these criteria: 

 Repetitive behavior that you feel driven to perform, such as hand-washing, or repetitive mental acts, such as counting silently. 

 You try to neutralize obsessions with another thought or action. 

 These behaviors or mental acts are meant to prevent or reduce distress, but they are excessive or not realistically related to the 

problem they're intended to fix. 

Diagnostic challenges 

It's sometimes difficult to diagnose OCD because symptoms can be similar to those of obsessive-compulsive personality disorder, 

anxiety disorders, depression, schizophrenia or other mental illnesses. Someone with true obsessions and compulsions has OCD, 

although it's possible to have both OCD and obsessive-compulsive personality disorder. Be sure to stick with the diagnostic process so 

you can get appropriate diagnosis and treatment. 

1.4.8. Treatments and drugs 

Obsessive-compulsive disorder treatment may not result in a cure, but it can help you bring symptoms under control so they don't rule 

your daily life. Some people need treatment for the rest of their lives. 

The two main treatments for OCD are psychotherapy and medications. Often, treatment is most effective with a combination of these. 

Psychotherapy 

A type of therapy called exposure and response prevention (ERP) is the most effective treatment. This therapy involves gradually 

exposing you to a feared object or obsession, such as dirt, and having you learn healthy ways to cope with your anxiety. Exposure 

therapy takes effort and practice, but you may enjoy a better quality of life once you learn to manage your obsessions and compulsions. 

Therapy may take place in individual, family or group sessions. 

Medications 

Certain psychiatric medications can help control the obsessions and compulsions of OCD. Most commonly, antidepressants are tr ied 

first. 

Antidepressants that have been approved by the Food and Drug Administration (FDA) to treat OCD include: 

 Clomipramine (Anafranil) 

 Fluvoxamine (Luvox CR) 
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 Fluoxetine (Prozac) 

 Paroxetine (Paxil, Pexeva) 

 Sertraline (Zoloft) 

However, other antidepressants and psychiatric medications used for other conditions may be prescribed off label to treat OCD. 

Choosing a medication 

With OCD, it's not unusual to have to try several medications before finding one that works well to control your symptoms. It  can take 

weeks to months after starting a medication to notice an improvement in your symptoms. Your doctor also might recommend combining 

medications, such as antidepressants and antipsychotic medications, to make them more effective in controlling your symptoms. 

Don't stop taking your medication without talking to your doctor, even if you're feeling better — you may have a relapse of OCD 

symptoms. Antidepressants aren't considered addictive, but sometimes physical dependence, which is different from addiction, can 

occur. So stopping treatment abruptly or missing several doses can cause withdrawal-like symptoms, sometimes called discontinuation 

syndrome. Work with your doctor to gradually and safely decrease your dose. 

Medication side effects and risks 

In general, the goal of OCD treatment with medications is to effectively control signs and symptoms at the lowest possible dosage. Here 

are some things to consider: 

 Side effects. All psychiatric medications have potential side effects, which may include stomach upset, sleep disturbance, 

sweating and reduced interest in sexual activity. Talk to your doctor about possible side effects and about any health 

monitoring needed while taking psychiatric medications. And let your doctor know if you experience troubling side effects. 

 Suicide risk. Most antidepressants are generally safe, but the FDA requires that all carry the strictest warnings for 

prescriptions. In some cases, children, teenagers and young adults under 25 may have an increase in suicidal thoughts or 

behavior when taking antidepressants, especially in the first few weeks after starting or when the dose is changed. If suicidal 

thoughts occur when taking an antidepressant, immediately contact your doctor or get emergency help. Keep in mind that 

antidepressants are more likely to reduce suicide risk in the long run by improving mood. 

 Interactions with other substances. Some medications can have dangerous interactions with other medications, foods, 

alcohol or other substances. Tell your doctors about all medications and over-the-counter substances you take, including 

vitamins, minerals and herbal supplements. 

Other treatment 

Sometimes, medications and psychotherapy aren't effective enough to control OCD symptoms. Research continues on the potential  

effectiveness of deep brain stimulation (DBS) for treating OCD that doesn't respond to traditional treatment approaches. 

Because DBS hasn't been thoroughly tested for use in treating OCD, make sure you understand all the pros and cons and possible health 

risks. 

1.4.9. Coping and support 

Coping with obsessive-compulsive disorder can be challenging. Medications can have unwanted side effects, and you might feel 

embarrassed or angry about having a condition that requires long-term treatment. Here are some ways to help cope with OCD: 

 Learn about OCD. Education about your condition can empower you and motivate you to stick to your treatment plan. 
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 Join a support group. Support groups for people with OCD can help you reach out to others facing similar challenges. 

 Stay focused on your goals. Recovery from OCD is an ongoing process. Stay motivated by keeping your recovery goals in 

mind. 

 Find healthy outlets. Explore healthy ways to channel your energy, such as hobbies and recreational activities. Regular 

exercise, eating a healthy diet and getting adequate sleep can have a positive effect on your treatment. 

 Learn relaxation and stress management. Try stress management techniques such as meditation, muscle relaxation, deep 

breathing, yoga or tai chi. 

 Stick with your regular activities. Go to work or school as you usually would. Spend time with family and friends. Don't let 

OCD get in the way of your life. If OCD disrupts activities or your daily routine, work with an experienced therapist on doing 

exposures to reduce this disruption. 
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CHAPTER II. SOMATOFORM DISORDERS 

2.1. Conversion Disorder 

2.1.1. Definition 

Conversion disorder, also called functional neurological symptom disorder, is a condition in which you show psychological stress in 

physical ways. The condition was so named to describe a health problem that starts as a mental or emotional crisis — a scary or stressful 

incident of some kind — and converts to a physical problem. 

For example, in conversion disorder, your leg may become paralyzed after you fall from a horse, even though you weren't physically 

injured. Conversion disorder signs and symptoms appear with no underlying physical cause, and you can't control them. 

Signs and symptoms of conversion disorder typically affect your movement or your senses, such as the ability to walk, swallow, see or 

hear. Conversion disorder symptoms can vary in severity and may come and go or be persistent. The outcome may be better in younger 

children than in teenagers and adults. According to some experts, most people get better with immediate and proper management. 

2.1.2. Symptoms 

Conversion disorder symptoms may appear suddenly after a stressful event or trauma, whether physical or psychological. Signs and 

symptoms that affect movement function may include: 

 Weakness or paralysis 

 Abnormal movement, such as tremors or difficulty walking 

 Loss of balance 

 Difficulty swallowing or "a lump in the throat" 

 Seizures or convulsions 

 Episode of unresponsiveness 

Signs and symptoms that affect the senses may include: 

 Numbness or loss of the touch sensation 

 Speech problems, such as inability to speak or slurred speech 

 Vision problems, such as double vision or blindness 

 Hearing problems or deafness 

When to see a doctor 

It's best to seek medical attention as soon as you notice signs and symptoms that might be caused by conversion disorder. If the 

underlying cause is something physical, quick diagnosis and treatment may be important. If the diagnosis is conversion disorder, then 

psychological help may improve the symptoms and prevent future episodes. 

2.1.3. Causes 

Episodes of conversion disorder are nearly always triggered by a stressful event, an emotional conflict or another mental health disorder, 

such as depression. 

http://www.mayoclinic.org/diseases-conditions/conversion-disorder/basics/definition/con-20029533


26 
 

Catholic University of Rwanda   Mr. Emmanuel HAKIZIMANA 

The exact cause of conversion disorder is unknown, but the part of the brain that controls your muscles and senses may be involved. It 

may be the brain's way of reacting immediately to something that seems like a threat. 

Risk factors 

Conversion disorder risk factors include: 

 Recent significant stress or emotional trauma 

 Being female — women are much more likely to develop conversion disorder 

 Having a mental health condition, such as mood or anxiety disorders, dissociative disorder or certain personality disorders 

 Having a neurological disease that causes similar symptoms, such as epilepsy 

 Having a family member with conversion disorder 

 A history of physical or sexual abuse and neglect in childhood 

2.1.4. Tests and diagnosis 

To be diagnosed with conversion disorder, you must meet the symptom criteria in the Diagnostic and Statistical Manual of Mental 

Disorders (DSM). This manual, published by the American Psychiatric Association, is used by mental health providers to diagnose 

mental conditions and by insurance companies to reimburse for treatment. 

To be diagnosed with conversion disorder: 

 You must have one or more symptoms you can't control that affect body movement or your senses, which can't be explained 

by a neurological or other medical condition. 

 Your symptoms may be related to a stressful event or trauma, either physical or psychological, even though that may not 

always be the case. 

 You're not producing symptoms on purpose or getting some intended benefit from the symptoms. 

 Your symptoms aren't fully explained by a general medical condition, drug use or a culturally accepted behavior, such as an 

experience at a religious ritual. 

 Your symptoms must cause significant stress or difficulty in social, work or other settings. 

 Your symptoms aren't better accounted for by another mental health problem. In this case, psychological tests should be 

requested by a mental health specialist. 

There are no standard tests to check for conversion disorder. The tests will depend on what kind of signs and symptoms you have — the 

main purpose is to rule out any medical or neurological disease. Tests may include: 

 Simple tests. These tests don't require any special equipment and are quick and painless. For example, your doctor checks for 

normal reflexes to help rule out a physical cause for your signs and symptoms. 

 X-rays or other imaging tests. These tests may help your doctor confirm that your symptoms aren't caused by an injury or 

neurological or other physical conditions that might cause similar symptoms. 

 An electroencephalogram (EEG) scan. An EEG can help rule out a neurological cause of seizure symptoms. This test is a 

painless procedure to detect electrical activity in your brain. It's used to test for epilepsy and other brain disorders. 

Diagnosis can be tricky because a doctor must rule out medical conditions with a physical cause. Conversion disorder can mimic a 

number of other health problems, such as: 

 Myasthenia gravis — a muscle weakness disorder 
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 Guillain-Barre syndrome — an uncommon disorder in which your body's immune system attacks your nerves 

 Neurological disorders — for example, Parkinson's disease and epilepsy 

 Stroke 

 Lupus 

 Spinal cord injury 

 HIV/AIDS 

2.1.5. Treatments and drugs 

For many people, symptoms of conversion disorder get better without treatment, especially after reassurance from the doctor that their 

symptoms aren't caused by a serious underlying problem, and after referral to a mental health professional. 

You may benefit from treatment if you have conversion disorder signs and symptoms that linger or keep coming back, you have severe 

symptoms, or you have other mental or physical health conditions. Treatment will depend on your particular signs and symptoms and 

may include: 

 Counseling (psychotherapy). Seeing a psychologist or professional counselor can help treat symptoms of conversion 

disorder and prevent it from coming back. This can be especially helpful if you also have anxiety, depression or other mental  

health issues. 

 Physical therapy. Working with a physical therapist may prevent complications of certain symptoms of conversion disorder. 

For example, regular movement of arms or legs may ward off muscle tightness and weakness if you have paralysis or loss of 

mobility. 

 Treating related stress and other conditions. Conversion disorder may improve when you get treatment for stress, anxiety 

or another underlying problem. Your doctor may prescribe anti-anxiety medications, antidepressants or other drugs as part of 

your treatment plan, depending on your individual health profile. 

 Transcranial magnetic stimulation. Some reports show that people with conversion disorder may benefit from this type of 

treatment, which involves exciting brain activity by using weak electrical currents that are said to alter the brain's 

biochemistry. However, this approach is still in an early stage regarding its use in the management of conversion disorder. 

2.1.6. Prevention 

Conversion disorder is usually triggered by a reaction to some kind of stress or trauma. Stress-relieving activities such as meditation and 

yoga may help reduce reactions to the events that prompt symptoms of conversion disorder. In general, however, the best way to prevent 

this is to strive for and maintain a good quality of life, a stable family environment, social contacts and work-life balance. 

If you have other mental health conditions, make sure you're getting the right treatment. Treatment may include counseling and 

medications. 

2.2. Hypochondria  

 

2.2.1. Definition 

When you have hypochondria, you become obsessed with the idea that you have a serious or life-threatening disease that hasn't been 

diagnosed yet. This causes significant anxiety that goes on for months or longer, even though there's no clear medical evidence that you 

have a serious health problem. Hypochondria is also called hypochondriasis.  



28 
 

Catholic University of Rwanda   Mr. Emmanuel HAKIZIMANA 

While having some anxiety about your health is normal, full-blown hypochondria is so consuming that it causes problems with work, 

relationships or other areas of your life. Severe hypochondria can be completely disabling.  

Although hypochondria is a long-term condition, you don't have to live your life constantly worrying about your health. Treatment such 

as psychological counseling, medications or simply learning about hypochondria may help ease your worries.  

2.2.2. Symptoms 

Hypochondria symptoms include:  

 Having a long-term intense fear or anxiety about having a serious disease or health condition  

 Worrying that minor symptoms or bodily sensations mean you have a serious illness  

 Seeing doctors repeated times or having involved medical exams such as magnetic resonance imaging (MRI), 

echocardiograms or exploratory surgery  

 Frequently switching doctors — if one doctor tells you that you aren't sick, you may not believe it and seek out other opinions  

 Continuously talking about your symptoms or suspected diseases with family and friends  

 Obsessively doing health research  

 Frequently checking your body for problems, such as lumps or sores  

 Frequently checking your vital signs, such as pulse or blood pressure  

 Thinking you have a disease after reading or hearing about it  

2.2.3. Hypochondria vs. normal worries 

Not everyone who worries about health problems has hypochondria. Having symptoms caused by something you and your doctor can' t 

identify clearly can cause anxiety. In some cases, a second opinion or further tests may be in order.  

However, if you start to search for ailments that seem to match your symptoms, chances are you'll find something. Minor ailments often 

share symptoms with more-serious disorders. It's become easier to search out health information on the Internet in recent years. Having 

easy access to information about every possible thing that could be wrong can fuel your anxiety.  

There's nothing wrong with informing yourself. Being an active participant in your own health is an important part of staying well. 

However, you may be crossing the line into hypochondria if you're consumed by the idea that something is seriously wrong even though 

you've had appropriate tests and reassurance from your doctor that everything's OK.  

When to see a doctor 

If you have signs and symptoms of hypochondria, consider talking to a mental health provider such as a psychiatrist, psychologist or 

licensed counselor. You may decide to take the step yourself or a family member may suggest that you seek help. At some point , a 

doctor, nurse or other health care professional may suggest that you visit a mental health provider.  

It may seem to make no sense to visit a mental health provider when you're certain that you have a medical disease. But try to keep an 

open mind. Be willing to consider the possibility that your worries are based on your emotions rather than fact. Listen to the opinions of 

your family members and friends.  

Even if you don't have all of the symptoms of hypochondria, it's not a bad idea to talk to a mental health provider about your health 

worries. Hypochondria or not, ongoing worries about your health can make you miserable. Seeing a mental health provider for health 

anxiety may help.  
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Helping a loved one 

If you have a loved one with signs and symptoms of hypochondria, have an open and honest discussion about your concerns and the 

things you've noticed. You may not be able to force someone to seek help for a mental health problem, but you can offer encouragement 

and support. You can also help your loved one find a qualified doctor or mental health provider and make an appointment. Offer to go to 

an appointment with him or her.  

2.2.4. Causes 

It's not clear why some people are overwhelmed by the misguided perception that they have a major, undiagnosed health issue. It's 

thought that personality, life experiences, upbringing and inherited traits may all play a role.  

There are similarities between hypochondria and anxiety disorders such as panic disorder and obsessive-compulsive disorder. 

2.2.5. Risk factors 

Factors that may increase your risk of developing hypochondria include:  

 Having a serious illness during childhood  

 Knowing family members or others with a serious disease  

 The death of a loved one  

 Having an anxiety disorder  

 Believing good health means that you are free of all physical symptoms or unusual bodily sensations  

 Having close family members with hypochondria  

 Feeling especially vulnerable to illness or disease  

 Having parents who were neglectful or abusive  

Hypochondria occur about equally in men and women. It can develop at any age, even in children, but it most often starts in ear ly 

adulthood.  

2.2.6. Complications 

Complications of hypochondria can include:  

 Health risks associated with unnecessary medical procedures  

 Depression  

 Anxiety disorders  

 Excessive anger and frustration  

 Substance abuse  

Hypochondria can be overwhelming and disabling. You may become so obsessed with finding a cause for your physical symptoms that 

it affects your daily life. You may frequently miss work or school. Your health may be all that you can think about or talk about, which 

can frustrate family and friends. Common problems linked to hypochondria include:  

 Work or school problems  

 Relationship difficulties  

 Strained relationships with your health providers  
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 Financial problems related to medical costs  

2.2.7. Tests and diagnosis 

If your doctor or mental health provider believes you may have hypochondria or another psychological condition, he or she will likely 

ask a number of questions or have you fill out a psychological questionnaire. If your doctor or mental health provider is concerned that 

your symptoms could be a sign of physical illness, he or she may order medical tests.  

These steps can help pinpoint a diagnosis by ruling out other problems that could be causing your symptoms and checking for any 

related complications.  

Exams and tests may include:  

 Physical exam. This generally involves measuring height and weight, checking vital signs, such as heart rate, blood pressure 

and temperature, listening to your heart and lungs, and examining your abdomen.  

 Psychological evaluation. A doctor or mental health provider will talk to you about your thoughts, feelings and behavior 

patterns. He or she will ask about your symptoms, including when they started, how severe they are, how they affect your 

daily life and whether you've had similar episodes in the past.  

 Laboratory tests. These may include a complete blood count (CBC), screening for alcohol and drugs, and checking your 

thyroid function.  

2.2.8. Diagnostic criteria for hypochondria 

To be diagnosed with hypochondria, you must meet the symptom criteria spelled out in the Diagnostic and Statistical Manual of Mental 

Disorders (DSM). This manual is published by the American Psychiatric Association and is used by mental health providers to diagnose 

mental conditions and by insurance companies to reimburse for treatment.  

Symptom criteria required for a diagnosis of hypochondria include:  

 A preoccupation, lasting for at least six months, that you have a serious illness based on your bodily symptoms  

 Worry about this preoccupation  

 Difficulty in your social life, work or other daily routines  

2.2.9. Treatments and drugs 

Treatment for hypochondria can include psychological counseling, education and medications.  

 Psychological counseling. Psychological counseling (psychotherapy) is the primary treatment for hypochondria. A form of 

psychotherapy called cognitive behavioral therapy (CBT) may be the most effective treatment. Cognitive behavioral therapy 

helps you recognize and stop behavior associated with your anxiety, such as constantly monitoring your body for problems. 

Sometimes counseling may include exposure therapy, in which you directly confront your health fears in a safe environment 

and learn skills to cope with these uncomfortable sensations.  

 Education about hypochondria. Known as psychoeducation, this type of counseling can help you and your family better 

understand what hypochondria is, why you have it and how to cope with your health fears.  

 Medications. Certain antidepressant medications may be helpful in treating hypochondria. Examples include serotonin 

reuptake inhibitors (SSRIs) such fluoxetine (Prozac), fluvoxamine (Luvox) and paroxetine (Paxil); and tricyclic 

antidepressants such as clomipramine (Anafranil) and imipramine (Tofranil). Your doctor may prescribe other medications, 

particularly if you also have another psychological or physical condition.  
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2.2.10. Lifestyle and home remedies 

In most cases, hypochondria won't get better if you try to treat it on your own. But you can do some things for yourself that  will build on 

professional treatment:  

 Stick to your treatment plan. Go to all of your therapy sessions, even if you don't feel like going. Even if you're feeling well, 

resist any temptation to skip your medications. If you stop, your symptoms may come back. You could also experience 

withdrawal-like symptoms from stopping a medication too suddenly.  

 Learn about your condition. Education about hypochondria can empower you and motivate you to stick to your treatment 

plan. Just learning about hypochondria may help ease your worries.  

 Pay attention to warning signs. Work with your doctor or therapist to learn what might trigger your health anxiety. Make a 

plan so that you know what to do if symptoms return. Contact your doctor or therapist if you notice any changes in symptoms 

or how you feel.  

 Get active. Physical activity and exercise can help manage many symptoms, such as depression, stress and anxiety. Consider 

walking, jogging, swimming, gardening or taking up another form of exercise you enjoy.  

 Avoid drugs and alcohol. Alcohol and illegal drugs can worsen symptoms or increase anxiety and depression. They may also 

interact with medications you're taking.  

 Create a good relationship with your doctors. Your relationship with your doctors can become strained if both you and 

your doctors feel frustrated about your situation. Be open and honest with your doctors about your concerns. Learn ways to 

cope with urges to have unnecessary tests and procedures. At the same time, don't neglect checkups or skip visits to your 

family doctor, especially if you aren't feeling well.  

2.2.11. Coping and support 

Your hypochondria may never completely go away, but you can learn how to cope with your health anxiety so that it doesn't disrupt your 

life.  

Consider these coping measures:  

 Don't doctor shop. Find a health care professional you trust and stick with him or her. Don't continually seek out new doctors 

or health care professionals to run more tests or perform more procedures. Scheduling regular follow-up visits with your 

health care provider can help offer reassurance that you're OK.  

 Avoid excessive research. For someone with hypochondria, the Internet can be a dangerous place. Don't spend hours 

researching health information or looking up vague symptoms. Chances are, you'll find something you think you have, fueling 

your anxiety.  

 Skip disease-of-the-week stories. The media is full of stories with dire warnings about "overlooked" or "misdiagnosed" 

diseases that are just waiting to strike you down. Avoid these stories. They may only increase your anxiety, especially if they 

include common or vague symptoms.  

 Don't get fixated on your body. Resist the urge to continually monitor your pulse or other vital signs or to check your body 

for signs of disease. Talk to your doctor about what self-checks or self-exams are reasonable for you.  

 Ask for help. Ask for support and patience from family and friends who know you have hypochondria. Talking openly to 

them may help ease their own frustrations about your health anxiety, and they may be able to help you keep perspective.  

 Join a support group. Join a hypochondria or anxiety support group. It can help you connect with others who share common 

concerns, find out more about your condition and learn additional coping strategies.  
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2.3. Somatization Disorder 

Somatization disorder (also Briquet's syndrome or hysteria) is a somatoform disorder characterized by recurring, multiple, and 

current, clinically significant complaints about somatic symptoms. Symptoms often include reports of pain, gastrointestinal distress, 

sexual problems, and pseudoneurological symptoms such as amnesia or breathing difficulties. Somatization disorder can also occur 

during the course of, or be associated with, a medical condition. Patients with somatization disorder also show high levels of worry, 

anxiety, and increased reactions in response to physical symptoms. Individuals with somatization disorder typically visit many doctors in 

pursuit of effective treatment. Somatization disorder also causes challenge and burden on the life of the caregivers or significant others 

of the patient. 

2.3.1. Diagnosis 

The DSM-IV-TR diagnostic criteria are:  

 A history of somatic complaints over several years, starting prior to the age of 30. 

 Such symptoms cannot be fully explained by a general medical condition or substance use OR, when there is an associated 

medical condition, the impairments due to the somatic symptoms are more severe than generally expected. 

 Complaints are not feigned as in malingering or factitious disorder. 

The symptoms do not all have to occur at the same time, but may occur over the course of the disorder. A somatization disorder itself is 

chronic but fluctuating that rarely remits completely. A thorough physical examination of the specified areas of complaint is  critical for 

somatization disorder diagnosis. Medical examination would provide object evidence of subjective complaints of the individual.  

In the DSM-5 the disorder has been renamed to somatic symptom disorder (SSD), and includes SSD with predominantly somatic 

complaints (previously referred to as somatization disorder), and SSD with pain features (previously known as pain disorder).  

Diagnosis of somatic symptom disorder is difficult because it is hard to determine to what degree psychological factors are exacerbating 

subjective feelings of pain. For instance, chronic pain is common in 30% of the U.S. population, making it difficult to determine whether 

or not the pain is due to predominately psychological factors. 

2.3.2. Symptoms 

Somatic symptoms are defined as distressing physical or bodily symptoms, including pain. In somatic symptom disorder (SSD) the 

responses to somatic symptoms is excessive and causes intense fear, concerns, and disturbances in optimal functioning. There are a 

number of symptoms that are commonly seen in patients with SSD.  

Pain symptoms  

 Diffuse pain 

 Joint pain 

 Pain in limbs 

 Headaches 

Pseudoneurological symptoms  

 Amnesia 

 Loss of voice 

 Seizures 

 Difficulty with walking 

 Difficulty with swallowing 

Reproductive organ symptoms  

 Painful sensations in sex organs/genitals 

Cardiopulmonary symptoms  

 Palpitations 

http://en.wikipedia.org/wiki/Hysteria
http://en.wikipedia.org/wiki/Somatoform_disorder
http://en.wikipedia.org/wiki/Amnesia
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 Irregularity in menstrual cycles 

 Excessive menstrual bleeding 

 Pain during sex 

 Chest pain 

 Dizziness 

 Shortness of breath at rest 

Gastrointestinal symptoms  

 Nausea 

 Vomiting 

 Abdominal pain 

Other common symptoms  

 Vague food allergies 

 Chronic fatigue 

 Sensitivity to certain chemicals 

2.3.3. Exams and Tests 

A thorough physical examination and diagnostic tests are performed to identify physical causes. The types of tests that are done depend 

on what symptoms you have. 

A psychological evaluation is performed to identify related disorders. 

After you have a thorough evaluation, if no physical cause is found to explain the symptoms, SSD may be diagnosed. 

2.3.4. Treatment 

The goal of treatment is to help you learn to control your symptoms. 

Having a supportive relationship with a health care provider is the most important part of treatment. 

 You should have only one primary care provider, to avoid having too many tests and procedures. 

 Schedule regular appointments to review your symptoms and how you are coping. The health care provider should explain 

any test results. 

 Talk to your provider about any medicines you take for your pain or other symptoms. Ask if you should keep taking these 

medicines, or try other symptom-relief methods. 

Finding a mental health provider who has experience treating SSD with talk therapy (psychotherapy) can be helpful. Cognitive 

behavioral therapy (CBT), a kind of talk therapy, can help you deal with your pain or other symptoms. During therapy, you will learn: 

 To recognize what seems to make the pain or other symptoms worse 

 To develop methods of coping with the pain or other symptoms 

 To keep yourself more active, even if you still have pain or other symptoms 

If you have depression or an anxiety disorder, it may respond to antidepressant medications. 

You should not be told that your symptoms are imaginary. Many health care providers now recognize that real physical symptoms can 

result from emotional stress. 
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Possible Complications 

You can become dependent on pain relievers or sedatives. 

When to Contact a Medical Professional 

Having a good relationship with your primary health care provider is helpful. Call for an appointment if you notice a major change in 

your symptoms. 

Prevention 

Counseling may help people who are prone to SSD learn other ways of dealing with stress. This may help reduce the intensity of 

symptoms. 

Alternative Names 

Somatic symptom and related disorders; Somatization disorder; Somatiform disorders; Briquet syndrome; Illness anxiety disorder 

2.4. Pain disorder 

Pain disorder is chronic pain experienced by a patient in one or more areas, and is thought to be caused by psychological stress. The 

pain is often so severe that it disables the patient from proper functioning. Duration may be as short as a few days or as long as many 

years. The disorder may begin at any age, and occurs more frequently in girls than boys. This disorder often occurs after an accident or 

during an illness that has caused pain, which then takes on a 'life' of its own (Aigner, Martin; Bach, Michael, 1999).  

2.4.1. Sub-diagnoses 

The DSM-IV-TR specifies three coded subdiagnoses: pain disorder associated with psychological factors, pain disorder associated with 

both psychological factors and a general medical condition and pain disorder associated with a general medical condition (although the 

latter subtype is not considered a mental disorder and is coded separately within the DSM-IV-TR). Conditions such as dyspareunia, 

somatization disorder, conversion disorder, or mood disorders can eliminate pain disorder as a diagnosis. Diagnosis depends on the 

ability of physicians to explain the symptoms and on psychological influences (Bekhuis, 2012).  

2.4.2. Symptoms 

Common symptoms of pain disorder are: negative or distorted cognition, such as feelings of despair or hopelessness; inactivity and 

passivity, in some cases disability; increased pain, sometimes requiring clinical treatment; sleep disturbance and fatigue; disruption of 

social relationships; depression and/or anxiety (Bekhuis, 2012). Acute conditions last less than six months while chronic pain disorder 

lasts six or more months. There is no neurological or physiological basis for the pain. Pain is reported as more distressing than it should 

be if there was a physical explanation. People who suffer from this disorder may begin to abuse medication (Derald Wing, David; Sue, 

Stanley, 2010).  

2.4.3. Epidemiology 

At least once a week, 10-30% of those under 18 years of age suffer from unexplainable headaches and abdominal pains in the United 

States, and the number is rising. People from collectivistic countries such as Japan, China, and Mexico are more likely to suffer from 

pain disorder than individualistic countries such as the US and Sweden. 

Demographics 
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Ethnicities show differences in how they express their discomfort and on how acceptable shows of pain and its tolerance are. Most 

obvious in adolescence, females suffer from this disorder more than males, and females reach out more. More unexplainable pains occur 

as people get older. Typically, younger children complain of only one symptom, commonly abdominal pains or headaches. The older 

they get, the more varied the pain location as well as more locations and increasing frequency.  

2.4.4. Theories 

 Psychodynamic theory: unconscious conflicts or desires are converted into somatic symptom to protect the conscious of the 

person from awareness of it 

 Emotions and communication: children show distress in what may be the only way they can, physical symptoms, when they 

lack the ability to speak or express their thoughts in any way 

 Social influences: where psychological disorders are frowned upon, whether in families or cultures, distress may be expressed 

in physical terms 

 Learning theory: children learn to imitate a family member or pick up on possible gains of being "sick" 

 Family systems theory: a child's role in a family may be the sick one as part of the family dynamics. Reasons why fall under 

four possibilities: enmeshment, overprotection, rigidity, lack of conflict resolution 

 Trauma and abuse: this includes physical, psychological, or both combined with somatization. It is a common combination. 

People who have a history of physical or sexual abuse are more likely to have this disorder. However, not every person with 

pain disorder has a history of abuse. 

2.4.5. Treatment 

The prognosis is worse when there are more areas of pain reported (Derald Wing, David; Sue, Stanley, 2010). Treatment may include 

psychotherapy (with cognitive-behavioral therapy or operant conditioning), medication (often with antidepressants but also with pain 

medications), and sleep therapy. According to a study performed at the Leonard M. Miller School of Medicine, antidepressants have an 

analgesic effect on patients suffering from pain disorder. In a randomized, placebo-controlled antidepressant treatment study, researchers 

found that "antidepressants decreased pain intensity in patients with psychogenic pain or somatoform pain disorder significantly more 

than placebo" (Fishbain, Cutler, Rosomoff, and Rosomoff, 2011). Prescription and nonprescription pain medications do not help and can 

actually hurt if the patient suffers side effects or develops an addiction. Instead, antidepressants and talk therapy are recommended. CBT 

helps patients learn what worsens the pain, how to cope, and how to function in their life while handling the pain. Antidepressants work 

against the pain and worry. Unfortunately, many people do not believe the pain "is all in their head," so they refuse such treatments. 

Other techniques used in the management of chronic pain may also be of use; these include massage, transcutaneous electrical nerve 

stimulation, trigger point injections, surgical ablation, and non-interventional therapies such as meditation, yoga, and music and art 

therapy (Bekhuis, 2012).  

2.4.6. Beginning treatment 

Before treating a patient, a psychologist must learn as many facts as possible about the patient and the situation. A history  of physical 

symptoms and a psychosocial history help narrow down possible correlations and causes. Psychosocial history covers the family history 

of disorders and worries about illnesses, chronically ill parents, stress and negative life events, problems with family functioning, and 

school difficulties (academic and social). These indicators may reveal whether there is a connection between stress-inducing events and 

an onset or increase in pain, and the removal in one leading to the removal in the other. They also may show if the patient gains 

something from being ill and how their reported pain matches medical records. Physicians may refer a patient to a psychologist after 

conducting medical evaluations, learning about any psychosocial problems in the family, discussing possible connections of pain with 

stress, and assuring the patient that the treatment will be a combination between medical and psychological care. Psychologists must then 

do their best to find a way to measure the pain, perhaps by asking the patient to put it on a number scale. Pain questionnaires, screening 

instruments, interviews, and inventories may be conducted to discover the possibility of somatoform disorders. Projective tests may also 

be used.
[1]
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Prevention 

Early intervention when pain first occurs or begins to become chronic offers the best opportunity for prevention of pain disorder 

(Bekhuis, 2012).  
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CHAPTER III. DISSOCIATIVE DISORDERS 

3.1. Dissociative Fugue  

Dissociative fugue involves one or more episodes of sudden, unexpected, but purposeful travel from home during which people cannot 

remember some or all of their past life, including who they are (their identity). These episodes are called fugues. 

 Unbearable stress or a traumatic event may trigger dissociative fugue. 

 When in a fugue, people disappear from their usual routine and may assume a new identity, forgetting all or some of their 

usual life. 

 Usually, doctors make the diagnosis by reviewing the history and collecting information about the circumstances before 

travel, the travel itself, and the establishment of an alternate life. 

 Usually, fugues last only hours or days, then resolve on their own. 

 Memory retrieval techniques, including hypnosis and drug-facilitated interviews, may be tried but may be unsuccessful. 

Dissociative fugue affects about 2 of 1,000 people in the United States. It is much more common among people who have been in  wars, 

accidents, or natural disasters. 

3.1.1. Causes  

Dissociative fugue is usually triggered by severe trauma, such as wars, accidents, natural disasters, or sexual abuse during childhood. 

Dissociative fugue is often mistaken for malingering because both conditions may give people an excuse to avoid their responsibilities 

(as in an intolerable marriage), to avoid accountability for their actions, or to reduce their exposure to a known hazard, such as a battle. 

However, dissociative fugue, unlike malingering, occurs spontaneously and is not faked. 

Many fugues seem to represent disguised wish fulfillment (for example, an escape from overwhelming stresses, such as divorce or 

financial ruin). Other fugues are related to feelings of rejection or separation, or they may develop as an alternative to suicidal or 

homicidal impulses. 

3.1.2. Symptoms  

A fugue may last from hours to weeks, months, or occasionally even longer. People in a fugue state, having lost their customary identity, 

usually disappear from their usual haunts, leaving their family and job. If the fugue is brief, they may appear simply to have missed some 

work or come home late. If the fugue lasts several days or longer, people may travel far from home and begin a new job with a  new 

identity, unaware of any change in their life. 

During the fugue, they may appear normal and attract no attention. However, at some point, they may become aware of the memory loss 

or confused about their identity. If they are confused, they may come to the attention of medical or legal authorities. During the fugue, 

people often have no symptoms or are only mildly confused. However, when the fugue ends, they may experience depression, 

discomfort, grief, shame, intense conflict, and suicidal or aggressive impulses. 

3.1.3. Diagnosis  

A doctor may suspect dissociative fugue when people seem confused about their identity or are puzzled about their past or when 

confrontations challenge their new identity or absence of one. The doctor carefully reviews symptoms and does a physical examination 

to exclude physical disorders that may contribute to or cause memory loss. A psychologic examination is also done. 
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Sometimes dissociative fugue cannot be diagnosed until people abruptly return to their pre-fugue identity and are distressed to find 

themselves in unfamiliar circumstances. The diagnosis is usually made retroactively when a doctor reviews the history and collects 

information that documents the circumstances before people left home, the travel itself, and the establishment of an alternate life. 

Did You Know...  

 Dissociative fugue is often mistaken for malingering because it enables people to escape their responsibilities or undesirable 

or dangerous situations, such as a bad marriage or a battle. 

3.1.4. Treatment  

Most fugues last for hours or days, then disappear on their own. 

Treatment, when needed, may include hypnosis or drug-facilitated interviews (interviews conducted after a sedative is given 

intravenously to relax people). However, efforts to restore memories of what happened during the fugue itself are usually unsuccessful. 

A therapist may help people explore their patterns of handling the types of situations, conflicts, and moods that triggered the fugue to 

prevent subsequent fugues. 

3.2. Dissociative Amnesia 

 

3.2.1. What is dissociative amnesia? 

Dissociative amnesia, formerly called psychogenic amnesia, is one of a group of conditions called dissociative disorders. Dissociative 

disorders are mental illnesses that involve disruptions or breakdowns of memory, consciousness or awareness, identity and/or 

perception—mental functions that normally operate smoothly. When one or more of these functions is disrupted, symptoms can result. 

These symptoms can interfere with a person’s general functioning, including social and work activities, and relationships . 

Dissociative amnesia occurs when a person blocks out certain information, usually associated with a stressful or traumatic event, leaving 

him or her unable to remember important personal information. With this disorder, the degree of memory loss goes beyond normal 

forgetfulness and includes gaps in memory for long periods of time or of memories involving the traumatic event. 

Dissociative amnesia is not the same as simple amnesia, which involves a loss of information from the memory, usually as the result of 

disease or injury to the brain. With dissociative amnesia, the memories still exist but are deeply buried within the person’s  mind and 

cannot be recalled. However, the memories might resurface on their own or after being triggered by something in the person’s 

surroundings. 

3.2.2. What causes dissociative amnesia? 

Dissociative amnesia has been linked to overwhelming stress, which might be the result of traumatic events—such as war, abuse, 

accidents or disasters—that the person has experienced or witnessed. There also might be a genetic link to the development of 

dissociative disorders, including dissociative amnesia, since people with these disorders usually have close relatives who have had 

similar conditions. 

3.2.3. Who develops dissociative amnesia? 
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Dissociative amnesia is more common in women than in men. The frequency of dissociative amnesia tends to increase during stressful or 

traumatic periods, such as during wartime or after a natural disaster. 

3.2.4. What are the symptoms of dissociative amnesia? 

The primary symptom of dissociative amnesia is the sudden inability to remember past experiences or personal information. Some 

people with this disorder also might appear confused and suffer from depression and/or anxiety. 

3.2.5. How is dissociative amnesia diagnosed? 

If symptoms are present, the doctor will begin an evaluation by performing a complete medical history and physical examination. 

Although there are no laboratory tests to specifically diagnose dissociative disorders, the doctor might use various diagnostic tests—such 

as X-rays and blood tests—to rule out physical illness or medication side effects as the cause of the symptoms. Certain conditions—

including brain diseases, head injuries, drug and alcohol intoxication, and sleep deprivation—can lead to symptoms similar to those of 

dissociative disorders, including amnesia. 

If no physical illness is found, the person might be referred to a psychiatrist or psychologist, health care professionals who are specially 

trained to diagnose and treat mental illnesses. Psychiatrists and psychologists use specially designed interview and assessment tools to 

evaluate a person for a dissociative disorder. 

3.2.6. How is dissociative amnesia treated? 

The first goal of treatment is to relieve symptoms and control any problem behavior. Treatment then aims to help the person safely 

express and process painful memories, develop new coping and life skills, restore functioning, and improve relationships. The  best 

treatment approach depends on the individual and the severity of his or her symptoms. Treatments may include the following: 

3.2.7. Psychotherapy 

This kind of therapy for mental and emotional disorders uses psychological techniques designed to encourage communication of 

conflicts and increase insight into problems. 

Cognitive therapy 

This type of therapy focuses on changing dysfunctional thinking patterns and the resulting feelings and behaviors. 

Medication 

There is no medication to treat the dissociative disorders themselves. However, a person with a dissociative disorder who also suffers 

from depression or anxiety might benefit from treatment with a medication such as an antidepressant or anti-anxiety medicine. 

Family therapy 

This kind of therapy helps to teach the family about the disorder and its causes, as well as to help family members recognize  symptoms 

of a recurrence. 

Creative therapies (art therapy, music therapy) 

These therapies allow the patient to explore and express his or her thoughts and feelings in a safe and creative way. 
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Clinical hypnosis 

This is a treatment method that uses intense relaxation, concentration and focused attention to achieve an altered state of consciousness 

(awareness), allowing people to explore thoughts, feelings and memories they may have hidden from their conscious minds. The use of 

hypnosis for fixing dissociative disorders is controversial due to the risk of creating false memories. 

3.2.8. What is the outlook for people with dissociative amnesia? 

The outlook depends on several factors, including the person’s life situation, the availability of support systems and the individual’s 

response to treatment. For most people with dissociative amnesia, memory returns with time, making the overall outlook very good. In 

some cases, however, the individuals are never able to retrieve their buried memories. 

Although it may not be possible to prevent dissociative amnesia, it might be helpful to begin treatment in people as soon as they begin to 

have symptoms. Immediate intervention after a traumatic event or emotionally distressing experience can help to reduce the likelihood of 

dissociative disorders. 

3.3. Dissociative Identity Disorder 

 

3.3.1. What is dissociative identity disorder? 

Dissociative identity disorder (DID), formerly called multiple personality disorder, is one of a group of conditions called dissociative 

disorders. Dissociative disorders are mental illnesses that involve disruptions or breakdowns of memory, awareness, identity and/or 

perception. When one or more of these functions is disrupted, symptoms can result. These symptoms can interfere with a person’s 

general functioning, including social activities, work functions, and relationships. People with DID often have issues with their identities 

and senses of personal history. 

Dissociation is a key feature of dissociative disorders. Dissociation is a coping mechanism that a person uses to disconnect from a 

stressful or traumatic situation or to separate traumatic memories from normal awareness. It is a way for a person to break the connection 

between the self and the outside world, as well as to distance oneself from the awareness of what is occurring. Dissociation can serve as 

a defense mechanism against the physical and emotional pain of a traumatic or stressful experience. By dissociating painful memories 

from everyday thought processes, a person can use dissociation to maintain a relatively healthy level of functioning, as though the 

trauma had not occurred. 

Dissociation can be described as a temporary mental escape (similar to self-hypnosis) from the fear and pain of the trauma. Even after 

the trauma is long past, however, the leftover pattern of dissociation to escape stressful situations continues. When dissociation is done 

repeatedly—as in the case of prolonged abuse—these dissociated mental states can take on separate identities of their own. 

A person with DID, the most severe type of dissociative disorder, has two or more different personality states—sometimes referred to as 

"alters" (short for alternate personality states)—each of whom takes control over the person’s behavior at some time. Each alter might 

have distinct traits, personal history, and way of thinking about and relating to his or her surroundings. An alter might even be of a 

different gender, have his or her own name, and have distinct mannerisms or preferences. The person with DID may or may not be aware 

of the other personality states and might not have memories of the times when another alter is dominant. Stress or a reminder of the 

trauma can act as a trigger to bring about a "switch" of alters. This can create a chaotic life and cause problems in work and social 

situations. 

3.3.2. What causes DID? 

It is generally accepted that DID results from extreme and repeated trauma that occurs during important periods of development during 

childhood. The trauma often involves severe emotional, physical or sexual abuse, but also might be linked to a natural disaster or war. 
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An important early loss, such as the loss of a parent, also might be a factor in the development of DID. In order to survive extreme stress, 

the person separates the thoughts, feelings and memories associated with traumatic experiences from their usual level of conscious 

awareness. 

The fact that DID seems to run in families also suggests that there might be an inherited tendency to dissociate. DID appears to be more 

common in women than in men. This might be due to the higher rate of sexual abuse in females. 

3.3.3. What are the symptoms of DID? 

Symptoms of DID are similar to those of several other physical and mental disorders, including substance abuse, seizure disorder and 

post-traumatic stress disorder. Symptoms of DID can include the following: 

 Changing levels of functioning, from highly effective to nearly disabled  

 Severe headaches or pain in other parts of the body  

 Depersonalization (episodes of feeling disconnected or detached from one’s body and thoughts)  

 Derealization (perceiving the external environment as unreal)  

 Depression or mood swings  

 Unexplained changes in eating and sleeping patterns  

 Anxiety, nervousness, or panic attacks  

 Problems functioning sexually  

 Suicide attempts or self-injury  

 Substance abuse  

 Amnesia (memory loss) or a sense of "lost time"  

 Hallucinations (sensory experiences that are not real, such as hearing voices)  

A person with DID might repeatedly meet people who seem to know him or her, but whom he or she does not recognize. The personal 

also might find items that he or she does not remember buying. 

3.3.4. How is DID diagnosed? 

If symptoms are present, the doctor will begin an evaluation by performing a complete medical history and physical examination. While 

there are no laboratory tests to specifically diagnose dissociative disorders, the doctor might use various diagnostic tests—such as X-rays 

and blood tests—to rule out physical illness or medication side effects as the cause of the symptoms. Certain conditions—including brain 

diseases, head injuries, drug and alcohol intoxication, and sleep deprivation—can lead to symptoms similar to those of dissociative 

disorders, including amnesia. In fact, it is amnesia or a sense of lost time that most often prompts a person with DID to seek treatment. 

He or she might otherwise be totally unaware of the disorder. 

If no physical illness is found, the person might be referred to a psychiatrist or psychologist, health care professionals who are specially 

trained to diagnose and treat mental illnesses. Psychiatrists and psychologists use specially designed interview and personality 

assessment tools to evaluate a person for a dissociative disorder. 

3.3.5. How is DID treated? 

The goals of treatment for DID are to relieve symptoms, to ensure the safety of the individual, and to "reconnect" the different identities 

into one well-functioning identity. Treatment also aims to help the person safely express and process painful memories, develop new 

coping and life skills, restore functioning, and improve relationships. The best treatment approach depends on the individual and the 

severity of his or her symptoms. Treatment is likely to include some combination of the following methods: 
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Psychotherapy 

This kind of therapy for mental and emotional disorders uses psychological techniques designed to encourage communication of 

conflicts and insight into problems. 

Cognitive therapy 

This type of therapy focuses on changing dysfunctional thinking patterns. 

Medication 

There is no medication to treat the dissociative disorders themselves. However, a person with a dissociative disorder who also suffers 

from depression or anxiety might benefit from treatment with a medication such as an antidepressant or anti-anxiety medicine. 

Family therapy 

This kind of therapy helps to educate the family about the disorder and its causes, as well as to help family members recognize 

symptoms of a recurrence. 

Creative therapies (art therapy, music therapy) 

These therapies allow the patient to explore and express his or her thoughts and feelings in a safe and creative way. 

Clinical hypnosis 

This is a treatment technique that uses intense relaxation, concentration and focused attention to achieve an altered state of consciousness 

or awareness, allowing people to explore thoughts, feelings and memories they might have hidden from their conscious minds. 

3.3.6. What are the complications of DID? 

DID is serious and chronic (ongoing), and can lead to problems with functioning and even disability. People with DID also are at risk for 

the following: 

 Suicide attempts  

 Self-injury  

 Violence  

 Substance abuse  

 Repeated victimization by others  

3.3.7. What is the outlook for people with DID? 

People with DID generally respond well to treatment; however, treatment can be a long and painstaking process. Some people with DID 

are reluctant to reconnect their separate identities because these different identities help them to cope. To improve a person’s out look, it 

is important to treat any other problems or complications, such as depression, anxiety or substance abuse. 
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3.3.8. Can DID be prevented? 

Although it may not be possible to prevent DID, it might be helpful to begin treatment in people as soon as they begin to have 

symptoms. In addition, an immediate intervention following a traumatic event can help reduce the risk of a person’s developing 

dissociative disorders. 
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CHAPTER IV. PERSONALITY DISORDER 

Personality disorders are a class of mental disorders characterized by enduring maladaptive patterns of behavior, cognition, and inner 

experience, exhibited across many contexts and deviating markedly from those accepted by the individual's culture. These patterns 

develop early, are inflexible, and are associated with significant distress or disability.
[1]

 The definitions may vary somewhat, according to 

source.
[2][3]

 

Official criteria for diagnosing personality disorders are listed in the Diagnostic and Statistical Manual of Mental Disorders, published 

by the American Psychiatric Association, and in the mental and behavioral disorders section of the International Statistical 

Classification of Diseases and Related Health Problems, published by the World Health Organization. The DSM-5 published in 2013 

now lists personality disorders in exactly the same way as other mental disorders, rather than on a separate 'axis' as previously.
[4]

 

Personality, defined psychologically, is the set of enduring behavioral and mental traits that distinguish human beings. Hence, 

personality disorders are defined by experiences and behaviors that differ from societal norms and expectations. Those diagnosed with a 

personality disorder may experience difficulties in cognition, emotiveness, interpersonal functioning, or control of impulses. In general, 

personality disorders are diagnosed in 40–60 percent of psychiatric patients, making them the most frequent of all psychiatric 

diagnoses.
[5]

 

These behavioral patterns in personality disorders are typically associated with substantial disturbances in some behavioral tendencies of 

an individual, usually involving several areas of the personality, and are nearly always associated with considerable personal and social 

disruption. A person is classified as having a personality disorder if their abnormalities of behavior impair their social or  occupational 

functioning. Additionally, personality disorders are inflexible and pervasive across many situations, due in large part to the fact that such 

behavior may be ego-syntonic (i.e. the patterns are consistent with the ego integrity of the individual) and are, therefore, perceived to be 

appropriate by that individual. This behavior can result in maladaptive coping skills, which may lead to personal problems that induce 

extreme anxiety, distress, or depression.
[6]

 These patterns of behavior typically are recognized in adolescence and the beginning of 

adulthood and, in some unusual instances, childhood.
[1]

 

Many issues occur with classifying a personality disorder.
[7]

 There are many categories of definition, some mild and some extreme.
[7]

 

Because the theory and diagnosis of personality disorders occur within prevailing cultural expectations, their validity is contested by 

some experts on the basis of invariable subjectivity. They argue that the theory and diagnosis of personality disorders are based strictly 

on social, or even sociopolitical and economic considerations.
[8][9][10][11]

 

4.1. Classification 

4.1.1. Classification Of ICD 

The two major systems of classification, the ICD and DSM, have deliberately merged their diagnoses to some extent, but some 

differences remain. For example, ICD-10 does not include narcissistic personality disorder as a distinct category, while DSM-5 does not 

include enduring personality change after catastrophic experience or after psychiatric illness. ICD-10 classifies the DSM-5 schizotypal 

personality disorder as a form of schizophrenia rather than as a personality disorder. There are accepted diagnostic issues and 

controversies with regard to distinguishing particular personality disorder categories from each other.
[12]

 ICD classifies transgenderism as 

a personality disorder;
[13]

 while the DSM-5 classifies transgenderism as a mental illness (gender dysphoria).
[14]

 

4.1.2. Classification Of  American Psychiatric Association 

The Diagnostic and Statistical Manual of Mental Disorders (currently the DSM-5) provides a definition of a General personality disorder 

that stress such disorders are an enduring and inflexible pattern of long duration that lead to significant distress or impairment and are 

not due to use of substances or another medical condition. DSM-5 lists ten personality disorders, grouped into three clusters. The DSM-5 

also contains three diagnoses for personality patterns that do not match these ten disorders, but nevertheless exhibit characteristics of a 

personality disorder.
[18]
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Cluster A (odd disorders) 

These disorders are often associated with schizophrenia, one in particular being Schizotypal personality disorder in that people with the 

disorder are often described as having a pattern of acute discomfort in close relationships, cognitive or perceptual distortions, and 

eccentricities of behavior. However, people diagnosed with an odd-eccentric personality disorder tend to have a greater grasp on reality 

than those diagnosed with schizophrenia. In general, patients suffering from the disorder can be paranoid, have difficulty be ing 

understood by others as they have an odd or eccentric manner of speaking and a lack of close relationships. Though their perceptions 

may be unusual, it is important to distinguish them from delusions or hallucinations as people suffering from these would be diagnosed 

with a different disorder entirely. There is significant evidence that suggests that a small proportion of people with Type A personality 

disorder, specifically schizotypal personality disorder, have the potential to develop schizophrenia or another psychotic disorder. These 

disorders also have a higher risk to occur among individuals whose first-degree relatives have either schizophrenia or Cluster A 

personality disorder.
[19]

 

 Paranoid personality disorder: characterized by a pattern of irrational suspicion and mistrust of others, interpreting 

motivations as malevolent. 

 Schizoid personality disorder: lack of interest and detachment from social relationships, apathy, and restricted emotional 

expression. 

 Schizotypal personality disorder: a pattern of extreme discomfort interacting socially, and distorted cognitions and 

perceptions. 

Cluster B (dramatic, emotional or erratic disorders) 

 Antisocial personality disorder: a pervasive pattern of disregard for and violation of the rights of others, lack of empathy, 

bloated self-image, manipulative and impulsive behavior. 

 Borderline personality disorder: pervasive pattern of instability in relationships, self-image, identity, behavior and affects 

often leading to self-harm and impulsivity. 

 Histrionic personality disorder: pervasive pattern of attention-seeking behavior and excessive emotions. 

 Narcissistic personality disorder: a pervasive pattern of grandiosity, need for admiration, and a lack of empathy. 

Cluster C (anxious or fearful disorders) 

 Avoidant personality disorder: pervasive feelings of social inhibition and inadequacy, extreme sensitivity to negative 

evaluation. 

 Dependent personality disorder: pervasive psychological need to be cared for by other people. 

 Obsessive-compulsive personality disorder (not the same as and quite different from obsessive-compulsive disorder): 

characterized by rigid conformity to rules, perfectionism, and control to the point of satisfaction and exclusion of leisurely 

activities and friendships. 

Other personality disorders 

 Personality change due to another medical condition – a personality disturbance due to the direct effects of a medical 

condition. 

 Other specified personality disorder – symptoms characteristic of a personality disorder but fails to meet the criteria for a 

specific disorder, with the reason given. 

 Personality disorder not otherwise specified 
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4.2. Millon's description 

Psychologist Theodore Millon, who has written numerous popular works on personality, proposed the following description of 

personality disorders: 

Millon's brief description of personality disorders
[24]

 

Type of 

personality 

disorder 

Description 

Paranoid 

Guarded, defensive, distrustful and suspiciousness. Hypervigilant to the motives of others to undermine or do harm. 

Always seeking confirmatory evidence of hidden schemes. Feels righteous, but persecuted. People with paranoid 

personality disorder are characterized by a pattern of pervasive distrust and suspiciousness of others which last for a 

long time. They are generally difficult to work with.
[25]

 

Schizoid 

Apathetic, indifferent, remote, solitary, distant, humorless. Neither desires nor needs human attachments. 

Withdrawal from relationships and prefer to be alone. Little interest in others, often seen as a loner. Minimal 

awareness of feelings of self or others. Few drives or ambitions, if any. Is an uncommon condition in which people 

avoid social activities and consistently shy away from interaction with others. It affects more males than females. To 

others, you may appear somewhat dull or humorless. Because you don't tend to show emotion, you may appear as 

though you don't care about what's going on around you.
[26]

 

Schizotypal 

Eccentric, self-estranged, bizarre, absent. Exhibits peculiar mannerisms and behaviors. Thinks can read thoughts of 

others. Preoccupied with odd daydreams and beliefs. Blurs line between reality and fantasy. Magical thinking and 

strange beliefs. People with schizotypal personality disorder are often described as odd or eccentric and usually have 

few, if any, close relationships. They generally don't understand how relationships form or the impact of their 

behavior on others.
[27]

 

Antisocial 

Impulsive, irresponsible, deviant, unruly. Acts without due consideration. Meets social obligations only when self-

serving. Disrespects societal customs, rules, and standards. Sees self as free and independent. People with antisocial 

personality disorder depicts a long pattern of disregard for other people's rights. They often cross the line and violate 

these rights.
[28]

 

Borderline 

Unpredictable, manipulative, unstable. Frantically fears abandonment and isolation. Experiences rapidly fluctuating 

moods. Shifts rapidly between loving and hating. Sees self and others alternatively as all-good and all-bad. Unstable 

and frequently changing moods. People with borderline personality disorder have a pervasive pattern of instability in 

interpersonal relationships.
[29]

 

Histrionic 

Dramatic, seductive, shallow, stimulus-seeking, vain. Overreacts to minor events. Exhibitionistic as a means of 

securing attention and favors. Sees self as attractive and charming. Constant seeking for others' attention. Is 

characterized by constant attention-seeking, emotional overreaction, and suggestibility. This personality's tendency 

to over-dramatize may impair relationships and lead to depression, but sufferers are often high-functioning.
[30]

 

Narcissistic 

Egotistical, arrogant, grandiose, insouciant. Preoccupied with fantasies of success, beauty, or achievement. Sees self 

as admirable and superior, and therefore entitled to special treatment. is a mental disorder in which people have an 

inflated sense of their own importance and a deep need for admiration. Those with narcissistic personality disorder 

believe that they're superior to others and have little regard for other people's feelings.
[31]

 

Avoidant 

Hesitant, self-conscious, embarrassed, anxious. Tense in social situations due to fear of rejection. Plagued by 

constant performance anxiety. Sees self as inept, inferior, or unappealing. They experience long-standing feelings of 

inadequacy and are very sensitive of what others think about them.
[32]

 

Dependent 

Helpless, incompetent, submissive, immature. Withdraws from adult responsibilities. Sees self as weak or fragile. 

Seeks constant reassurance from stronger figures. They have the need for a person to be taken care of and the fear of 

being abandoned or separated from important people in their life.
[33]
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Obsessive–

compulsive 

Restrained, conscientious, respectful, rigid. Maintains a rule-bound lifestyle. Adheres closely to social conventions. 

Sees the world in terms of regulations and hierarchies. Sees self as devoted, reliable, efficient, and productive. 

Depressive 

Somber, discouraged, pessimistic, brooding, fatalistic. Presents self as vulnerable and abandoned. Feels valueless, 

guilty, and impotent. Judges self as worthy only of criticism and contempt. Hopeless, Suicidal, Restless. Can lead to 

aggressive acts. May cause hallucinations.
[34]

 

Passive–

aggressive 

(Negativistic) 

Resentful, contrary, skeptical, discontented. Resists fulfilling others’ expectations. Deliberately inefficient. Vents 

anger indirectly by undermining others’ goals. Alternately moody and irritable, then sullen and withdrawn.Withholds 

emotions. Will not communicate when there is something problematic to discuss.
[35]

 

Sadistic 

Explosively hostile, abrasive, cruel, dogmatic. Liable to sudden outbursts of rage. Feels self-satisfied through 

dominating, intimidating and humiliating others. Is opinionated and close-minded. Enjoys performing brutal acts on 

others. Finds pleasure is abusing others. Would likely engage in a sadomasochist relationship, but will not play the 

role of a masochist.
[36]

 

Self-defeating 

(Masochistic) 

Deferential, pleasure-phobic, servile, blameful, self-effacing. Encourages others to take advantage. Deliberately 

defeats own achievements. Seeks condemning or mistreatful partners. They are suspect of people who treat them 

well. Would likely engage in a sadomasochist relationship.
[36]

 

Additional classification factors 

Except for classifying by category and cluster, it is possible to classify personality disorders using such additional factors as severity, 

impact on social functioning, and attribution.
[37]

 

Severity 

This involves both the notion of personality difficulty as a measure of subthreshold scores for personality disorder using standard 

interviews and the evidence that those with the most severe personality disorders demonstrate a “ripple effect” of personal ity disturbance 

across the whole range of mental disorders. In addition to subthreshold (personality difficulty) and single cluster (simple personality 

disorder), this also derives complex or diffuse personality disorder (two or more clusters of personality disorder present) and can also 

derive severe personality disorder for those of greatest risk. 

Dimensional System of Classifying Personality Disorders
[38]

 

Level of 

Severity 
Description Definition by Categorical System 

 

0 No Personality Disorder Does not meet actual or subthreshold criteria for any personality disorder 
 

1 Personality Difficulty Meets sub-threshold criteria for one or several personality disorders 
 

2 Simple Personality Disorder 
Meets actual criteria for one or more personality disorders within the same 

cluster  

3 
Complex (Diffuse) Personality 

Disorder 

Meets actual criteria for one or more personality disorders within more than 

one cluster  

4 Severe Personality Disorder 
Meets criteria for creation of severe disruption to both individual and to many 

in society  
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4.3. Signs and symptoms 

In the workplace 

Depending on the diagnosis, severity and individual, and the job itself, personality disorders can be associated with difficu lty coping 

with work or the workplace - potentially leading to problems with others by interfering with interpersonal relationships. Indirect effects 

also play a role; for example, impaired educational progress or complications outside of work, such as substance abuse and co-morbid 

mental diseases, can plague sufferers. However, personality disorders can also bring about above-average work abilities by increasing 

competitive drive or causing the sufferer to exploit his or her co-workers.
[42][43]

 

In 2005 and again in 2009, psychologists Belinda Board and Katarina Fritzon at the University of Surrey, UK, interviewed and gave 

personality tests to high-level British executives and compared their profiles with those of criminal psychiatric patients at Broadmoor 

Hospital in the UK. They found that three out of eleven personality disorders were actually more common in executives than in the 

disturbed criminals: 

 Histrionic personality disorder: including superficial charm, insincerity, egocentricity and manipulation 

 Narcissistic personality disorder: including grandiosity, self-focused lack of empathy for others, exploitativeness and 

independence. 

 Obsessive-compulsive personality disorder: including perfectionism, excessive devotion to work, rigidity, stubbornness and 

dictatorial tendencies.
[44]

 

According to leading leadership academic Manfred F.R. Kets de Vries, it seems almost inevitable these days that there will be some 

personality disorders in a senior management team.
[45]

 

Relationship with other mental disorders 

The disorders in each of the three clusters may share some underlying common vulnerability factors involving cognition, affec t and 

impulse control, and behavioral maintenance or inhibition, respectively, and may have a spectrum relationship to certain syndromal 

mental disorders:
[46]

 

 Paranoid or schizotypal personality disorders may be observed to be premorbid antecedents of delusional disorders or 

schizophrenia. 

 Borderline personality disorder is seen in association with mood and anxiety disorders and with impulse control disorders, 

eating disorders, ADHD, or a substance use disorder. 

 Avoidant personality disorder is seen with social anxiety disorder. 

4.4. Diagnosis 

Diagnostic criteria 

In the most recent edition of the DSM, DSM-V, the diagnostic criteria of a personality disorder have been revised. The general criterion 

for a personality disorder specifies that an individual's personality must deviate significantly from what is expected within their 

culture.
[47]

 Also, particular personality features must be evident by early adulthood. 

In order to diagnose a personality disorder, the following criteria must be met: 
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 "Significant impairments in self (identity of self-direction) and interpersonal (empathy or intimacy) functioning." 
[48]

 

 "One or more pathological personality traits domains or trait facets." 
[48]

 

 "The impairments in personality functioning and the individual's personality trait expressions are relatively stable across time 

and consistent across situations." 
[48]

 

 "The impairments in personality functioning and the individual's personality trait expressions are not better understood as 

normative for individual's developmental stage or sociocultural environment." 
[48]

 

 "The impairments in personality functioning and the individual's personality trait expressions are not solely due to the direct 

physiological effects of a substance (e.g., a drug of abuse, medication) or a general medical condition (e.g., severe head 

trauma)." 
[48]

 

The ICD-10 'clinical descriptions and diagnostic guidelines' introduces its specific personality disorder diagnoses with some general  

guideline criteria that are similar. To quote:
[49]

 

 Markedly disharmonious attitudes and behavior, generally involving several areas of functioning; e.g. affectivity, arousal, 

impulse control, ways of perceiving and thinking, and style of relating to others; 

 The abnormal behavior pattern is enduring, of long standing, and not limited to episodes of mental illness; 

 The abnormal behavior pattern is pervasive and clearly maladaptive to a broad range of personal and social situations; 

 The above manifestations always appear during childhood or adolescence and continue into adulthood; 

 The disorder leads to considerable personal distress but this may only become apparent late in its course; 

 The disorder is usually, but not invariably, associated with significant problems in occupational and social performance. 

The ICD adds: "For different cultures it may be necessary to develop specific sets of criteria with regard to social norms, rules and 

obligations." 

In clinical practice, individuals are generally diagnosed by an interview with a psychiatrist based on a mental status examination, which 

may take into account observations by relatives and others. One tool of diagnosing personality disorders is a process involving 

interviews with scoring systems. The patient is asked to answer questions, and depending on their answers, the trained interviewer tries 

to code what their responses were. This process is fairly time consuming. 

4.5. Causes 

There are numerous possible causes of mental disorders, and they may vary depending on the disorder, the individual, and the 

circumstances. There may be genetic dispositions as well as particular life experiences, which may or may not include particular 

incidents of trauma or abuse. 

A study of almost 600 male college students, averaging almost 30 years of age and who were not drawn from a clinical sample, 

examined the relationship between childhood experiences of sexual and physical abuse and currently reported personality disorder 

symptoms. Childhood abuse histories were found to be definitively associated with greater levels of symptomatology. Severity of abuse 

was found to be statistically significant, but clinically negligible, in symptomatology variance spread over Cluster A, B and C scales.
[54]

 

Child abuse and neglect consistently evidence themselves as antecedent risks to the development of personality disorders in 

adulthood.
[55]

 In the following study, efforts were taken to match retrospective reports of abuse with a clinical population that had 

demonstrated psychopathology from childhood to adulthood who were later found to have experienced abuse and neglect.  In a study of 

793 mothers and children, researchers asked mothers if they had screamed at their children, and told them that they did not love them or 

threatened to send them away. Children who had experienced such verbal abuse were three times as likely as other children (who did not 

experience such verbal abuse) to have borderline, narcissistic, obsessive-compulsive or paranoid personality disorders in adulthood.
[56]

 

The sexually abused group demonstrated the most consistently elevated patterns of psychopathology. Officially verified physical abuse 
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showed an extremely strong correlation with the development of antisocial and impulsive behavior. On the other hand, cases of  abuse of 

the neglectful type that created childhood pathology were found to be subject to partial remission in adulthood.
[55]

 

4.6. Management 

Specific approaches 

There are many different forms (modalities) of treatment used for personality disorders:
[61]

 

 Individual psychotherapy has been a mainstay of treatment. There are long-term and short-term (brief) forms. 

 Family therapy, including couples therapy. 

 Group therapy for personality dysfunction is probably the second most used. 

 Psychological-education may be used as an addition. 

 Self-help groups may provide resources for personality disorders. 

 Psychiatric medications for treating symptoms of personality dysfunction or co-occurring conditions. 

 Milieu therapy, a kind of group-based residential approach, has a history of use in treating personality disorders, including 

therapeutic communities. 

There are different specific theories or schools of therapy within many of these modalities. They may, for example, emphasize 

psychodynamic techniques, or cognitive or behavioral techniques. In clinical practice, many therapists use an 'eclectic' approach, taking 

elements of different schools as and when they seem to fit to an individual client. There is also often a focus on common themes that 

seem to be beneficial regardless of techniques, including attributes of the therapist (e.g. trustworthiness, competence, caring), processes 

afforded to the client (e.g. ability to express and confide difficulties and emotions), and the match between the two (e.g. a iming for 

mutual respect, trust and boundaries). 

Response of Patients with Personality Disorders to Biological and Psychosocial Treatments
[46]

 

Cluster Evidence for Brain Dysfunction Response to Biological Treatments 
Response to Psychosocial 

Treatments 

A 

Evidence for relationship of 

schizotypal personality to 

schizophrenia; otherwise none known 

Schizotypal patients may improve on 

antipsychotic medication; otherwise not 

indicated 

Poor. Supportive psychotherapy may 

help 

B 

Evidence suggestive for antisocial and 

borderline personalities; otherwise 

none known 

Antidepressants, antipsychotics, or mood 

stabilizers may help for borderline personality; 

otherwise not indicated 

Poor in antisocial personality. Variable 

in borderline, narcissistic, and 

histrionic personalities 

C None known 
No direct response. Medications may help 

with comorbid anxiety and depression 

Most common treatment for these 

disorders. Response variable 

4.6.1. Challenges 

The management and treatment of personality disorders can be a challenging and controversial area, for by definition the difficulties 

have been enduring and affect multiple areas of functioning. This often involves interpersonal issues, and there can be difficulties in 

seeking and obtaining help from organizations in the first place, as well as with establishing and maintaining a specific therapeutic 

relationship. On the one hand, an individual may not consider themselves to have a mental health problem, while on the other, 

community mental health services may view individuals with personality disorders as too complex or difficult, and may directly or 

indirectly exclude individuals with such diagnoses or associated behaviors.
[62]

 The disruptiveness people with personality disorders can 

create in an organisation makes these, arguably, the most challenging conditions to manage. 
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Apart from all these issues, an individual may not consider their personality to be disordered or the cause of problems. This  perspective 

may be caused by the patient's ignorance or lack of insight into their own condition, an ego-syntonic perception of the problems with 

their personality that prevents them from experiencing it as being in conflict with their goals and self-image, or by the simple fact that 

there is no distinct or objective boundary between 'normal' and 'abnormal' personalities. Unfortunately, there is substantial social stigma 

and discrimination related to the diagnosis. 

The term 'personality disorder' encompasses a wide range of issues, each with different a level of severity or disability; thus, personality 

disorders can require fundamentally different approaches and understandings. To illustrate the scope of the matter, consider that while 

some disorders or individuals are characterized by continual social withdrawal and the shunning of relationships, others may cause 

fluctuations in forwardness. The extremes are worse still: at one extreme lie self-harm and self-neglect, while at another extreme some 

individuals may commit violence and crime. There can be other factors such as problematic substance use or dependency or behavioral 

addictions. A person may meet criteria for multiple personality disorder diagnoses and/or other mental disorders, either at particular 

times or continually, thus making coordinated input from multiple services a potential requirement. 

Therapists in this area can become disheartened by lack of initial progress, or by apparent progress that then leads to setbacks. Clients 

may be experienced as negative, rejecting, demanding, aggressive or manipulative. This has been looked at in terms of both therapist and 

client; in terms of social skills, coping efforts, defence mechanisms, or deliberate strategies; and in terms of moral judgements or the 

need to consider underlying motivations for specific behaviors or conflicts. The vulnerabilities of a client, and indeed therapist, may 

become lost behind actual or apparent strength and resilience. It is commonly stated that there is always a need to maintain appropriate 

professional personal boundaries, while allowing for emotional expression and therapeutic relationships. However, there can be 

difficulty acknowledging the different worlds and understandings that client and therapist may live with. A therapist may assume that the 

kinds of relationships and ways of interacting that make them feel safe and comfortable, have the same effect on clients. As an example 

at one extreme, people who may in their lives have been used to hostility, deceptiveness, rejection, aggression or abuse, may in some 

cases be made confused, intimidated or suspicious by presentations of warmth, intimacy or positivity. On the other hand, reassurance, 

openness and clear communication are usually helpful and needed. It can take several months of sessions, and perhaps several stops and 

starts, to begin to develop a trusting relationship that can meaningfully address issues.
[63]
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CHAPTER V. MOOD DISORDER 

Mood disorder is a group of diagnoses in the Diagnostic and Statistical Manual of Mental Disorders classification system where a 

disturbance in the person's mood is hypothesized to be the main underlying feature.
[1]

 The classification is known as mood (affective) 

disorders in International Classification of Diseases (ICD). 

English psychiatrist Henry Maudsley proposed an overarching category of affective disorder.
[2]

 The term was then replaced by mood 

disorder, as the latter term refers to the underlying or longitudinal emotional state,
[3]

 whereas the former refers to the external expression 

observed by others.
[1]

 

Mood disorders fall into the basic groups of elevated mood such as mania or hypomania, depressed mood of which the best-known and 

most researched is major depressive disorder (MDD) (commonly called clinical depression, unipolar depression, or major depression), 

and moods which cycle between mania and depression known as bipolar disorder (BD) (formerly known as manic depression). There are 

several sub-types of depressive disorders or psychiatric syndromes featuring less severe symptoms such as dysthymic disorder (similar 

to but milder than MDD) and cyclothymic disorder (similar to but milder than BD).
[4][page needed]

 Mood disorders may also be substance-

induced or occur in response to a medical condition. 

5.1. Classification 

 

5.1.1. Depressive disorders 

 Major depressive disorder (MDD), commonly called major depression, unipolar depression, or clinical depression, wherein a 

person has one or more major depressive episodes. After a single episode, Major Depressive Disorder (single episode) would 

be diagnosed. After more than one episode, the diagnosis becomes Major Depressive Disorder (Recurrent). Depression 

without periods of mania is sometimes referred to as unipolar depression because the mood remains at the bottom "pole" and 

does not climb to the higher, manic "pole" as in bipolar disorder.
[5]

 

Individuals with a major depressive episode or major depressive disorder are at increased risk for suicide. Seeking help and 

treatment from a health professional dramatically reduces the individual's risk for suicide. Studies have demonstrated that 

asking if a depressed friend or family member has thought of committing suicide is an effective way of identifying those at 

risk, and it does not "plant" the idea or increase an individual's risk for suicide in any way.
[6]

 Epidemiological studies carried 

out in Europe suggest that, at this moment, roughly 8.5 percent of the world's population are suffering from a depressive 

disorder. No age group seems to be exempt from depression, and studies have found that depression appears in infants as 

young as 6 months old who have been separated from their mothers.
[7]

 

 Depressive disorder is frequent in primary care and general hospital practice but is often undetected. Unrecognized depressive 

disorder may slow recovery and worsen prognosis in physical illness, therefore it is important that all doctors be able to 

recognize the condition, treat the less severe cases, and identify those requiring specialist care.
[8]

 

Diagnosticians recognize several subtypes or course specifiers: 

 Atypical depression (AD) is characterized by mood reactivity (paradoxical anhedonia) and positivity, significant 

weight gain or increased appetite ("comfort eating"), excessive sleep or somnolence (hypersomnia), a sensation of 

heaviness in limbs known as leaden paralysis, and significant social impairment as a consequence of 

hypersensitivity to perceived interpersonal rejection.
[9]

 Difficulties in measuring this subtype have led to questions 

of its validity and prevalence.
[10]

 

 Melancholic depression is characterized by a loss of pleasure (anhedonia) in most or all activities, a failure of 

reactivity to pleasurable stimuli, a quality of depressed mood more pronounced than that of grief or loss, a 
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worsening of symptoms in the morning hours, early-morning waking, psychomotor retardation, excessive weight 

loss (not to be confused with anorexia nervosa), or excessive guilt.
[11]

 

 Psychotic major depression (PMD), or simply psychotic depression, is the term for a major depressive episode, in 

particular of melancholic nature, wherein the patient experiences psychotic symptoms such as delusions or, less 

commonly, hallucinations. These are most commonly mood-congruent (content coincident with depressive 

themes).
[12]

 

 Catatonic depression is a rare and severe form of major depression involving disturbances of motor behavior and 

other symptoms. Here, the person is mute and almost stuporose, and either is immobile or exhibits purposeless or 

even bizarre movements. Catatonic symptoms can also occur in schizophrenia or a manic episode, or can be due to 

neuroleptic malignant syndrome.
[13]

 

 Postpartum depression (PPD) is listed as a course specifier in DSM-IV-TR; it refers to the intense, sustained and 

sometimes disabling depression experienced by women after giving birth. Postpartum depression, which affects 10–

15% of women, typically sets in within three months of labor, and lasts as long as three months.
[14]

 It is quite 

common for women to experience a short-term feeling of tiredness and sadness in the first few weeks after giving 

birth; however, postpartum depression is different because it can cause significant hardship and impaired 

functioning at home, work, or school as well as, possibly, difficulty in relationships with family members, spouses, 

or friends, or even problems bonding with the newborn.
[15]

 In the treatment of postpartum major depressive 

disorders and other unipolar depressions in women who are breastfeeding, nortriptyline, paroxetine (Paxil), and 

sertraline (Zoloft) are in general considered to be the preferred medications.
[16]

 Women with personal or family 

histories of mood disorders are at particularly high risk of developing postpartum depression.
[17]

 

 Seasonal affective disorder (SAD), also known as "winter depression" or "winter blues", is a specifier. Some people 

have a seasonal pattern, with depressive episodes coming on in the autumn or winter, and resolving in spring. The 

diagnosis is made if at least two episodes have occurred in colder months with none at other times over a two-year 

period or longer.
[18]

 It is commonly hypothesised that people who live at higher latitudes tend to have less sunlight 

exposure in the winter and therefore experience higher rates of SAD, but the epidemiological support for this 

proposition is not strong (and latitude is not the only determinant of the amount of sunlight reaching the eyes in 

winter). SAD is also more prevalent in people who are younger and typically affects more females than males.
[19]

 

 Dysthymia is a condition related to unipolar depression, where the same physical and cognitive problems are 

evident, but they are not as severe and tend to last longer (usually at least 2 years).
[20]

 The treatment of dysthymia is 

largely the same as for major depression, including antidepressant medications and psychotherapy.
[21]

 

 Double depression can be defined as a fairly depressed mood (dysthymia) that lasts for at least two years and is 

punctuated by periods of major depression.
[20]

 

 Depressive Disorder Not Otherwise Specified (DD-NOS) is designated by the code 311 for depressive disorders 

that are impairing but do not fit any of the officially specified diagnoses. According to the DSM-IV, DD-NOS 

encompasses "any depressive disorder that does not meet the criteria for a specific disorder." It includes the 

research diagnoses of recurrent brief depression, and minor depressive disorder listed below. 

 Depressive personality disorder (DPD) is a controversial psychiatric diagnosis that denotes a personality disorder 

with depressive features. Originally included in the DSM-II, depressive personality disorder was removed from the 

DSM-III and DSM-III-R.
[22]

 Recently, it has been reconsidered for reinstatement as a diagnosis. Depressive 

personality disorder is currently described in Appendix B in the DSM-IV-TR as worthy of further study. 
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 Recurrent brief depression (RBD), distinguished from major depressive disorder primarily by differences in 

duration. People with RBD have depressive episodes about once per month, with individual episodes lasting less 

than two weeks and typically less than 2–3 days. Diagnosis of RBD requires that the episodes occur over the span 

of at least one year and, in female patients, independently of the menstrual cycle.
[23]

 People with clinical depression 

can develop RBD, and vice versa, and both illnesses have similar risks.
[24]

 

 Minor depressive disorder, or simply minor depression, which refers to a depression that does not meet full criteria 

for major depression but in which at least two symptoms are present for two weeks.
[25]

 

5.1.2. Bipolar disorders 

 Bipolar disorder (BD), an unstable emotional condition characterized by cycles of abnormal, persistent high mood (mania) 

and low mood (depression),
[26]

 which was formerly known as "manic depression" (and in some cases rapid cycling, mixed 

states, and psychotic symptoms).
[27]

 Subtypes include: 

 Bipolar I is distinguished by the presence or history of one or more manic episodes or mixed episodes with or 

without major depressive episodes. A depressive episode is not required for the diagnosis of Bipolar I Disorder, but 

depressive episodes are usually part of the course of the illness. 

 Bipolar II consisting of recurrent intermittent hypomanic and depressive episodes or mixed episodes. 

 Cyclothymia is a form of bipolar disorder, consisting of recurrent hypomanic and dysthymic episodes, but no full 

manic episodes or full major depressive episodes. 

 Bipolar Disorder Not Otherwise Specified (BD-NOS), sometimes called "sub-threshold" bipolar, indicates that the 

patient suffers from some symptoms in the bipolar spectrum (e.g., manic and depressive symptoms) but does not 

fully qualify for any of the three formal bipolar DSM-IV diagnoses mentioned above. 

It is estimated that roughly 1% of the adult population suffers from bipolar I, a further 1% suffers from bipolar II or 

cyclothymia, and somewhere between 2% and 5% percent suffer from "sub-threshold" forms of bipolar disorder. Furthermore 

the possibility of getting bipolar disorder when one parent is diagnosed with it is 15-30%. Risk when both parents have it is 

50-75%. Also, while with bipolar siblings the risk is 15-25%, with identical twins it is about 70%.
[28]

 

A minority of people with bipolar disorder have high creativity, artistry or a particular gifted talent. Before the mania phase becomes too 

extreme, its energy, ambition, enthusiasm and grandiosity often bring people with this type of mood disorder life's masterpieces.
[26]

 

5.2. Substance-induced 

A mood disorder can be classified as substance-induced if its etiology can be traced to the direct physiologic effects of a psychoactive 

drug or other chemical substance, or if the development of the mood disorder occurred contemporaneously with substance intoxication 

or withdrawal. Also, an individual may have a mood disorder coexisting with a substance abuse disorder. Substance-induced mood 

disorders can have features of a manic, hypomanic, mixed, or depressive episode. Most substances can induce a variety of mood 

disorders. For example, stimulants such as amphetamine, methamphetamine, and cocaine can cause manic, hypomanic, mixed, and 

depressive episodes.
[29]

 

5.3. Alcohol-induced 

High rates of major depressive disorder occur in heavy drinkers and those with alcoholism. Controversy has previously surrounded 

whether those who abused alcohol and developed depression were self-medicating their pre-existing depression. But recent research has 

concluded that, while this may be true in some cases, alcohol misuse directly causes the development of depression in a significant 

number of heavy drinkers. Participants studied were also assessed during stressful events in their lives and measured on a Feeling Bad 
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Scale. Likewise, they were also assessed on their affiliation with deviant peers, unemployment, and their partner’s substance use and 

criminal offending. 
[30][31][32]

 High rates of suicide also occur in those who have alcohol-related problems.
[33]

 It is usually possible to 

differentiate between alcohol-related depression and depression that is not related to alcohol intake by taking a careful history of the 

patient.
[32][34][35]

 Depression and other mental health problems associated with alcohol misuse may be due to distortion of brain chemistry, 

as they tend to improve on their own after a period of abstinence.
[36]

 

5.4. Benzodiazepine-induced 

The long-term use of benzodiazepines, such as diazepam and chlordiazepoxide, may have a similar effect on the brain as alcohol, and are 

also implicated in depression.
[37]

 Major depressive disorder can also develop as a result of chronic use of benzodiazepines or as part of a 

protracted withdrawal syndrome. Benzodiazepines are a class of medication commonly used to treat insomnia, anxiety, and muscular 

spasms. As with alcohol, the effects of benzodiazepine on neurochemistry, such as decreased levels of serotonin and norepinephrine, are 

believed to be responsible for the increased depression.
[38][39][40][41]

 Major depressive disorder may also occur as part of the benzodiazepine 

withdrawal syndrome.
[42][43][44]

 In a long-term follow-up study of patients dependent on benzodiazepines, it was found that 10 people 

(20%) had taken drug overdoses while on chronic benzodiazepine medication despite only two people ever having had any pre-existing 

depressive disorder. A year after a gradual withdrawal program, no patients had taken any further overdoses.
[45]

 Depression resulting 

from withdrawal from benzodiazepines usually subsides after a few months but in some cases may persist for 6–12 months.
[46][47]

 

5.5. Due to another medical condition 

"Mood disorder due to a general medical condition" is used to describe manic or depressive episodes which occur secondary to a medical 

condition.
[48]

 There are many medical conditions that can trigger mood episodes, including neurological disorders (e.g. dementias), 

metabolic disorders (e.g. electrolyte disturbances), gastrointestinal diseases (e.g. cirrhosis), endocrine disease (e.g. thyroid 

abnormalities), cardiovascular disease (e.g. heart attack), pulmonary disease (e.g. chronic obstructive pulmonary disease), cancer, and 

autoimmune diseases (e.g. rheumatoid arthritis).
[48]

 

5.6. Not otherwise specified 

Mood disorder not otherwise specified (MD-NOS) is a mood disorder that is impairing but does not fit in with any of the other officially 

specified diagnoses. In the DSM-IV MD-NOS is described as "any mood disorder that does not meet the criteria for a specific 

disorder."
[49]

 MD-NOS is not used as a clinical description but as a statistical concept for filing purposes.
[50]

 

Most cases of MD-NOS represent hybrids between mood and anxiety disorders, such as mixed anxiety-depressive disorder or atypical 

depression.
[50]

 An example of an instance of MD-NOS is being in minor depression frequently during various intervals, such as once 

every month or once in three days.
[49]

 There is a risk for MD-NOS not to get noticed, and for that reason not to get treated.
[51]

 

5.7. Cause 

A number of authors have suggested that mood disorders are an evolutionary adaptation. A low or depressed mood can increase an 

individual's ability to cope with situations in which the effort to pursue a major goal could result in danger, loss, or wasted effort.
[52]

 In 

such situations, low motivation may give an advantage by inhibiting certain actions. This theory helps to explain why negative life 

incidents precede depression in around 80 percent of cases,
[53][54]

 and why they so often strike people during their peak reproductive 

years. These characteristics would be difficult to understand if depression were a dysfunction.
[52]

 

A depressed mood is a predictable response to certain types of life occurrences, such as loss of status, divorce, or death of  a child or 

spouse. These are events that signal a loss of reproductive ability or potential, or that did so in humans' ancestral environment. A 

depressed mood can be seen as an adaptive response, in the sense that it causes an individual to turn away from the earlier (and 

reproductively unsuccessful) modes of behavior. 
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A depressed mood is common during illnesses, such as influenza. It has been argued that this is an evolved mechanism that assists the 

individual in recovering by limiting his/her physical activity.
[55]

 The occurrence of low-level depression during the winter months, or 

seasonal affective disorder, may have been adaptive in the past, by limiting physical activity at times when food was scarce.
[55]

 It is 

argued that humans have retained the instinct to experience low mood during the winter months, even if the availability of food is no 

longer determined by the weather.
[55]

 

Much of what we know about the genetic influence of clinical depression is based upon research that has been done with identical twins. 

Identical twins both have the exact same genetic code. It has been found that when one identical twin becomes depressed the other will 

also develop clinical depression approximately 76% of the time. When identical twins are raised apart from each other, they will both 

become depressed about 67% of the time. Because both twins become depressed at such a high rate, the implication is that there is a 

strong genetic influence. If it happened that when one twin becomes clinically depressed the other always develops depression, then 

clinical depression would likely be entirely genetic.
[56]

 

5.8. Diagnosis 

DSM-5 

The DSM-5, released in May 2013, separates the mood disorder chapter from the DSM-TR-IV into two sections: Depressive and Related 

Disorders and Bipolar and Related Disorders. Bipolar Disorders falls in between Depressive Disorders and Schizophrenia Spectrum and 

Related Disorders “in recognition of their place as a bridge between the two diagnostic classes in terms of symptomatology, family 

history and genetics” (Ref. 1, p 123).
[57]

 Bipolar Disorders underwent a few changes in the DSM-5, most notably the addition of more 

specific symptomology related to hypomanic and mixed manic states. Depressive Disorders underwent the most changes, the addition of 

three new disorders: disruptive mood dysregulation disorder, persistent depressive disorder (previously dysthymia), and premenstrual 

dysphoric disorder (previously in Appendix B, the section for disorders needing further research). Disruptive mood dysregulation 

disorder is meant as a diagnosis for children and adolescents who would normally be diagnosed with bipolar disorder as a way to limit 

the bipolar diagnosis in this age cohort. Major depressive disorder (MDD) also underwent a notable change, in that the bereavement 

clause has been removed. Those previously exempt from a diagnosis of MDD due to bereavement are now candidates for the MDD 

diagnosis.
[58]

 

5.9. Treatment 

There are different types of treatments available for mood disorders, such as therapy and medications. Behaviour therapy, cognitive 

behaviour therapy and interpersonal therapy have all shown to potentially beneficial in depression.
[59][60]

 Major depressive disorder 

medications usually include antidepressants, while bipolar disorder medications can consist of antipsychotics, mood stabilizers and/or 

lithium. 

5.10. Epidemiology 

According to a substantial amount of epidemiology studies conducted, women are twice as likely to develop certain mood disorders, 

such as major depression. Although there is an equal number of men and women diagnosed with bipolar II disorder, women have a 

slightly higher frequency of the disorder.
[61]

 

In 2011, mood disorders were the most common reason for hospitalization among children aged 1–17 years in the United States, with 

approximately 112,000 stays.
[62]

 Mood disorders were top principal diagnosis for Medicaid super-utilizers in the United States in 2012.
[63]

 

Further, a study of 18 States found that mood disorders accounted for the highest number of hospital readmissions among Medicaid 

patients and the uninsured, with 41,600 Medicaid patients and 12,200 uninsured patients being readmitted within 30 days of their index 

stay—a readmission rate of 19.8 per 100 admissions and 12.7 per 100 admissions, respectively.
[64]

 In 2012, mood and other behavioral 

health disorders were the most common diagnoses for Medicaid-covered and uninsured hospital stays in the United States (6.1% of 

Medicaid stays and 5.2% of uninsured stays).
[65]
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A study conducted in 1988 to 1994 amongst young American adults involved a selection of demographic and health characteristics. A 

population-based sample of 8,602 men and women ages 17–39 years participated. Lifetime prevalence were estimated based on six 

mood measures: 

1. major depressive episode (MDE) 8.6%, 

2. major depressive disorder with severity (MDE-s) 7.7%, 

3. dysthymia 6.2%, 

4. MDE-s with dysthymia 3.4%, 

5. any bipolar disorder 1.6%, and 

6. any mood disorder 11.5%.
[66]
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Schizophrenia (/ˌskɪtsɵˈfrɛniə/ or /ˌskɪtsɵˈfriːniə/) is a mental disorder often characterized by abnormal social behavior and failure 

to recognize what is real. Common symptoms include false beliefs, unclear or confused thinking, auditory hallucinations, reduced social 

engagement and emotional expression, and lack of motivation. Diagnosis is based on observed behavior and the person's reported 

experiences. 

Genetics and early environment, as well as psychological and social processes, appear to be important contributory factors. Some 

recreational and prescription drugs appear to cause or worsen symptoms. The many possible combinations of symptoms have triggered 

debate about whether the diagnosis represents a single disorder or a number of separate syndromes. Despite the origin of the term from 

the Greek roots skhizein ("to split") and phrēn ("mind"), schizophrenia does not imply a "split personality", or "multiple personality 

disorder"—a condition with which it is often confused in public perception.
[1]

 Rather, the term means a "splitting of mental functions", 

reflecting the presentation of the illness.
[2]

 

The mainstay of treatment is antipsychotic medication, which primarily suppresses dopamine receptor activity. Counseling, job training 

and social rehabilitation are also important in treatment. In more serious cases—where there is risk to self or others—involuntary 

hospitalization may be necessary, although hospital stays are now shorter and less frequent than they once were.
[3]

 

Symptoms begin typically in young adulthood, and about 0.3–0.7% of people are affected during their lifetime.
[4]

 The disorder is thought 

to mainly affect the ability to think, but it also usually contributes to chronic problems with behavior and emotion. People with 

schizophrenia are likely to have additional conditions, including major depression and anxiety disorders; the lifetime occurrence of 

substance use disorder is almost 50%.
[5]

 Social problems, such as long-term unemployment, poverty, and homelessness are common. The 

average life expectancy of people with the disorder is ten to twenty five years less than the average life expectancy.
[6]

 This is the result of 

increased physical health problems and a higher suicide rate (about 5%).
[4][7]

 In 2013 an estimated 16,000 people died from behavior 

related-to or caused by schizophrenia.
[8]

 

6.1. Symptoms 

Individuals with schizophrenia may experience hallucinations (most reported are hearing voices), delusions (often bizarre or persecutory 

in nature), and disorganized thinking and speech. The last may range from loss of train of thought, to sentences only loosely connected in 

meaning, to speech that is not understandable known as word salad in severe cases. Social withdrawal, sloppiness of dress and hygiene, 

and loss of motivation and judgment are all common in schizophrenia.
[9]

 There is often an observable pattern of emotional difficulty, for 

example lack of responsiveness.
[10]

 Impairment in social cognition is associated with schizophrenia,
[11]

 as are symptoms of paranoia. 

Social isolation commonly occurs.
[12]

 Difficulties in working and long-term memory, attention, executive functioning, and speed of 

processing also commonly occur.
[4]

 In one uncommon subtype, the person may be largely mute, remain motionless in bizarre postures, or 

exhibit purposeless agitation, all signs of catatonia.
[13]

 About 30 to 50% of people with schizophrenia fail to accept that they have an 

illness or their recommended treatment.
[14]

 Treatment may have some effect on insight.
[15]

 People with schizophrenia often find facial 

emotion perception to be difficult.
[16]

 

6.2. Causes 

A combination of genetic and environmental factors play a role in the development of schizophrenia.
[1][4]

 People with a family history of 

schizophrenia who have a transient psychosis have a 20–40% chance of being diagnosed one year later.
[27]

 

 

 

6.2.1. Genetic 
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Estimates of heritability vary because of the difficulty in separating the effects of genetics and the environment;
[28]

 averages of 0.80 have 

been given.
[29]

 The greatest risk for developing schizophrenia is having a first-degree relative with the disease (risk is 6.5%); more than 

40% of monozygotic twins of those with schizophrenia are also affected.
[1]

 If one parent is affected the risk is about 13% and if both are 

affected the risk is nearly 50%.
[29]

 

It is likely that many genes are involved, each of small effect and unknown transmission and expression.
[1]

 Many possible candidates 

have been proposed, including specific copy number variations, NOTCH4, and histone protein loci.
[30]

 A number of genome-wide 

associations such as zinc finger protein 804A have also been linked.
[31]

 There appears to be overlap in the genetics of schizophrenia and 

bipolar disorder.
[32]

 Evidence is emerging that the genetic architecture of schizophrenia involved both common and rare risk variation.
[33]

 

Assuming a hereditary basis, one question from evolutionary psychology is why genes that increase the likelihood of psychosis evolved, 

assuming the condition would have been maladaptive from an evolutionary point of view. One idea is that genes are involved in the 

evolution of language and human nature, but to date such ideas remain little more than hypothetical in nature.
[34][35]

 

6.2.2. Environment 

Environmental factors associated with the development of schizophrenia include the living environment, drug use and prenatal 

stressors.
[4]

 Parenting style seems to have no major effect, although people with supportive parents do better than those with critical or 

hostile parents.
[1]

 Childhood trauma, death of a parent, and being bullied or abused increase the risk of psychosis.
[36]

 Living in an urban 

environment during childhood or as an adult has consistently been found to increase the risk of schizophrenia by a factor of two,
[1][4]

 even 

after taking into account drug use, ethnic group, and size of social group.
[37]

 Other factors that play an important role include social 

isolation and immigration related to social adversity, racial discrimination, family dysfunction, unemployment, and poor housing 

conditions.
[1][38]

 

6.2.3. Substance use 

About half of those with schizophrenia use drugs or alcohol excessively.
[39]

 Amphetamine, cocaine, and to a lesser extent alcohol, can 

result in psychosis that presents very similarly to schizophrenia.
[1][40]

 Although it is not generally believed to be a cause of the illness, 

people with schizophrenia use nicotine at much greater rates than the general population.
[41]

 

Alcohol abuse can occasionally cause the development of a chronic substance-induced psychotic disorder via a kindling mechanism.
[42]

 

Alcohol use is not associated with an earlier onset of psychosis.
[43]

 

A significant proportion of people with schizophrenia use cannabis to help cope with its symptoms.
[39]

 Cannabis can be a contributory 

factor in schizophrenia,
[44][45][46]

 but cannot cause it alone;
[46]

 its use is neither necessary nor sufficient for development of any form of 

psychosis.
[46]

 Early exposure of the developing brain to cannabis increases the risk of schizophrenia,
[44]

 although the size of the increased 

risk is difficult to quantify;
[44][45]

 only a small proportion of early cannabis recreational users go on to develop any schizoaffective 

disorder in adult life,
[45]

 and the increased risk may require the presence of certain genes within an individual
[46]

 or may be related to 

preexisting psychopathology.
[44]

 Higher dosage and greater frequency of use are indicators of increased risk of chronic psychoses.
[45]

 

Tetrahydrocannabinol (THC) and cannabidiol (CBD) produce opposing effects; CBD has antipsychotic and neuroprotective properties 

and counteracts negative effects of THC.
[45]

 

Other drugs may be used only as coping mechanisms by individuals who have schizophrenia to deal with depression, anxiety, boredom, 

and loneliness.
[39][47]

 

 

6.2.4. Developmental factors 
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Factors such as hypoxia and infection, or stress and malnutrition in the mother during fetal development, may result in a slight increase 

in the risk of schizophrenia later in life.
[4]

 People diagnosed with schizophrenia are more likely to have been born in winter or spring (at 

least in the northern hemisphere), which may be a result of increased rates of viral exposures in utero.
[1]

 The increased risk is about 5 to 

8%.
[48]

 

6.3. Mechanisms 

A number of attempts have been made to explain the link between altered brain function and schizophrenia.
[4]

 One of the most common 

is the dopamine hypothesis, which attributes psychosis to the mind's faulty interpretation of the misfiring of dopaminergic neurons.
[4]

 

6.3.1. Psychological 

Many psychological mechanisms have been implicated in the development and maintenance of schizophrenia. Cognitive biases have 

been identified in those with the diagnosis or those at risk, especially when under stress or in confusing situations.
[49]

 Some cognitive 

features may reflect global neurocognitive deficits such as memory loss, while others may be related to particular issues and 

experiences.
[50][51]

 

Despite a demonstrated appearance of blunted affect, recent findings indicate that many individuals diagnosed with schizophrenia are 

emotionally responsive, particularly to stressful or negative stimuli, and that such sensitivity may cause vulnerability to symptoms or to 

the disorder.
[52][53]

 Some evidence suggests that the content of delusional beliefs and psychotic experiences can reflect emotional causes 

of the disorder, and that how a person interprets such experiences can influence symptomatology.
[54][55][56]

 The use of "safety behaviors" 

(acts such as gestures or the use of words in specific contexts) to avoid or neutralize imagined threats may actually contribute to the 

chronicity of delusions.
[57]

 Further evidence for the role of psychological mechanisms comes from the effects of psychotherapies on 

symptoms of schizophrenia.
[58]

 

6.3.2. Neurological 

Functional magnetic resonance imaging (fMRI) and other brain imaging technologies allow for the study of differences in brain activity 

in people diagnosed with schizophrenia. The image shows two levels of the brain, with areas that were more active in healthy controls 

than in schizophrenia patients shown in orange, during an fMRI study of working memory. 

Schizophrenia is associated with subtle differences in brain structures, found in 40 to 50% of cases, and in brain chemistry during acute 

psychotic states.
[4]

 Studies using neuropsychological tests and brain imaging technologies such as fMRI and PET to examine functional 

differences in brain activity have shown that differences seem to most commonly occur in the frontal lobes, hippocampus and temporal 

lobes.
[59]

 Reductions in brain volume, smaller than those found in Alzheimer's disease, have been reported in areas of the frontal cortex 

and temporal lobes. It is uncertain whether these volumetric changes are progressive or preexist prior to the onset of the disease.
[26]

 These 

differences have been linked to the neurocognitive deficits often associated with schizophrenia.
[60]

 Because neural circuits are altered, it 

has alternatively been suggested that schizophrenia should be thought of as a collection of neurodevelopmental disorders.
[61]

 There has 

been debate on whether treatment with antipsychotics can itself cause reduction of brain volume.
[62]

 

Particular attention has been paid to the function of dopamine in the mesolimbic pathway of the brain. This focus largely resulted from 

the accidental finding that phenothiazine drugs, which block dopamine function, could reduce psychotic symptoms. It is also supported 

by the fact that amphetamines, which trigger the release of dopamine, may exacerbate the psychotic symptoms in schizophrenia.
[63]

 The 

influential dopamine hypothesis of schizophrenia proposed that excessive activation of D2 receptors was the cause of (the positive 

symptoms of) schizophrenia. Although postulated for about 20 years based on the D2 blockade effect common to all antipsychotics, it 

was not until the mid-1990s that PET and SPET imaging studies provided supporting evidence. The dopamine hypothesis is now thought 

to be simplistic, partly because newer antipsychotic medication (atypical antipsychotic medication) can be just as effective as older 
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medication (typical antipsychotic medication), but also affects serotonin function and may have slightly less of a dopamine blocking 

effect.
[64]

 

Interest has also focused on the neurotransmitter glutamate and the reduced function of the NMDA glutamate receptor in schizophrenia, 

largely because of the abnormally low levels of glutamate receptors found in the postmortem brains of those diagnosed with 

schizophrenia,
[65]

 and the discovery that glutamate-blocking drugs such as phencyclidine and ketamine can mimic the symptoms and 

cognitive problems associated with the condition.
[66]

 Reduced glutamate function is linked to poor performance on tests requiring frontal 

lobe and hippocampal function, and glutamate can affect dopamine function, both of which have been implicated in schizophrenia, have 

suggested an important mediating (and possibly causal) role of glutamate pathways in the condition.
[67]

 But positive symptoms fail to 

respond to glutamatergic medication.
[68]

 

6.4. Diagnosis 

John Nash, an American mathematician and joint winner of the 1994 Nobel Prize for Economics, who had schizophrenia. His life was 

the subject of the 2001 Academy Award-winning film A Beautiful Mind. 

Schizophrenia is diagnosed based on criteria in either the American Psychiatric Association's fifth edition of the Diagnostic and 

Statistical Manual of Mental Disorders (DSM 5), or the World Health Organization's International Statistical Classification of Diseases 

and Related Health Problems (ICD-10). These criteria use the self-reported experiences of the person and reported abnormalities in 

behavior, followed by a clinical assessment by a mental health professional. Symptoms associated with schizophrenia occur along a 

continuum in the population and must reach a certain severity before a diagnosis is made.
[1]

 As of 2013 there is no objective test.
[69]

 

6.5. Criteria 

In 2013, the American Psychiatric Association released the fifth edition of the DSM (DSM-5). To be diagnosed with schizophrenia, two 

diagnostic criteria have to be met over much of the time of a period of at least one month, with a significant impact on social or 

occupational functioning for at least six months. The person had to be suffering from delusions, hallucinations or disorganized speech. A 

second symptom could be negative symptoms or severely disorganized or catatonic behaviour.
[70]

 The definition of schizophrenia 

remained essentially the same as that specified by the 2000 version of DSM (DSM-IV-TR), but DSM-5 makes a number of changes. 

 Subtype classifications – such as catatonic and paranoid schizophrenia  – are removed. These were retained in previous 

revisions largely for reasons of tradition, but had subsequently proved to be of little worth.
[71]

 

 Catatonia is no longer so strongly associated with schizophrenia.
[72]

 

 In describing a person's schizophrenia, it is recommended that a better distinction be made between the current state of the 

condition and its historical progress, to achieve a clearer overall characterization.
[71]

 

 Special treatment of Schneider's first-rank symptoms is no longer recommended.
[71]

 

 Schizoaffective disorder is better defined to demarcate it more cleanly from schizophrenia.
[71]

 

 An assessment covering eight domains of psychopathology – such as whether hallucination or mania is experienced – is 

recommended to help clinical decision-making.
[73]
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The ICD-10 criteria are typically used in European countries, while the DSM criteria are used in the United States and to varying degrees 

around the world, and are prevailing in research studies. The ICD-10 criteria put more emphasis on Schneiderian first-rank symptoms. In 

practice, agreement between the two systems is high.
[74]

 

If signs of disturbance are present for more than a month but less than six months, the diagnosis of schizophreniform disorder is applied. 

Psychotic symptoms lasting less than a month may be diagnosed as brief psychotic disorder, and various conditions may be classed as 

psychotic disorder not otherwise specified, while schizoaffective disorder is diagnosed if symptoms of mood disorder are substantially 

present alongside psychotic symptoms. If the psychotic symptoms are the direct physiological result of a general medical condition or a 

substance, then the diagnosis is one of a psychosis secondary to that condition.
[70]

 Schizophrenia is not diagnosed if symptoms of 

pervasive developmental disorder are present unless prominent delusions or hallucinations are also present.
[70]

 

6.6. Subtypes 

The DSM-5 work group proposed dropping the five sub-classifications of schizophrenia included in DSM-IV-TR:
[75][76]

 

 Paranoid type: Delusions or auditory hallucinations are present, but thought disorder, disorganized behavior, or affective 

flattening are not. Delusions are persecutory and/or grandiose, but in addition to these, other themes such as jealousy, 

religiosity, or somatization may also be present. (DSM code 295.3/ICD code F20.0) 

 Disorganized type: Named hebephrenic schizophrenia in the ICD. Where thought disorder and flat affect are present together. 

(DSM code 295.1/ICD code F20.1) 

 Catatonic type: The subject may be almost immobile or exhibit agitated, purposeless movement. Symptoms can include 

catatonic stupor and waxy flexibility. (DSM code 295.2/ICD code F20.2) 

 Undifferentiated type: Psychotic symptoms are present but the criteria for paranoid, disorganized, or catatonic types have not 

been met. (DSM code 295.9/ICD code F20.3) 

 Residual type: Where positive symptoms are present at a low intensity only. (DSM code 295.6/ICD code F20.5) 

The ICD-10 defines two additional subtypes:
[76]

 

 Post-schizophrenic depression: A depressive episode arising in the aftermath of a schizophrenic illness where some low-level 

schizophrenic symptoms may still be present. (ICD code F20.4) 

 Simple schizophrenia: Insidious and progressive development of prominent negative symptoms with no history of psychotic 

episodes. (ICD code F20.6) 

Sluggish schizophrenia is in the Russian version of the ICD-10. "Sluggish schizophrenia" is in the category of "schizotypal" disorder in 

section F21 of chapter V.
[77]

 

6.7. Differential diagnosis 

Psychotic symptoms may be present in several other mental disorders, including bipolar disorder,
[78]

 borderline personality disorder,
[79]

 

drug intoxication and drug-induced psychosis. Delusions ("non-bizarre") are also present in delusional disorder, and social withdrawal in 

social anxiety disorder, avoidant personality disorder and schizotypal personality disorder. Schizotypal personality disorder has 

symptoms that are similar but less severe than those of schizophrenia.
[69]

 Schizophrenia occurs along with obsessive-compulsive disorder 

(OCD) considerably more often than could be explained by chance, although it can be difficult to distinguish obsessions that occur in 
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OCD from the delusions of schizophrenia.
[80]

 A few people withdrawing from benzodiazepines experience a severe withdrawal syndrome 

which may last a long time. It can resemble schizophrenia and be misdiagnosed as such.
[81]

 

A more general medical and neurological examination may be needed to rule out medical illnesses which may rarely produce psychotic 

schizophrenia-like symptoms, such as metabolic disturbance, systemic infection, syphilis, HIV infection, epilepsy, and brain lesions. 

Stroke, multiple sclerosis, hyperthyroidism, hypothyroidism and dementias such as Alzheimer's disease, Huntington's disease, 

frontotemporal dementia and Lewy Body dementia may also be associated with schizophrenia-like psychotic symptoms.
[82]

 It may be 

necessary to rule out a delirium, which can be distinguished by visual hallucinations, acute onset and fluctuating level of consciousness, 

and indicates an underlying medical illness. Investigations are not generally repeated for relapse unless there is a specific medical 

indication or possible adverse effects from antipsychotic medication. In children hallucinations must be separated from normal childhood 

fantasies.
[69]

 

6.8. Prevention 

Prevention of schizophrenia is difficult as there are no reliable markers for the later development of the disease.
[83]

 There is tentative 

evidence for the effectiveness of early interventions to prevent schizophrenia.
[84]

 While there is some evidence that early intervention in 

those with a psychotic episode may improve short-term outcomes, there is little benefit from these measures after five years.
[4]

 

Attempting to prevent schizophrenia in the prodrome phase is of uncertain benefit and therefore as of 2009 is not recommended.
[85]

 

Cognitive behavioral therapy may reduce the risk of psychosis in those at high risk after a year
[86]

 and is recommended by the National 

Institute for Health and Care Excellence (NICE) in this group.
[87]

 Another preventative measure is to avoid drugs that have been 

associated with development of the disorder, including cannabis, cocaine, and amphetamines.
[1]

 

6.9. Management 

The primary treatment of schizophrenia is antipsychotic medications, often in combination with psychological and social supports.
[4]

 

Hospitalization may occur for severe episodes either voluntarily or (if mental health legislation allows it) involuntarily. Long-term 

hospitalization is uncommon since deinstitutionalization beginning in the 1950s, although it still occurs.
[3]

 Community support services 

including drop-in centers, visits by members of a community mental health team, supported employment
[88]

 and support groups are 

common. Some evidence indicates that regular exercise has a positive effect on the physical and mental health of those with 

schizophrenia.
[89]

 

6.10. Medication 

The first-line psychiatric treatment for schizophrenia is antipsychotic medication,
[90]

 which can reduce the positive symptoms of 

psychosis in about 7 to 14 days. Antipsychotics, however, fail to significantly improve the negative symptoms and cognitive 

dysfunction.
[21][91]

 In those on antipsychotics, continued use decreases the risk of relapse.
[92][93]

 There is little evidence regarding effects 

from their use beyond two or three years.
[93]

 

The choice of which antipsychotic to use is based on benefits, risks, and costs.
[4]

 It is debatable whether, as a class, typical or atypical 

antipsychotics are better.
[94][95]

 Amisulpride, olanzapine, risperidone and clozapine may be more effective but are associated with greater 

side effects.
[96]

 Typical antipsychotics have equal drop-out and symptom relapse rates to atypicals when used at low to moderate 

dosages.
[97]

 There is a good response in 40–50%, a partial response in 30–40%, and treatment resistance (failure of symptoms to respond 

satisfactorily after six weeks to two or three different antipsychotics) in 20% of people.
[21]

 Clozapine is an effective treatment for those 

who respond poorly to other drugs ("treatment-resistant" or "refractory" schizophrenia),
[98]

 but it has the potentially serious side effect of 

agranulocytosis (lowered white blood cell count) in less than 4% of people.
[1][4][99]
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Most people on antipsychotics have side effects. People on typical antipsychotics tend to have a higher rate of extrapyramidal side 

effects while some atypicals are associated with considerable weight gain, diabetes and risk of metabolic syndrome; this is most 

pronounced with olanzapine, while risperidone and quetiapine are also associated with weight gain.
[96]

 Risperidone has a similar rate of 

extrapyramidal symptoms to haloperidol.
[96]

 It remains unclear whether the newer antipsychotics reduce the chances of developing 

neuroleptic malignant syndrome or tardive dyskinesia, a rare but serious neurological disorder.
[100]

 

For people who are unwilling or unable to take medication regularly, long-acting depot preparations of antipsychotics may be used to 

achieve control.
[101]

 They reduce the risk of relapse to a greater degree than oral medications.
[92]

 When used in combination with 

psychosocial interventions they may improve long-term adherence to treatment.
[101]

 The American Psychiatric Association suggests 

considering stopping antipsychotics in some people if there are no symptoms for more than a year.
[93]

 

Psychosocial 

A number of psychosocial interventions may be useful in the treatment of schizophrenia including: family therapy,
[102]

 assertive 

community treatment, supported employment, cognitive remediation,
[103]

 skills training, token economic interventions, and psychosocial 

interventions for substance use and weight management.
[104]

 Family therapy or education, which addresses the whole family system of an 

individual, may reduce relapses and hospitalizations.
[102]

 Evidence for the effectiveness of cognitive-behavioral therapy (CBT) in either 

reducing symptoms or preventing relapse is minimal.
[105][106]

 Art or drama therapy have not been well-researched.
[107][108]

 

Prognosis 

Schizophrenia has great human and economic costs.
[4]

 It results in a decreased life expectancy by 10–25 years.
[6]

 This is primarily 

because of its association with obesity, poor diet, sedentary lifestyles, and smoking, with an increased rate of suicide playing a lesser 

role.
[4][6][109]

 Antipsychotic medications may also increase the risk.
[6]

 These differences in life expectancy increased between the 1970s 

and 1990s.
[110]

 

Schizophrenia is a major cause of disability, with active psychosis ranked as the third-most-disabling condition after quadriplegia and 

dementia and ahead of paraplegia and blindness.
[111]

 Approximately three-fourths of people with schizophrenia have ongoing disability 

with relapses
[21]

 and 16.7 million people globally are deemed to have moderate or severe disability from the condition.
[112]

 Some people 

do recover completely and others function well in society.
[113]

 Most people with schizophrenia live independently with community 

support.
[4]

 In people with a first episode of psychosis a good long-term outcome occurs in 42%, an intermediate outcome in 35% and a 

poor outcome in 27%.
[114]

 Outcomes for schizophrenia appear better in the developing than the developed world.
[115]

 These conclusions, 

however, have been questioned.
[116][117]

 

There is a higher than average suicide rate associated with schizophrenia. This has been cited at 10%, but a more recent analysis revises 

the estimate to 4.9%, most often occurring in the period following onset or first hospital admission.
[7][118]

 Several times more (20 to 40%) 

attempt suicide at least once.
[69][119]

 There are a variety of risk factors, including male gender, depression, and a high intelligence 

quotient.
[119]

 

Schizophrenia and smoking have shown a strong association in studies world-wide.
[120][121]

 Use of cigarettes is especially high in 

individuals diagnosed with schizophrenia, with estimates ranging from 80 to 90% being regular smokers, as compared to 20% of the 

general population.
[121]

 Those who smoke tend to smoke heavily, and additionally smoke cigarettes with high nicotine content.
[122]

 Some 

evidence suggests that paranoid schizophrenia may have a better prospect than other types of schizophrenia for independent living and 

occupational functioning.
[123]
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6.11. Society and culture 

In 2002 the term for schizophrenia in Japan was changed from Seishin-Bunretsu-Byō 精神分裂病 (mind-split-disease) to Tōgō-

shitchō-shō 統合失調症 (integration disorder) to reduce stigma.
[153]

 The new name was inspired by the biopsychosocial model; it 

increased the percentage of patients who were informed of the diagnosis from 37 to 70% over three years.
[154]

 A similar change was made 

in South Korea in 2012.
[155]

 

In the United States, the cost of schizophrenia—including direct costs (outpatient, inpatient, drugs, and long-term care) and non-health 

care costs (law enforcement, reduced workplace productivity, and unemployment)—was estimated to be $62.7 billion in 2002.
[156]

 The 

book and film A Beautiful Mind chronicles the life of John Forbes Nash, a Nobel Prize-winning mathematician who was diagnosed with 

schizophrenia. 

Violence 

Individuals with severe mental illness including schizophrenia are at a significantly greater risk of being victims of both violent and non-

violent crime.
[157]

 Schizophrenia has been associated with a higher rate of violent acts, although this is primarily due to higher rates of 

drug use.
[158]

 Rates of homicide linked to psychosis are similar to those linked to substance misuse, and parallel the overall rate in a 

region.
[159]

 What role schizophrenia has on violence independent of drug misuse is controversial, but certain aspects of individual 

histories or mental states may be factors.
[160]

 

Media coverage relating to violent acts by individuals with schizophrenia reinforces public perception of an association between 

schizophrenia and violence.
[158]

 In a large, representative sample from a 1999 study, 12.8% of Americans believed that individuals with 

schizophrenia were "very likely" to do something violent against others, and 48.1% said that they were "somewhat likely" to. Over 74% 

said that people with schizophrenia were either "not very able" or "not able at all" to make decisions concerning their treatment, and 

70.2% said the same of money management decisions.
[161]

 The perception of individuals with psychosis as violent has more than doubled 

in prevalence since the 1950s, according to one meta-analysis.
[162]

 

Research directions 

Research has found a tentative benefit in using minocycline to treat schizophrenia.
[163]

 Nidotherapy or efforts to change the environment 

of people with schizophrenia to improve their ability to function, is also being studied; however, there is not enough evidence yet to 

make conclusions about its effectiveness.
[164]

 Negative symptoms have proven a challenge to treat as they are generally not made better 

by medication. Various agents have been explored for possible benefits in this area.
[165]

 There have been trials on drugs with anti-

inflammatory activity, based on the premise that inflammation might play a role in the pathology of schizophrenia.
[166]
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