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Anxiety and related disorders occur when natural and adaptive processes (anxiety, fear and panic) become disproportionate to the
environment
These disorders occur as a result of generalized biological vulnerabilities, generalized psychological vulnerabilities, and specific
psychological vulnerabilities
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DSM-5 Classification

Anxiety Disorders

• Separation Anxiety Disorder
• Selective Mutism
• Specific Phobia
• Animal
• Natural environment
• Blood-injection-injury
• Fear of blood
• Fear of injections and transfusions
• Fear of other medical care
• Fear of injury
• Situational
• Other
• Social Anxiety Disorder (Social Phobia)
• Panic Disorder
• Agoraphobia
• Generalized Anxiety Disorder
• Substance/Medication-Induced Anxiety Disorder
• Anxiety Disorder Due to Another Medical Condition
• Other Specified Anxiety Disorder
• Unspecified Anxiety Disorder

Obsessive-Compulsive and
Related Disorders

•
•
•
•
•
•

•

•
•

Obsessive-Compulsive Disorder
Body Dysmorphic Disorder
Hoarding Disorder
Trichotillomania (Hair-Pulling
Disorder)
Excoriation (Skin-Picking) Disorder
Substance/Medication-Induced
Obsessive-Compulsive and
Related Disorder
Obsessive-Compulsive and
Related Disorder Due to Another
Medical Condition
Other Specified ObsessiveCompulsive and Related Disorder
Unspecified ObsessiveCompulsive and Related Disorder

Trauma- and StressorRelated Disorders

• Reactive Attachment Disorder
• Disinhibited Social Engagement
Disorder
• Posttraumatic Stress Disorder
(includes Posttraumatic Stress
Disorder for Children 6 Years
and Younger)
• Acute Stress Disorder
• Adjustment Disorders
• Unspecified Trauma- and
Stressor-Related Disorder
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Description of Anxiety Disorders
• Experiencing anxiety
• Anxiety is a mood state characterized by strong
negative emotions and bodily symptoms of tension in
which an individual apprehensively anticipates future
danger or misfortune
• People with anxiety disorders experience excessive
and debilitating anxiety. It occurs in many forms
• Many individuals with anxiety disorders suffer from
more than one type
• People with extreme anxiety may experience a selfdefeating behavior known as the neurotic paradox
(self-defeating behavior pattern - fear with no threat)
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-

This is a large group of disorders that share common elements: The role of anxiety and fear.
These are some of the most common mental disorders.
In the past, all of the disorders in these chapters were called “anxiety disorders.” Now they’ve been divided into categories that have
their own focus.
Anxiety and fear, like all emotions, are useful and adaptive in moderation. They become psychological disorders when they are out of
proportion to the actual situations a person is encountering.
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Description of Anxiety Disorders
• Experiencing anxiety
• Normal anxiety response to
danger or threat is called the
fight/flight response
• In moderate amounts, anxiety is
an adaptive emotion that readies
individuals both physically and
psychologically for coping in
situations that could be
dangerous
• Moderate amounts of anxiety
helps us think and act more
effectively
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•
•

•

•

Symptoms of anxiety are expressed through three interrelated response systems:
Physical system: The brain sends messages to the sympathetic nervous system, fight/flight response. Produces chemical
(e.g., the release of adrenaline and noradrenaline) and physical (e.g., increase in heart rate, breathing, and
sweating) effects that mobilize the body for action.
•
Muscle tension, vomiting, sweating.
Cognitive system: Activation leads to feelings of apprehension, nervousness, difficulty concentrating, and panic. Searches for
potential sources of threat; activation typically leads to feelings of apprehension, nervousness, difficulty
concentrating, and panic.
•
Thoughts of incompetence, self critical.
Behavioral system: Aggression is coupled with a desire to escape the threatening situation. Activation may result in
aggression and/or a desire to escape the situation; avoidance behaviors are negatively reinforced causing future
avoidance of unpleasant events.
•
Avoidance, trembling lip, crying.
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Description of Anxiety Disorders
• Anxiety versus Fear and Panic
• Anxiety: future-oriented mood state characterized by
feelings of apprehension regarding upcoming events
• May occur in absence of realistic danger
• Fear: present-oriented emotional reaction
• Occurs in the face of a current danger and marked
by a strong escape tendency
• Panic: a group of physical symptoms of fight/flight
response
• Unexpectedly occur in the absence of obvious
danger or threat
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Description of Anxiety Disorders
• Normal Fears, Anxieties, Worries, and Rituals
• Normal Fears: are developmentally appropriate and most
decline with age, however, some are stable or may increase.
• Normal fears at one age can be debilitating a few years
later.
• A fear defined as normal depends on its effect on the
individual and how long it lasts
• The number and types of fears change over time
• Normal Anxieties: are also very common, however, anxious
symptoms do not show the age-related decline observed for
many specific fears
• Anxious symptoms may reflect a stable trait that
predisposes individuals to develop fears
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•
•
•

Fear and anxiety in moderate doses are adaptive.
Emotions and rituals that increase feelings of control are common in children and teens.
Common examples of anxiety:
Separation anxiety
Test anxiety
Excessive concern about competence
Excessive need for reassurance
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Anxiety Disorders in the DSM-5
• DSM-5 Classification of Anxiety Disorders
• DSM-5 divides anxiety disorders into eleven main
categories:
• Separation anxiety disorder (SAD)
• Selective mutism
• Specific phobia
• Social anxiety disorder (SOC) (Social phobia)
• Panic disorder (PD)
• Agoraphobia
• Generalized anxiety disorder (GAD)
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DSM-5 Classification of Anxiety Disorders
• Separation Anxiety Disorder
• Selective Mutism
• Specific Phobia
• Animal
• Natural environment
• Blood-injection-injury
• Fear of blood
• Fear of injections and transfusions
• Fear of other medical care
• Fear of injury
• Situational
• Other
• Social Anxiety Disorder (Social Phobia)
• Panic Disorder
• Agoraphobia
• Generalized Anxiety Disorder (GAD)
• Substance/Medication-Induced Anxiety Disorder
• Anxiety Disorder Due to Another Medical Condition
• Other Specified Anxiety Disorder
• Unspecified Anxiety Disorder
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Separation Anxiety Disorder (SAD)
Separation anxiety is important for a young child’s survival.
It is normal from about age 7 months through preschool
years.

Diagnostic Criteria for SAD
• (A) Developmentally inappropriate and excessive fear
or anxiety concerning separation from those to whom
the individual is attached, as evidenced by at least
three symptoms (see notes.)
• (B)The fear, anxiety, or avoidance is persistent,
lasting at least 4 weeks in children and adolescents
and typically 6 months or more in adults.
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Symptoms:
•
•
•
•
•
•
•
•

Recurrent excessive distress when anticipating or experiencing separation from home or from major attachment figures.
Persistent and excessive worry about losing major attachment figures or about possible harm to them, such as illness,
injury, disasters, or death.
Persistent and excessive worry about experiencing an untoward event (e.g., getting lost, being kidnapped, having an
accident, becoming ill) that causes separation from a major attachment figure.
Persistent reluctance or refusal to go out, away from home, to school, to work, or elsewhere because of fear of
separation.
Persistent and excessive fear of or reluctance about being alone or without major attachment figures at home or in
other settings.
Persistent reluctance or refusal to sleep away from home or to go to sleep without being near a major attachment
figure.
Repeated nightmares involving the theme of separation.
Repeated complaints of physical symptoms (e.g., headaches, stomachaches, nausea, vomiting) when separation from
major attachment figures occurs or is anticipated.

•

Example: Age-inappropriate, excessive, and disabling anxiety about being apart from parents or away from home.

-

Used to be diagnosed in children only, but now may be diagnosed in adults
Loved one from whom separation is feared usually has some caretaking responsibility for affected individual (e.g. spouse, parent). It is
not common to see parents fearing separation from their children, for example. If a parent has pathological worry about harm coming
to their child, it would more likely be diagnosed as part of GAD.
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Separation Anxiety Disorder (SAD)
• (C)The disturbance causes clinically significant
distress or impairment in social, academic,
occupational, or other important areas of functioning.
• (D)The disturbance is not better explained by another
mental disorder
Prevalence and Comorbidity
• 4.1% of children meet criteria, and 6.6% for adults.
• 12.1% (life)
• Female : Male = 1:1
• Onset = usually adolescence
• Peak age of onset = 13
• 13.6% prevalence in ages 18 to 29
• 6.6% prevalence in ages 60+
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•

The disturbance is not better explained by another mental disorder, such as refusing to leave home because of excessive
resistance to change in autism spectrum disorder; delusions or hallucinations concerning separation in psychotic disorders;
refusal to go outside without a trusted companion in agoraphobia; worries about ill health or other harm befalling significant
others in generalized anxiety disorder; or concerns about having an illness in illness anxiety disorder.

•

Prevalence and Comorbidity
•
One of the two most common anxiety disorders of childhood (the other one is specific phobia), occurring in about
4% to 10% of all children; common in boys and girls, but more prevalent in girls
•
More than 2/3 of children with SAD have another anxiety disorder and about half develop a depressive disorder
Onset, Course, and Outcome
•
Of the anxiety disorders, SAD has the earliest age of onset (7-8 years of age) and the youngest age at referral
•
Often occurs after the child experiences a stressful event (moving to a new neighborhood or new school)
•
Progresses from mild to severe
•
SAD persists into adulthood for more than 1/3 of affected children and adolescents
•
Outcomes as adults: more likely to experience relationship difficulties, other anxiety disorders and mental health
problems, and functional impairment in social and personal life
• More common in people who are young (18 to 29 years), undereducated, single, and of low socioeconomic class,
• 13.6% prevalence in ages 18 to 29
• 6.6% prevalence in ages 60+

•
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Specific Phobia
• Specific Phobia
• Extreme and disabling fear of
particular objects or situations
that pose little or no danger, often
leading to avoidance or
impairments in normal routines
• Evolutionary theory suggests that
people are biologically
predisposed to learn certain fears
that alert them to possible
sources of danger (dogs, snakes,
insects, and mice)
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Specific Phobia
• DSM-5 Diagnostic Criteria for Specific Phobia
• (A) Marked fear or anxiety about a specific object or
situation (e.g., flying, heights, animals, injection,
blood)
• (B) The phobic object or situation almost always
provokes immediate fear or anxiety
• (C) The phobic object or situation is actively avoided
or endured with intense fear or anxiety
• (D)The fear or anxiety is out of proportion to the
actual danger posed by the specific object or situation
and to the sociocultural context
• (E) The fear, anxiety, or avoidance is persistent,
typically lasting 6 months or more
Anxiety and Obsessive Compulsive Disorders 11
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Specific Phobia
• DSM-5 Diagnostic Criteria for Specific Phobia
• (F) The fear, anxiety or avoidance causes clinically
significant distress or impairment in social, occupational,
or other important areas of functioning
• (G) The disturbance is not better accounted for by
another mental disorder, including agoraphobia, OCD,
PTSD, SAD, or social anxiety disorder
• Specify if:
•
•
•
•
•

Animal (e.g., spiders, insects, dogs)
Natural environment (e.g., heights, storms, water)
Blood (e.g., injection, injury)
Situational (e.g., airplanes, elevators)
Other (e.g., loud sounds or costumed characters)
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Specific Phobia
•
Animal
•
Natural environment
•
Blood-injection-injury
•
Fear of blood
•
Fear of injections and transfusions
•
Fear of other medical care
•
Fear of injury
•
Situational
•
Other
Blood-injection-injury phobia
•
Decreased heart rate and blood pressure when seeing blood, injections, or injury
•
Fainting
•
Inherited vasovagal response
•
Onset = usually in childhood
Situational phobia
•
Fear of specific situations
•
E.g., Flying, driving
•
No uncued panic attacks
•
Fear centers around risks of the situation (e.g. Plane crashing), not having a panic attack
•
Onset = early to mid 20s
Natural environment phobia
•
Heights, storms, water
•
May cluster together
•
Associated with real dangers
•
Onset = usually in childhood
Animal phobia
•
Dogs, snakes, mice, insects
•
May be associated with real dangers
•
Onset = usually in childhood
•
Prevalence and Comorbidity: Occurs in about 20% of all children, although only a small number are referred for treatment; more
common in girls.
•
Onset, Course, and Outcome: Can occur at any age but seem to peak between ages 10 and 13 years.

Diana Keay. M.S.

Specific Phobia
Model of the various ways a specific phobia may
develop
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Prevalance, Comorbidity, Onset, Course and Outcome
12.5% (life); 8.7% (year)
Female : Male = 4:1
Chronic course
Onset = Most often childhood
CAUSES
• Direct experience
• Vicarious experience – seeing someone else encounter a feared object
• Information transmission – learning about a situation/object being dangerous
•
“Preparedness” = it is easier for us to acquire phobias of things that would have been useful for our ancestors to fear (e.g., more likely
to fear spiders and snakes than buses although the latter are more dangerous). In other words, through natural selection, we have been
“prepared” to fear certain things more than others
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Social Anxiety Disorder SOC (Social Phobia)
• Social Anxiety Disorder SOC
(Social Phobia)
• A marked, persistent fear of social or
performance requirements that
expose the person to scrutiny and
possible embarrassment
• Anxiety over mundane activities
• Most common fear is doing
something in front of others
• More likely to be highly emotional,
socially fearful; and inhibited, sad,
and lonely
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•

A marked and persistent fear of doing something intensely humiliating
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Social Anxiety Disorder SOC (Social Phobia)
• DSM-5 Diagnostic Criteria
• (A) Marked fear or anxiety about one or more social
situations in which the individual is exposed to
possible scrutiny by others
• (B) The individual fears that he or she will act in a way
or show anxiety symptoms that will be negatively
evaluated (i.e., will be humiliating or embarrassing)
• (C) The social situations almost always provoke fear
or anxiety
• (D) The social situations are avoided or endured with
intense fear or anxiety
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•

(A) Examples: social interactions (e.g., having a conversation, meeting unfamiliar people), being observed (e.g., eating or
drinking), or performing in front of others (e.g., giving a speech).
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Social Anxiety Disorder SOC (Social Phobia)
• DSM-5 Diagnostic Criteria
• (E) The fear or anxiety is out of proportion to the
actual danger posed by the social situation and to the
sociocultural context
• (F) The fear, anxiety, or avoidance is persistent,
typically lasting for 6 months or more
• (G) The fear, anxiety, and avoidance causes clinically
significant distress or impairment in social,
occupational, or other important areas of functioning
• (H) The fear, anxiety, and avoidance is not
attributable to the direct physiological effects of a
substance or another medical condition
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•
•
•

(I) The fear, anxiety, or avoidance is not better explained by the symptoms of another mental disorder
(J) If another medical condition is present, the fear, anxiety, or avoidance is clearly unrelated or is excessive
Specify if:
•
Performance only: If the fear is restricted to speaking or performing in public
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Social Anxiety Disorder SOC (Social Phobia)
• Prevalence, Comorbidity, and Course
• Lifetime prevalence of 6-12%
• Twice as common in women
• Two-thirds also have another anxiety disorder, most
commonly generalized anxiety disorder
• 20% also suffer from major depression and may selfmedicate with alcohol and other drugs
• Most common age of onset is early to midadolescence, and is rare under age 10
• Age of onset early to mid adolescence, especially at the
time when teens experience heightened selfconsciousness; appears to increase with age
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Selective Mutism
• Selective Mutism
• Characterized by a failure to speak in a specific social
situation where there is an expectation to speak, like
at school
• They may speak loudly and frequently at home or
other settings
• New to DSM-5
• Very rare. Estimated to occur in 0.7% of children
• Average age of onset is 3-4 years
• May be an extreme type of social phobia, but there
are differences between the two disorders
• Many children seem to outgrow selective mutism
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•
•
•
•
•
•

Trauma may be a cause and selective mutism is a self-protective response.
Author Dr. Maya Angelou was mute for 5 years after she was raped at 8 years old.
Must occur for more than one month and cannot be limited to the first month of school
High comorbidity with SAD
Based on similarities between selective mutism and social anxiety disorder, it has been suggested that selective mutism
might be a developmentally specific variant of SOC.
Treatment: CBT most efficacious, similar to treatment for SAD
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Panic Disorder (PD)
• Panic Disorder (PD)
• A panic attack is a sudden and
overwhelming period of intense
fear or discomfort that is
accompanied by physical and
cognitive symptoms
characteristic of the fight/flight
response
• Fear of having a panic attack in
situations where escape would
be difficult or help is unavailable
• Does not usually develop until
age 18 or older

Anxiety and Obsessive Compulsive Disorders 19

•
-

Panic disorder is characterized by recurrent unexpected panic attacks, as well as persistent concern about the possible
implications and consequences of having another attack.
Panic attacks come on suddenly, they typically reach a peak within 10 minutes, and they are accompanied by uncomfortable physical
sensations and catastrophic thoughts.
People may also experience “limited symptom episodes,” or panic attacks that have only a few symptoms (less than 4 total).
Panic attacks are very common. Most people have at least one panic attack in their lives. People with severe anxiety may have
multiple panic attacks every day.
Unexpected attacks occur out of the blue – they could come up when you’re just watching TV at home. Expected attacks may be cued
by certain situations (e.g., public speaking), especially in places where a person has had an attack in the past (e.g., while driving in the
location of a previous panic attack)
In DSM-IV, panic disorder was diagnosed with or without agoraphobia, but in DSM-5, they are considered two distinct
categories.
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Panic Disorder (PD)
DSM-5 Diagnostic Criteria
• (A) Recurrent unexpected panic attacks. A panic attack is an
abrupt surge of intense fear or intense discomfort that reaches a
peak within minutes and during which time 4 or more symptoms
occur (See notes)
• Note: The abrupt surge can occur from a calm state or an
anxious state
• (B) At least one of the attacks has been followed by 1 month (or
more) of one or both of the following:
• (1) Persistent concern about additional panic attacks or their
consequences
• (2) Significant maladaptive change in behavior related to the
attacks
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The DSM – 5 diagnostic criteria for panic attack — 4 (or more) of the following symptoms occur:
1. Palpitations, pounding heart, or accelerated heart rate
2. Sweating
3. Trembling or shaking
5. Feeling of choking
6. Chest pain or discomfort
7. Nausea or abdominal distress
8. Feeling dizzy, unsteady, light-headed or faint
9. Chills or heat sensations
10. Paresthesias: a burning or prickling sensation that is usually felt in the hands, arms, legs, or feet,
11. Derealization
12. Fear of losing control or going crazy
13. Fear of dying

Diana Keay. M.S.

Panic Disorder (PD)
• DSM-5 Diagnostic Criteria
• (C) The disturbance is not attributable to the
physiological effects of a substance or another medical
condition
• (D) The disturbance is not better accounted for by
another mental disorder

• Prevalence and Comorbidity
•
•
•

Panic attacks are common (16% of
teens)
Panic disorder is less common
(about 2.5% of teens 13-17 years)
Lifetime prevalence is about 2.5%
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NOCTURNAL PANIC
60% with panic disorder experience nocturnal attacks
Occur in non-REM sleep
Occur during delta/slow wave sleep
Caused by deep relaxation,
Sensations of “letting go” are anxiety provoking to people with panic attacks
Sleep terrors: childhood condition of intense fear in the middle of the night. Often involves screaming and getting out of bed,
but the children don’t wake up and don’t remember it the next day.
Isolated sleep paralysis: temporarily unable to move when transitioning from sleep to wake, accompanied by surge of terror and
occasional hallucination
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Panic Disorder (PD)
• Prevalence and Comorbidity
• More common in adolescent females than males
• Comorbidity with another anxiety disorder or depression
• At risk for suicidal behavior; alcohol or drug abuse

• Onset, Course, and Outcome
• Average age of onset for first panic attack is 15 to 19
years, and 95% of adolescents with the disorder are
post-pubertal
• PD remains stable during lifetime. It has the lowest rate
of remission for any of the anxiety disorders
• Without treatment the disorder is persistent and chronic
Anxiety and Obsessive Compulsive Disorders 22

Diana Keay. M.S.

Panic Disorder (PD)
• Model of Causes of Panic Disorder
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Generalized biological vulnerability
Alarm reaction to stress
Cues get associated with situations
Conditioning occurs
Generalized psychological vulnerability
Anxiety about future attacks
Hypervigilance
Increase interoceptive awareness
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Agoraphobia
Agoraphobia
• It is characterized by a persistent fear of a specific place or
situation, like being in a crowd or being outside the home alone
• In the DSM-V, agoraphobia is distinct from PD
• Diagnostic criteria includes:
• Marked fear or anxiety about two or more of these situations
• Individual fears or avoids situations because of thoughts that
escape might be difficult, or help might not be available, if
they were to feel panic–like symptoms
• Agoraphobia can be diagnosed without the presence of panic
disorder
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•

Concern about being unable to escape or get help in the event of panic symptoms or other unpleasant physical symptoms (e.g.,
incontinence, vomiting, falling)
Interoceptive avoidance: avoiding activities that might bring on physical sensations reminiscent of panic (e.g. exercise, sex,
caffeine, anger, exhilarating movies, amusement park rides)
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Agoraphobia
Prevalence, Comorbidity, Onset, Course
and Outcome
• Prevalence, comorbidity, onset, and
outcomes are very similar to PD
• Persists for 1 month or more
• Use and abuse of drugs and alcohol
• 2.7% (year)
• 4.7% (life)
• Female: male = 2:1
• Acute onset, most common in young
adulthood (e.g. ages 20-24)
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Special populations
Children
Elderly

Hyperventilation is a common symptom
Earlier cognitive development > fewer cognitive symptoms (e.g. less fear of dying)
Health focus is more common
Changes in prevalence – decreases with age

Social/gender roles
~75% of those with agoraphobia are female
Cultural factors
Similar prevalence rates across cultures
Variable symptom expression
Somatic symptoms more emphasized than emotional symptoms in developing countries
Culture-bound syndromes
Susto
Ataque de nervios
Kyol goeu
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Generalized Anxiety Disorder (GAD)
• Generalized Anxiety Disorder (GAD)
• Excessive and uncontrollable anxiety and
worry about a number of events or activities
on most days
• Experience apprehensive expectation—the
exaggerated worry and tension in absence
of conditions that would normally provoke
such a reaction
• Worrying can be episodic or continuous
• Excessive worry about minor everyday
occurrences
• Accompanied by at least one somatic
symptom: headache, stomach ache, tension
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•

Often accompanied by physical symptoms, including headaches, stomachaches, muscle tension, and trembling; other
symptoms include irritability, lack of energy, and difficulty sleeping.
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Generalized Anxiety Disorder (GAD)
• DSM-5 Diagnostic Criteria
• (A) Excessive anxiety and worry (apprehensive expectation)
occurring more days than not for at least 6 months, about a
number of events or activities (see textbook)
• (B) The individual finds it difficult to control the worry
• (C) The anxiety and worry are associated with 3 or more of
the following six symptoms:
• (1) Restlessness or feeling keyed up or on edge
• (2) Being easily fatigued
• (3) Difficulty concentrating or mind going blank
• (4) Irritability
• (5) Muscle tension
• (6) Sleep disturbance
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Generalized Anxiety Disorder (GAD)
• DSM-5 Diagnostic Criteria
• (D) The anxiety, worry, or physical
symptoms cause clinically
significant distress or impairment
in social, occupational, or other
important areas of functioning
• (E) The disturbance is not due to
the general physiological effects of
a substance (e.g., a drug of abuse,
a medication) or a another medical
condition (e.g., hyperthyroidism)
• (F) The disturbance is not better
explained by another mental
disorder
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Generalized Anxiety Disorder (GAD)
An integrated
Model of GAD
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Generalized Anxiety Disorder (GAD)
• Cognitive disposition for GAD: Show intolerance for
uncertainty resulting in impaired decision making that serves
to maintain worry
• Cannot stop worrying even when they recognize how
unhappy they are making themselves and others
• The intensity of worries is one of the best predictors of
impairment in people with GAD
• They feel the worry is uncontrollable which is a clinical
feature of GAD
• Meta-worry: worrying about worry. Include belief that
worrying is uncontrollable
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•

Some characteristics of individuals with GAD:
• They always expect the worst possible outcome
• Underestimate their ability to cope with situations
• What if I get hit by lightning?
• Do not restrict worries to frightening or catastrophic events, they also worry about minor everyday occurrences
such as what to wear or what to watch on tv.
• Are self-conscious, self-doubting, and worrying about meeting other’s expectations
• They seek constant approval
• They fear people whom they perceive as unpleasant, critical, or unfair
• They set extremely high standards for their own performance
• Highly self-critical when they fall short
• Accompanied by symptoms such as sleep disturbance and irritability
• Leads to behaviors like procrastination, overpreparation
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Generalized Anxiety Disorder (GAD)
• Prevalence and Comorbidity
• Prevalence 2.9% among adults
• Females are twice as likely as males to experience
• High comorbidity with other anxiety disorders and depression

•

Onset, Course, and Outcome
• Average onset is in early adolescence
• GAD peaks in middle age and declines across the later years
of life
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GAD in children
Need only one physical symptom
Worry = academic, social, athletic performance
GAD in the elderly
Worry about failing health, loss
Up to 10% prevalence
Use of minor tranquilizers: 17 to 50%
Sometimes prescribed for medical problems or sleep problems
Increase risk for falls and cognitive impairments
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Obsessive Compulsive Disorder (OCD)
• Obsessive-Compulsive and Related Disorders
• OCD used to be classified as an anxiety disorder, but the
DSM-5 puts it in its own chapter, along with several
disorders that are closely related, including:
•
•
•
•
•
•
•
•

Body dysmorphic disorder
Hoarding disorder
Trichotillomania (Hair-pulling disorder)
Excoriation disorder (Skin-picking disorder)
Substance/medication induced OCD and related
OCD due to a another medical condition and related
Other specified OCD and related
Unspecified OCD and related
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DSM-5 Classification of Obsessive-Compulsive and Related Disorders
• Obsessive-Compulsive Disorder
• Body Dysmorphic Disorder
• Hoarding Disorder
• Trichotillomania (Hair-Pulling Disorder)
• Excoriation (Skin-Picking) Disorder
• Substance/Medication-Induced Obsessive-Compulsive and Related Disorder
• Obsessive-Compulsive and Related Disorder Due to Another Medical Condition
• Other Specified Obsessive-Compulsive and Related Disorder
• Unspecified Obsessive-Compulsive and Related Disorder
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Obsessive Compulsive Disorder (OCD)
• OCD: An unusual disorder of ritual and doubt, characterized by
recurrent, time-consuming, and disturbing obsessions and
compulsions
• Obsessions: persistent and intrusive thoughts, urges, or
images - experienced as intrusive and unwanted
• Compulsions: repetitive, purposeful, and intentional
behaviors or mental acts performed to relieve anxiety
• Repeated, intrusive, irrational, and unwanted thoughts that cause
anxiety; often accompanied by ritualized behaviors or
compulsions to relieve this anxiety
• OCD is extremely resistant to reason
• Due to the excessive preoccupations, health, social and family
relations, and school can be severely disrupted
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•
•
•

OCD is extremely resistant to reason, even when the person recognizes the irrational nature of his or her routine.
Examples of obsessions: Doubting (whether you’ve locked the door, done something correctly), thoughts about contamination,
unwanted sexual/aggressive/religious urges, horrific images popping into your head, need for symmetry/exactness/doing something
until it feels “just right,” thoughts about accidentally hurting other people
Examples of compulsions: Washing, checking, mental rituals, counting
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Obsessive Compulsive Disorder (OCD)
• DSM-5 Diagnostic Criteria
(A) Presence of obsessions, compulsions, or both:
Obsessions are defined by (1) and (2):
(1) Recurrent and persistent thoughts, urges, or images that
are experienced, at sometime during the disturbance, as
intrusive and unwanted, and that in most individuals cause
marked anxiety or distress.
(2) The individual attempts to ignore or suppress such
thoughts, urges, or images, or to neutralize them with some
other thought or action (i.e., by performing a compulsion)
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60% have multiple obsessions:
Need for symmetry
Forbidden thoughts or actions
Cleaning and contamination
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Obsessive Compulsive Disorder (OCD)
• DSM-5 Diagnostic Criteria
(A)
Compulsions are defined by (1) and (2):
(1) Repetitive behaviors (e.g., hand washing, ordering,
checking) or mental acts (e.g., praying, counting, repeating
words silently) that the individual feels driven to perform in
response to an obsession or according to rules that must be
applied rigidly
(2) The behaviors or mental acts are aimed at preventing or
reducing anxiety or distress, or preventing some dreaded
event or situation; however, these behaviors or mental acts
are not connected in a realistic way with what they are
designed to neutralize or prevent, or are clearly excessive
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Four major categories (These four categories are NOT exhaustive, but they capture many common compulsions.
The function of compulsions is to reduce discomfort associated with obsessions)
Checking
Ordering
Arranging
Washing/cleaning
Association with obsessions
Hoarding (collecting and keeping an excessive number of items despite them having little or no value) used to be classified among
compulsions. Now it is classified as its own disorder, “Hoarding disorder,” considered an obsessive-compulsive and related disorder.
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Obsessive Compulsive Disorder (OCD)
• DSM-5 Diagnostic Criteria
(B) The obsessions or compulsions are
time-consuming or cause clinically
significant distress or impairment in
important areas of functioning
(C) The obsessive-compulsive symptoms
are not attributable to the physiological
effects of a substance or another medical
condition
(D) The disturbance is not better explained
by the symptoms of another mental disorder
• Specify if:
• With good or fair insight, poor insight, or
with absent insight/delusional beliefs
Anxiety and Obsessive Compulsive Disorders 36

•
•
•
•

With good or fair insight: The individual recognizes that obsessive-compulsive disorder beliefs are definitely or probably
not true or that they may or may not be true.
With poor insight: The individual thinks obsessive-compulsive disorder beliefs are probably true.
With absent insight/delusional beliefs: The individual is completely convinced that obsessive-compulsive disorder beliefs
are true.
Specify if:
• Tic-related: The individual has a current or past history of a tic disorder.

TIC
• Involuntary movements (e.g. sudden jerking of limbs, movement of jaw, etc)
• Often co-occurs in patients with OCD
• Sometimes tics are used as compulsive behaviors – performed to relieve anxiety associated with obsessions
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Obsessive Compulsive Disorder (OCD)
• Prevalence and Comorbidity
•
•

Occurs in 1% to 2.5% population
Mean age of onset of 9 to 30s

•
•

Same rates for male and female
OCD is commonly comorbid with other anxiety
disorders, depressive disorders, and disruptive behavior
disorders

• Onset, Course, and Outcome
•

Chronic disorder: as many as two-thirds continue to
have OCD 2-14 years after initial diagnosis
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•

Predictors of poor outcome include poor initial response to treatment, history of tic disorder, and parental
psychopathology at time of referral.
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Body Dysmorphic Disorder (BDD)
• DSM-5 Diagnostic Criteria
(A) Preoccupation with one or more perceived defects or flaws in
physical appearance that are not observable or appear slight to
others.
(B) At some point during the course of the disorder, the individual has
performed repetitive behaviors (e.g., mirror checking, excessive
grooming, skin picking, reassurance seeking) or mental acts (e.g.,
comparing his or her appearance with that of others) in response to
the appearance concerns.
• Examples of concerns in BDD: Ears too big, muscles too small, skin
uneven/blotchy, nose too big
• Actual defect, if present, appears slight to others
• Comorbid with OCD 10%. Course lifelong
• Onset in early adolescence through 20s
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IN BOOK SEE CRITERIA ON PAGE 173
(C) The preoccupation causes clinically significant distress or impairment in social, occupational, or other important areas of functioning.
(D) The appearance preoccupation is not better explained by concerns with body fat or weight in an individual whose symptoms meet
diagnostic criteria for an eating disorder.
Specify if:
With muscle dysmorphia: The individual is preoccupied with the idea that his or her body build is too small or insufficiently muscular.
This specifier is used even if the individual is preoccupied with other body areas, which is often the case.
Specify if:
Indicate degree of insight regarding body dysmorphic disorder beliefs (e.g., “I look ugly” or “I look deformed”).
With good or fair insight: The individual recognizes that the body dysmorphic disorder beliefs are definitely or probably not true or that
they may or may not be true.
With poor insight: The individual thinks that the body dysmorphic disorder beliefs are probably true.
With absent insight/delusional beliefs: The individual is completely convinced that the body dysmorphic disorder beliefs are true.
Two treatments
• SSRIs
• Exposure and response prevention
PLASTIC SURGERY
Fully 76.4% had sought this type of treatment and 66% were receiving it
8% to 25% of all patients who request plastic surgery may have BDD
Plastic surgery does not make BDD go away – it often intensifies it.
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Hoarding Disorder
DSM-5 Diagnostic Criteria
(A) Persistent difficulty discarding or parting with possessions,
regardless of their actual value.
(B) This difficulty is due to a perceived need to save the items and to
distress associated with discarding them.
(C) The difficulty discarding possessions results in the accumulation
of possessions that congest and clutter active living areas and
substantially compromises their intended use
• Prevalence: between 2% and 5% of the population
• Men = women
• Hoarding behavior can begin early in life and get worse with each
passing decade
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If living areas are uncluttered, it is only because of the interventions of third parties (e.g., family members, cleaners, authorities).
The hoarding causes clinically significant distress or impairment in social, occupational, or other important areas of functioning
(including maintaining a safe environment for self and others).
The hoarding is not attributable to another medical condition (e.g., brain injury, cerebrovascular disease, Prader-Willi syndrome).
The hoarding is not better explained by the symptoms of another mental disorder (e.g., obsessions in obsessive-compulsive disorder,
decreased energy in major depressive disorder, delusions in schizophrenia or another psychotic disorder, cognitive deficits in major
neurocognitive disorder, restricted interests in autism spectrum disorder).
Specify if:
With excessive acquisition: If difficulty discarding possessions is accompanied by excessive acquisition of items that are not needed or
for which there is no available space.
Specify if:
With good or fair insight: The individual recognizes that hoarding-related beliefs and behaviors (pertaining to difficulty discarding items,
clutter, or excessive acquisition) are problematic.
With poor insight: The individual is mostly convinced that hoarding-related beliefs and behaviors (pertaining to difficulty discarding
items, clutter, or excessive acquisition) are not problematic despite evidence to the contrary.
With absent insight/delusional beliefs: The individual is completely convinced that hoarding-related beliefs and behaviors (pertaining to
difficulty discarding items, clutter, or excessive acquisition) are not problematic despite evidence to the contrary.
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Trichotillomania (Hair Pulling Disorder)
DSM-5 Diagnostic Criteria
(A) Recurrent pulling out of one’s hair, resulting in hair loss.
(B) Repeated attempts to decrease or stop hair pulling.
(C) The hair pulling causes clinically significant distress or
impairment in social, occupational, or other important areas of
functioning.
• The urge to pull out one’s own hair from anywhere on the body
• Leads to noticeable hair loss on scalp, eyebrows, arms, pubic
region, etc.
• 1 to 5% prevalence rate
• Behavioral habit reversal treatment is most effective treatment
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(D) The hair pulling or hair loss is not attributable to another medical condition (e.g., a dermatological condition).
(E) The hair pulling is not better explained by the symptoms of another mental disorder (e.g., attempts to improve a perceived defect or
flaw in appearance in body dysmorphic disorder).
Excoriation (Skin Picking Disorder)
Excoriation is characterized by repetitive and compulsive picking of the skin, leading to tissue damage
Repetitive and compulsive picking of the skin, leading to tissue damage
Face is common target for picking
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Anxiety and Obsessive-Compulsive Disorders
• Associated Characteristics
•

Individuals with anxiety disorders and
OCD display a number of associated
characteristics
•
•
•
•

Cognitive disturbances
Physical symptoms
Social and emotional deficits
Anxiety and depression
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Anxiety and Obsessive-Compulsive Disorders
• Associated Characteristics
•

Cognitive disturbances: There is a disturbance in how
information is perceived and processed
• Intelligence and academic achievement
• Despite normal intelligence, deficits are seen in memory,
attention, theory of mind and speech or language
• High levels of anxiety can interfere with academic
performance
• Those with generalized social anxiety may drop out of
school prematurely

• Threat-related attentional biases
• Selective attention is given to potentially threatening
information
• Anxious vigilance or hypervigilance permits the person to
avoid potentially threatening events
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•

Anxious individuals tend to be hypervigilant, use danger-confirming thoughts in response to perceptions of threat, have a
temperament that may heighten attentional biases to threat and behavioral avoidance and, therefore, promote fears, and
see themselves as having less control over anxiety-related events than other people.
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Anxiety and Obsessive-Compulsive Disorders
• Associated Characteristics
•

Cognitive disturbances
• Cognitive errors and biases
• Perceptions of threats activate danger-confirming
thoughts
• Individuals with conduct problems select aggressive
solutions in response to a perceived threat
• People with anxiety disorders see themselves as having
less control over anxiety-related events than other
individuals
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Anxiety and Obsessive-Compulsive Disorders
• Associated Characteristics
•

Physical Symptoms
•
•

Somatic complaints, such as stomachaches or headaches,
are more common in individuals with GAD, PD, and SAD
than in those with a specific phobia
90% of people with anxiety disorders report at least one
sleep-related problem, mostly insomnia, nightmares,
nocturnal panic, or refusal to sleep alone
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Anxiety and Obsessive-Compulsive Disorders
• Associated Characteristics
•

Social and Emotional Deficits
• Anxious people display low social performance and high
social anxiety
• They see themselves as shy and socially withdrawn, and
report low self-esteem, loneliness, and difficulty initiating and
maintaining friendships
• They have deficits in
understanding emotion
and in differentiating
between thoughts and
feelings
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Anxiety and Obsessive-Compulsive Disorders
• Associated Characteristics
•

Anxiety and Depression
• GAD, SAD, and SOC are more commonly associated with
depression than is specific phobia
• Both share the general underlying dimension of negative
affectivity (persistent negative mood), while individuals who
are anxious may experience greater positive affectivity than
those who are depressed
• Physiological hyperarousal (somatic tension, shortness of
breath, dizziness, etc) may be unique to anxious individuals
• Predictors and environmental influences are different
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•

Does anxiety lead to depression? Are they the same but with different clinical features?
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Anxiety and Obsessive-Compulsive Disorders
• Gender, Ethnicity and Culture
• There is a higher incidence of anxiety disorders in women
which may be affected by reporting bias. However, higher
incidence of anxiety disorders in women suggests genetic
influences and related neurobiological differences
• Ethnicity and culture may affect the expression,
developmental course, and interpretation of anxiety
symptoms
• Cultures that favor inhibition, compliance, and
obedience may have increased levels of fear
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•
•

The experience of anxiety is pervasive across cultures
Research suggests genetics and gender role orientation are related to gender differences in anxiety
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Theories and Causes
Early Theories
• Psychoanalytic theory: viewed anxieties and phobias as
defenses against unconscious conflicts rooted in the child’s early
upbringing
• Behavioral and learning theories: held that fears and anxieties
were learned through classical conditioning (Case of Little
Albert), and maintained through operant conditioning. With
social learning, people could learn fears through observation of
others.
• Attachment theory: fearfulness in children is biologically fixed in
the emotional attachment needed for survival. Children who
experience early insecure attachments may develop anxiety and
avoidance behavior.
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Theories and Causes
Current Models
• Developmental psychopathology perspective that
emphasizes interaction among biological and
environmental influences
• Temperament
Variations in behavioral reactions to novelty result in part
from inherited differences in the neurochemistry of brain
structures:
• Amygdala: primary function is to react to unfamiliar or
unexpected events
• Projections of amygdala to the motor system, anterior
cingulate and frontal cortex, hypothalamus, and sympathetic
nervous system
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Theories and Causes
Current Models
• Temperament
• Behavioral inhibition (BI) temperament: a low threshold for novel
and unexpected stimuli. It places an individual at greater risk for
anxiety disorders

• Family and Genetic Risk
• Family and twin studies suggest that about one-third of the
variance in anxiety symptoms is genetic
• Genes related to the serotonin and dopamine systems have been
implicated in anxiety, particularly when there is exposure to
environmental risk
• Genes are linked to broad anxiety-related traits
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•
•

Family and twin studies suggest a biological vulnerability to anxiety disorders.
Small contributions from multiple genes seem related to anxiety when certain psychological and social factors are also present
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Theories and Causes
• Current Models
• Neurobiological Factors
• The behavioral inhibition system (BIS) is believed to be
overactive in people with anxiety disorders; the BIS may
be shaped by early life stress
• The entire anxiety response system or BIS is controlled
by several interrelated systems to produce anxiety
•
•
•
•
•

Hypothalamic-pituitary-adrenal (HPA) axis
Limbic system
Ventrolateral prefrontal cortex
Other cortical and subcortical structures
Primitive brain stem
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•
•
•
•
•

Limbic system (mediates between the brainstem (lower order structure which senses changes in bodily function and communicates
danger signals) to the higher-order more cognitive cortex)
Behavioral inhibition system (BIS) (It is activated by signals from the brainstem of unexpected events and also signals from the cortex
about perceived danger, which travel to the septal-hippocampal system)
Received danger signals from: Brain stem and Septal-hippocampal system
Fight/flight (FFS) system: Panic circuit and Alarm and escape response
Polygenetic influences: Corticotropin releasing factor (CRF): CRF is important because it activates the hypothalamic-pituitaryadrenocortical (HPA) axis which impacts anxiety. Affects the HPA axis
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Theories and Causes
Current Models
• Neurobiological Factors
• Brain abnormalities such as more pronounced right or left
asymmetries and an over excitable amygdala have been
implicated in individuals who are anxious and/or behaviorally
inhibited
• Prolonged exposure to cortisol as a
result of early stress or trauma may
have neurotoxic effects on the
developing brain.
• Norepinephrine, GABA,
neuropeptides, and serotonin
appear to be implicated
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•
•
•
•
•
•

•
•
•
•

Brain circuits and neurotransmitters
GABA: Lower levels of GABA are associated with more anxiety
Noradrenergic
“Noradrenergic” and “serotonergic” systems refer to the release of the neurotransmitters norepinephrine (also called noradrenaline)
and serotonin. Deficits in norepinephrine and serotonin are linked to greater anxiety
Biological vulnerabilities triggered by stressful life events in Family, Interpersonal, Occupational, Educational
Inherited tendency to become anxious
GABA: gamma-Aminobutyric acid. the chief inhibitory neurotransmitter in the central nervous system. Its principal role is
reducing neuronal excitability throughout the nervous system.
Serotonin: feelings of well-being and happiness. modulates reward responses
Dopamine: motivational component of reward-motivated behavior
Norepinephrine: helps to regulate adrenaline and the fight or flight response

Diana Keay. M.S.

Theories and Causes
An Integrated Model
• The three vulnerabilities that contribute to the development of
anxiety disorders. If individuals possess all three, the odds are
greatly increased that they will develop an anxiety disorder after
experiencing a stressful situation.
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•
•
•

Generalized biological vulnerability
• Diathesis
Generalized psychological vulnerability
• Beliefs/perceptions
Specific psychological vulnerability
• Learning/modeling

SUICIDE
Suicide attempt rates are similar to major depression
20% of panic patients attempt suicide
Increases for all anxiety disorders
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Treatment and Prevention
• Overview
• Main line of attack for treating anxiety disorders is
exposing individuals to anxiety-producing situations,
objects, and occasions
• Treatment for anxiety focus on
four areas:
• Distorted information
processing
• Physiological reactions to
perceived threat
• Sense of a lack of control
• Excessive escape and
avoidance behaviors
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Also meditation, and self-help strategies are helpful
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Treatment and Prevention
• Behavior Therapy
• Main technique is exposure to the feared stimulus, while
providing ways of coping other than escape and
avoidance. This process is gradual
• Exposure-based therapies include:
• Systematic desensitization: 1. teaching person to relax,
2. constructing an anxiety hierarchy, and 3. presenting the
stimuli sequentially while relaxed
• Flooding: exposure to prolonged and repeated doses
(massed exposure). This technique is used with
response prevention to prevent the person from
escaping or avoiding. Conducted in real-life or through
role-playing, imagining, observation, or virtual reality
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Example For Phobias
Graduated and structured exposure: systematically progress through hierarchy of feared situations related to phobia. Example: Someone
who fears spiders would first look at pictures of spiders, then watch videos of spiders, then be in a room with a spider in a cage, then
approach the cage, then touch the spider, etc. Each level of the hierarchy may be repeated until the person’s anxiety decreases.

Diana Keay. M.S.

Treatment and Prevention
• Behavior Therapy
• Exposure-based therapies include:
• Participant modeling and reinforced practice. They
are effective for treating specific phobias. Therapist
models desired behavior, then engages individual in
participating, followed by reinforcing the individual’s
efforts

• Muscle relaxation
• Special breathing exercises
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Treatment and Prevention
• Cognitive-Behavioral Therapy (CBT)
• The most effective procedure for treating most anxiety
disorders
• Teaches individual to understand how thinking
contributes to anxiety and to modify maladaptive
thoughts to decrease symptoms.
• CBT is almost always used with exposure-based
treatments. Example of structure:
• Psychoeducational: learning cognitive, behavioral, and
physiological symptoms. Self-monitoring for triggers and
reactions
• Skill building: cognitive restructuring, social skills,
problem solving skills, systematic rational responses
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Treatment and Prevention
• Cognitive-Behavioral Therapy (CBT)
• Example of structure:
• Problem solving: identify problems, develop realistic
goals, use of proactive approach rather than avoidance
• Exposure: develop fear and avoidance hierarchy,
simulation of situations
• Generalization and maintenance: modeling, practicing in
sessions and components for at home-family participation

• Skills training and exposure: to combat problematic thinking
• Computer-based CBT
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For OCD: Cognitive-behavioral therapy . Exposure and ritual prevention (ERP)
•

Family Interventions
•
Addressing person’s anxiety disorders in a family context may result in more dramatic and lasting effects
•
Family treatment for OCD provides education about the disorder and helps families cope with their feelings
•
Family interventions may result in more dramatic and lasting effects.
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Treatment and Prevention
• Medications
• Medication can reduce anxiety symptoms, particularly
for OCD, and are most effective when combined with a
more comprehensive treatment plan
• CBT is the first line of treatment, with medication for
those with severe symptoms, comorbid disorders, or
when CBT is unavailable
• The most common and effective medications are
selective serotonin reuptake inhibitors (SSRIs):
•

SSRI’s block the reuptake of serotonin, thereby increasing its
availability in the synapse and stimulating the postsynaptic neuron
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Treatment and Prevention
• Anti Anxiety Drugs
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•
•
•

SSRIs are more commonly prescribed for generalized social anxiety.
Beta blockers are often used by performers (e.g. musicians) to combat stage fright.
Benzodiazepines are more commonly prescribed for performance-only social anxiety. Example: Xanax (Alprazolam)

For GAD:

For Panic:

For SAD

Benzodiazepines (Benzodiazepines provide fast-acting relief, but there is limited support for long-term use and they lead to
minor cognitive and motor impairment)
Antidepressants
Benzodiazepines (e.g. Ativan)
SSRIs (e.g., Prozac and Paxil)
High relapse rates after discontinuation of medication
Beta blockers
Benzodiazepines
SSRI (Paxil, Zoloft, and Effexor)
D-cycloserine

For OCD
SSRIs
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